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A meeting of County Durham and Darlington NHS Foundation Trust Board of Directors 

held in the Prospect House and Via Teams on Wednesday 28th July 2021 at 09.00hrs – 

11:30hrs 

Part One (Open) 

Agenda 
 

Item No Title of Item 
 

Presented By / Status 
 

Item 1 Welcome & Apologies for Absence 

Item 2 

Declarations of Interest – any Board member who is aware of a private or personal 
conflict of interest relating to any item on the agenda will be required to disclose it at this 
stage or when the conflict arises during the consideration of the item. 

Item 3  

 

Minutes, Matters Arising and Action Log – From the Trust Board meeting(s) held on: 
3a. Open Trust Board – 26th May 2021 
3b. Action Log – 26th May 2021 

Item 4  

 

Chief Executive’s Report  
 CEO Update (including Care Quality Commission 

Update) 

 

SJ 
Attached/ to 

follow 
For 

information 

 
Patient Safety & Quality 

 

Item 5   
Executive Directors’ Report on Covid-19, 
activity and reset programme Execs Attached 

For 
assurance 

Item 6 IQAC Preface  MB To follow 
For 

assurance 

Item 7  

7 Medical Management / Mortality 

a) Job planning 
b) Mortality Report 
c) Medical Examiners  
d) Guardian of Safe Working, Q1 - Deferred 

JC 
 

Attached 
 

For 
assurance  
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Item No Title of Item 
 

Presented By / Status 
 

Item 8   

 

Patient Safety and Experience – to include 

i. IP&C Assurance Framework 

 

NS 

 
 

Attached 
 
 

For 
assurance 

 
Compliance & Performance Management 

 

Item 9 OPAC Preface 
PFJ To Follow 

For 
Assurance 

Item 10 Integrated Performance Report  
Execs Attached 

For 
assurance  

 

Other Business  

   

Item 11 Register of Sealings WE Attached 
For 

assurance 

Item 12 Any Other Business ALL Verbal 
For 

information 
 

 

Declaration to exclude the public  

   

Item 13 

 

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”.  

Committee 
Chairs 

Attached For noting 
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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 26 May 2021 from 09:00hrs 
The Boardroom, Trust HQ, UHND and Via MS Teams 

Part One (Open) 
 
Present: 
Prof Paul Keane OBE  Chairman 
Mr Michael Bretherick  Non-Executive Director 
Ms Jenny Flynn MBE  Non-Executive Director 
Mr Paul Forster-Jones  Non-Executive Director 
Dr Richard Scothon  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 
Ms Alison McCree  Managing Director – CDD Services 
Mr Warren Edge  Senior Associate Director of Assurance and Compliance 
Mr Peter Dixon   Corporate Affairs Lead (Minute Taker) 
Ms Kathryn Featherstone Public and Lead Governor, Chgetser-le-Street 

 
Due to Covid-19 safety measures, no members of the public were in attendance. 

 

15/22 Welcome and apologies Action 

 

 
The Chairman welcomed Board members and others present as well as Ms 
Featherstone, who was in attendance to observe as Lead Governor of the Trust’s 
Council of Governors.  
 
The Chairman clarified that the meeting was being undertaken in accordance with 
Covid-19 social distancing guidelines and was being recorded, with recording to 
be published, due to the public being unable to attend.  
 
Apologies had been received from Mr Crosland, Non-Executive Director. Mr 
Cundall, Executive Medical Director had provided apologies to notify the Board he 
would be late.  
 

 

16/22 Declarations of Interests Action 

 

 
Any Board Member who was aware of a conflict of interest relating to any item on 
the agenda was required to disclose it at this stage or when the conflict arose 
during consideration of a particular item. 
 
Ms McCree declared her interest as a Director of Synchronicity Care Ltd (SCL). 
The Chairman confirmed that there were no items on the agenda that created a 
conflict for SCL officers.  
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17/22 
Minutes & Matters Arising from the Previous Meeting held on Wednesday 31 
March 2021 

Action 

 

Accuracy 
The minutes of the previous meeting were approved further to the following 
amendments: 
 
174/21 Minutes & Matters Arising from the Previous Meeting held on Wednesday 
27 January 2021, Page 2, Matters Arising from the Minutes, to read: There was a 
challenge to overcome but sensitive and responsive plans were being developed 
alongside, to maintain focus on retaining current staffing.  
 
174/21 Minutes & Matters Arising from the Previous Meeting held on Wednesday 
27 January 202, Page 3, final paragraph, to read: Action 12 (139/21): to update 
the Board on the NHS Blood and Transplant Services further to the National 
Conference and Meetings held in January and February 2021. 
 
Matters Arising 
174/21 Minutes & Matters Arising from the Previous Meeting held on Wednesday 
27 January 2021, Page 2, Matters Arising from the Minutes: The Chairman noted 
that a Trust in the midlands had also recruited nurses from India and had seen a 
large number of the nurses return home to help their families. The Chairman asked 
whether the outbreak of Covid-19 in India had impacted on the Trust’s retention 
of international recruits. Mr Scanlon assured the Board that there had been no 
impact to the Trust as the nurses recruited had originated from Kerala which was 
a significant distance from the worst affected areas. Ms Smith added that the Trust 
had contacted all of the nurses recruited from India to provide pastoral care.  
 
Action Log 
Those actions ‘greyed out’ were accepted as complete and could be closed: 
Action 1 (60/21), Action 2 (95/21), Action 3 (95/21), Action 4 (96/21), Action 5 
(97/21), Action 6 (139/21), Action 7 (139/21), Action 8 (139/21), Action 9 (139/21), 
Action 10 (139/21), Action 11 (140/21), Action 12 (141/21), Action 13 (141/21), 
Action 15 (141/21). 
 
Action 14 (141/21), To provide a more granular view or chart in the IQPR on the 
Trust’s performance of the number of care hours per patient/day. Mr Scanlon 
explained that in the IQPR included in the papers, the Board would be able to see 
colour coding to provide an overview of areas of concern with respect to staffing 
levels. However Mr Scanlon cautioned that this was not a simple metric and he 
would not favour this view being used as a method of scrutiny as there was a great 
deal of complexity surrounding the data.  Action complete. 
 
Action 16 (174/21), present the Board with a proposal for a memorial to be held in 
Durham. Mr Forster-Jones advised that, due to the nature of the proposal, he 
needed to present the plan to both the Chairman and Ms Jacques prior to 
presenting to the Board. He was aware that there was a time pressure in order for 
him to be able to provide a business case to the Charitable Funds Committee for 
funding and would aim to present this at the next meeting. Action deferred to 
July 2021 
 
Action 19 (175/21), Confirm how the mitigation was agreed for the risk relating to 
the safety of medical gas systems and pipework. Was an engineer involved in 
deciding the frequency of checks required? Mr Edge confirmed that mitigations 
were reviewed annually by the Fire, Health and Safety Group and that an 
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authorising engineer was consulted in respect of both the priority of the works and 
the routine maintenance checks required on the systems.  Action complete 
 
Action 21 (176/21), Review to be undertaken of the mortality and complication 
rates for emergency laparotomies as identified in the C2-AI report. Mr Cundall 
confirmed that this was taking longer than anticipated but that he would be able to 
report the outcome at the next meeting. Action deferred to July 2021 
 
Action 22 (176/21), To provide the Board with an explanation as to the position of 
the Family Health Care Group in relation to their priority reviews as outlined in the 
2020-21 Learning from Deaths Report. Mr Cundall confirmed that there had been 
no apparent reason for the delay in the Family Health Care Group reporting, but 
that the reviews were in process. He would have further information at the next 
Board meeting following the Mortality reduction committee meeting.  Action 
deferred to July 2021 
 
Action 23 (176/21), provide the Board with an update on the thematic review of 
missed fractures in A&E following a report to CEC. Mr Scanlon confirmed that this 
update was provided in his paper to Board under item 8. Action complete 
 
Action 24 (178/21), make the necessary amendments to the new IQAC terms of 
reference (officers to be in attendance and inclusion of medical and nursing staff 
revalidation and appraisal). Mr Edge explained that he had not been able to make 
this amendment prior to the May meeting of IQAC. As such he would action this 
in preparation for the June IQAC meeting. Action deferred to June 2021 
 

18/22 Chief Executive’s Report Action 

 

CEO Update 
Ms Jacques presented her report which had been prepared to update the Board 
on national developments, and developments in the North East and North 
Cumbria Integrated Care System (ICS), the southern and central Integrated Care 
Partnerships (ICP) and Trust localities, and (to report on other matters relevant for 
the Board which were not substantively covered in the reports from Executive 
Directors and the likely implications with each. 
 
Ms Jacques explained that the green text in her report related to information which 
had previously been reported to the Board during the Private and Confidential 
sessions which had been repeated in order for it to now be shared in the Public 
Session.  
 
The following points from the report were discussed: 
 
National Matters 

 Planning guidance had been issued and the Trust was working on its planning 
submission, which was due to be sent after the Board meeting.  

 At that time only the planning guidance for the first half of the year (H1) had 
been provided and it was expected that the guidance for the second half of the 
year (H2) would be released during the summer.    

 Ms Jacques had ensured that the Board, Board Sub-Committees and the 
Council of Governors Strategy and Planning Sub-Committee had been kept 
informed on the planning process to provide the opportunity, where possible, 
to influence the Trust plans. However due to the late issuance of guidance and 
the planning timescales, opportunities to discuss the developing plan had 
been limited.  
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 Ms Smith added that the third bullet point of the green text should read; 
Ensuring occupational health and wellbeing support to all staff including rapid 
access to psychological and specialist support and the roll out of mental health 
hubs.  

 
Single Oversight Framework 

 This framework was being consulted on by NHS England and Improvement 
and set out their proposed approach to regulating systems and providers. 

 Further to the NHS consultation published in March 2021 of which the Board 
were already aware, the Trust Senior Leadership Team had discussed the 
questions posed by the consultation and had responded.  

 Ms Jacques’ paper provided the responses to each of the questions, the 
majority of which the Trust answered with ‘mostly agree’ however there were 
two questions which the Trust provided further narrative to accompany its 
response, as quoted below: 

o Do you agree that the oversight arrangements for place-based 
systems and individual organisations within the ICS should reflect both 
the performance and relative development of the ICS? 
It will be important however that there are arrangements to ensure both 
the necessary objectivity and transparency of that oversight, which are 
insufficiently detailed in this consultation document.  The document is 
also unclear on the way effective escalation of quality risks will be 
handled given this is still being worked on (para 68) as are the metrics 
to be used for oversight (para 70).  

o Do you agree that the proposed approach will support NHS England 
and NHS Improvement regional teams to work together to develop a 
locally appropriate approach to oversight? 
The approach appears to be fair; however, the benefits of good 
performance only arise if the organisation is placed in the SOF1 
segment. It is critical given this approach is being suggested only for 
2021/22 that it is introduced with sufficient pace and also calibrated in 
such a way that the incentives of securing SOF1 are considered 
achievable by some ICS/Trusts/CCGs. Some organisations are 
concerned that they could be dragged into SOF3, for example if a 
successful organisation takes over an unsuccessful service.  Ordinarily 
this would be tested in advance to ensure it is appropriately balanced 
although the consultation is silent on whether this has been done. The 
framework should be calibrated to ensure some integrated care 
systems achieve SOF1 this year and clearly it is concerning that the 
metrics to determine this assessment are not yet available.  

 
ICS 

 There had been continued work on the arrangements for disestablishing the 
existing CCG’s by the end of 2021/22 and formally establishing the ICS’s with 
effect from the same date.  

 The primacy of place continued to be agreed as central to the governance and 
operating model being developed and local authorities continued to be 
involved in the discussions.  

 The new legislation had been expected for the first reading in May but this had 
not materialised. There would be further discussion on this in the Private and 
Confidential session.  

 There was potential for slippage on the national timeframe which had been 
provided in the paper due to the delay with the legislation. 
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 The Chairman explained to the Board that the Chair of the North East and 
North Cumbria ICS; Sir Liam Donaldson, had joined a chairs meeting the week 
prior to provide an update on the ICS but this had not included anything more 
than what Ms Jacques had provided to the Board today. 

 There had been some concern from the ICP’s as to whether there would be 
any changes made to their configuration but this was speculation only at this 
stage. 

 
Provider Collaborative 

 The regional provider collaborative had met on two occasions since the last 
report where the following had been considered / progressed: 

o Opportunities to employ additional training grades to medical posts as 
a result of a larger supply linked to Covid-19 restrictions on overseas 
electives. Through a consistent approach the Trust hoped to maximize 
the number that could be attracted and where they might best be 
deployed. 

o The elective recovery plan had been linked to a bid to become an 
“Accelerator” and secure additional resource. As a result the ICS 
collaborative had secured accelerator status and agreed where 
additional resource would be prioritised, linked to activity over the 
elective recovery fund baselines that had been individually and 
collectively agreed to be undertaken. The Trust was one of 13 
organisations in the country to obtain this status.  

o The Chief Executive of the ICS was to attend a Provider Collaborative 
meeting to discuss how individual organisations might work as part of 
the ICS to develop the new arrangements required for the future.  

o Following a discussion about the clinical work programme, there had 
been an agreement to review the current arrangements concerning the 
different clinical networks, and to agree the top three clinical priorities 
and ask the Medical Directors to focus on these in conjunction with the 
medical director of the ICS. 

 The Board was asked to continue to support collaborative work.  
 
Collaborative work between CDDFT, South Tees and North Tees/Southern ICP 

 The ICP had overseen the Community Diagnostic hub bid and system 
planning submissions for 2021/22 had been completed and submitted and 
there would be further discussion in the Private and Confidential Session.  

 The Local Authorities were concerned as they had been less involved in the 
ICP during the work on the Diagnostic Hub bid as this had been driving the 
recent agenda.  

 
Central ICP 

 This ICP had also overseen the submission of a bid to establish Community 
Diagnostic hub and system planning submissions for 2021/22. 

 
Electronic Patient Record (EPR) 

 The formal programme launch had taken place on 27 April 2021 and had been 
, in virtual form, attended by around 100 colleagues.  

 The programme was important in how the Trust would improve clinical care 
going forward and would be led by the CEO and Executive team.  

 The programme was expected to take 67 weeks and was, at that time, on plan. 
 
Green Plan 
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 Work continued on the Green Plan and, during World Earth Day, the Trust had 
engaged staff and the public through social media to highlight the plan and 
how it aimed to take the Trust to a carbon neutral position.  

 The Trust was working with Phillips, the managed service provider for its 
radiology equipment, to identify further green opportunities.  

 The Trust had secured a grant of £587k to support fossil fuel replacements to 
offset the vast majority of the associated costs forecast at £632K.. This had 
been the Trust’s second bid for a grant and, subject to agreeing with and 
reviewing the terms and conditions of the grant, the full details would be 
shared with the Board.  

 
Staff Survey 

 Further to an additional Equality, Diversity and Inclusion survey which had 
closed on 23 April, Ms Smith and the Workforce and Organisational 
Development Team were using the results to inform actions/priorities during 
the course of the year. Dr Scothon was working closely with Ms Smith on this 
matter as the NED lead.  

 
Shotley Bridge 

 The most recent engagement event with the public, which had been led by the 
CCG, had concluded and the results would be communicated in due course. 

 It was expected that the build for the replacement facility would be completed 
by late 2023 with the building moved into and operational in 2024.  

 
County Durham Health and Wellbeing Strategy for 2021-25. 

 As a member of the Health and Wellbeing Board the Trust had been involved 
in the development of the strategy within the county, which set out actions to: 
improve Children’s start in life; ensure that there are good jobs, healthy 
environments and housing to allow people to live well; and to enable people 
to age well, staying independent and leading meaningful and purposeful lives. 

 A copy of the Strategy had been included in the Board papers for reference. It 
had been written in the context of the County Durham Vision which was 
developed with partner organisations, including the Trust and the public.  

 The Chairman added that Mr Cunnington-Shore, Trust Governor and member 
of the Health and Wellbeing Board had spoken with him recently and had been 
extremely complimentary on how the Trust had engaged with the Board, 
especially Mr Scanlon and his team. Mr Cunnington-Shore had asked if, once 
guidelines permitted, Mr Scanlon and his team could attend a meeting of the 
Health and Wellbeing Board to show how the coordinated approach in the 
strategy was working. The Chairman had agreed to this.  

 
Durham Locality 

 Partnership working continued to develop strongly under the structure 
previously advised to the Board. The three groups under the partnership 
executive focused on: the community and primary care; acute services; and 
mental health and learning disabilities. 

 Following local council elections, Durham County Council had seen a number 
of changes, and had moved from control by Labour to no overall control. It was 
too early to understand any impact on ongoing partnership work. 

 
Darlington Locality 

 Partnership working in Darlington continued to develop strongly with terms of 
reference now agreed.  Following local council elections in two wards where 

 
 
 
 

SJ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Ite
m

 3
 -

 2
6 

M
ay

 2
02

1 
D

ra
ft

M
in

ut
es

Page 8 of 252



 

7 

existing councillors had stood down, Darlington saw the council remain under 
Conservative control. 

 
 
 
Care Quality Commission Update 

 There was no substantive update since the last report, and the additional work 
previously reported to Board continued. This related to: 

o Medical staffing in the Trust’s A&E department; and 
o Access to Paediatric specialists for emergency care.  

 Mr Edge had met with representatives from both Family Health and A&E to 
review progress: 

o Incremental improvements had been made with respect of medical 
staffing and recruitment activity remained ongoing.  

o There was some further development required to provide 24/7 cover 
for paediatric specialists for emergency care, though improvements 
had continued to be made. A paper was being developed for review by 
the Executive team. 

 At the last engagement meeting (March 2021), the CQC had advised that the 
Trust was not flagging on any risk indicators for follow-up meetings or 
inspections.  

 Integrated Medical Specialties (IMS) had completed a review of discharge 
practice on Ward 52, in response to several CQC enquiries on that theme. No 
significant issues had been identified but some improvement actions were 
being taken. 

 The most recent meeting to discuss CQC enquiries had gone well, with no 
significant issues arising.  

 
Questions were invited from the Board 
 
Mr Bretherick, with reference to the cancer alliance, sough assurance as to how 
the Trust was working collaboratively for the benefit of cancer patients. Ms 
Jacques explained that, regionally, the full suite of cancer services was provided 
with CDDFT patients receiving radiology in either Newcastle or South Tees. The 
region had a strong cancer alliance and this helped ensure that the plans of 
organisations were consistent and beneficial to the local populace. For example 
the Trust had recently operated on a patient who fell under the remit of another 
organisation to ensure that they received the care required in a timely manner. 
The regional collaborative working for cancer services was strong. 
 
Ms Flynn, with respect of the single oversight framework, sought clarity on whether 
the year would be judged on its own merit. Ms Jacques responded that it was 
believed that it would be; the framework had only been provided for 2021/22. 
However it was unclear who would review the Trust’s performance; The 
framework allowed for reviews to be led an ICS, depending on the maturity of the 
individual ICS and therefore whether NHSE/I would be involved. There was still 
much to be clarified.  
 
Dr Scothon noted that the national timeline for establishing ICS’s required that,  
by the end of December 2021 a plan should be developed for the implementation 
of ICS NHS executive leadership roles including place-level leaders and non-
executive roles on the NHS ICS Board. He sought an understanding as to whether 
the specific roles had yet been defined. Ms Jacques confirmed that, at that time, 
there remained a lack of guidance and it was expected that there would be further 
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information provided during the summer to support this work. There had been 
discussion and it was believed likely that alongside a CEO and Chair there would 
also be Nursing, Medical and Finance directors appointed together with a NED 
component, however, this remained unconfirmed at that time.  
 
Dr Scothon sought further information on the regional bid for accelerator status 
which Ms Jacques had referred to. Ms Jacques explained that the Trust and other 
organisations were working on how they could recover the elective position 
collaboratively to bring services in the region back to normal as swiftly as possible. 
The bid was based on the largest geography, as it was believed that collaborative 
working would achieve greater gains than each organisation could individually 
achieve. This would be discussed in more detail in the Private and Confidential 
session.  
 
The Chairman noted that the Health and Wellbeing Strategy was a comprehensive 
document and contained an ambitious target relating to cancer services. He 
sought assurance that this was in line with the Trust’s own forward plan. Ms 
Jacques confirmed that this was the case and the Trust had been able to ensure 
this through its place on the Board and involvement in the document. 
 
The Chairman noted the work ongoing on Ward 52 and sought clarity on how the 
CQC had flagged the issues in question. Mr Edge responded that all CQC 
communication went through himself and Ms Carter, Head of Assurance and 
Compliance, regardless of the nature. As a result they were able to see any trends 
or themes in these communications. Several different enquiries from CQC had 
asked about Ward 52, and discharge arrangements and any unidentified issues 
and in particular, and proactive work had been undertaken to understand what 
improvements could be made.  
 
There were no further questions. The Chairman thanked Ms Jacques for her report 
and the Board noted the content and endorsed the actions being taken.  
 

19/22 Patient Safety & Quality Action 

 

Executive Directors Report on Covid-19, activity and reset programme 
 
Ms Jacques presented the report which had been prepared to enable 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 and activity 
targets during the period and plans to handle a second Covid-19 wave or winter 
surge. 
 
Ms Jacques highlighted the following points from the report: 

 The UK was still in a major incident, though the Alert Level had been reduced 
to Level 3.  

 At that time the Trust had no Covid-19 ITU patients and only three Covid-19 
patients in Darlington Memorial Hospital (DMH) and two in University Hospital 
North Durham (UHND). The numbers had been low for some time and 
services were operating as ‘normal’ with side rooms utilised to care for any 
Covid-19 patients. However the Trust had seen an increase in additional work 
from non-elective presentations.  

 There remained a weekly Gold Command meeting every Monday and the 
Executives met three times per week, as a group, which ensured that there 
was a continued awareness and preparedness should arrangements need to 
be stood up again.  
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 Staffing remained at a reasonable level and the number of Covid-19 infected 
staff was static.  

 While the infection rate was lower in the Trust’s locality, rates in nearby North 
Tyneside and Newcastle were being monitored, as they were significantly 
higher.  

 The in house vaccination programme for Trust staff had largely concluded with 
mop up clinics scheduled for June 2021. The level of Trust staff vaccinated 
was at 89% and was just short of the usual flu vaccination levels.  

 There were no PPE issues. Mask wearing continued in clinical and non-clinical 
areas, however, when seated at a desk with social distancing in place, a mask 
was not required.  

 Work continued with risk assessments and health and wellbeing 
conversations to ensure staff risk assessments were up to date.  

 The Trust continued 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 their discharge.  

 During the most recent County Durham Provider Alliance meeting, it was 
advised that the Care Academy in Durham was working with the Local 
Authority to provide educational opportunities to help with care home training.  

 The Trust had now secured funding to provide a Long Covid service for the 
rest of the year. 

 The virtual Covid-19 wards continued. 

 Patients continued to be supported from both a physical and mental health 
perspective while on waiting lists to ensure they were in the best health they 
could be when they came to have their operations.  

 
Questions were invited from the Board. 
 
Mr Bretherick sought to understand whether the Trust had begun planning for the 
safe return of visitors. Ms Jacques explained that there had been a significant 
amount of work undertaken to facilitate visiting again and as of 17 May 2021 a 
broad policy of one visitor per patient per hour, booked in advance had been 
brought in. The Trust was mindful to keep an appropriate balance of the benefits 
of visitors while keeping footfall to a level to reduce risks of crowding. Some of the 
Trust buildings had not been designed with Covid-19 in mind and needed to be 
managed carefully to ensure that they complied with national guidelines. Mr 
Scanlon added that all Trusts in the North East were in the same position. The 
ward clerks were managing the system well and the Communications Team had 
managed the message. To date there had been no negative feedback and no 
crowding of corridors or lifts had been reported. There had been no change in the 
Urgent Treatment Centre (UTC), Outpatient Department (OPD) or A&E where 
patients were still encouraged to attend alone unless there was going to be bad 
news or they had care needs. While the next stage of lockdown easinghad been 
scheduled for 21 June, there were no changes expected for visiting at that time. 
Mr Bretherick thanked Mr Scanlon and Ms Jacques for their response and noted 
that it was reassuring that the Trust was learning from Covid-19. 
 
The Chairman sought clarity on whether Covid-19 was impacting on the 
operational reset programme. Ms Jacques assured the Board that there was very 
little impact though Ms Langrick would cover the reset programme in some detail 
when briefing on operational performance under item 20/22 below. 
 
The Chairman noted that North Tyneside had been in the news due to the increase 
in infection rates and asked if this had any impact on the Trust. Ms Jacques 
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explained that, as a region, the situation was being monitored and providers were 
working together. Currently there were no changes that would impact on the Trust.  
 
There were no further questions and Ms Jacques was thanked for her report. The 
Board noted the content and endorsed the actions being taken by the Executives.  
 
Integrated Quality Assurance Committee (IQAC) Preface 
Mr Bretherick presented the report which had been prepared to update the Board 
on the business covered at the most recent IQAC meeting.  
 
The following items were highlighted from the report: 

 The patient story had been aligned to the committee schedule and May’s 
patient story concerned a patient with learning disabilities. The story, delivered 
on video by a relative, had been thought provoking and had led the Committee 
to seek further assurance that staff were briefed and supported in order to 
better care for patients with these particular needs.  

 The most recent Healthwatch review of complaints had been fed back to the 
Committee, however the format and approach of complaint responses had 
now changed in the Trust and Healthwatch had reviewed complaints in the old 
format. Some of the feedback had been useful but the Committee would await 
the first review of the new approach.  

 The CDDFT Quality Insights report had proven extremely useful and, when 
triangulated with the perfect ward results, the Committee had identified what 
appeared to be a slight but noticeable deterioration in performance on 
nutrition. The Nutrition Steering Group was being re-established and will be 
chaired by Mr Scanlon in his role as Executive Director of Nursing. The 
Committee had requested further assurance to determine whether this dip in 
performance was isolated or whether it was a trend.  

 The Committee was pleased to note a schedule of peer assessments, for the 
ward and team audits, to be undertaken later in May 2021. Work was ongoing 
to remove questions which were not valid for particular areas and the Deputy 
Director of Nursing provided assurance with respect to the specific follow-up 
actions being taken for individual areas where audit results were below the 
quality threshold.  

 
Questions were invited from the Board.  
 
The Chairman noted that he had met with the Chair of Tees, Esk and Wear Valleys 
(TEWV) the day before the Board meeting, who had commended the Trusts 
collaboration with TEWV to provide appropriate care for patients with both medical 
and mental health issues and its approach to clinical quality, as well as how the 
CEO addressed challenges.  
 

  Dr Scothon requested clarity in relation to Healthwatch’s input into the Trust’s new 
complaints approach. Mr Bretherick explained that Healthwatch were not involved 
in the process review which had been undertaken. Mr Edge and Ms Jacques 
explained that Healthwatch reviewed a random sample of complaints and the 
related responses every quarter and provided feedback to the Trust. While they 
did comment on the format of the response, they concentrated mainly on the 
content.  
 
There were no further questions from the Board. Mr Bretherick was thanked for 
his report and the Board.  
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Medical Management 
Mortality Report 
Mr Cundall presented the report which had been prepared to update the Board on 
the current position of mortality indicators, reviews and the learning from deaths.  
 
The following points were highlighted: 

 The Trust had continued to complete mortality reviews for all deaths below a 
20% prediction considering both the quality of care and the depth and 
accuracy of coding.  No significant issues with the quality of care were noted, 
however, there were some examples of conditions with a higher risk of 
mortality being coded to low risk diagnosis groups.  The Trust remained an 
outlier for the Summary Hospital Mortality Index, but this work continued to 
suggest that the underlying issue was accurate and full capture of co-
morbidities rather than quality of care. 

 There had been some initial discussion between Ms Ward, Associate Director 
of Nursing (Patient Safety and Governance) and Chief Nursing Information 
Officer and Cerner, the provider of the Trust’s EPR system to understand the 
significant potential for the EPR system to contribute to an improvement in 
coding.  

 There had been a regional comparison of the number of admissions against 
the number of deaths for Covid-19. This review did not look at individual cases 
but compared rates across the region and the Trust was not outlier in terms of 
the data.  

 The Trust was also in the process of undertaking mortality reviews of a sample 
of patients who had, sadly, contracted Covid-19 in hospital and had gone on 
to die. Four of the 12 reviews had been undertaken and so far, none of the 
patients died of the virus itself.  

 
There were no questions from the Board.  
 
Guardian of Safe Working (GOSW) 
Mr Cundall presented the report which had been prepared by the guardian, Dr 
Whinn, to update the Board on the current situation with the safety of junior doctor 
rotas.  
 
The following points were highlighted from the report: 

 More than half of the reports were from the medical staffing rotas at DMH. 
There had been issues with gapes in the rota and also sickness during the 
pandemic. Gaps in the rotas had been mitigated up until August 2021 when it 
was believed the issue was expected to resolve.  

 The two Emergency Department rotas which had been discussed previously 
in Board remained challenging to get to the 1:3 weekends required under the 
national junior doctors contract. There was to be a full service review within 
the next eight weeks and a clinical review of A&E. It required a review of the 
A&E department as whole rather than a review against the old Royal College 
standards in order to understand what correct staffing levels would look like in 
order to be able to move forward for a solution. This was being undertaken 
with the care group and Ms Langrick’s team and would be brought back to the 
Board in July.  

 There had been a meeting held with the Deanery who had noted the support 
in the junior doctor forums as previously reported to Board through the 
Guardian of Safe Working reports. They were impressed with the Trust for 
being aware of the issues the junior doctors experienced and what was 
needed in order to resolve them.  
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There were no questions from the Board.  
 
Getting it Right First Time (GIRFT) 
Mr Cundall presented the report which had been provided for information in the 
public session, having been reviewed and discussed previously during the April 
2021 Private and Confidential meeting of the Trust Board. Mr Cundall explained 
that GIRFT data would help inform future service reviews.  
 
Questions were invited from the Board 
 
Mr Forster-Jones sought assurance that the Trust would continue to engage with 
GIRFT and would be refreshing the deep dive programme. Mr Cundall and Ms 
Jacques confirmed that work was underway to reset the programme and it was 
expected that there would be around six to eight visits a year for four years to 
cover all the specialties.  
 
There were no further questions. Mr Cundall was thanked for his report and the 
Board noted the content.  
 
Patient Safety & Experience Report 
Mr Scanlon presented the report which had been prepared to provide the Board 
with an update on the position of the Trust with regard to healthcare associated 
infections (HCAI), serious incidents and patient experience feedback.  
 
Mr Scanlon highlighted the following points from the report: 

 A copy of the NHS National Patient Safety Strategy had been appended to the 
report in the Board papers. The Patient Safety Team had commenced 
preliminary planning work for the implementation of the Strategy and the new 
Patient Safety Investigation Framework (PSIRF).  A 12 month action plan had 
been developed in line with national milestones, and the final version was to 
be presented at Safety Committee on 26th May 2021.  The plan would be 
monitored at Safety Committee, with progress reported to IQAC at regular 
intervals. 

 The Quality Accounts were on plan to be completed and presented to the 
Board in June 2021.  

 The thematic review of missed fractures in the A&E department had been 
presented to Clinical Effectiveness Committee (CEC) on 11 May 2021. The 
actions from the review included additional training for staff and the review of 
x-ray reports by senior decision makers. The Committee had requested that 
audits were undertaken to assess the extent to which the new procedures 
were embedded with a follow up attendance at CEC to report the outcomes in 
November 2021. 

 The Trust was currently undertaking work with HM Prisons to improve 
protocols for prisoners to be transferred to hospital which, to date, this had 
been well received. Full details had been appended to the report in the Board 
papers for information.  

 A more detailed report on infection prevention and control had also been 
included in the appendices of the report which provided a detailed review of 
lessons learned during Covid-19. 

 
Questions were invited from the Board 
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In reference to SI Ref 2021/8132 – Failure of referral process leading to loss of 
vision: Mr Forster-Jones sought to understand how the delay in referring the 
patient to Ophthalmology had occurred. Mr Scanlon explained that the patient had 
re-attended following deterioration in their vision and had been examined, at which 
point the Ophthalmologist, examined and recognised that the patient had needed 
urgent treatment sooner. It was then found that the original urgent referral had 
been mislaid. There had been several compounding factors such as 
communication breakdowns between Ophthalmology and Appointments as well 
as the patient having cancelled an appointment. The result was the patient had 
lost a significant amount of vision. Mr Forster-Jones noted that it appeared that 
this had been an administrative error based on Mr Scanlon’s explanation and 
sought assurance that the Trust was acting to prevent another occurrence. Mr 
Scanlon clarified that the Trust did not differentiate between a clinical or 
administrative incident in this way. There would be an investigation within 28 days 
of the incident having been reported. A further 28 days would then given for the 
findings to be reviewed and for actions to be implemented to improve processes. 
Every aspect of the patient journey was being scrutinised as part of the 
investigation and opportunities for improvements identified. 
 
Ms Flynn queried whether, with reference to the IPC lessons learned report, there 
had been opportunity to feed back on the way in which guidance had been 
produced and shared with the NHS Trusts. Mr Scanlon responded that it is 
important to understand that guidance will develop and change as data is 
gathered and evidence base built, in a novel and rapidly moving situation such as 
the Covid-19 pandemic and Mr Scanlon had found that Trust staff had been 
tolerant of the guidance evolving, even at speed. Public Health England and other 
networks had been receptive, however, to understanding how the guidance 
produced had impacted organisations and had improved in how it handled the 
process.  
 
The Chairman invited Ms Featherstone to pose a question. On the Trust’s 
approach to learning from Never Events, given one such case had been recently 
reported Ms Featherstone asked whether there was a lack of engagement from 
clinical staff which resulted in a systemic issue to enable such events to occur. Mr 
Cundall responded that as all trusts had never events. The aim was to reduce the 
risk as much as possible to prevent such an event happening but there was always 
a risk that a small number could occur. Even organisations recognised by the CQC 
as outstanding had never events. Mr Scanlon added that the Trust took a multi-
factorial approach to never events to accentuate awareness and to promote a zero 
tolerance of occurrence. Mr Bretherick sought provided assurance for Ms 
Featherstone that never events were discussed in IQAC and assurance sought 
with respect to immediate and wider learning. 
 
Mr Forster-Jones noted that wrong site surgery, despite being classified as a 
never event, appeared to reoccur and sought an understanding of this. Mr Edge 
clarified that the Trust took a longitudinal view of never events and tracked them 
year on year to understand if there were any themes or trends. The Trust had not 
had a wrong site surgery never event for three years. While there were some 
instances of retained objects, there were no recurring clusters or themes in the 
never events which occurred. From a regulatory perspective CQC reported never 
events in the CQC Insights tool, in relation to activity and when viewed through 
this lens, the Trust was performing at about the same level of frequency as other 
Trusts.  
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20/22 Compliance and Performance Management Action 

 

Integrated Quality and Performance Report (IQPR) 
 
The Executive Directors presented the report as a collective, with each leading on 
the area relating to their remit, summarising the Trust’s performance in relation to 
key performance measures including national access standards. 
 
Ms Langrick presented the Trust’s performance on restoration of activity and 
constitutional targets. The following points were highlighted from the report: 

 The recovery summary charts had been colour coded with green lines 
identifying the planning guidance, red for the current plan (though this would 
change following the submission of the new plan) and blue to demonstrate the 
Trust’s performance.  

 Weekly monitoring of elective activity against draft submissions had 
commenced and April had demonstrated the Trust to be above the required 
70% threshold for all points of delivery based on activity.  

 The Trust was beginning to make inroads into the Referral to Treatment Times 
target and a slow improvement at that time was beginning to be seen. In the 
coming months it was expected to see a reduction in the number of 52 week 
waits as well as an overall waiting list reduction over the year. 

 There had, however, been a return to a level of A&E attendance that was 
higher than pre-Covid-19 levels. This had been raised through the Local A&E 
Delivery Board as a system issue as it was not clear whether the patients 
attending required A&E services. The Trust was currently undertaking work to 
analyse the attendances and understand the case mix. This would enable the 
Trust to determine if there was any intervention which could be put in place to 
relieve pressure as the Trust still had limitations on A&E pathways due to the 
requirement for Infection Control.  

 Same Day Emergency Care (SDEC) facility had opened at DMH in May and 
the Trust was already seeing patients filter out of A&E into SDEC, where 
appropriate. The full impact was yet to be seen but it had been a positive start.  

 While the data in the report demonstrated that the increase in A&E 
attendances had not yet impacted on elective activity, what it had impacted on 
was the Trust’s business, finance and workforce plans. An example of this was 
the plan to reduce the number of beds on Acute Medical Unit at DMH by six 
which was then accounted for and reflected in the workforce and finance 
planning. Those beds had been closed on 19 May 2021 but due to the 
attendance levels had had to be reopened on 24 May 2021. The Trust would 
continue to monitor the situation to determine if there would be any further 
impact.  

 The Trust had maintained urgent cancer services through the pandemic and 
overall improvements continued to be made. There was still work to undertake 
to improve further, however the Trust continued to be well-positioned, relative 
to a number of others in the region. 

 Ms Langrick expressed her pride for the work of the teams responsible for the 
very strong level of performance on diagnostics. During the summer of 2020, 
Trust diagnostic performance had been the lowest it had ever been at around 
60%. While performance was not yet back at 99% it was at 96.19% and the 
Trust was one of the best in the region. This demonstrated the focused work 
the teams had undertaken to achieve such a good result in such a short time. 
There had been some insourcing and additional endoscopy work to catch up, 
however, this was necessary as diagnostics were the bedrock on which the 
elective and non-elective programmes sit on.  
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Questions were invited from the Board.  
 
Dr Scothon enquired as to what system-wide interventions Ms Langrick had 
referred to, to address the flow of patients into A&E. Ms Langrick explained that, 
prior to Covid-19, there had been an emergency pathway delivery programme 
which was chaired by Dr Ria Willoughby, Deputy Medical Director. This 
programme reviewed and examined the way in which SDEC, the North East 
Ambulance Service and primary care could be supported to direct patients 
appropriately for their care needs. The programme had halted for a short period 
during the pandemic but had been restarted. In addition there had been work 
undertaken on discharge practices and arrangements as well as a wide 
programme of activity coordinated by the Local A&E Delivery Board which 
represented all organisations.  
 
Dr Scothon queried whether the attendances were disproportionate between 
primary care and A&E or whether both areas had seen an increase. Ms Langrick 
responded that in the Local A&E Delivery Board meetings reports had been 
received which indicated that primary care had not experienced a drop in 
attendances and they continued to work to provide as many appointments as 
possible be that face to face or telephone/video as appropriate. Ms Featherstone 
concurred and added that, in her experience, primary care providers were 
increasing the number of face to face appointments available and were indeed 
also experiencing an increase in demand.  
 
Dr Scothon sought assurance re: the recruitment of staff for SDEC at DMH and 
an understanding as to when it would be fully operational. Ms Langrick explained 
that recruitment was going well and that the service was seeing around 30 to 40 
patients a day. The department had not yet been fully recruited to and the Trust 
was taking a conservative approach to this; recruiting to demand levels rather than 
to fill all vacancies at once. This would enable the Trust to monitor the benefits 
being realised and to optimise value for money.  
 
There were no further questions for Ms Langrick. Mr Scanlon presented that 
section of the report relating to safe staffing and discussed the following points: 

 The overall picture was positive with some hotspots around the Trust, the 
lowest staffing levels having been experienced on Ward 10 at Bishop 
Auckland; however the number of open beds had been adjusted in order to 
maintain safety.  

 Clinically extremely vulnerable staff had now largely returned to work, unless 
there were other issues which required them to be absent.  

 The staffing levels of the delivery suites had been discussed in detail in IQAC 
as a new model was gradually being introduced hereby community teams 
would follow patients into the ward to enable staffing to be more dynamic.  

 HCA vacancies amounted to four WTE at Month 12 due to ongoing work to 
reduce HCA vacancies to zero in line with a national funded imperative. These 
employees will undertake a care certificate as part of their induction.  

 There was still some movement between RN and HCA vacancies, as the 
cohorts of nurses recruited from India were taking up Band 4 positions until 
they complete their OSCE and received their PIN for the Nursing and 
Midwifery Council. All employees from cohorts one to three were now 
successfully working as RN following receipt of their PIN. Cohort four were 
due to take their OSCE at the end of May 2021 and cohort five at the end of 
June 2021. 
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 There were 12 positions being carried over into the 2021/22 induction 
recruitment programme which meant that a further 112 nurses would be 
recruited and would commence employment prior to 31 December 2021. 

 The Trust was in a much stronger position than in prior years and had been 
extremely successful in both international and local recruitment.  

 
Questions were invited from the Board.  
 
The Chairman noted that recruitment was successful but vacancies for RN’s 
appeared to remain high and asked for clarity as to what this meant. Mr Scanlon 
explained that the NHS had lost a generation of nurses during the pandemic with 
increased retirements leading to vacancies. However recruitment was proving 
successful, for example there were three vacancies in paediatrics but there were 
13 nurses applying for the posts. Mr Scanlon provided assurance that he was 
confident in the recruitment programmes underway and that the Trust was in a 
strong position, but that it should not be complacent or take the national shortage 
or the need for retention lightly. Ms Smith reminded the Board that the way in 
which vacancies were reported had also been amended and demonstrated the 
pure gap between establishment and substantive post holders. As a result those 
in the recruitment process or in training were not counted which would therefore 
show a higher, but purer vacancy figure. She also reminded the Board that this 
also meant that vacancies should not be compared year on year as the way in 
which the data was presented differed.   
 
Ms Jacques thanked Mr Scanlon and Ms Smith for their explanation and 
suggested that it would be helpful for the understanding of the Board if they, along 
with Mr Brown, could produce a short paper to demonstrate the change in vacancy 
reporting; what had changed, exactly what the new method demonstrated and 
how the Trust would monitor vacancies going forward.  
 
There were no further questions for Mr Scanlon. Ms Smith presented the section 
of the report related to Best Employer; Well Led. The following points were 
highlighted: 

 Workforce data would be discussed at the Operational and Performance 
Assurance Committee (OPAC) prior to reporting to Board. Discussion at the 
most recent OPAC meeting had led to a request for more detailed information 
pertaining to key professional groups in the workforce data and work would be 
undertaken to provide such granular analysis.  

 Turnover was beginning to stabilise however it would be continue to be 
monitored in order to identify any opportunities for retention.  

 As previously discussed at Board the pandemic had negatively impacted on 
completion of appraisals as revalidation of medical staff had been suspended 
and revalidation for nursing staff relaxed during that time. As revalidation was 
restarted it was expected that appraisals would increase and work was 
underway to ensure that this also incorporated a wellbeing discussion.  

 Despite a lot of training having been halted due to the pandemic, the 
performance in Core Essential Training continued to improve.  

 Sickness absence had started to see a reduction in overall levels and there 
was now work being undertaken to focus on long term absence, including 
those colleagues with long covid.  

 
There were no questions for Ms Smith. Mr Brown presented the section of the 
report related to finance and discussed the following points: 

 The financial framework was only known, at that time, for H1.  
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 Due to a disconnect between finalisation of the annual plan and reporting of 
Month 1 (M1) actuals, the report focussed wholly on actual M1 performance 
rather than performance against planned levels. The Trust was not required 
to submit a M1 report to NHSE/I. 

 As at M1, the CDDFT group reported a deficit position of £101k made up of a 
CDDFT deficit of £131k and a SCL surplus of £29k. 

 The position did not include any assumed income associated with the Elective 
Recovery Fund as discussions continued with regard to the finalisation of the 
base-lines and the mechanism for reimbursement with performance levels 
measured at ICS level before any organisational reimbursement could be 
allocated.  

 The approach to efficiency had been refocused and rebranded as “ Improving 
Quality and Eliminating Waste” (IQEW) as research had demonstrated that 
there was a correlation between quality improvement and sound financial 
management. All schemes of work would be underpinned by quality impact 
assessments (QIA). 

 
Questions were invited from the Board.  
 
Ms Flynn sought an understanding as to how assurance on QIA’s would be 
achieved. Mr Brown explained that a QIA would be required to approve any IQEW 
scheme and kept under review, part of the day to day management of the 
schemes, QIA’s would be reviewed by the Senior Leadership Team meeting, 
however, a summary report could be provided to Board should it be requested.   
 

21/22 Other Business Action 

 

The Chairman noted that one of the Governors had enquired whether governors 
would be able to receive a link for the open Board meetings to enable them to 
attend and observe. Mr Edge explained that it would depend on how the meetings 
would be facilitated and once it was understood how best to include the public into 
Open meetings again he would be able to advise.  
 
Ms Featherstone noted that previously the Board had discussed with the Council 
of Governors the Trust BAME Committee and she was aware of one governor 
having been unofficially invited to join. She requested if an update on this work be 
brought to the Council and if it would be possible to undertake some work with an 
aim to increase the diversity of the Council. Mr Edge agreed to facilitate these 
updates in the appropriate way and Dr Scothon added that he would look at 
discussing this further with the governors for the implications of WDES and BAME 
for the council. 
 

WE 
 
 
 
 
 

RS 

22/22 Announcement of Next Public Meeting(s) Action 

 

 
The next public meeting of the Trust Board would be on 28 July 2021. This was 
expected to be held virtually.  
 

 

23/22 Motion to Exclude Press/Public Action 

 

 
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 
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business to be transacted, publicity on which would be prejudicial to the public 
interests. 
 

24/22 Meeting Closed at  11:46  
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Trust Board Action Log          Page 1 of 2 

TRUST BOARD ACTIONS FOR 28 July 2021 (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)  27/01/2021 141/21 
To provide a more granular view or chart in the IQPR on the Trust’s performance of 
the number of care hours per patient. 

March 2021 
Complete to 
be closed 

KB 

2)  31/03/2021 174/21 Present the Board with a proposal for a memorial to be held in Durham May 2021 
Deferred to 
July 2021 

PFJ 

3)  31/03/2021 175/21 Provide the Board with a verbal update on the IQAC review of the Winter Plan June 2021  MB/WE 

4)  31/03/2021 175/21 
The BAF report to be updated with an additional column to demonstrate progress 
against the risks which required further mitigation to reach the target score 

June 2021 

This was 
addressed in 
the BAF report 
to the Board in 
June 2021 

WE 

5)  31/03/2021 175/21 
Confirm how the mitigation was agreed for the risk relating to the safety of medical 
gas systems and pipework. Was an engineer involved in deciding the frequency of 
checks required? 

May 2021 
Complete to 
be closed 

WE 

6)  31/03/2021 175/21 
The BAF report to be updated to include an explanation of any risks outside of 
tolerance 

June 2021 

This was 
addressed in 
the BAF report 
to the Board in 
June 2021 

WE 

7)  31/03/2021 176/21 
Review to be undertaken of the mortality and complication cases of emergency 
laparotomies as identified in the C2-AI report 

May 2021 
Deferred to 
July 2021 

JC 

8)  31/03/2021 176/21 
To provide the Board with an explanation as to the position of the Family Health Care 
Group in relation to their priority reviews, as outlined in the 2020-21 Learning From 
Deaths Report.  

May 2021 
Deferred to 
July 2021 

JC 
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No. Meeting Item Action Point Timescale Status Lead 

9)  31/03/2021 176/21 
Provide the Board with an update on the thematic review of missed fractures in A&E 
following a report to CEC 

May 2021 
Complete to 
be closed 

NS 

10)  31/03/2021 178/21 
Make the necessary amendments to the new IQAC terms of reference (officers to be 
in attendance and inclusion of medical and nursing staff revalidation and appraisal) 

May 2021 
Deferred to 
July 2021 

WE 

11)  26/05/2021 18/22 
Provide the Board with an update and the detail of the grant awarded to assist with 
fossil fuel replacements.  

July 2021  SJ 

12)  26/05/2021 19/22 
Provide the Board with an update on the full service review of A&E with respect to 
the outcome and the impact or potential impact for the two ED rotas.  

July 2021  JC 

13)  26/05/2021 20/22 
Provide a summary paper for the Board to demonstrate the change in vacancy 
reporting; what had changed, exactly what the new method demonstrated and how 
the Trust would monitor vacancies going forward. 

July 2021 

Reported 
through OPAC 
and the Board 
in June 2021 

NS/MS/DB 

14)  26/05/2021 21/22 Provide the Council of Governors with an update on the work of the BAME committee October 2021  WE 

15)  26/05/2021 21/22 
To work with Governors with an aim of broadening the diversity of the Council of 
Governors 

October 2021  RS 
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Open Trust Board – 26th May 2021. 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 
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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. Text in green 

italics is information that has previously been shared with the Board in June when it 

met only in private 

  

Summary 

of Key 

Issues 

National Matters  

 

Integrated care systems: A Design Framework was published on the 16th June and 

is included in appendix a. This sets out the operating model for ICSs from April 

2022 following the legislation that is expected to place ICSs on a statutory footing. 

It also acts an interim guidance detailing the way in which ICSs need to develop 

over the remainder of 20/21. The document refers to additional guidance, some of 

which is yet to be received. In summary; 

1. Each ICS will have a partnership group in which the NHS and local 

government will be equal partners. Its purpose will be to align ambitions, 

and improve the health & wellbeing of the population, including through the 

wider determinants of health. It will be responsible for developing an 

integrated care strategy covering health & social care for the whole 

population. Partnerships will be able to convene sub groups and networks 

as necessary. The ICS partnership chair will be jointly selected by the ICS 

NHS Body (statutory) and local authorities.  

Further guidance will be jointly developed regarding the partnership 

including details of its role and accountabilities. This guidance will be 

consulted on before implementation. 

2. The ICS NHS (statutory) body will be responsible for; 

 Developing a plan to meet the health needs of their population. 

 Allocating resources to deliver the plan across the system 

 Establishing joint working arrangements with partners to deliver 

priorities. 

 Establishing governance arrangements to support collective 

accountability. This will be underpinned by the statutory and 

contractual accountabilities of individual organisations. 

 Arranging for the provision of health services including, through 

contracts and agreements, supporting providers to lead major service 

transformation and working with local authority and VCSE partners to 

put in place personalised care. 
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 Leading implementation of the NHS People Plan. ICS NHS body are 

expected to adopt a one workforce approach. 

 Leading system wide action on data and digital. 

 Working alongside councils to invest in local community 

organisations. 

 Ensuring the NHS contributes to social and economic development 

and sustainability. 

 Driving joint work on estates, procurement, supply chain and 

commercial strategies. 

 Planning for, and responding to, and leading recovery from incidents. 

 Take on functions that NHSE/I will delegating. 

NHSE/I will clarify in separate guidance how the statutory duties of CCGs 

will transition to ICS NHS Bodies. Supplementary guidance will also be 

available for ICSs to develop their strategic people capabilities. 

3. The ICS NHS Body will have a unitary Board. This will be the senior 

decision making structure. The statutory minimum membership will be 

confirmed in legislation but it’s expected to include: 

 Independent Non-Executive Directors including a Chair (at least 

three in total). 

 Executive roles including a Chief Executive, Director of Finance, 

Director of Nursing and Medical Director. 

 Partner members – a minimum of three including at least 

 One member from Trusts and Foundation Trusts 

 One member from primary care providers 

 One member from the local authority 

Partner member will bring knowledge and perspective but will not act as delegates 

of those sectors.  

Further guidance will be provided on the composition and operation of the Board 

including a draft model constitution and the management of conflicting roles. 

 

4. Place based partners hips will be central. The ICS will agree with partners 

the membership and form of governance at this level building on / 

complementing existing arrangements. The ICS remains accountable for 

resources deployed at place. Place based partnerships should as a 

minimum include primary care, local authorities (including public health), 

providers across acute, community and mental health services, and 

representation from communities. The following potential governance 

arrangements are included in the framework: 

 A consultative forum. 

 A committee of the ICS with delegated authority. 

 A joint committee of the ICS. 

 Individual directors of the ICS having delegated authority. 
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 Lead provider managing resources and delivery at place. 

5. Supra – ICS arrangements where ICS NHS bodies will need to work 

together commissioning of specialist services and ambulance services. 

6. Quality governance – ICSs to build on existing quality oversight 

arrangements and work collaboratively with system partners to maintain and 

improve the quality of care. This will include leading system quality groups 

(previously quality surveillance groups). 

7. The role of providers – ICSs must draw on the expertise and ambition of 

providers. They will have a role in agreeing how resources should be used 

and how they can contribute to population health improvement as service 

providers and local anchor institutions. Trusts will increasingly be judged on 

their contributions to the objectives of the ICS alongside existing duties, 

including delivering their agreed contributions to system financial balance. 

Primary care is expected to be represented at all levels of ICS decision 

making. 

8. Provider Collaboratives – from April 2022 all Trusts must be in one of more 

provider collaborative.  

Additional guidance on provider collaboratives will be published this 

summer.  

9. Clinical and professional leadership – ICSs should develop a model of 

distributed clinical and care professional leadership building on clinical 

leadership within CCGs.  

Best practice guidance of an effective professional leadership model for 

ICSs will be published in due course. 

10. Working with people and communities – The ICS body should use the 

seven principles of how ICSs should work with people and communities as 

a basis for a system wide strategy.  

More guidance will follow. 

11. Accountability and oversight – As detailed in planning guidance for H1 of 

20/21 NHSE/I will agree the plans of ICSs and hold them to account. 

Providers will, continue to be accountable for the quality, safety, use of 

resources and compliance with standards. Executives of providers will 

remain accountable to their Boards. If a provider executive sits on the Board 

of an ICS they will also be accountable for the ICS.  

12. Approach to NHS oversight within ICSs – arrangements for 22/23 will build 

on the final SOF for 21/22 which was consulted on earlier this year and has 

just been published.  

13.  ICS allocations – NHSE/I will allocate funding to each ICS body which will 

decide how the funds will be spent. This includes capital allocations. 

Increasingly funding will be linked to population need although allocations 

will be set to avoid large swings. 

14. Distribution of funds by the ICS – The ICS will agree how the allocation will 
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be utilised in line with its priorities. Money will flow to providers largely 

through contracts which may be managed by a place based partnerships or 

provider collaboratives. The ICS will have agreed frameworks for managing 

and distributing financial resource.   

15. Financial and regulatory mechanisms to support collaboration – These will 

build on those existing and include a duty to collaborate and a duty to act 

with a view to ensuring system financial balance.  

NHSE/I will review the provider licence in light of the new legislation and 

policy developments. 

16. Data and digital standards and requirements – NHSE/I expects digital and 

data experts to have a pivotal role in the ICS. The What Good Looks Like 

framework is due to be published this quarter and will set out a vision for 

ICS leaders to accelerate digital and data transformation within their partner 

organisations. ICSs are expected to implement a shared care record. 

17. Managing the transition to statutory ICSs –  

Guidance and resources to support transition will include: 

 Core change and transition principles 

 Employment and commitment guidance 

And after legislation is introduced, 

 HR Framework 

 Appointment guidance for statutory roles 

 FAQs for staff 

 Leadership competencies, job description and the proposed pay 

structures for ICSs 

 

The Board will note that the document makes certain aspects of the change a little 

clearer, albeit some guidance is still to be published. The document emphasises 

more than previously the potential for place based partnerships and collaboratives 

to be the route through which services are procured and managed And should be 

considered alongside the productive work that the ICS has been undertaking to 

develop its arrangements (see below).  

 

System Oversight Framework 

 

The main changes in the final framework compared to the consultation document 

on which the Board is sighted is as follows:  

 Segment 1 Trusts will continue to benefit from the lightest oversight 

arrangements and greater autonomy. However, these Trusts will no longer 

be exempt from the consultancy controls/relevant running cost limits, as had 

previously been suggested. 

 The eligibility criteria for the financial performance for Segment 3 Trusts 

now also includes an underlying deficit in the bottom quartile nationally, in 

addition to the previous criteria which included a negative variance against 
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the financial plan and/or not forecasting to meet plan at year end.  

 

Alongside the framework, NHSE/I has now published the metrics which will be 

used to assess performance at ICS, Trust and CCG level, across a number of 

domains including:   

 Quality, access and outcomes – metrics for Trusts include operational 

measures such as overall waiting list size, 52 week wait levels, ambulance 

response times and quality indicators like CQC ratings and mortality. At the 

ICS level additional metrics include cancer outcomes, neonatal outcomes 

and antimicrobial resistance. 

 Preventing ill health and reducing health inequalities – Indicators in this 

domain are primarily measured at ICS and CCG level including vaccination 

coverage and screening programme uptake. Trusts are assessed on some 

measures related to reducing health inequalities, including ethnicity and 

deprivation characteristics across service restoration and NHS long term 

plan metrics. 

 Leadership and capability – Trusts, ICSs and CCGs will all be assessed 

on quality of leadership, and on an aggregate score for NHS staff survey 

questions that measure perception of leadership culture. 

 People – Trusts, ICSs and CCGs will all be assessed against the people 

promise index, health and wellbeing index, staff experience measures 

including bullying and harassment, satisfaction with flexible working 

patterns, staff retention and diversity of leadership.   
Finance and use of resources – assessment of performance against financial 

plan, underlying financial position, run rate expenditure, and overall trend in 

reported financial position will be made at CCG, Trust and ICS level.   

 

The Trust will begin to report against this performance framework with a view to 

retaining a SoF rating of 2. 

 

ICS  

 

The ICS met on the 28th May and considered the following key issues: 

 Reviewed the planning submission and progress so far regarding for H1 

including details of the accelerator bid, community diagnostic hub bid and 

gateway criteria for the ERF.  

 A paper detailing the approach to eliminating health inequalities was 

considered and all agreed to support this important work.  

 The work treating tobacco dependents to tackle avoidable illness by 

investing in front line services was considered with all expressing support 

for the initiative.  

 ICS development  
 
It met again in June to consider further ICS development in light of national 
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guidance. This included the changes required regarding current CCG functions, 
place based working, the role of the Provider Collaborative and the scope of 
clinical and professional leadership to drive agreed improvements. 
 
In July the ICS has held a set of engagement events with stakeholders to ensure 
that stakeholder views are considered when developing our ICS in the context of 
the emerging national guidance and flexibilities therein. 
  
  

Provider Collaborative  

 

The Provider Collaborative held a development event in early June to agree its next 

steps including appropriate resourcing. 

 

It also held a routine business meeting in June in which the following was considered: 

 Progress against its action plan which was deemed on track. 

 Details of the ICS recovery and restoration work programme that was 

developing well and likely to result in additional investment through the 

accelerator bid, which was subsequently confirmed. 

 An update on the provider led collaborative for specialist mental health, learning 

disability and autism with a view to considering aspects which could work well in 

the regional provider collaborative construct. 

 Consideration of the working relationship with the ICS. 

 

In July the Collaborative considered the following: 

 

 Elective recovery / waiting times performance which was considered on plan to 

date 

 Urgent & emergency care pressures and winter planning which is being 

coordinated across the constituent  members 

 A proposed estates planning & prioritisation approach which was agreed 

 An approach to review clinical networks which was supported 

 The next step in agreeing the collaborative plan including the production of a 

prospectus 

 Capacity and resourcing proposals which was broadly supported 

 

 

Collaborative work between CDDFT, South Tees and North Tees / 

Southern ICP  

 

The ICP Executive Management group met in June and July and considered the 

following matters: 
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 An update on the drug and alcohol services available and the work being done 

to ensure more whole system working and thereby avoid fragmentation of 

pathways and enhance civic and community interventions 

 An update on financial and operational performance 

 An update on clinical service strategy including the work commissioned to 

understand and optimise our workforce  

 

Central ICP 

 
The Central ICP has not met since the last update provided to the Board. 

 
 

EPR  
 
The project continues to develop in accordance with the agreed plan. Work is almost 

concluded on the plan moving forward which is largely agreed to encompass 

approximately 77 weeks from start to finish. The associated documentation for sign off 

is being prepared.  

The focus of work at present is the future state review which will conclude in late 

summer. This will culminate in a version of the system that colleagues will have 

opportunity to interact with and that will form the basis upon which, following necessary 

tweaks, the system will be configured. 

Green Plan  
 
Our Green Plan is progressing in accordance with the detail previously reported to the 

Board. Nearly 30% of our objectives have been delivered in the first quarter and we 

have seen some key actions completed including the switching of energy contracts at 

DMH to renewable energy, the introduction of electronic charging infrastructure, 

incorporation of sustainability into our tender documentation and the review of adverse 

weather impacts within our business continuity plans.  

In compiling the first performance report (appendix b) which is to be reviewed on 22nd 

July by the Sustainable Development Group, it has been highlighted that there is a 

need to review certain objectives and consider breaking them down into more specific 

actions and spreading the overall achievement over the three year period of the Green 

Plan.  A verbal update from that group will be provided to the Board. 

On a wider footing, NHS Organisations including our own, from across the North East 

and North Cumbria met to determine how the ICS best positions itself and its green 

strategy to complement and add focus and impetus to the work being undertaken in 
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each constituent organisation. This will manifest itself in an ICS green plan which will 

be published in the coming months.  

The Board is asked to note the progress against our Green Plan and to continue to 

support the objectives contained within it.  

 

Staff Survey   
 
Further to our commitments to make improvements in staff experience as set out in our 
‘statement of intent’ reported to the Board earlier this year, we have; 

1. Worked with staff network groups and formulated supplementary questions in 
our annual EDI internal staff survey, inform by the national NHS staff survey 
areas of concern. 1016 staff responded and the results are being considered by 
those network groups. 

2. A Bullying / behaviours workshop has been developed for virtual delivery to 
include aspects of findings from both the staff survey and civility saves lives 
toolkit. 

3. Bulletins and social media promotion of World Day for cultural diversity and 
dialogue have led a social medial campaign around diversity related topics. 

4. Network group events have been held focusing particularly on cultural 
awareness.   

5. We have commenced a zero tolerance campaign to bullying in EDs with a wider 
rollout to follow. 

6. Your Story is Our Story has been launched as phase 2 of #100faces – a 
learning intervention as to how our behaviour make people feel. 

7. Meetings on generational diversity, Project Choice and neurodiversity are 
planned over summer. 

8. TRIM (Trauma Incident Management) a new resource to support staff and 
teams launched this month and is a welcome addition to the support offer. 

9. Our first quarterly staff survey closes on 26th July and will provide a temperature 
check on how well we are doing in relation to staff engagement. If possible, 
given the tight timeframe, an indication will be provided to the board on 28th. 

 

 

Shotley Bridge  
 
Work continues to progress the development of Shotley Bridge Hospital which is part of 
the national New Hospital Programme and is due to open in early 2024.  

 
Durham Locality 

The County Durham Partnership Executive arrangements are working well. Currently 

the 22 health and social care objectives that form the Durham Plan (which covers the 

five year period 2020-2025) are being reviewed to incorporate priorities arising from 

COVID and the associated recovery. This includes the development of our first pan 

system performance report which is anticipated to be drafted for initial consideration 
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over summer. Updated GP communications have been developed through this route 

and it  is envisaged that going forward a GP hub will be developed for GPs to access 

information rather than have to rely on it being pushed to them.  

The County Durham provider alliance group met on the 25th May bringing together care 

homes, domiciliary providers, the NHS and third sector. Its focus was opportunities 

arising from the restarted integration programme, to understand pressures on care 

homes and help support that sector and to provide an update on commissioning.  

Darlington Locality 

An alignment event was held in June which was felt to be extremely positive and useful 

by all representative organisations and where we agreed some key priorities for focus 

over the 9 months remaining of this year. These were as follows: 

 Hospital Discharge and Intermediate Care 

 2 Hour Community Response 

 Covid Recovery 

 Demand Management 

 

 

Care Quality Commission Update (Key Updates) 

CQC’s regulatory approach and new strategy 

CQC have now published their regulatory strategy, which is summarised in the diagram 

below. It very much follows the principles set out in the consultation document shared 

with the Board – together with the Trust’s response – earlier this year: 
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The Trust provided a response to the consultation welcoming the focus on people and 

communities, smarter regulation, safety through learning and accelerating 

improvement, together with the wider scope of enquiries to consider system-based 

working and tackling inequalities. Our main comments concerned the need for the 

regulatory approach to give credit for good and outstanding services, to be based on 

reliable, validated intelligence and information and proportionate in the way that service 

users views are taken into account.  

For hospital based services CQC’s current risk-based approach to regulation remains 
in place, with inspection activity being undertaken where there is a clear risk to safety. 
They also plan to: 

 Return to inspect and rate NHS trusts and independent healthcare services that 
are rated as inadequate or requires improvement, or where new risks have 
come to light, and to develop plans to review ratings for all hospital providers to 
make sure they are still appropriate based upon our latest assessment of risk; 

 Carry out some core service with well-led inspections of mental health trusts and 
independent mental health providers; 

 Prioritise high risk independent healthcare services for inspection, for example, 
cosmetic surgery services, independent ambulance services, and those where 
closed cultures may exist; 

 Closely monitor how hospitals are ensuring robust infection prevention and 
control and carry out focused IPC inspections where we have concerns about a 
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provider’s oversight of infection risk 
 Conduct Mental Health Act (MHA) monitoring visits to ensure the rights of 

vulnerable people are protected; 
 Carry out focused inspection activity in emergency departments where data 

monitoring and local intelligence indicates that increased pressure is having a 
direct impact on the quality and safety of care; and 

 Roll out a programme of focused inspections of safety in NHS maternity 
services where data and local intelligence identifies concerns about the quality 
of care; these inspections. 

Action Plan from last inspection 

The meeting to review rotas for registered children’s nurses in A&E, is to take place 

with both Family Health and IMS on 28th July 2021. This will assess how far current 

arrangements are in line with the arrangements described in CQC’s inspection guide, 

which interprets the standards of the Royal College of Paediatrics and Child Health. 

Executive Directors are in discussions with Family Health with a respect to a business 

case designed to address shortfalls against standards in paediatric staffing and have 

asked that any requirements identified from this assessment are factored into that 

business case.  

UHND have been able to appoint a dual-trained member of medical staff (including a 

paediatrics qualification); hence there will shortly be a dual-trained practitioner on both 

sites. 

Engagement Meetings and Enquiries 

We met with CQC at the end of June and were again advised that the Trust is not 

flagging risk at this time. A further update was provided on the transitional inspection 

approach which continues to focus on A&E, maternity and infection control. We took 

the opportunity to ensure that CQC understood our current A&E pressures and the 

actions we are taking, both as a trust and a local system.  

CQC also requested, and received, a presentation on our approach to discharge at 

DMH, following several enquires (to CQC) which they had forwarded on to us, mainly 

highlighting perceived issues with communication. One important factor in this is that 

Darlington Borough Council report any safeguarding queries to CQC straightaway 

(around half of which do not, eventually, meet the safeguarding threshold) whereas 

County Durham Council do not report them until the threshold is met, which results in a 

distorted comparison of the two sites.  A key source of assurance, explained to CQC in 

the meeting, was the use of a third party to follow up complex discharges to care 

homes, taking feedback from the homes shortly after the discharge takes place. 

Further assurance, from Perfect Ward audits, was presented alongside our process 

and learning from a review of the enquiries received to date, undertaken by IMS. There 

have been no further queries from the meeting. 
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CQC also reviewed our local and system-based work on activity restoration using key 

lines of enquiry and no follow-up queries have been received.  

Monthly meetings continue to be held to work through CQC’s on-going enquiries, most 

of which are satisfied by provision of the relevant incident, complaint or safeguarding 

referral reports. There is an agreed position with respect to on-going enquiries with 

follow-up actions the Assurance and Compliance Team being of a routine nature.  

CQC Insights 

CQC have recently issued their report for May 2021. The main movements are: 

 There has been a reduction in ‘Much Worse’ indicators from 4 to 2. Indicators 

relating to time spent in A&E (two indicators) have improved to ‘About the 

Same’. 

 The number of ‘Worse’ indicators has increased to 17 from 15, with in-hospital 

mortality for Pneumonia and the rule-based indicator for never events 

(effectively a limit of two in a year) now flagging as worse. 

 The number of ‘better’ indicators remains at 9, although one new indicator 

relating to ambulance handover times less than 60 minutes is flagged as Better 

and one indicator “five year revision score – knees” (from Patient Reported 

Outcome Measures) has reduced to ‘About the Same’. 

 There remain four indicators which are ‘Much Better’ – delayed transfers of care, 

the ratio of consultant to non-consultant medical grades and “Risk-adjusted 

visual acuity loss”, and waiting times for Type 3 A&E attendances.  

 

Overall, the position has not changed significantly since the last full analysis presented 

to the Board.  

 

 
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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Integrated Care System Design Framework 

NHS England and NHS Improvement (NHSE/I) published the Integrated Care System (ICS) Design 

Framework on 16th June 2021. This briefing sets out the operating model for ICSs from April 2022, after 

the enactment of the Health and Care Bill which will place ICSs on a statutory footing. It also acts as 

interim guidance for how ICSs need to continue developing and preparing for new statutory 

arrangements over the next ten months. The design framework will be supplemented by further 

information and guidance later this year to support detailed planning. For any questions on this 

briefing, please contact georgia.butterworth@nhsproviders.org.  

 

Key points  
• The ICS design framework sets out the next steps for how NHSE/I expects NHS organisations, 

working with system partners, to continue developing ICSs during 2021/22, in anticipation of 

establishing statutory ICS NHS bodies from April 2022. The framework sets out the core 

arrangements that NHSE/I will expect to see in each system, as well as some key elements of good 

practice. We expect further information and guidance to be issued later this year. 

• As set out in the government’s Integration and Innovation white paper in February, ICSs will be 

made up of two parts: the ICS partnership, and the statutory ICS NHS body. NHSE/I expects the 

ICS partnership to be a committee, rather than a corporate body. Its role will be to align the 

ambitions, purpose and strategies of partners across each system. It will be established by the 

relevant local authorities in collaboration with the ICS NHS body, and have a specific responsibility 

to develop an “integrated care strategy”.  

• The ICS NHS body will be a statutory body, whose functions will include planning to meet 

population health needs, allocating resources, and overseeing delivery. ICS NHS bodies will have a 

unitary board. The statutory minimum membership of the board will be confirmed in forthcoming 

legislation but is expected to be comprised of: a chair and at least two independent non-executive 

directors; a chief executive and three executive directors; and a minimum of three “partner” 

members, representing trusts, primary care and local authorities. Partner members will be expected 

to bring a perspective from their specific sectors, but not act as delegates of those sectors. 

• The ICS NHS body will be expected to agree with local partners the membership and form of 

governance at place level. The design framework sets out five potential place-based governance 

arrangements: a consultative forum; a committee of the ICS NHS body; a joint committee of the 

ICS NHS body and one or more statutory provider; an ICS NHS body director with delegated 

authority; or a lead provider contracted to manage resources at place level.  
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• The design framework reiterates that all trusts providing acute and mental health services are 

expected to be part of one or more provider collaborative. Community and ambulance trusts and 

non-NHS providers should participate in these where it makes sense to do so.  

• Providers will continue to be accountable for quality, safety, use of resources and compliance with 

standards, as well as the delivery of any services or functions delegated to them by an ICS NHS 

body. Executives of providers will remain accountable to their boards for the performance of 

functions for which their organisation is responsible. 

• The final 2021/22 System Oversight Framework (SOF), which is expected to be published in the 

coming weeks, is expected to confirm ICSs’ formal role in the oversight of organisations and 

partnership arrangements within their system. NHSE/I will retain its statutory regulatory 

responsibilities, so any formal regulatory action with providers will be taken by NHSE/I. 

• NHSE/I also sets out the key features of the financial framework that will support system working, 

including some further detail on how resources will be managed at system level. It is envisaged 

that ICS NHS bodies will be given a duty to act with a view to ensuring system financial balance, 

and meet other financial objectives set by NHSE. This duty would also apply to trusts.  

• The framework includes a roadmap to implement new arrangements for ICS NHS bodies by April 

2022, including appointing leadership teams and ensuring a smooth transition of staff from CCGs.  

 
Summary of the framework  
 

Context 

This framework builds on NHSE/I’s renewed vision for ICSs in the Integrating care paper published in 

November 2020, which set out their four core purposes: improving outcomes; tackling inequalities; 

enhancing productivity; and supporting social and economic development. It also builds on the two-

part statutory ICS model proposed in the government’s white paper, Integration and Innovation: 

working together to improve health and social care for all, which stated that ICSs will be comprised of 

an ICS partnership – bringing together a broad alliance of organisations related to improving health 

and care – and an ICS NHS body – bringing together organisations that plan and deliver NHS services 

to improve population health and care. 

 

The ICS partnership 

Under the two-part statutory ICS model, each ICS will have a partnership, established by the NHS and 

local government “as equal partners”. NHSE/I expects the ICS partnership to bring partners from local 

government, the NHS and wider organisations within the ICS together to align purpose and 

ambitions, and improve the health and wellbeing for their population, including influencing the wider 
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determinants of health. NHSE/I expects the ICS partnership to have a specific responsibility to develop 

an “integrated care strategy” covering health and social care for the whole population. NHSE/I 

indicates that the legislation for how partnerships should operate will not be prescriptive. 

 

Membership of the ICS partnership will vary between systems, and may be drawn widely from health, 

care and other partners such as housing providers. They will be established by the relevant local 

authorities and the ICS NHS body. Partnerships will be able to use sub-groups, networks and other 

methods to convene parties to deliver the priorities set out in its shared strategy. 

 

The ICS partnership chair will be jointly selected by the ICS NHS body and local authorities, who will 

also define the chair’s role and accountabilities. NHSE/I provides some flexibility in this arrangement, 

by acknowledging that some systems may prefer the partnership and the ICS NHS body to have 

different chairs while others may choose to appoint one chair to sit across both. NHSE/I describes ten 

principles for ICS partnerships to consider, which include: distributed leadership; collective decision-

making that seeks to find consensus; and a collective model for accountability. 

 

 

The ICS NHS body 

ICS NHS bodies will be statutory organisations that bring together all organisations involved in 

planning and providing NHS services within their footprint, to take a collaborative approach to 

agreeing and delivering ambitions for the health of their population.  

 

NHSE/I outlines the specific functions that the ICS NHS body will be responsible for delivering: 

• Developing a plan to meet the health needs of their population, having regard to the 

partnership’s strategy. NHSE/I highlights a focus on recovery following COVID-19.  

• Allocating resources to deliver the plan across the system, including setting principles for how 

resource (revenue and capital) should be allocated across services and providers. This will be a 

balance between enabling local decision-making and harnessing the benefits of scale.  

• Establishing joint working arrangements with partners to deliver priorities, including joint 

commissioning (possibly at place) with local authorities under section 75 of the 2006 NHS Act.  

• Establishing governance arrangements to support collective accountability. This will be 

underpinned by the statutory and contractual accountabilities of individual organisations. 

The Department of Health and Social Care, NHSE/I and the Local Government Association will 

jointly develop guidance on the partnership, including on the role and accountabilities of the chair 

of the ICS partnership. This guidance will be consulted on before implementation. 

Ite
m

 4
 A

pp
en

di
x 

a 
- 

nh
s-

pr
ov

id
er

s-
de

si
gn

-f
ra

m
ew

or
k

Page 38 of 252



 

  

 

NHS Providers | ON THE DAY BRIEFING | Page 4 

• Arranging for the provision of health services in line with the allocated resources across the 

ICS. This will be delivered in several ways including: through contracts and agreements with 

providers; convening and supporting providers (working across the ICS and at place) to lead 

major service transformation programmes; and working with local authority and voluntary, 

community and social enterprise (VCSE) partners to put in place personalised care. 

• Leading implementation of the NHS People Plan and people priorities in the planning 

guidance, with specific responsibilities from April 2022. NHSE/I also expects ICS NHS bodies to 

adopt a “one workforce” approach, developing shared principles across the NHS, local 

authorities, the VCSE sector and other partners.  

• Leading system-wide action on data and digital. 

• Working alongside councils to invest in local community organisations and infrastructure, 

ensuring the NHS contributes to social and economic development and sustainability. 

• Driving joint work on estates, procurement, supply chain and commercial strategies. 

• Planning for, responding to and leading recovery from incidents. 

• Take on functions NHSE will be delegating including commissioning of primary care and 

appropriate specialised services. Specific public health functions may also be delegated. 

 

Once an ICS NHS body has been established, NHSE/I expects that all CCG functions and duties will 

transfer over, including CCG assets and liabilities, such as commissioning responsibilities and 

contracts. NHSE/I is reviewing its own operating model, including how its functions and resources will 

be deployed in the context of the creation of statutory ICS NHS bodies. 

 

NHSE/I expects the ICS NHS body’s duties to include: supporting achievement of the triple aim, 

improving quality of service, reducing inequalities, ensuring public involvement, obtaining clinical and 

public health advice, promoting innovation and research, and other duties that may be defined in law.   

 

 

 

 

 

 

 

NHSE/I will clarify in separate guidance how the statutory duties of CCGs will transition to ICS 

NHS bodies. NHSE/I will work with Health Education England to produce supplementary 

guidance and implementation support resources for ICSs on developing their strategic people 

capabilities. 
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Governance and management arrangements 

This section sets out NHSE/I’s expectations for ICS governance and management arrangements, with 

further resources to follow throughout this year. The final composition of the board and the process 

of appointing partner members (as described below) is subject to the parliamentary process. 

 

The ICS NHS board 

The ICS NHS body will have a unitary board, with all board members having shared corporate 

accountability for delivery of the functions and duties of the ICS and its performance. The board will 

be the senior decision-making structure for the ICS NHS body, and will be expected to facilitate 

finding consensus and manage areas of disagreement. The ICS NHS body should foster constructive 

challenge, debate and the expression of different views. If consensus cannot be agreed, the chair may 

make decisions on behalf of the board, and where necessary third-party intervention from NHSE/I or 

peer review may be needed. 

 

The statutory minimum membership of the board will be confirmed in the legislation, but NHSE/I 

expects it to be comprised at least by the following roles:  

• Independent non-executive directors (NEDs): This will include the chair plus a minimum of two 

other independent NEDs. These individuals will normally not hold positions or offices in other 

health and care organisations within the ICS footprint. 

• Executive roles (employed by the body) This will include the chief executive, who will be the 

accountable officer for the funding allocations of the ICS NHS body, as well as a director of 

finance, director of nursing and medical director. These individuals will normally be full-time 

ICS employees. 

• Partner members: a minimum of three additional board members, including at least:  

o One member from trusts and foundation trusts which provide services within the ICS;  

o One member from primary care providers within the ICS footprint; and 

o One member from the local authority, or authorities, with statutory social care 

responsibility whose area falls wholly or partly within the ICS footprint. 

 

Partner members will be expected to bring knowledge and a perspective from their specific sectors, 

but not act as delegates of those sectors. NHSE/I expects the partner member(s) from trusts and local 

authorities will often be the chief executive of their organisation. The appointment process of partner 

members and rules for qualification will be set out in the constitution of the ICS NHS body. The 

constitution, which may also include the appointment of additional members, will need to be agreed 

with NHSE/I.  
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The framework highlights the need for the board and its committees to ensure it considers the 

perspectives and expertise of all relevant partners, including those across the local health and care 

system covering physical and mental health, primary care, community and acute services, patient and 

carer representatives, social care and public health, with directors of public health having an official 

role in the ICS NHS bodies and the ICS partnership.  

 

Committees and decision making 

NHSE/I expects ICS NHS bodies to put in place arrangements for committees and groups to advise 

and feed into the board and to exercise functions delegated by the board. These arrangements 

should also enable the involvement of clinical and professional leaders, leaders of place-based 

partnerships and providers, including relevant provider collaboratives.  

 

Each board will be required to establish an audit committee and a remuneration committee. Other 

decision-making or advisory committees may be established by the board if they decide. It is 

expected that the legislation will give ICS NHS bodies flexibility in how committees are established, 

including how members are appointed and responsibilities delegated. 

 

Place-based partnerships 

The framework positions ‘place’ as central to the coordination and improvement of service planning 

and delivery, as well as addressing the wider determinants of health. The ICS NHS body will be 

expected to agree with local partners the membership and form of governance at this level, building 

on/complementing existing arrangements. The ICS NHS body will remain accountable for NHS 

resources deployed at place-level. At a minimum NHSE/I proposes that place-based partnerships 

should cover leadership from primary care, local authorities including directors of public health, 

providers across acute, community and mental health services, and representation from communities. 

 

The framework sets out the following potential place-based governance arrangements: 

• Consultative forum, informing decisions by the ICS NHS body, local authorities and others; 

• Committee of the ICS NHS body with delegated authority to take decisions about the use of ICS 

NHS body resources; 

• Joint committee of the ICS NHS body and one or more statutory provider;  

• Individual directors of the ICS NHS body having delegated authority; and  

• Lead provider managing resources and delivery at place under a contract with the ICS NHS body. 

NHSE/I will provide further guidance on the composition and operation of the board, which will 

include a draft model constitution. Additional guidance on the management of conflicting roles 

and interests to enable effective joint working will also be published. 
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Supra-ICS arrangements 

This section outlines functions where multiple ICS NHS bodies will need to work together to develop a 

shared plan across these systems. This includes, for example, the commissioning of specialised 

services and ambulance services. The governance arrangements to support this should be co-

designed between the related providers and the ICS NHS bodies’ clinical networks or alliances, and, 

where relevant, NHSE/I’s regional teams.  

 

Quality governance 

NHSE/I sets the expectation for ICSs to build on existing quality oversight arrangements and work 

collaboratively with system partners to maintain and improve the quality of care. The ICS NHS body 

will have statutory duties to act with a view to securing continuous improvement in quality and will 

lead System Quality Groups (previously Quality Surveillance Groups). NHSE/I will provide support in 

line with the National Quality Board’s guidance.  

 

The role of providers 

NHSE/I states that each ICS partnership and ICS NHS body must draw on the expertise and ambition 

of providers, given their critical role in the delivery, transformation, and improvement of services and 

outcomes within places and across and beyond systems. Trusts will be expected to work alongside 

system partners at place level to tailor their services to local needs and integrate pathways. They will 

have a role in agreeing how resources should be used and how they can best contribute to 

population health improvement as both service providers and as local “anchor institutions”. There is 

flexibility in what this will look like locally and ICS NHS bodies will be expected to work with all 

providers to agree arrangements at different levels. In future, the ICS NHS body may delegate 

“commissioning” functions to providers for certain populations, which builds on the NHS-led provider 

collaboratives model for specialised mental health, learning disability and autism services. Trusts will 

increasingly be judged against their contribution to the objectives of the ICS alongside their existing 

duties, including delivering their agreed contribution to system financial balance. 

 

NHSE/I also sets out the important role of primary care (including Primary Care Networks), 

independent sector providers and the VCSE sector in ICSs. NHSE/I expects primary care to be 

represented in all levels of ICS decision-making and by April 2022, the ICS will need to have a formal 

agreement for embedding the VCSE sector in system level governance arrangements. 
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Provider collaboratives 

From April 2022, all trusts providing acute and/or mental health services are expected to be part of 

one or more provider collaborative. NHSE/I now states that community trusts, ambulance trusts and 

non-NHS providers should participate in these collaboratives where it makes sense for patients/the 

system. Provider collaboratives will be expected to agree specific objectives in line with the ICS’s 

strategic priorities and help facilitate the work of alliances and clinical networks. The ICS NHS body 

and provider collaboratives will be expected to define their working relationships and governance 

arrangements, which will include their participation in committees through partner members as well 

as other local arrangements. 

 

 
Clinical and professional leadership 
 

NHSE/I states that all ICSs should develop a model of distributed clinical and care professional 

leadership. This should build on clinical leadership within clinical commissioning groups, although the 

specific model will be determined by ICSs locally. Such leadership should be fully involved in decision-

making, supported with sufficient resources and reflect the health, social care and VCSE sectors. ICSs 

will be expected to use forthcoming guidance to support a self-assessment of their clinical and 

professional leadership model, and implement mechanisms to measure progress and performance. 

The ICS NHS board will be expected to sign off a model and improvement plan. 

 

 

Working with people and communities 

The ICS will be expected to agree how to involve people and communities in developing plans and 

priorities. The framework reiterates seven principles for how ICSs should work with people and 

communities, including working with Healthwatch and the VCSE sector as key partners. The ICS NHS 

body should use these principles as a basis for developing a system-wide strategy for engaging with 

people and communities. As part of this, ICSs should develop arrangements for:  

• representation on the ICS partnership and in place-based partnerships; and  

• gathering intelligence about the community’s experience of, and aspirations for, health and care.  

NHSE/I will provide best practice guidance describing features of an effective professional leadership model 

for ICSs in due course. 

NHSE/I will publish additional guidance on provider collaboratives this summer.  
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NHSE/I expects there will be a legal duty for ICS NHS bodies to make arrangements to involve 

patients, unpaid carers and the public in planning and commissioning services.  

 

Accountability and oversight  

As set out in the planning guidance for the first half of 2021/22, NHSE/I regional teams will agree the 

constitutions and plans of ICS NHS bodies and hold them to account for delivery through the chair 

and chief executive. NHSE/I clarifies that providers will continue to be accountable for the quality, 

safety, use of resources and compliance with standards, as well as the delivery of any services or 

functions commissioned from or delegated to them, including by an ICS NHS body. Executives of 

providers will remain accountable to their boards for the performance of functions for which their 

organisation is responsible. If a provider executive sits on the board of the ICS NHS body, they will 

also be accountable for the ICS NHS body and ensuring its functions are discharged. When acting as 

an ICS body board member, they must act in the interests of the ICS NHS body and the wider system, 

not that of their employing provider.  

 

Approach to NHS oversight within ICSs 

NHSE/I confirms that the oversight arrangements for 2022/23 will build on the final SOF, which was 

consulted on earlier this year and is expected to be published in the coming weeks. NHSE/I expects 

these arrangements to confirm ICSs’ formal role in oversight, including leading oversight and support 

of organisations and partnership arrangements within their system. The newly formed NHSE will retain 

NHSE/I’s statutory regulatory responsibilities, so any formal regulatory action with providers will be 

taken by NHSE. NHSE will work with each ICS NHS body to ensure “effective and proportionate 

oversight of organisations” that avoid duplication. However, the framework does not set out what the 

role of NHSE/I regional teams will look like or whether any functions/resources will be transferred to 

ICSs. NHSE/I envisages that ICS NHS bodies may over time decide to take the role of provider 

collaboratives and place-based partnerships into account when determining how to address issues 

through system oversight. CQC, NHSE/I and DHSC are working together to agree the process and 

roles for reviewing and assessing systems, which will aim to avoid duplication and overlap. 

 

 

 

NHSE/I will provide more information in guidance on the membership and governance of ICS NHS bodies 

and in the implementation support resources for how ICSs work with people and communities.  
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Financial allocations and funding flows  

ICS allocations  

In line with the current direction of travel, NHSE will allocate funding to each ICS NHS body, which will 

decide how such funds should be spent. This will include budgets for CCG-commissioned primary 

and secondary care, as well as running cost allowances. This may also include the allocations for 

NHSE functions, including primary care budgets, specialised services, national transformation funding, 

the Financial Recovery Fund, and funding for digital and data services. Full capital allocations will be 

made to the ICS NHS body, based on the outcome of the 2022/23 settlement.  

 

Increasingly, funding will be linked to population need. Allocations will be based on supporting equal 

opportunity of access and contributing to the reduction of health inequalities. NHSE/I’s approach will 

continue to be informed by the independent Advisory Committee on Resource Allocation. Allocations 

will be set in a way that avoids large swings in funding that would risk destabilising local health 

economies.  

 

NHSE will allocate funding to ICSs taking into account the needs of their population and how quickly 

they move towards their target allocations. NHSE will not set allocations to place within the ICS. The 

ICS NHS body will have the freedom to set a delegated budget to place-based partnerships to spend 

ICS NHS resources, but it must focus on equal access for equal need and reduce health inequalities. 

The ICS NHS body should explain any variation from previous CCG budgets and enable pooling with 

local authority budgets.  

 

Distribution of funds by the ICS NHS body 

The ICS NHS body will agree how the allocation will be used to perform its functions, in line with its 

priorities. Money will flow from the ICS NHS body to providers largely through contracts for 

“services/outcomes”, which may be managed by place-based partnerships or provider collaboratives. 

 

In conjunction with ICS leaders, NHSE will consider supporting provider collaboratives to take on 

further responsibility for use of resources to deliver population health outcomes.  

 

The ICS NHS board and chief executive will be ultimately responsible for services under delegation 

arrangements with place-based partnerships or through lead provider contracts. 

 

Each ICS will have an agreed framework for collectively managing and distributing financial resources 

within the system’s financial envelope to address the greatest need and tackle inequalities in line with 
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the NHS system plan, having regard to the strategies of the ICS partnership and the health and 

wellbeing board(s). Every ICS will be required to meet the mental health investment standard and the 

primary and community health services funding guarantee.  

 

Financial and regulatory mechanisms to support collaboration  

These measures build on existing financial and regulatory mechanisms to support collaboration, 

including system financial envelopes and changes to the SOF. NHSE/I envisages that further policy 

and legislative enablers will support these developments, including: a duty to collaborate; a duty on 

the ICS NHS body to act with a view to ensuring system financial balance and meet other financial 

objectives set by NHSE (this would also apply to trusts); and powers to ensure organisational 

spending is in line with the system capital plan.  

 

The legislation will enable NHSE direct commissioning functions to be jointly commissioned, 

delegated or transferred to ICS NHS bodies as soon as they are ready to do so. Commissioning of 

primary medical services is currently delegated to CCGs, so will transition immediately into ICS NHS 

bodies when they are established.  

 

Data and digital standards and requirements  

NHSE/I expects digital and data experts to have a pivotal role in ICSs. The What Good Looks Like 

framework is due to be published in the first quarter of 2021/22. This will set out a common vision to 

support ICS leaders to accelerate digital and data transformation with their partner organisations. 

From April 2022, ICSs will need to have smart digital and data foundations in place. ICS NHS bodies 

are expected to: have a named SRO with the appropriate expertise; implement a shared care record; 

and agree a plan for embedding population health management capabilities, among other things.  

 

 

 

 

 

 

NHSE/I will review the NHS provider licence in light of the new legislation and policy developments.  
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Managing the transition to statutory ICSs 

In this section, NHSE/I sets out how CCG staff and functions will transfer into the ICS NHS body. This 

change process will be guided by NHSE/I’s Employment Commitment1 and a set of core principles, 

and will be managed by current ICS and CCG leadership, with increasing involvement of the new 

leaders who may be appointed on a shadow or designate basis, pending the legislation. Plans will be 

agreed with NHSE/I regional teams. NHSE/I sets out indicative outputs expected in every ICS during 

2021/22, subject to legislation and other factors (including pending any potential changes to ICS 

boundaries).  

 

 
NHS Providers view  
 

Context 

Overall, the ICS design framework begins to set out a clearer vision for how the two-part statutory ICS 

model – with the ICS partnership and the ICS NHS body – will operate after the enactment of the 

legislation. Trust leaders are fully supportive of NHSE/I’s ambition to set out a coherent and flexible 

operating model for ICSs from April 2022. They are clear that an enabling policy and legislative 

framework is required for systems to design what works best for their local communities and 

circumstances. We will continue to engage with trust leaders to determine whether the right balance 

between permissiveness and clarity has been struck here, considering the implications for all trust 

types ranging across acute, community, mental health, ambulance and specialised.  

 

 
1 The Employment Commitment does not apply to those in senior/board level roles who may be affected by the new ICS board 

structure.  

NHSE/I will issue a set of guidance and resources to support this transition, including:  

• Change and transition approach (core principles) 

• Employment Commitment Guidance, including national support offer 

 

After the legislation is introduced, NHSE/I will publish the following resources and guidance: 

• HR framework (technical guidance)  

• Appointments guidance for the statutory roles 

• FAQs for staff 

• Leadership competencies, job descriptions and proposed pay structure for ICS statutory roles. 
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The framework also builds on the steps outlined in the 2021/22 implementation guidance, which set 

out how ICS leaders and their constituent organisations, including trusts, should prepare for new 

statutory arrangements in this “transition period” up to March 2022. The complexity of this endeavour 

should not be underestimated, as systems must prepare for legislative change without pre-empting 

the outcome of the Bill. The collective leadership of ICSs and their constituent organisations will also 

need to navigate a complex new array of policy frameworks, including adjusting to a new financial 

regime and oversight framework. We welcome NHSE/I’s commitment to supporting the system 

through this coming year. 

 

It is worth remembering that these imminent changes are taking place whilst providers remain under 

significant operational pressure to restore routine services affected by the pandemic, tackle the 

backlogs of care, and meet deferred demand across urgent and emergency care, mental health and 

community health services. We would strongly encourage NHSE/I to keep this context top of mind, 

especially in light of the expectation that ICSs will maintain momentum on improving outcomes and 

supporting recovery at the same time as embedding significant new planning and accountability 

arrangements.  

 

Principles 

We fully support NHSE/I’s ambition to accelerate the current direction of system working and 

collaboration, and welcome the recognition of providers playing a central, leadership role in ICSs. 

Providers are the engine for transformation and delivery. They are responsible for employing the vast 

majority of NHS staff and spending the vast majority of NHS funding. However, we are increasingly 

concerned that the language around ICSs describes them as a separate entity to providers, rather 

than as genuine partnerships of all the organisations that contribute to health and care services and 

outcomes within the system. The model risks moving away from the founding spirit of partnership 

and ambitions of population health, to becoming a separate body managing those within it. This 

leaves the proposals vulnerable to the perception that the ICS NHS body will simply act as a larger 

commissioner divorced from providers, when the ICS should in fact remain a sum of its parts. 

 

Similarly, we are also concerned that collective confidence in the ICS as currently structured could be 

undermined in several ways, which could hinder the opportunity and ambition of system working. For 

example, the founding principle of local ownership that has been central to driving improvements in 

collaboration and outcomes thus far could be undermined if the ‘partner’ members are not 

appointed in consultation and agreement with the relevant constituency. There also needs to be 
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parity between NHS and local authority representation. For example, if all relevant local authorities, 

who are already represented on the ICS NHS body by a ‘partner’ member, are involved in setting up 

the ICS partnership and selecting the chair, but no additional providers are, the ICS partnership 

composition could be a majority local authority decision which undermines the principle of equal 

partnership. 

 

Governance 

Well-functioning health and care systems need good governance and clear accountabilities. We 

continue to have some concerns about the proposed ICS governance arrangements:  

• While we agree the board of the ICS NHS body will need to be formally accountable to NHSE/I 

and parliament, they should also see themselves as accountable to the communities they serve 

and the organisations within their footprint. NHSE/I should set this out explicitly in future guidance. 

• In our view, it is crucial that non-executive directors form a majority on the board of the ICS NHS 

body in line with best practice drawn from all types of organisations led by unitary boards, 

including NHS trusts and foundation trusts. This will ensure effective challenge, risk management 

and assurance, which in turn will ensure the board can answer for the decisions it makes. We 

recommend this is explicitly defined in future guidance, rather than being locally determined as 

currently proposed.  

• We would recommend that ‘partner’ members be referred to as non-executive directors drawn 

from the system as this would provide clarity around their status in decision making. 

 

Given the nature of the ICS task, especially in taking decisions around contract values and funding 

allocations, there will likely be different views within its membership and it may legitimately be difficult 

to reach consensus. We welcome NHSE/I’s recognition of this potential for disagreement, which we 

have been calling for to ensure the framework is not designed on the basis that system partners will 

always agree. Legitimate challenge is a sign of a healthy system. One of the core ICS tasks, as the 

framework acknowledges, is to manage reasoned dissent well, reconcile differences and build 

consensus. 

 

Involvement of all provider types 

We continue to emphasise the need for NHSE/I to ensure the views of the full range of provider types 

have sufficient access and input to the ICS NHS body decision-making process. We welcome the 

framework’s statement that the board of the ICS NHS body must ensure it takes into account the 

perspectives and expertise of all relevant partners. We would urge NHSE/I to take this further and 

ensure that each ICS has a mechanism which enables the views of trusts to feed into the decision-
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making process, and ensures trusts agree with the way the board of the ICS NHS body is set up and 

comprised, with recourse to a challenge function if they are unhappy. This parity in decision-making 

is absolutely critical if a collaborative approach to planning and delivering more integrated care, is to 

be implemented as intended.  

 

Missed opportunities 

Finally, there are a few missed opportunities in this guidance. While NHSE/I references its intention to 

develop its own new operating model, it remains unclear how the role of NHSE/I regional teams will 

change and how resources and responsibilities will be transferred to ICSs over time. This leaves the 

framework open to the charge that it is adding to rather than reducing bureaucracy as intended, 

especially in the context of the renewed emphasis on place-based partnerships and provider 

collaboratives.  

 

In addition, the framework states that trusts will need to meet system financial objectives set by NHSE 

under the new legislation; providers will need clarity on what this will look like in practice. For 

example, it will be vital to know what these requirements will be, who is responsible for judging 

whether a provider or system is compliant, and the consequences for providers and systems for not 

meeting these objectives. Finally, while we understand this is an NHS-only framework, it will be 

important to keep wider system partners involved in this process and ensure they have buy-in within 

the plans and priorities of their ICS(s). This is not only important in the context of improving wider 

determinants of health and tackling health inequalities, but also in ensuring wider public services are 

fully involved at system and/or place level.  

 

We look forward to continuing to work closely with senior leaders and colleagues at NHSE/I as the 

framework is implemented and further guidance is produced. We will continue to engage with our 

members on key proposals outlined within this new framework and ensure their views are fed back to 

NHSE/I.  

 

NHS Providers press release  
 
New ICS design framework offers clarity ahead of major reforms to health service 
but questions remain  
  

Responding to the publication of a new Integrated Care System (ICS) design framework by NHSE/I, 

the deputy chief executive of NHS Providers, Saffron Cordery said:  
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“Today’s ICS design framework sets out a much needed, clearer vision for how ICSs will develop 

further this year and how these new statutory bodies will operate when the health and care bill 

becomes law. We welcome the dialogue with NHSE/I throughout its development. 

  

“The framework addresses many of the concerns outlined by our members, who fully support 

NHSE/I’s ambition to set out a coherent, yet flexible operating model for ICSs from April 2022. 

Providers will particularly welcome recognition within the framework of their central, leadership role in 

ICSs and their commitment to delivering the best possible care for their local communities.  

  

“But there are big challenges ahead as ICS leaders and their constituent organisations adjust to the 

complexities of system working.   

  

“A key concern is that these NHS reforms- the most far reaching for nearly a decade- will take place 

against a challenging backdrop as trusts work to clear backlogs of care, restore routine services, and 

tackle pent up demand across urgent and emergency care, mental health and community health 

services.  

  

“It is vital NHSE/I acknowledges the pressures and expectations trusts face as ICSs take a greater role 

in efforts to improve outcomes and support recovery while simultaneously embedding significant new 

planning and accountability arrangements.   

  

“Trust leaders are keen to ensure ICSs remain a genuine partnership of all the organisations that 

contribute to local health and care services and outcomes within the system. They are increasingly 

concerned that the ICS model risks moving away from being a sum of its parts to a separate body 

managing those within it. There must be appropriate governance measures to ensure ICSs are 

accountable not only to NHSE/I and parliament, but also to the communities they serve and the 

organisations within their footprint.   

  

“In the coming weeks and months, we will continue to work closely with senior leaders and colleagues 

at NHSE/I as the framework is implemented and further guidance is produced. Alongside this, we will 

continue to regularly consult our members on key proposals to ensure their views are reflected as this 

framework progresses”.   

 

 

Contact:  Georgia Butterworth, Policy Advisor (Systems), georgia.butterworth@nhsproviders.org  
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SUSTAINABLE DEVELOPMENT MEETING 

 

Agenda Item Number 2.1 

Agenda Item Green Plan: Performance Report Q1 

Responsibility/Author Helen Johnson 

 

Reason for Submission Standing Agenda Item 

 

EXECUTIVE SUMMARY 

The purpose of this report is to report performance against the Green Plan Objectives. 

As you will see from the report, we have delivered nearly 30% of our objectives in the first quarter.  We have seen some key actions completed including the switching 
of energy contracts at DMH to renewable energy, the introduction of electronic charging infrastructure, incorporation of sustainability into our tender documentation 
and the review of adverse weather impacts within our business continuity plans. 

However, completion of the first performance report has highlighted the need to review certain objectives and consider breaking them down into more specific actions 
and spreading the overall achievement over the three year period of the Green Plan.  Further review of the objectives will take place in the next quarter.  In the meantime, 
we would seek feedback on the format and presentation of the report going forwards. 
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 Page 2 

The following table provides the breakdown of objectives satisfied across the service teams: 

* Key Area Leads have not provided their forecast for completion as of 14th July 2021. 

 

Recommendations 

The SDG is asked to: 
 

 Approve the Q1 performance of the Company against the Green Plan Objectives;  

 Approve the submission of this report to the Trust ECL; and 

 Advise if any further information and/or actions are required. 
 
Helen Johnson (SCL Compliance Manager) 

Green Plan  Total On Target Complete In-Complete 

Estates & Facilities 37 29 8 0 

Travel & Transport 15 13 2 0 

Supply Chain 12 5 7 0 

Food, Catering & Nutrition 15 3 12 0 

Medicines & Critical Care  25 3 6 16 

Sustainable Models of Care 11 * * * 

Workforce, Networks & 
Systems 

9 * * * 

Adaptation 6 0 4 2 

TOTAL 130 53 39 18 
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Introduction 

 

The Trust Group Sustainability Matters – Our Green Plan 2021 - 24 was launched in April 2021.  All areas of the Trust will play a key part in the delivery of the Vision –  

“To ensure that CDDFT provides the safest, most compassionate and joined up healthcare whilst taking all reasonable steps to minimise its adverse impact on the 

environment, society and the planet; thereby not compromising the health and wellbeing of future generations”.  

 

We have identified eight key areas of focus for our Green Plan.  Each of the Key Areas has a designated lead and a detailed set of objectives for this financial year.  

Performance against these objectives shall be reported quarterly at the Sustainable Development Meeting. 

 

Key  

Colour Status 

 Overdue/Missed 

Target 

 On-Target for 

Completion 

 Complete/Closed 

Out 
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KEY AREA 1: ESTATES AND FACILITIES  

 

The objectives within the plan have been assigned to designated SME’s with the overall key area lead being the Senior Estates Manager who is accountable for ensuring 

that individual objectives are agreed and achieved by their required deadlines.  

 

Service Objectives Actions Q1 Q2 Q3 Q4 Q1 Progress Update 

Switch to Renewable Energy 

Switch DMH contracts     Complete 

Switch UHND contracts     
Expected to be 
completed Q2 

Switch BAH contracts     
Aiming to complete 
Q3/4 

Switch CLS contracts     
Aiming to complete 
Q3/4 

Reduce energy use 

Consider installation of Combined Heating & Power 
plant at UHND 

    
Benefits of a CHP at 
UHND to be fully 
investigated  

Consider installation of Solar PV system and Heat 
Pumps at DMH 

    
Scheme approved and 
progressing 

Relocate primary water tanks and borehole at DMH     

Replacement of the 
water tanks on schedule 
for Q4. The relocation 
of borehole still under 
consideration. 

Ongoing installation of internal and external LED 
Lighting 

    
Ongoing rolling upgrade 
program 

Replacement of tower block windows at DMH- Ward 
21 

    
Programme for 
replacement of 
windows on Ward 21 
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Service Objectives Actions Q1 Q2 Q3 Q4 Q1 Progress Update 

underway.  Programme 
for replacement of 
windows throughout 
tower block is a 
programme for long 
term. 

Review our buildings and infrastructure to consider 
targeted energy efficiency schemes 

    
To work with PFI 
Providers to review 

Promote energy conservation and carbon literacy by 
increasing awareness, informing and educating staff, 
patients and visitors about how their actions directly 
affect energy consumption 

    

Training modules to be 
agreed for inclusion; 
T&D to support 
introduction of 
modules; Meetings to 
be arranged with all SP's  

Reduce water use 

Review our buildings and infrastructure to consider 
targeted water efficiency schemes 

    
To work with PFI 

Providers to review 

Consider introduction of aeration taps in all possible 
areas 

    
To be investigated 

further 

Review options to improve water monitoring 
systems, to measure usage and support targeted 
water efficiency schemes 

    
To work with PFI 

Providers to review 

Promote water conservation by increasing 
awareness, informing and educating staff, patients 
and visitors about how their actions directly affect 
water consumption 

    

Training modules to be 

agreed for inclusion; 

T&D to support 

introduction of 

modules; Meetings to 

be arranged with all SP's  
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Service Objectives Actions Q1 Q2 Q3 Q4 Q1 Progress Update 

Reduce carbon emissions 

Working with our partners to better understand how 
to establish a Carbon Reduction Programme to hit 
the NHS Net Zero targets  

    

To work with our 
partners and wider NHS 
Trusts to understand 
approach 

Explore options to improve monitoring, availability, 
reporting and analysis of carbon data 

    
To be reviewed and 
agreed 

Investigate carbon off-setting / in-setting options for 
residual emissions 

    
To be reviewed and 
agreed 

Develop unused green space 

Join the NHS Forest initiative to use green space to 
improve patients' lifestyles and aid recovery 
processes 

    
Bids received from all 
sites/SP's except NHSPS 

Investigate the creation and cultivation of wildflower 
areas and a plant nursery at DMH 

    In progress 

Work collaboratively with our partners to produce a 
biodiversity action plan for our whole estate, 
maximising opportunities for green space creation 
and enhancing the biodiversity of existing green 
space 

    

To be reviewed and 
agreed with each SP 

 

Improve waste management 

Increase the amount of recycled non-healthcare 
waste 

    
In progress. Completion 
expected to be 2022 

Reduce the amount of infectious clinical waste     
In progress. Completion 
expected to be 2022 

Reduce the amount of single-use plastic for 
incineration 

    
In progress. Completion 
expected to be 2022 

Introduce an interactive online reuse portal for all 
staff and all sites, to reduce waste and resource 
consumption through disposal, by increasing the 
opportunities to re-use items 

    

To be reviewed and 
agreed 

 

Introduction of Sharpsmart     
Trial ongoing across 3 
sites. If successful, 
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Service Objectives Actions Q1 Q2 Q3 Q4 Q1 Progress Update 

business case will be 
submitted for roll out 
across Trust Estate. 

Develop a sustainability 
‘roadmap’ for all capital 
projects 

Review opportunities to employ smart design and 
emerging technologies, and ensure both are 
embedded in the Estates Capital Projects Strategy 

    
To be reviewed and 
incorporated into the 
Estates Strategy 

Consider the introduction of industry recognised 
standards and methodologies (BREEAM) 

    
Already under 
consideration  

Consider the future design of new buildings and 
access routes, with embedded green space 

    
Already taken into 
account in design 

Review our existing estate and develop a Sustainable 
Buildings Action Plan 

    
To work with our PFI 
Providers.  

Consider developing our design criteria for new 
builds and refurbishments, aligned to successfully 
achieving site-specific BREEAM Healthcare ratings. 

    Under consideration.  

Where possible, build climate adaptation and 
resilience into our management of new builds / 
refurbishments 

    Under consideration. 

Review our existing Estates 
Strategy to incorporate a clear 
commitment to Sustainability 

Develop and maintain supporting management 
systems, with strong governance, for ongoing energy 
decarbonisation 

    
To be reviewed and 
agreed 

Review all leased buildings to identify inefficient 
properties and request improvements or identify 
alternatives where they fail to meet our defined 
minimum standards for sustainability 

    

To be reviewed and 
agreed 

 

Work collaboratively with all our partners to 
maximise the use of built assets and grounds 

    Ongoing work 

Consider the need for climate change adaptation 
and resilience  in planning our green spaces 

    Ongoing work 
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KEY AREA 2: TRAVEL AND TRANSPORT  

The objectives within the plan have been assigned to designated SME’s with the overall key area lead being the Associate Director of Facilities who is accountable for 
ensuring that individual objectives are agreed and achieved by their required deadlines. 
 

Service Objectives Actions Q1 Q2 Q3 Q4 Q1 Progress Update 

Reduce fossil-fuelled powered 
mileage and air pollution 
 

Review of Lease Car Policy to ensure and incentivise 
low emission car choices        

    

SW - Finance Policy is 
currently under review 
by Kathrine Armstrong. 
Draft to be shared with 
Workforce for comment 
& will also go to JCNC. 

12.7.21 – Awaiting draft 
policy from Finance. 
Policy would need to go 
to JCNC before formal 
ratification by OPAC. 

Assessment of staff travel to identify modes of 
transport, business and commuter miles. 

    

Michael Peace/Will 
Thompson to establish 
baseline.  W&OD can 
provide information on 
business miles but not 
commuter miles.  Travel 
Survey published 24 
May. Have we got 
outcome from Travel 
Survey Yet? 

Reduce long-distance study leave mileage by 
ensuring all clinical staff are aware and have access 
to location on-site education when virtual is not 
appropriate. 

    

W&OD can provide 
mileage claims related 
to study leave. Flights? 
Finance to provide? 
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Service Objectives Actions Q1 Q2 Q3 Q4 Q1 Progress Update 

Promote the use of technology for cross site meeting 
and virtual consultations 

    

Email to Craig Holden to 
request contact names 
from clinical teams 

 

Electric fleet for all Trust and 
CDD Services transport 
vehicles 

Charging infrastructure required across main sites     
Reports to be produced 
monthly 

Ensure contracts are in place for new electric fleet     

Q4 due to extensive 
lead times for 
procurement of electric 
Vehicles 

 

Sustainable travel options 
available to staff, patients and 
visitors. 

Include in Travel Plan all sustainable travel options     

Michael Peace/Will 
Thompson Survey 
Monkey complete. 
Analysis of results 
commenced & 
referenced within the 
draft Travel Plan 

 

Undertake staff survey to establish baseline     

Survey Monkey live 
24/05/2021  Survey 
Monkey complete. 
Analysis of results 
commenced & 
referenced within the 
draft Travel Plan 
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Service Objectives Actions Q1 Q2 Q3 Q4 Q1 Progress Update 

Survey to establish how patients and visitors travel 
to appointments/visiting etc 

    

Email sent to Craig to 

check who contact 

would be. 

Keep website up to date with sustainable travel 
options 

    

Micheal/Will to review 

and produce on going 

Comms whilst 

developing the Travel 

Plan 

Maximise opportunities for 
active travel. 

Include in Travel Plan detail of all modes for active 
travel 

    As Above 

Review of Cycle to Work Scheme     

Email sent to Sue 
Williams to ask for 
contact to progress 
work 

Contacts: Dawn 
Barton/Stella Hewitson 
(Payroll & Pensions) 

Scheme was reviewed 

in 2020 and the voucher 

limit was increased to 

£3000 to enable staff 

that want to get better 

bikes to do so under the 

scheme 

Review and promotion of cycle shelters     
Partially complete. 
Michael Peace to 
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Service Objectives Actions Q1 Q2 Q3 Q4 Q1 Progress Update 

complete once UHND 
shelters ae in place 
(June/July 2021) 

Review and promotion of available shower facilities       
CB to pick up with 
Michael Peace 

Review potential to use 
electric bike couriers for short 
distance journeys. 

To ascertain which deliveries can be undertaken 
using an EV bike courier service 

    
RH liaising with local 
courier service 
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KEY AREA 3: SUPPLY CHAIN  

 

The objectives within the plan have been assigned to designated SME’s with the overall key area lead being the Associate Director of Procurement who is accountable 
for ensuring that individual objectives are agreed and achieved by their required deadlines. 
 

Service Objectives Actions Q1 Q2 Q3 Q4 Q1 Progress Update 

Work towards baselining 
scope 3 emissions from 
procurement 

Speak to likeminded organisations about measuring 
procurement’s carbon footprint. 

    

Engagement with 
Newcastle NHS re 
benchmarking carbon 
footprint. Work ongoing 

Include sustainability in tender evaluation criteria. 
    

Fully implemented 

Work with NHS Supply Chain to increase the visibility 
of sustainability within procurement processes and 
purchases and ensure progress is monitored and 
report at Trust level. 

    
Discussions ongoing 

 

Work with NHS Supply Chain to develop and agree 
consistent reporting mechanism to report scope 3 
emissions and implement at a local level 

    
Discussions ongoing 

 

Increase the number of local 
suppliers from which we 
purchase 
 

Facilitate local engagement sessions with suppliers 
to highlight opportunities and ensure they 
understand how to complete tender documentation 
etc. 

    

Procurement have held 
2 x supplier 
engagement sessions 
targeted at supporting 
local business and are 
planning further 
sessions following 
successful feedback 
from previous events 

Include sustainability in tender evaluation criteria.     Fully implemented 
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Service Objectives Actions Q1 Q2 Q3 Q4 Q1 Progress Update 

Develop standard evaluation criteria and questions 
for common and high impact items 

    
Evaluation questions 
developed 

Split requirements into lots to support SMEs where 
appropriate 

    
Procurement 
department already 
consider lotting 

Ensure the Trust utilises 
suppliers that have a similar 
sustainability ethos to the 
Trust 

Remove barriers and ensure budgetary mechanisms 
enable and support sustainable procurement by 
demonstrating and documenting long-term benefits. 

    

Procurement 

documentation has 

been amended.  

Waiting for 

confirmation Contract 

Management Policy has 

been ratified, 

implementation, 

communication of 

policy required. 

Develop standard evaluation criteria and questions 
for common and high impact items 

    
Evaluation questions 

developed 

Include sustainability in tender evaluation criteria.     Fully implemented 

Review the National Themes Outcomes and 
Measures Framework for social value measurement 
to understand if and how we can apply it 

    
National guidance yet to 

be published.  

 

  

Ite
m

 4
 A

pp
en

di
x 

b 
-

P
er

fo
rm

an
ce

 a
ga

in
st

Page 64 of 252



 

 
 
 

 Page 14 

KEY AREA 4: FOOD, CATERING AND NUTRITION  

 

The objectives within the plan have been assigned to designated SME’s with the overall key area lead being the Catering Manager who is accountable for ensuring that 
individual objectives are agreed and achieved by their required deadlines. 
 

Service Objectives Actions Q1 Q2 Q3 Q4 Q1 Progress Update 

Achievement of the NHS 
Plastic Pledge 

To liaise with PFI for both patient and staff feeding     

Action commenced at 
UHND with ceasing of 
ind cuplets to 
commence 1.7.21  

 

To understand clinical needs for single use plastic      

Agreed this sits with 
procurement with 
catering providing 
current supplies 
information to achieve 
this plastic reduction for 
clinical items  

To identify all single use plastic within patient and 
catering services over and above the limitations set 
by the NHS Plastic Pledges 

    

Full list has now been 
compiled with ceasing 
of plastic gateaux boxes 
at DMH and replace 
with reusable plates  

 

Locally produced fruit and 
vegetable stalls on hospital 
grounds 

Identify suitable location and suppliers at DMH and 
UHND 

    
Unable to progress due 
to covid restrictions  

To develop a herb garden at DMH and for three 
products to be used for staff and patient feeding 
throughout the Trust 

    

Plants have now been 
established  
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Service Objectives Actions Q1 Q2 Q3 Q4 Q1 Progress Update 

Exceeding government 
guidelines(e.g. Government 
Buying Standards through 
external accreditation such as 
Food for Life, red tractor, 
dolphin friendly, sustainable 
cities mark) 

To liaise with procurement and place objectives 
within all new frameworks/tenders for catering 

    
This will be both 
catering and 
procurement lead  

Liaise with PFI providers to understand there 
procurement regulations for Government Buying 
Standards 

    
As above  

 

To link in with local sustainability groups like Food 
Durham 

    
Attending Food Durham 

meeting 9.6.21 

On-going reduction of food 
waste 

On going analysis of daily bed stat numbers     Ongoing process  

Unannounced food waste audits across all staff     

Ongoing process via 

waste audits that give 

an overall and individual 

% for each ward and 

site  

Ensure all staff are aware of food waste and costs     As above wards notified  

To invest in food waste digester's or collections     

Capital funding is 

required but as this site 

is a trial for NHS Food 

Review exemplar site  

Communicate the health and 
carbon benefits of diets with 
fewer processed foods 

Review menus to identify where alternatives to dairy 
products can be used 

    Under review  

Introduction of meat free days across the Trust     

Under review awaiting 
for general public to be 
allowed  into trust 
restaurants  
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Service Objectives Actions Q1 Q2 Q3 Q4 Q1 Progress Update 

Utilisation of all relevant resources to communicate 
the benefits 
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KEY AREA 5: MEDICINES AND CRITICAL CARE  

 

The objectives within the plan have been assigned to designated SME’s with the overall key area lead being the Consultant in Critical Care who is accountable for 
ensuring that individual objectives are agreed and achieved by their required deadlines. 
 

Service Objectives Actions Q1 Q2 Q3 Q4 Q1 Progress Update 

Reduction in theatre energy 
use 

Trial of conduction heaters for patient warming      

Reduction in theatre and 
critical care waste 

‘5 bins’ in every anaesthetic room      

Explore potential to replace foil trays with cardboard 
alternative for anaesthetic drugs 

    Complete 

Reduce use of denture pots by leaving in well 
secured dentures for general anaesthesia 

    Need a baseline 

Explore potential for patients to bring own CLEAN 
plastic bag for theatre possessions when possible 

    

Need a baseline and will 
need patient 
instructions to be re-
written 

Review of single-use items; source reusable where 
possible 

    Needs lead 

Repair and repurpose before recycling 'end of life' 
surgical equipment 

    
Meeting organised 
between CDDFT and 
Vanguard 26-5-21 

Replace paper LocSSIPs with laminates and 
assurance stickers 

    

Awaiting response from 

LocSSIP lead and may 

not be required as will 

be accommodated 

within ESR. 

Reduction in oceanic destined 
toxins 

Sink ‘drug’ reminders in place across all trust clinical 
areas 

    Trial in DMH theatres 
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Service Objectives Actions Q1 Q2 Q3 Q4 Q1 Progress Update 

Toilet reminder stickers to be developed and placed.     
To be designed and trial 

number ordered 

Reduced atmospheric toxins 

Keep desflurane use to a minimum (ICS goal < 10%)     
<3% use by volume at 

present 

Support use of regional anaesthesia and TIVA in 
place of volatiles 

    

First needs dept 

communications and 

survey of available 

devices 

Introduction of volatile gas capture and recycling     

Anaesthetic machine 

procurement delayed. 

To ascertain costs for 

existing machines 

Re-education on low-flow anaesthesia      

Nitrous oxide leak calculation and fix     

Full workstream 

necessary and focus of 

regional (NEASH) and 

AOA/CSH work. Caroline 

Harvey leading T&F 

group with funding 

being sought 

Review nitrous oxide availability and need on all 
anaesthetic machines 

    

Full workstream 

necessary and focus of 

regional (NEASH) and 

AOA/CSH work. Caroline 

Harvey leading T&F 
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Service Objectives Actions Q1 Q2 Q3 Q4 Q1 Progress Update 

group with funding 

being sought 

Review need and use of entonox in EDs - consider 
use of alternatives (e.g. penthrox) 

    

Full workstream 

necessary and focus of 

regional (NEASH) and 

AOA/CSH work. Caroline 

Harvey leading T&F 

group with funding 

being sought 

Review potential for entonox capture and cracking - 
labour ward 

    

Full workstream 

necessary and focus of 

regional (NEASH) and 

AOA/CSH work. Caroline 

Harvey leading T&F 

group with funding 

being sought 

Endoscopy 

Reduction in plastic waste - use of tap in place of 
bottled water 

    

Awaiting further 

communications from 

endoscopy regarding 

plans - Anjan Dhar, John 

Silcock and Dawn 

Wallace 

On-site plastic recycling     

Awaiting further 

communications from 

endoscopy regarding 

plans - Anjan Dhar, John 
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Service Objectives Actions Q1 Q2 Q3 Q4 Q1 Progress Update 

Silcock and Dawn 

Wallace 

Respiratory 

Reduction in MDIs: MDI to DPI when clinically 
appropriate 

    

Steve Cowie and Sue 

Evision leading. 

Awaiting plan 

Inhaler recycling programme     

Steve Cowie and Sue 

Evision leading. 

Awaiting plan 

Improved health maintenance 
/ preventative medicine 

Communication and education of staff, visitors and 
patients 

    

Huge project - needs 

further consideration as 

to what this comprises 

Blue and green social prescribing initiatives     

Huge project - needs 

further consideration as 

to what this comprises 

Reduced need for use of 
disposable type IIR facemasks 

Establish feasibility of moving from disposable to 
type IIR washable masks 

    

Zero revolution masks 

being provided to the 

Trust to trial 
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KEY AREA 6: SUSTAINABLE MODELS OF CARE   

 

The objectives within the plan have been assigned to designated SME’s with the overall key area lead being the Associate Director of Service Transformation who is 
accountable for ensuring that individual objectives are agreed and achieved by their required deadlines. 
 
The table has not been updated – Key Area Lead to provide a verbal update in the meeting. 
 

Service Objectives Actions Q1 Q2 Q3 Q4 Q1 Progress Update 

Refine evaluation processes to 
balance economic, social and 
environmental factors; 

Complete a review and refresh of the policies and 
procedures underpinning the business case, annual 
service planning and business change processes; 

     

Develop and communicate support mechanisms that 
aim to train and educate on how to determine key 
economic, social and environmental impacts from 
change; 

     

Following implementation and use, review the 
completed SIAs and establish common language and 
determinants for use within objectives 2; 

     

Visibility on the key 
environmental measures and 
impacts at service-by-service 
level; 

Work collaboratively with NHS bodies to help 
develop and utilise a common and shared currency 
for a suite of environmental measures specific to 
clinical practices; 

     

Develop a directory of networks that exist and 
ensure sufficient representation exists where 
relevant; 

     

Develop a user friendly / accessible internal 
scorecard for environmental factors for use across 
services with an associated PDSA cyclical review 
mechanism; 
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Service Objectives Actions Q1 Q2 Q3 Q4 Q1 Progress Update 

Develop use of technologies 
across care pathways that 
directly reduce unnecessary 
movement of patients and 
staff without compromising 
care and safety; 

Work jointly with IT colleagues and HealthCall to 
help communicate the art of the possible for 
technology use within and across clinical pathways; 

     

Support clinicians in understanding what technology 
is or could be available to aid improvements in the 
delivery of clinical interventions; 

     

Develop and implement a programme of business 
change activity that has been identified with specific 
intent to reduce carbon emissions. 

     

Reduced need for physical 
out-patient attendances 

Remote consultation and anaesthetic pre-
assessment - Telephone and video pre-assessments 
and reviews; 

     

Remote consultation and anaesthetic pre-
assessment - Maximise 'one stop shop' clinical 
pathways; 
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KEY AREA 7: WORKFORCE, NETWORKS AND SYSTEMS LEADERSHIP   

 

The objectives within the plan have been assigned to designated SME’s with the overall key area lead being the HR Business Partner who is accountable for ensuring 
that individual objectives are agreed and achieved by their required deadlines. 
 

Service Objectives Actions Q1 Q2 Q3 Q4 Q1 Progress Update 

All staff to have an increased 
understanding of 
sustainability, planetary health 
and the 'triple bottom line' 
 
Introduce sustainable 
behaviours into everyday 
practice in their roles at work 
 
Empower staff to become 
advocates for sustainability in 
both professional and 
personal lives 

Work with staff and union representatives to 
identify and promote sustainability 

    

Richard Hixson 
presentation to JCNC 
July 2021-Presentation 
moved to September 
JCNC 

Reflection of approach to sustainability to be 
included in staff appraisal 

     

Job Descriptions to clearly describe CDDFT's 
expectation of all employees 

    

Sustainability currently 
within non-medical JD 
template - needs 
update to reflect 
requirements of green 
plan - SJW to update 
For inclusion in Job 
Planning -  Richard 
Hixson advised to 
contact Donna Johnston 

Encourage staff with training, 
support, and incentives to 
engage with active travel 

Include sustainability in CDDFT E-Induction 
Programme and further training.  Including the 
introduction of Operational TLC 

    

Induction - requested -
1-2 slides for inclusion 
in induction programme 
Training - can be 
included in the 
'Additional Required 
Training' Matrix. 
Identified a national 

Ite
m

 4
 A

pp
en

di
x 

b 
-

P
er

fo
rm

an
ce

 a
ga

in
st

Page 74 of 252



 

 
 
 

 Page 24 

Service Objectives Actions Q1 Q2 Q3 Q4 Q1 Progress Update 

course on ESR 'Building 
a Net Zero NHS' - 
Richard Hixson and 
Stuart Stangroom to 
review and see if 
suitable; If so can be 
built as a certification 
into ESR and will be able 
to report on monthly 
compliance figures 
Any changes to 
induction/training 
programmes need to be 
agreed by Trust Training 
Priorities Group  

 

Deliver training for all Capital Projects and Estates 
staff to enhance sustainability knowledge and 
carbon literacy and emerging technology awareness 

    
See above comments re 
ESR module 

Continue Cycle to Work Salary Sacrifice & Arriva Bus 
Schemes [travel and transport]. 

    

20/21 - 4 Schemes - 132 
staff purchased cycles  
21/22 - Scheme 
launched 10 May 2021- 
19 Applicants 

Re-launch of scheme 
later in year (date not 
yet agreed) 
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Service Objectives Actions Q1 Q2 Q3 Q4 Q1 Progress Update 

Arriva bus passes – 
arranged via Financial 
Services so they will 
need to provide update 
on this 

 
Support agile working and flexible working 

arrangements 
    

Flexible Working Policy 
been in place for a 
number of years 
Agile Working Policy 
introduced August 2020 

 
Develop a network of Green Champions to facilitate 

communication and actions 
    

Week Ahead Bulletin 
26.4.21 - seeking 
volunteers – 106 people 
joined Facebook Group 
and became a Green 
Plan Champion 

 
Ensure members of the Board and Senior Staff are 

carbon literate and numerate 
    

See above comments re 
ESR module 
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KEY AREA 8: ADAPTATION   

 

The objectives within the plan have been assigned to designated SME’s with the overall key area lead being the Business Continuity and Resilience Manager who is 
accountable for ensuring that individual objectives are agreed and achieved by their required deadlines. 
 

Service Objectives Actions Q1 Q2 Q3 Q4 Q1 Progress Update 

Build climate adaptation and 
resilience into the 
management of our existing 
estate, as well as any new 
builds and all refurbishments. 
 

Ensuring new build and any remedial works on 
existing estate are in line with sustainability plans 

and have risk mitigating actions included 
    As per Estates Reporting 

Prepare to manage the effects 
of climate change 

Ensuring Adverse weather plans are updated as 
appropriate and in line with PHE advice and 

guidance 
    In place and enacted 

Continue to invest in 
adaptation and mitigation 
measures to ensure business 
continuity 

Ensure Business Continuity plans have adequate 
mitigation in terms of Adverse weather events 

    Under ongoing review 

Link with partner agencies to 
ensure our Emergency plans 
are dovetailed into areas of 
know risk to adverse weather 
events 

Ensure Business Impact Analysis are reviewed in line 
with the Trusts Business Continuity Strategy 

    Under ongoing review 

Continuously review 
communications links 

Met Office early warning system into the Trust and 
our forward cascade to areas at risk 

    Under ongoing review 

Development of Adaptation 
Plan 

As above      
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Trust Board – 28th July 2021 

Item 5 – Report on Covid-19 Response and  Reset 

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.  

Positive 

performance / 

developments 

within this report   

 

Positive matters  Section 

Local and patch-wide resilience arrangements remain in place and 

can be escalated as necessary.  

2 

 Perfect Ward audits of the Covid-19 Domain continue to show very 

high compliance scores.  

3.2 

 Some 58% of deaths involving Covid-19 have been subject to 

mortality reviews, with no major themes identified to date. The Trust 

is preparing to contact the next of kin of patients who contracted the 

virus on day 8 or later following admission, and who died, in line with 

3.2 
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national recommendations with respect to duty of candour, building 

on the approach undertaken at Kings Lynn Hospital which is 

regarded as supportive, good practice and was well-received. 

 The Trust has been able to sustain its elective programme and to 

meet its planning forecasts despite pressures relating to non-

elective demand and staffing. 

4 

Key issues and 

actions within this 

report  

Key issues and actions Section 

The report notes risks as follows: 

 Staffing pressures resulting from self-isolation. 

 The impact of maintaining ring-fenced capacity for Covid-19 

cases, coupled with rising demand, on our flexibility to maintain 

other non-elective and elective services. Non-elective 

admissions and A&E attendances remain as high as those 

experienced during winter. 

 The potential impact of having to operate an amber pathway for 

non-elective surgery because of the increasing prevalence of 

Covid-19. The restrictions required to manage the risk of 

infection could have a knock-on impact on elective operations 

if there are a high number of trauma or general surgery 

emergencies. 

 Risks to staff health and wellbeing and morale from any further, 

necessary, deployment to respond to a further Covid-19 wave.  

 

 

3.4 

3.3 

 

 

3.3 

 

 

 

3.4 

Regulatory 

compliance 

implications 

Tick all that apply 

 

Tick for any implications for compliance with 

NHS Constitution     

Provider Licence (especially Condition 6)        

CQC Fundamental Standards of Care       

Health and Social Care Act         

Mental Health Act / Mental Capacity Act                         

Significant risks 

identified (if any) 

See issues above and Section 3.8. 

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 – (28th July 2021) 

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

1. Introduction 

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

continuing incident, relating to the COVID-19 pandemic, whilst seeking to maintain other services and 

seeking to meet trajectories for activity in the Trust’s Phase 3 planning submission. 

2. Command and Control Arrangements 

 

The UK Covid-19 Alert Level remains at Level 3, and continues to be controlled at a regional level. 

The Trust’s Gold Command meetings continue to take place every Monday and additional meetings 

can be stood up on the day as required, however, should cases increase. The Trust’s Gold Command 

Cell comprises Executive Directors, the Trust Resilience Lead and Head of Communications. For all 

meetings meeting notes, decision logs and action logs are in place. 

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

Director of Nursing for each Care Group, supplemented by Infection Control Leads and relevant 

corporate directorate leads is now meeting more frequently in order to managing the increasing 

demand on the Trust from both Covid-19 and non-Covid-19 admissions.    

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

Local Resilience Forum. The Local A&E Delivery Board which is now meeting weekly, in response to 

a surge in A&E attendances linked to non-Covid conditions and trends in Covid-19. 

Briefings to the Chairman and to the Non-Executive Lead for Resilience remain in place and the 

Covid-19 bulletin continues to be used, together the closed Facebook page, Facebook Live events 

and Directors’ Briefings as key channels of communication and engagement with staff. 

3. Update on management of COVID-19 

3.1 Case trends 

As of 19th July 2021, there were 56 patients being managed for Covid-19 in the Trust’s hospitals, 26 

at Darlington Memorial Hospital (DMH), 27 at University Hospital North Durham (UHND), one at 

Bishop Auckland Hospital and two at Sedgefield Community Hospital.  Six of these patients are in the 

Intensive Care Units – two at DMH and four at UHND.  This is a significant increase from the 14?noted 

in the last report.  

We are now analysing the data to understand whether the patients have been admitted because of 

Covid-19 or because of other conditions but with Covid-191, and to ascertain their vaccination status. 

The Covid-19 status of 52 of the 56 patients in hospital on 19th July was reported to Gold Command: 

32 patients had been admitted because of Covid-19 and 20 admitted with Covid-19. The vaccination 

status of 38 of the 56 patients had been confirmed, with 24 patients having had two doses of the 

Covid-19 vaccination. Statistically, given the high prevalence of Covid-19 in our communities and 

published data on the efficacy of the vaccine, this is not unexpected.  

Community rates are also increasing, with the seven-day rate in County Durham increasing to 818 

cases per 100,000 population and the equivalent rate for Darlington at 929 cases per 100,000 

population.  

The Government briefing on 12th July 2021 forecast increases in cases and in rates of hospitalisation 

during July and August 2021 and the Trust is preparing its response in accordance with that advice.  

                                                           
1 All patients are tested prior to admission. Testing may identify Covid-19 in patients who have attended hospital because they 
need treatment for other conditions.   
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Six patient deaths have been reported since the last report to the Board, all in July to date.   

Vaccination rates for County Durham and Darlington are shown in table below. The majority of the 

shortfall is among those under 40 years of old, with those over 50 generally showing rates of over 

90% including second doses.  

Cumulative doses of vaccine given to eligible population 

 Aged 16+ vaccinated (cumulative) 

 1st dose 2nd dose 

County Durham 376,982 85.9% 275,432 67.4% 

Darlington 74,303 85.8% 57,663 66.6% 
 

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% compliance overall, and the lowest scoring ward at 
DMH or UHND scoring 97%. Some 50 inspections were concluded overall.  

Executive-led infection control outbreak meetings take place three times per week to review all new 
Covid-19 cases and monitor outbreak control measures.  

Reviews have been completed to date on 58% of patients who had a positive covid-19 swab. Moving 

forward all patients who have positive covid-19 swab 8 days or more after admission will have a 

mortality review completed.  An in-depth review is currently underway of all patients who died with a 

positive COVID swab 8 days following admission between October 2020 and March 2021.  The Trust 

is to contact all families who lost a loved one with Covid-19 contracted 8 days or later following 

admission in line with national recommendations on duty of candour. The outcomes of reviews 

completed to date have been positive overall, with no themes suggesting poor quality of care. 

PPE safety compliance checks continue to be performed by the Infection Control Team, with the latest 

results reported to the Integrated Quality and Assurance Committee in the Infection Control Report. 

Any area rated red or amber receives feedback and is re-audited. All but six areas received a green 

rating.  

3.3 Capacity 

There is considerable pressure on the Trust’s capacity at present. As was reported to the Board in 

June, the Trust is experiencing attendances to its Accident and Emergency Department akin to the 

highest levels usually seen in winter and has therefore instigated a range of measures, which 

effectively bring forward the actions from its winter plan, to help to manage the effects of this surge in 

numbers. These include increasing access to diagnostics, reviewing medical staffing and opening up 

additional beds where it is safe to do so. Colleagues from NECS have been present in our A&E 

departments to talk to patients on arrival and capture the reasons for their attendance; where 

appropriate, they have also signposted patients to alternative sources of care.   

Since the report to the Board in June, we have started to see the increase in attendances result in 

higher numbers of admissions and, as noted in 3.2 above, the numbers of Covid-19 patients have 

also increased.  Some additional beds have been opened and others will be opened once sustainable 

staffing is in place (such staffing requiring optimum use of substantive staff and a sustainable increase 

in the temporary staffing pool). On 19th July 2021, the Trust began the day with almost all capacity 

fully utilised at DMH and UHND. At normal operating levels all but one ITU bed was utilised. Capacity 

for non-invasive ventilation remained in place.   
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Ward 6 at UHND has been re-designated as a Covid-19 ward at DMH and Ward 41 has been 

dedicated for Covid-19 patients at DMH. At BAH and Sedgefield Community Hospital side rooms are 

in use.  

Daily demands are being managed through the Care Groups, with support from the daily Command 

and Control structure and Tactical Command.  

In our last report to the Board we noted the revision to Covid-19 pathways for certain patient groups, 

including low risk elective operations. As a result of the increase in infections in the community and in 

our hospitals, non-elective surgery has been re-designated as an amber pathway, subject to additional 

infection control restrictions. In the event of a high number of general surgery emergencies or trauma 

cases, the additional restrictions could impact on capacity for elective operations; any such impact 

has been avoided to date.  

3.4 Staffing 

The numbers of staff off sick, and those self-isolating in the most recent week are as shown below. 

 

The numbers of staff self-isolating now pose a significant challenge to the Trust’s ability to staff wards. 

On 19th July 2021, the Government announced a change of policy, allowing staff to continue to work 

after being notified by the NHS Covid-19 app, subject to them: 

 Having both doses of the vaccine 

 Undertaking a PCR test which yields a negative result; 

 Undertaking daily lateral flow tests; and 

 Not working with immunosuppressed or extremely vulnerable patients.  

This change of policy should ease pressures. All staff are being contacted to determine whether they 
can be brought back to work. During the second half of the week of 12th July 2021, some 19 staff were 
able to return to work following discussion and a further 22 identified who could return shortly 
afterwards. There remains, however, a large number of staff who are self-isolating as a result of 
contacts or family members testing positive. The need for staff to leave work at short notice is 
particularly disruptive to rotas. Issues are being managed on a daily basis by senior nurses, with 
support from Tactical Command and – out of hours Silver and Gold Commanders. We will continue 
to contact every member of staff reporting as self-isolating to identify if they can be enabled to return 
to work.  
 
All of the support for staff resilience and wellbeing outlined in previous reports to the Board, and 
support for staff being redeployed remains in place. The Trust is aiming to train 50 practitioners in 
Trauma Risk Management, which provides peer-level support for staff. The majority of these roles 
have been filled already by volunteers.  
 
The Trust is seeking to avoid redeployment of staff to manage the increase in Covid-19 cases because 
of the need to maintain all other services as far as possible and because feedback from staff has 
clearly highlighted the impact of several rounds of redeployment on morale and wellbeing. We are 

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 82 of 252



 
 

Executive Directors Report on Covid-19 response   Page 6 

looking at ways to secure additional temporary staffing and at establishing a pool of staff who will be 
asked to update their training portfolios and to be ready to be deployed in extremis. Should it be 
necessary to call on this pool of staff we will seek to manage their deployment so as to provide ongoing 
support and minimise disruptive, repeated staff moves as far as practicable.  
 

3.5 Testing and vaccination 

The Trust has commenced preparations for the planned Covid-19 booster programme, which may 

run alongside the influenza vaccination programme from September 2021. Work is taking place with 

our partner agencies to ensure that staff, those working for partners and any patient groups which 

cannot be covered by primary care are taken into account. The Trust will use County Hall and the 

Hollies Restaurant for its vaccination programme as before. Whilst awaiting further guidance and 

clarification on a number of points, we are working through the necessary logistics.  

3.6 Personal Protective Equipment (PPE) and Other Equipment 

Supplies of PPE have been maintained with no shortages experienced to date. PPE safety officers 

continue to carry out monthly audits of compliance with PPE procedures, which supplement the 

Perfect Ward audits, with positive results overall.  

3.7 Workplace Safety, Social Distancing and Infection Control  

 In addition to the management of PPE, the Trust’s key workplace safety measures, including social 

distancing, face masks, hand hygiene and infection control measures have been outlined in previous 

reports.  The Trust has now installed dispensing stations for masks and sanitisers for all entrances to 

its main hospitals. These have replaced the tables at each entrance and we have reviewed the 

prominence of communications on safety measures at each entrance and are about to roll out 

dementia-friendly floor markings.   

 The Chief Nurse for England has confirmed that face masks must be worn in healthcare environments, 

and hand hygiene, social distancing and other controls maintained and the Trust is proactively 

communicating this message to service users and the public. We are encourage all those attending 

the Trust to use surgical face masks rather than face coverings given the added protection which face 

masks provided. We have again limited visiting because of the very high prevalence of the virus in 

the community and increasing prevalence in our hospitals and continue to seek virtual alternatives 

with respect to meetings and interviews and to limit any unnecessary attendance by third parties – 

such as suppliers – to our sites.  

 A new risk assessment template has been developed to comply with HSE and Government guidance 

for clinically extremely vulnerable staff. As risk assessments are being returned they are being 

independently reviewed and any issues arising resolved through a Clinical Extremely Vulnerable 

Panel, comprising Workforce, Occupational Health, Health and Safety and Operations leads. The risk 

assessment includes the rationale for requiring any member of clinically extremely vulnerable staff to 

work on site, evidence of discussion of concerns and actions taken. The risk assessment also covers 

those staff working at home, as they will also be subject to safety and wellbeing risks requiring 

management attention.  

. 3.8 Assurance and risk log 

The Board Assurance Framework formerly included 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. 
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 Managing stakeholders to secure support for the Trust’s restart programme and planned 

developments. 

Each of these objectives has now been migrated into the business-as-usual sections of the BAF, but 

not lost.   

The Covid-19 risk log used by Gold Command is to be refreshed to include risks outlined in this report 

relating to: 

 Staffing pressures resulting from self-isolation. 

 The impact of maintaining ring-fenced capacity for Covid-19 cases, coupled with rising 

demand, on our flexibility to maintain other non-elective and elective services. 

 The potential impact of having to operate an amber pathway for non-elective surgery because 

of the increasing prevalence of Covid-19.  

 Risks to staff health and wellbeing and morale from any further, necessary, deployment to 

respond to a further Covid-19 wave.  

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, where necessary.   

 Both local authorities have commissioned 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. The Trust makes use of the ring-

fenced facilities in place.  

4.  Activity and Performance Headlines 

 The key issues are covered in the Integrated Quality and Performance Report which is provided 

separately within the meeting pack for the Board meeting.   

 To date, despite the staffing and demand pressures outlined above, and moving back to an ‘amber 

pathway’ for all non-elective patients, the Trust has been able to mitigate any impact on our elective 

programme and to continue to provide both urgent and routine operations. Board members will be 

aware, through regional and national news reporting, that some Trusts have – unfortunately – needed 

to cancel some elective procedures in response to staffing and demand pressures.  

 However, the Trust is – as outlined in Section 3.3 – close the point where our normal ITU capacity is 

fully utilised, with particular pressure on cubicles. If the forecast increase in Covid-19 hospitalisations 

materialises, and ITU capacity needs to be supplemented, there is a risk of some, temporary, 

disruption to the elective programme. The Executive and the Board are very mindful of the impact of 

further delays and build-up of waiting lists on patients; hence, everything possible will be done to 

maintain access to routine as well as urgent operations for our patients. This is also the regional 

position, with the Trust working as part of the regional Provider Collaborative to ensure that capacity 

within the system as a whole is used to best effect.  

5. 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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Preface Report – Integrated Quality and Assurance Committee 

Meeting held on 20th July 2021 

The Committee covered the following items of business: 

 Report from the Clinical Effectiveness Committee – there was no meeting of the Executive 

Patient Safety and Experience Committee in July as a result of operational pressures. 

 Report from the Maternity Safety Champions meeting - which took place immediately 

before the Committee meeting (see the appendix). 

 Patient Story – this story concerned a young man with learning disabilities and was 

delivered through a video developed with the involvement of family members. The 

Committee noted that, in the particular case, staff had not given time to understanding the 

patient’s needs and asked whether this was indicative of any lack of compassion. Executive 

Directors and senior nurses provided assurance, which has been corroborated by external 

inspections, that care is compassionate; however, there can be occasions where staff are 

pressured and do not give sufficient time to patients with complex needs. One of the key 

learning points in this case was the need for more dialogue with the patient’s family and 

carers who understood and could communicate his individual needs well. The video is to be 

used as a training aid both for trust staff and, potentially, externally. 

 Deep dive into the care of patients with learning disabilities: The Committee received a 

detailed briefing into the work of the Trust’s two specialist learning disabilities nurses, 

noting their role in supporting and educating staff on wards in looking after patients which 

learning disabilities and in being involved closely in the planning, delivery and follow up of 

care of patients with complex needs. Follow-up is delivered through an outreach service 

which the Trust believes is unique, within the region. Planning includes encouraging patients 

and carers to use the Hospital Passport, which sets out their individual needs and use of 

‘coming into hospital packs’ which help to explain to the patient what they will experience 

and make appropriate preparations. Again, the use of these packs is best practice and not 

widely used nationally. Most other trusts in the region do not have dedicated learning 

disabilities nurses, as their roles often encompass safeguarding. Notwithstanding this, the 

Committee sought – and received from the team – assurance that they are able to manage 

their capacity to respond to service and patient needs.  The Committee also explored the 

training provided to staff and were advised that e-learning packages are available, but there 

is also a lot of real-time education delivered when supporting ward staff in delivering care. 

 Mortality – the Committee had a further, more detailed opportunity, to review the trend in 

the Summary Hospital Mortality Indicator reported to the Board in June, set against the 

positive outcomes from the mortality reviews being completed. Whilst coding of 

comorbidities has improved in the Trust, other Trusts have also seen improvements, hence 

that improvement has not fed through to the Trusts relative position.  The Medical Director 

and Mortality Reduction Lead assured the Committee that mortality reviews are 

independently and robustly delivered and the Trust reviews the quality of care delivered to 

patients in all cases, having extended the scope of this work to cover deaths in low risk 

diagnosis groups and with Covid-19. Other data indicators – such as the Hospital 

Standardised Mortality Ration and CRAB remain positive. It is too early to be assured of the 

impact of the appointment of the Acute Kidney Injury nurses, but evidence is being 

collected. 

 Patient safety – the Committee were briefed on the three most recent serious incidents, the 

outcome of a recent inquest and the use of the SBAR approach to clinical handover. It was 
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noted that new investigation approaches were being used for incidents – in line with those 

being promulgated as part of the national patient safety strategy, and being run alongside 

the traditional approach. The Committee will see – for assurance purposes – the outcomes 

of this parallel running exercise in two months’ time. The recent inquest, although not 

resulting in any formal recommendations from the Coroner, has prompted an internal 

review of protocols for joint working between the A&E Departments and Intensive 

Treatment Units. The Committee will be appraised of the outcomes of this work in due 

course. The Committee heard that – following an extensive pilot exercise and detailed 

evaluation – the senior nurses group had determined not to proceed with the use of an 

SBAR tool for handover in Nerve Centre.  The rationale was based on proximity to the 

development of handover functionality as part of the new Electronic Patient Record system 

and improvements in clinical handover in recent years. The Committee requested further 

assurance on this last point and the Senior Associate Director of Assurance and Compliance 

is to collate information from CQC, internal audit reports and Perfect Ward audits to present 

to the Committee in August.  

 Infection Control – the Committee scrutinised the latest trends which are included in the 

Director of Nursing’s Patient Safety and Experience Report for the Board meeting. 

 Perfect Ward – the latest results and coverage were reviewed. The Committee welcomed 

the increasing use of peer review / involvement to validate the results of the audits and on-

going work to review the questions asked and ensure that they are relevant, particularly for 

community teams.  

 Care Quality Commission – the Committee received the latest update, which is included in 

the Chief Executive’s report for this Board meeting. 

 CDDFT Quality Insights – the Committee received the report showing trends on all measures 

in the Trust’s and Care Group’s quality dashboards to 31st May 2021. The Committee 

commended the format and coverage of the reports. There was one trend of note, relating 

to an increase in reported medication incidents in Community Services. The Committee was 

advised that the Care Group was reviewing the last 12 months’ incidents for any themes and 

to ascertain if the increase was due to positive factors, such as increased reporting, or any 

underlying cause. The Committee will be further updated on this work in August.  

 Patient Experience and Safeguarding – the Committee had the opportunity to interrogate 

the detailed data underpinning the trends in the Director of Nursing’s Patient Safety and 

Experience Report for this Board meeting. There were no significant matters arising. 

 Performance Headlines – the Committee reviewed the high-level trends in performance on 

operational access targets and workforce to inform its work. 

 

Warren Edge, Senior Associate Director of Assurance and Compliance  

For Michael Bretherick, Chair of the Committee 

22nd July 2021 
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Mr J Cundall 

Executive Medical Director 

Board Report  

July 2021 

 

Job Planning 

As board are aware, the Trust have been working to Covid rotas during the pandemic, delivering equal 

amount of activity, but in different clinical settings depending upon service need.  For example, 

surgeons supporting medical colleagues on ward rounds and additional support within ED.  In line with 

the standing up of services, interim job planning round was held between 1st April 2021 and 30th June 

2021 – ready for a 1st July start.  The status at the end of the job planning cycle was: 

 

  Cons                

  Published 

  Awaiting 
1st Sign 
Off By 

Consultant 

 Awaiting 
1st Sign Off  

Awaiting 
2nd sign 

off 

Awaiting 
3rd sign 

off 
Signed 

off 
Locked 
down Mediation 

Trustwide 27%  10% 8% 12% 5% 37% 1% 1% 

CSS 54%  8% 4% 0% 35% 0% 0% NA 

Community 0%  0% 0% 0% 0% 100% 0% NA 

Surgery 20%  5% 9% 11% 2% 52% 2% NA 

IMS 42%  18% 12% 24% 1% 3% 0% 1% 

Families 5%  15% 0% 2% 3% 72% 0% 3% 

            

            

  SAS          

  Published 

  Awaiting 
1st Sign 
Off By 

Consultant 

 Awaiting 
1st Sign Off 

Awaiting 
2nd sign 

off 

Awaiting 
3rd sign 

off 
Signed 

off 
Locked 
down   

Trustwide 38%  7% 5% 20% 0% 28% 3%   

CSS 67%  0% 33% 0% 0% 0% 0%   

Community 0%  0% 0% 0% 0% 75% 25%   

Surgery 37%  2% 4% 24% 0% 30% 2%   

IMS 47%  20% 7% 27% 0% 0% 0%   

Families 38%  12% 0% 0% 0% 50% 0%   

 

Whilst the overall percentage is disappointing at the close of the interim planning round, of note this 

has improved in subsequent weeks as detailed below: 
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Families:  Consultant sign off 95% 

       SAS sign off 62% 

Surgery:  Consultant sign off 64% 

                 SAS sign off 50% 

CSS:   Consultant sign off 23% 

  SAS 0% 

Community: Consultant sign off 100% 

  SAS 100%  

IMS:  Consultant sign off 33% 

SAS sign off 27% 

Exception reports are being completed for areas with significant service change/new starters requiring 

job plans to be amended across the team. The aim is to achieve sign off across the board within 6 

weeks.  

 

The plan is to ensure we realign to the NHSE/I best practice cycle and commence the next round of 

job planning in September to support a 1st April 2022 start.  

 

Job Planning Consistency Committee 

The first Job Planning Consistency Committee was held in July, following the pause in Job Planning.  

Of note, the team discussed the need to; 

 Ensure job planning meets its target percentage within the next 6 weeks.  Exception 

requests are required for those who may be unable to achieve this due to service 

reconfiguration/appointing new members of staff 

 Private practice is recorded within the job plan  

 Ask care groups to review rota data for accuracy 

 Review SPA time to ensure sufficient time to support Quality Improvement activity  
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 Ensure ESR2 forms are completed for any material change in job plan  

 

Health roster 

In line with NHSE/I there is a renewed focus in implementing Employee on Line and Health Roster 

across the entire medical workforce.  Whilst widely used with junior doctors, further focus is needed 

upon SAS and Consultant grades.  To re-invigorate this, my team arranged for the Allocate medical 

leads to give a Trust wide presentation outlining the benefits of the system to stakeholders, including 

clinical leads, managers and rota coordinators.  This was followed by a workshop hosted by James 

Paget specifically reviewing how this has been delivered within their organisation.  We have now 

appointed to the vacant Medical Systems Manager post, and will develop a roadmap for 

implementation during the coming weeks.  The aim is to have all clinicians using this by the end of 

March 2022.   

There is remedial work to be undertaken to ensure annual leave is correct on health roster, and maps 

that held within ESR.  In part this is due to the discrepancy between leave taken in days, and clinicians 

working extended (condensed) hours.   
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Trust Board – July 28th, 2021 
 

Item 7 – Mortality Report 
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To enable delivery of care by staff and in patient environments that   
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To update Trust Board in relation to patient safety incidents which, by their nature, patient identification 

is a risk 
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Issue and actions Page 
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required from the 

Board 

 To receive the report, debate it’s observations and seek further action from the executive 
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1. Executive Summary 

Co Durham and Darlington Foundation Trusts (CDDFT) Learning from Deaths Process seeks to ensure any learning from deaths is shared and acted upon. 

The purpose of this report is to provide an overview of the numbers of reviews complete, learning themes identified and improvement projects in place and 

mortality data relating to the Organisation. 

The National Quality Board published National Guidance on Learning from Deaths: A Framework for NHS Trusts and NHS Foundation Trusts on Identifying, 

Reporting, Investigating and Learning from Deaths in Care makes no minimum requirement for the number of deaths to be subject to a mortality review.  

However it details certain criteria for mandated review.  CDDFT has completed 89.6% of mandated reviews for 2020/21 and 20.8% for 2021/22.  Overall for 

2020/21, 37% of all deaths have been subject to Trust level mortality review which, whilst there are no nationally mandated numbers, falls in line with the rest 

of the North East region. 

2. 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, 2020/21 and 2021/22 dashboards, upon which this report is based, was extracted on 29h June 2021.   

Not included within the Trust dashboard are stillbirths and neonatal deaths.   
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4 
 

3. 2019/20 Learning from Deaths Dashboard 

2019/20 Review Summary 

2019-2020 

Total 
Number of 
Deaths 

Priority 
Deaths 

Number of 
Priority 
Deaths 
Reviewed 

Total 
Number of 
Deaths 
Reviewed 

Number of Deaths graded 
where care was graded as 
'Good', 'Very Good' or 
'Excellent' 

Number of Deaths 
judged as Definitely 
Not Avoidable or slight 
evidence of. 

Deaths Deemed to 
be greater than 
50/50% Avoidable 

Deaths 
graded as 
'Poor or Very 
Poor' Care 

Q1 477 80 80 192+3 165 189 2 12 

Q2 460 71 71 191+1 157 187 2 8 

Q3 498 87 86 194+3 179 192 1 1 

Q4 550 85 84 274+8 250 273 0 3 

Total 
(1985+15) 
2000 323 321 866 751 841 5 24 

% Deaths 
Reviewed         87% 97% 0.60% 2.80% 

% of All Deaths         38% 42% 0.25% 1.20% 

 Eight Hundred and Sixty Six (866) reviews have been completed to date for 2019/20 

(including reviews of the care of patients with Learning Disabilities).  Five (5) deaths 

were identified as greater than 50/50 avoidable at mortality review.  Two of the deaths 

were escalated as a Serious Incident and uploaded to the National Reporting and 

Learning System (NRLS) as avoidable, three were deemed not to be avoidable after 

further review. 

Twenty-Four (24) Cases were graded as having received either ‘Poor’ or ‘Very Poor’ 

quality care.  This equates to 1.2% of all deaths that occurred in 2019/20.  All of these 

cases have had an incident raised on the Ulysses system and have been managed as 

patient safety incidents.  Seventy-Two (72) Cases were deemed to have received only 

‘Adequate’ care.  Nineteen (19) of these cases have been managed through the incident 

reporting process as there was significant learning potential in the case.   

The remaining 2 deaths that were outstanding for review from 2019/20 have been 

allocated to reviewers and have now been completed at the time of writing this report.   

Ite
m

 7
b 

- 
M

or
ta

lit
y

R
ep

or
t J

ul
y 

20
21

Page 95 of 252



5 
 

4. 2020/21 Learning from Deaths Dashboard 

2020/21 Review Summary 

2020-2021 

Total 
Number 
of 
Deaths 

Priority 
Deaths 

Number 
of 
Priority 
Deaths 
Reviewed 

Total 
Number of 
Deaths 
Reviewed 

Number of Deaths 
graded where care was 
graded as 'Good', 'Very 
Good' or 'Excellent' 

Number of Deaths 
judged as Definitely Not 
Avoidable or slight 
evidence of 

Deaths Deemed to 
be greater than 
50/50% Avoidable 

Deaths graded 
as 'Poor or 
Very Poor' Care 

Q1 578+5 94 84 (346+5) 307 344 1 3 

Q2 447+4 109 103 (178+4) 167 175 2 0 

Q3 675+6 164 145 (263+6) 247 258 2 1 

Q4 696+10 107 92 (99+10) 95 98 0 1 

Total 2421 474 424 
(877+25) 
911 816 875 5 5 

% Deaths Reviewed         90% 96% 0.50% 0.50% 

 % of All Deaths         34% 36% 0.20% 0.20% 

 Nine Hundred and Eleven (911) reviews have been completed to date for 

2020/21 (including reviews of the care of patients with Learning 

Disabilities).  

Five (5) deaths were identified as greater than 50/50 avoidable at mortality 

review. Three of the deaths have had an RCA completed and two cases have 

been uploaded to the National Reporting and Learning System (NRLS) as 

avoidable. Two were deemed to be not avoidable and one case is currently 

undergoing peer review.  

Five (5) Cases were graded as having received either ‘Poor’ or ‘Very Poor’ 

quality care.  This equates to 0.5% of all deaths that occurred in 2020/21. 
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5. 2021/22 Learning from Deaths Dashboard Provisional 

2020-
2021 

Total 
Number 
of 
Deaths 

Priority 
Deaths 

Number of 
Priority 
Deaths 
Reviewed 

Total 
Number of 
Deaths 
Reviewed 

Number of Deaths 
graded where care 
was graded as 
'Good', 'Very Good' 
or 'Excellent' 

Number of Deaths 
judged as 
Definitely Not 
Avoidable or slight 
evidence of 

Deaths 
Deemed to 
be greater 
than 
50/50% 
Avoidable 

Deaths 
graded as 
'Poor or Very 
Poor' Care 

Q1 277 24 5 6+1  2 4 1 1 

 

Seven (7) reviews have been completed to date for 2021/22. One (1) death has been graded as greater than 50/50 avoidable at mortality review and is 

currently being managed as per the incident reporting process. The same case has also been graded as receiving poor care. One case was deemed to have 

received only ‘Adequate’ care, this was referred to a Consultant for Peer review. 
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6. COVID-19 Mortality 

Reviews have been completed to date on 58% of patients who had a positive covid-19 swab. Moving forward all patients who have positive covid-19 swab 8 

days or more after admission will have a mortality review completed. 

 

An in-depth review is currently underway of all patients who died with a positive COVID swab 8 days following admission between October 2020 and March  

 

7. 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 having been 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 
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8. Learning from Deaths Themes and Action 

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 quarterly activity report can be found below (password - aki): 

Acute Kidney Injury 

Specialist Nurse Service Activity Report Q4.docx
 

Escalation Planning and Decision Making  

As described in previous Mortality reports there has been significant work in the Organisation to implement Treatment Escalation Plans.  In response to 

clinician request the form for documenting these plans has been reviewed and amended to facilitate ease of use.   

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. 

Call for Concern 

In addition to ensuring escalation plans and advanced decision making is appropriately in place, The Acute Intervention Team have recently implemented ‘Call 

4 Concern’, an initiative which provides patients and families an opportunity to raise concerns regarding deteriorating patients.  

Management of Sepsis in Maternity Patients 

In response to learning from a maternal death regarding Sepsis, the Early Detection Lead Nurse has been working closely with Maternity Services to review 

the current Sepsis tool which is now in line with NICE and UK Sepsis Trust recommendations.  

LP204341 Maternity 

Sepsis Tool (A4 D-S).pdf
 

This has also prompted further development work with the Maternity Early Observation Warning Score (MEOWS) and care for patients outside of Maternity 

Units; whereby a Pilot in ED DMH to use MEOWS charts is to begin in the summer. 
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9. 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 
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Negative Learning 
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High Level Learning 

The table below highlights how the Learning from Deaths Themes and Actions links to some of the negative learning categories in Clarity. 

High Level Theme Negative Learning Categories these are linked to in Clarity Actions being taken 

DNACPR, Advanced 
Decision Making 

Lack of Senior Input or Advanced Decision Making 
 
DNACPR not in place or invalid or ignored and CPR undertaken 
 
Delay in instituting palliative care 
 
Poor Communication with Family 
 
Capacity Assessment required on Learning Disability Patients 

 On-going ward based education being completed by the 
Acute Intervention Team 

 Classroom based education programme being led by the 
Palliative Care Team on Advanced Decision Making, 
Recognition of Dying and communication.  This is part of 
Consultant mandatory training. 

 Improvement of Treatment Escalation Plan 

 Call for Concern has been launched at CDDFT. 

 Involvement of Learning Disability Nurse Team to 
highlight concerns relating to capacity assessments. 

 Education being completed by the Learning Disability 
Nurses, CAP Team & SPCT when a case has been 
highlighted that a patient has ‘Learning Disabilities’ 
written as a reason for a DNACPR.  

Sepsis   Revised Maternity Sepsis Tool implemented in March 
2021 

 Review and update of the Maternity Observation Chart 
has been completed and implemented. 

 Trial of using the MEOWS charts and Sepsis Tool in non-
maternity areas (such as ED) will be trialled in 
September. 

 Nurse Led Sepsis Pathway is being launched in ED.  
This will enable senior nurses to recognise and treat 
sepsis promptly. 

Acute Kidney Injury   AKI and Renal Specialist Nurse Service now in post. 

Fluid & Electrolyte 
Management 
 
Response to treatment 
of Hyperkalaemia 

Delay in test results or test being undertaken  Review of the current hyperkalaemia protocol. 

 Hydration ‘Traffic Light’ Project. 

 Review of the current IV Fluid Policy (A QI Project to run 
alongside this work which is hoping to move towards 
balanced crystalloids from 0.9% Sodium Chloride) 

Arterial Blood Gas 
Management 

Delay in test results or test being undertaken  ED Led Project to ensure ABG’s are validated in a timely 
fashion by a Senior Clinician 

Observations not being 
escalated. 

Incomplete Physiological observations / deterioration not 
escalated. 

 Education completed by the Digital Specialist Nurse 
Team regarding the Physiological Observation & 
Escalation Policy on AMU UHND. 
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10. Mortality Data  

CDDFT Mortality Indicators Dec-20 Jan-21 Feb-21 Mar-21 Apr-21 May-21

Sep19-Aug20 Oct19-Sep20 Nov19-Oct20 Dec19-Nov20 Jan20-Dec20 Feb20-Jan21 Trendline

SHMI 114.11 114.83 115.73 114.76 115.67 117.44

SHMI Banding Higher than expected Higher than expected Higher than expected Higher than expected Higher than expected Higher than expected

HSMR 97.98 97.88 99.06 97.88 98.14 97.94

Weekend HSMR 99.42 101.23 102.32 100.02 97.48 98.02

Crude (from HSMR) 4.77% 4.84% 4.97% 5.00% 5.21% 5.36%

CDDFT

SHMI for the 12mths from Feb 20 to Jan 21 is 117.44 which is an increased from last month, the Trust remains in the higher than expected band.  The DMH 

site has seen an increase to 114.03, similarly there has been an increase at the UHND from to 120.26.  The UHND site remains in the higher than expected 

band. 

 HSMR is 97.94 (98.14 last month), UHND has reduced to 100.86 (from 101.81) but remains higher than DMH 93.84, and remains within expected limits.   

UHND 

CDDFT Mortality Indicators Dec-20 Jan-21 Feb-21 Mar-21 Apr-21 May-21

Sep19-Aug20 Oct19-Sep20 Nov19-Oct20 Dec19-Nov20 Jan20-Dec20 Feb20-Jan21 Trendline

SHMI 117.54 118.71 119.66 118.47 119.29 120.26

SHMI Banding Higher than expected Higher than expected Higher than expected Higher than expected Higher than expected Higher than expected

HSMR 101.19 102.62 103.97 102.05 101.81 100.86

Weekend HSMR 98.14 102.58 104.15 103.86 100.60 99.00

Crude (from HSMR) 5.40% 5.74% 6.02% 6.10% 6.50% 6.87%

UHND

 

DMH 
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14 
 

CDDFT Mortality Indicators Dec-20 Jan-21 Feb-21 Mar-21 Apr-21 May-21

Sep19-Aug20 Oct19-Sep20 Nov19-Oct20 Dec19-Nov20 Jan20-Dec20 Feb20-Jan21 Trendline

SHMI 111.59 111.23 111.78 110.96 111.69 114.03

SHMI Banding as expected as expected as expected as expected as expected as expected

HSMR 93.28 91.15 92.24 92.32 93.43 93.84

Weekend HSMR 100.67 98.10 98.63 93.55 92.01 94.83

Crude (from HSMR) 4.80% 4.72% 4.82% 4.93% 5.16% 5.27%

DMH
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Regional Peers 

 

 

 

 

 

 

 

 

 

 

The Trust remains above regional peers and the national average for both palliative care coding and death at usual place of residence.  
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16 
 

As highlighted in previous reports, work is ongoing to improve depth of coding.  Most recent contextual indicators show that CDDFT is just below the NE peer 

average for non elective and just above for elective. 

 

The Trust remains above the National and NE Peer average for % of COVID-19 spells excluded from SHMI. 
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Learning from Deaths Dashboard

Organisation

Financial Year

Month

Co Durham and Darlington NHS Foundation Trust

2020-21

March
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Co Durham and Darlington NHS Foundation Trust:  Learning from Deaths Dashboard -  2020-21 March

No. % No. % No. % % No. % No. % No. %

Apr-20 Provisional 262 38 15% 34 89% 181 69% 0 0% 181 69% 162 62% 2 1%

May-20 Provisional 184 28 15% 27 96% 106 58% 1 1% 105 57% 93 51% 1 1%

Jun-20 Provisional 132 28 21% 23 82% 59 45% 0 0% 58 44% 52 39% 0 0%

Jul-20 Provisional 153 27 18% 26 96% 59 39% 0 0% 59 39% 57 37% 0 0%

Aug-20 Provisional 137 32 23% 31 97% 60 44% 1 1% 59 43% 59 43% 0 0%

Sep-20 Provisional 157 49 31% 46 94% 59 38% 1 1% 57 36% 51 32% 0 0%

Oct-20 Final 182 37 20% 37 100% 98 54% 0 0% 97 53% 91 50% 1 1%

Nov-20 Provisional 230 56 24% 50 89% 101 44% 2 1% 97 42% 96 42% 0 0%

Dec-20 Provisional 263 71 27% 58 82% 64 24% 0 0% 64 24% 60 23% 0 0%

Jan-21 Provisional 271 53 20% 52 98% 55 20% 0 0% 55 20% 54 20% 1 0%

Feb-21 Provisional 237 41 17% 36 88% 38 16% 0 0% 38 16% 36 15% 0 0%

Mar-21 Provisional 188 13 7% 4 31% 6 3% 0 0% 5 3% 5 3% 0 0%

Q1 20/21 Provisional 578 94 16.3% 84 89.4% 346 59.9% 1 0.2% 344 59.5% 307 53.1% 3 0.5%

Q2 20/21 Provisional 447 108 24.2% 103 95.4% 178 39.8% 2 0.4% 175 39.1% 167 37.4% 0 0.0%

Q3 20/21 Provisional 675 164 24.3% 145 88.4% 263 39.0% 2 0.3% 258 38.2% 247 36.6% 1 0.1%

Q4 20/21 Provisional 696 107 15.4% 92 86.0% 99 14.2% 0 0.0% 98 14.1% 95 13.6% 1 0.1%

YTD Provisional 2396 473 19.7% 424 89.6% 886 37.0% 5 0.2% 875 36.5% 816 34.1% 5 0.2%

No. % No. % No. % No. % No. % No. % No. % No. %

Apr-20 Final 1 1 100% 1 100% 0 0% 0% 0% Apr-20 Provisional 14 7 50% 4 29% 0 0%

May-20 Final 3 3 100% 2 67% 0 0% 0% 0% May-20 Provisional 11 1 9% 1 9% 0 0%

Jun-20 Final 1 1 100% 1 100% 0 0% 0% 0% Jun-20 Provisional 11 1 9% 1 9% 0 0%

Jul-20 Final 2 2 100% 2 100% 0 0% 0% 0% Jul-20 Provisional 9 1 11% 0 0% 0 0%

Aug-20 Final 1 1 100% 1 100% 0 0% 0% 0% Aug-20 Provisional 16 2 13% 2 13% 0 0%

Sep-20 Final 1 1 100% 1 100% 0 0% 0% 0% Sep-20 Provisional 15 3 20% 2 13% 0 0%

Oct-20 Final 1 1 100% 0 0% 0 0% 0% 0% Oct-20 Provisional 11 2 18% 1 9% 1 9%

Nov-20 Final 4 4 100% 3 75% 0 0% 0% 0% Nov-20 Provisional 11 0 0% 0 0% 0 0%

Dec-20 Final 1 1 100% 0 0% 0 0% 0% 0% Dec-20 Provisional 13 2 15% 2 15% 0 0%

Jan-21 Final 6 6 100% 0 0% 0 0% 0% 0% Jan-21 Provisional 21 5 24% 4 19% 0 0%

Feb-21 Final 2 2 100% 2 100% 0 0% 0% 0% Feb-21 Provisional 19 2 11% 2 11% 0 0%

Mar-21 Final 2 2 100% 2 100% 0 0% 0% 0% Mar-21 Provisional 10 2 20% 1 10% 0 0%

Q1 20/21 Final 5 5 100.0% 7 140.0% 0 0.0% 0 0.0% 0 0.0% Q1 20/21 Provisional 36 9 25.0% 6 16.7% 0 0.0%

Q2 20/21 Final 4 4 100.0% 4 100.0% 0 0.0% 0 0.0% 0 0.0% Q2 20/21 Provisional 40 6 15.0% 4 10.0% 0 0.0%

Q3 20/21 Final 6 6 100.0% 3 50.0% 0 0.0% 0 0.0% 0 0.0% Q3 20/21 Provisional 35 4 11.4% 3 8.6% 1 2.9%

Q4 20/21 Final 10 10 100.0% 4 40.0% 0 0.0% 0 0.0% 0 0.0% Q4 20/21 Provisional 50 9 18.0% 7 14.0% 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 judged as 

definitely not 

preventable

Completed LeDer 

reviews

No.

Number of deaths 

reviewed

Deaths reviewed 

where care during 

last admission was 

graded as excellent, 

very good or good

Deaths judged as 

avoidable (>50% 

likelihood of 

avoidability)

Deaths reviewed 

where care during 

last admission was 

graded as poor or 

very poor

Deaths reviewed 

where care was 

graded as excellent or 

v.good
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

0% 1% 0% 0% 1% 1% 0% 1% 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 March

No. % No. % No. % No. % No. % No. %

Apr-20 Provisional 242 32 13% 28 88% 166 69% 0 0% 166 69% 150 62% 1 0%

May-20 Provisional 168 22 13% 21 95% 92 55% 1 1% 91 54% 82 49% 1 1%

Jun-20 Provisional 116 24 21% 19 79% 48 41% 0 0% 48 41% 42 36% 0 0%

Jul-20 Final 132 21 16% 21 100% 47 36% 0 0% 47 36% 46 35% 0 0%

Aug-20 Provisional 118 22 19% 21 95% 43 36% 0 0% 43 36% 43 36% 0 0%

Sep-20 Provisional 143 41 29% 38 93% 49 34% 0 0% 48 34% 44 31% 0 0%

Oct-20 Final 167 32 19% 32 100% 90 54% 0 0% 90 54% 85 51% 1 1%

Nov-20 Provisional 214 49 23% 43 88% 89 42% 1 0% 86 40% 86 40% 0 0%

Dec-20 Provisional 249 65 26% 53 82% 58 23% 0 0% 58 23% 55 22% 0 0%

Jan-21 Provisional 253 46 18% 45 98% 45 18% 0 0% 45 18% 44 17% 1 0%

Feb-21 Provisional 219 32 15% 28 88% 29 13% 0 0% 29 13% 29 13% 0 0%

Mar-21 Provisional 178 11 6% 3 27% 3 2% 0 0% 3 2% 3 2% 0 0%

Q1 20/21 Provisional 526 78 14.8% 68 87.2% 306 58.2% 1 0.2% 305 58.0% 274 52.1% 2 0.4%

Q2 20/21 Provisional 393 84 21.4% 80 95.2% 139 35.4% 0 0.0% 138 35.1% 133 33.8% 0 0.0%

Q3 20/21 Provisional 630 146 23.2% 128 87.7% 237 37.6% 1 0.2% 234 37.1% 226 35.9% 1 0.2%

Q4 20/21 Provisional 650 89 13.7% 76 85.4% 77 11.8% 0 0.0% 77 11.8% 76 11.7% 1 0.2%

YTD Provisional 2199 397 18.1% 352 88.7% 759 34.5% 2 0.1% 754 34.3% 709 32.2% 4 0.2%

No. % No. % No. % No. % No. % No. % No. % No. % No. %

Apr-20 Provisional 14 7 50% 4 29% 0 0% 12 8 67% 7 58% 0 0% Apr-20 21 16 76% 13 62% 0 0%

May-20 Provisional 11 1 9% 1 9% 0 0% 6 2 33% 2 33% 0 0% May-20 21 9 43% 8 38% 0 0%

Jun-20 Provisional 11 1 9% 1 9% 0 0% 6 3 50% 3 50% 0 0% Jun-20 15 7 47% 5 33% 0 0%

Jul-20 Provisional 9 1 11% 0 0% 0 0% 4 2 50% 2 50% 0 0% Jul-20 14 7 50% 7 50% 0 0%

Aug-20 Provisional 16 2 13% 2 13% 0 0% 8 3 38% 3 38% 0 0% Aug-20 12 3 25% 3 25% 0 0%

Sep-20 Provisional 15 3 20% 2 13% 0 0% 10 5 50% 4 40% 0 0% Sep-20 14 7 50% 7 50% 0 0%

Oct-20 Provisional 11 2 18% 1 9% 1 9% 9 5 56% 4 44% 0 0% Oct-20 33 21 64% 20 61% 0 0%

Nov-20 Provisional 11 0 0% 0 0% 0 0% 9 1 11% 1 11% 0 0% Nov-20 42 19 45% 19 45% 0 0%

Dec-20 Provisional 13 2 15% 2 15% 0 0% 15 5 33% 4 27% 0 0% Dec-20 39 11 28% 11 28% 0 0%

Jan-21 Provisional 21 5 24% 4 19% 0 0% 12 1 8% 1 8% 0 0% Jan-21 38 4 11% 4 11% 0 0%

Feb-21 Provisional 19 2 11% 2 11% 0 0% 16 3 19% 3 19% 0 0% Feb-21 32 4 13% 4 13% 0 0%

Mar-21 Provisional 10 2 20% 1 10% 0 0% 12 0 0% 0 0% 0 0% Mar-21 21 0 0% 0 0% 0 0%

Q1 20/21 Provisional 36 9 25.0% 6 16.7% 0 0.0% 24 13 54.2% 12 50.0% 0 0.0% Q1 20/21 57 32 56.1% 26 45.6% 0 0.0%

Q2 20/21 Provisional 40 6 15.0% 4 10.0% 0 0.0% 22 10 45.5% 9 40.9% 0 0.0% Q2 20/21 40 17 42.5% 17 42.5% 0 0.0%

Q3 20/21 Provisional 35 4 11.4% 3 8.6% 1 2.9% 33 11 33.3% 9 27.3% 0 0.0% Q3 20/21 114 51 44.7% 50 43.9% 0 0.0%

Q4 20/21 Provisional 50 9 18.0% 7 14.0% 0 0.0% 40 4 10.0% 4 10.0% 0 0.0% Q4 20/21 91 8 8.8% 8 8.8% 0 0.0%

Oct-20

Nov-20

Q4 20/21

Jan-21

Feb-21

Mar-21

Q1 20/21

Q2 20/21

Q3 20/21

Dec-20

Jul-20

Deaths reviewed 

where care was 

graded as poor or 

very poor

Aug-20

Sep-20

Jun-20

Deaths reviewed 

where care was 

graded as poor or 

very poor

Apr-20

May-20

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% 1% 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 March

No. % No. % No. % No. % No. % No. %

Apr-20 Final 18 6 33% 6 100% 15 0 0% 15 83% 12 67% 1 6%

May-20 Final 16 6 38% 6 100% 14 0 0% 14 88% 11 69% 0 0%

Jun-20 Final 13 3 23% 3 100% 10 0 0% 9 69% 9 69% 0 0%

Jul-20 Provisional 21 6 29% 5 83% 12 0 0% 12 57% 11 52% 0 0%

Aug-20 Final 19 10 53% 10 100% 17 1 5% 16 84% 16 84% 0 0%

Sep-20 Final 14 8 57% 8 100% 10 1 7% 9 64% 7 50% 0 0%

Oct-20 Final 15 5 33% 5 100% 8 0 0% 7 47% 6 40% 0 0%

Nov-20 Final 16 7 44% 7 100% 12 1 6% 11 69% 10 63% 0 0%

Dec-20 Provisional 14 6 43% 5 83% 6 0 0% 6 43% 5 36% 0 0%

Jan-21 Final 18 7 39% 7 100% 10 0 0% 10 56% 10 56% 0 0%

Feb-21 Provisional 18 9 50% 8 89% 9 0 0% 9 50% 7 39% 0 0%

Mar-21 Provisional 9 2 22% 1 50% 3 0 0% 2 22% 2 22% 0 0%

Q1 20/21 Final 47 15 31.9% 15 100.0% 39 83.0% 0 0.0% 38 80.9% 32 68.1% 1 2.1%

Q2 20/21 Provisional 54 24 44.4% 23 95.8% 39 72.2% 0 0.0% 37 68.5% 34 63.0% 0 0.0%

Q3 20/21 Provisional 45 18 40.0% 17 94.4% 26 57.8% 1 2.2% 24 53.3% 21 46.7% 0 0.0%

Q4 20/21 Provisional 45 18 40.0% 16 88.9% 22 48.9% 2 4.4% 21 46.7% 19 42.2% 0 0.0%

YTD Provisional 191 75 39.3% 71 94.7% 126 66.0% 3 1.6% 120 62.8% 106 55.5% 1 0.5%

No. % No. % No. % No. % No. % No. % No. % No. % No. %

Apr-20 Provisional 14 11 79% 8 57% 1 7% 4 4 100% 4 100% 0 0% Apr-20 13 11 85% 9 69% 0 0%

May-20 Provisional 13 11 85% 9 69% 0 0% 2 2 100% 1 50% 0 0% May-20 20 15 75% 12 60% 0 0%

Jun-20 Provisional 8 6 75% 5 63% 0 0% 3 2 67% 2 67% 0 0% Jun-20 9 2 22% 2 22% 0 0%

Jul-20 Provisional 14 7 50% 6 43% 0 0% 5 5 100% 5 100% 0 0% Jul-20 16 11 69% 11 69% 0 0%

Aug-20 Provisional 11 10 91% 9 82% 0 0% 7 6 86% 6 86% 0 0% Aug-20 9 6 67% 5 56% 0 0%

Sep-20 Provisional 7 4 57% 2 29% 0 0% 7 6 86% 5 71% 0 0% Sep-20 16 11 69% 8 50% 0 0%

Oct-20 Provisional 7 2 29% 1 14% 0 0% 6 6 100% 5 83% 0 0% Oct-20 12 8 67% 8 67% 0 0%

Nov-20 Provisional 7 5 71% 5 71% 0 0% 8 7 88% 5 63% 0 0% Nov-20 18 7 39% 7 39% 0 0%

Dec-20 Provisional 9 4 44% 3 33% 0 0% 4 2 50% 2 50% 0 0% Dec-20 15 3 20% 3 20% 0 0%

Jan-21 Provisional 10 6 60% 6 60% 0 0% 8 4 50% 4 50% 0 0% Jan-21 23 8 35% 8 35% 0 0%

Feb-21 Provisional 12 6 50% 5 42% 0 0% 6 3 50% 2 33% 0 0% Feb-21 26 9 35% 8 31% 0 0%

Mar-21 Provisional 8 3 38% 2 25% 0 0% 1 0 0% 0 0% 0 0% Mar-21 23 1 4% 1 4% 0 0%

Q1 20/21 Provisional 35 28 80.0% 22 62.9% 1 2.9% 9 8 88.9% 7 77.8% 0 0.0% Q1 20/21 42 28 66.7% 23 54.8% 0 0.0%

Q2 20/21 Provisional 32 21 65.6% 17 53.1% 0 0.0% 19 17 89.5% 16 84.2% 0 0.0% Q2 20/21 41 28 68.3% 24 58.5% 0 0.0%

Q3 20/21 Provisional 23 11 47.8% 9 39.1% 0 0.0% 18 15 83.3% 12 66.7% 0 0.0% Q3 20/21 45 18 40.0% 18 40.0% 0 0.0%

Q4 20/21 Provisional 30 15 50.0% 13 43.3% 0 0.0% 15 7 46.7% 6 40.0% 0 0.0% Q4 20/21 72 18 25.0% 17 23.6% 0 0.0%Q4 20/21

Q2 20/21

Q3 20/21

Feb-21

Mar-21

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-21

Jun-20

Apr-20

May-20

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-20

Jul-20

Aug-20

Sep-20

Oct-20

Nov-20

ITU Death Reviews

75%

43%

56%

50%

33%

General Surgery Death Reviews Trauma & Orthopaedic Death Reviews

53%

83%

88%

77%

57%

89%

71%

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%
5% 7%

0%

6%

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 March

No. % No. % No. % % No. % No. % No. %

Apr-20 Final 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 Final 3 1 33% 1 100% 1 33% 0 0% 1 33% 1 33% 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 Final 0 0 0 0 0 0 0 0

Nov-20 Final 0 0 0 0 0 0 0 0

Dec-20 Final 0 0 0 0 0 0 0 0

Jan-21 Final 0 0 0 0 0 0 0 0

Feb-21 Final 0 0 0 0 0 0 0 0

Mar-21 Final 0 0 0 0 0 0 0 0

Q1 20/21 Final 5 1 20.0% 1 100.0% 1 20.0% 0 0.0% 1 20.0% 1 20.0% 0 0.0%

Q2 20/21 Final 0 0 0 0 0 0 0 0

Q3 20/21 Final 0 0 0 0 0 0 0 0

Q4 20/21 Final 0 0 0 0 0 0 0 0

YTD Final 5 1 20.0% 1 100.0% 1 20.0% 0 0.0% 1 20.0% 1 20.0% 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
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Co Durham and Darlington NHS Foundation Trust:  Learning from Deaths Dashboard -  2020-21 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-20 262 38 89% 69% 242 32 88% 69% 18 6 100% 83% 2 0 0%

May-20 184 28 96% 58% 168 22 95% 55% 16 6 100% 88% 0 0

Jun-20 132 28 82% 45% 116 24 79% 41% 13 3 100% 77% 3 1 100% 33%

Jul-20 153 27 96% 39% 132 21 100% 36% 21 6 83% 57% 0 0

Aug-20 137 32 97% 44% 118 22 95% 36% 19 10 100% 89% 0 0

Sep-20 157 49 94% 38% 143 41 93% 34% 14 8 100% 71% 0 0

Oct-20 182 37 100% 54% 167 32 100% 54% 15 5 100% 53% 0 0

Nov-20 230 56 89% 44% 214 49 88% 42% 16 7 100% 75% 0 0

Dec-20 263 71 82% 24% 249 65 82% 23% 14 6 83% 43% 0 0

Jan-21 271 53 98% 20% 253 46 98% 18% 18 7 100% 56% 0 0

Feb-21 237 41 88% 16% 219 32 88% 13% 18 9 89% 50% 0 0

Mar-21 188 13 31% 3% 178 11 27% 2% 9 2 50% 33% 0 0

Q1 20/21 578 94 89.4% 59.9% 526 78 87.2% 58.2% 47 15 100.0% 83.0% 5 1 100.0% 20.0%

Q2 20/21 447 108 95.4% 39.8% 393 84 95.2% 35.4% 54 24 95.8% 72.2% 0 0

Q3 20/21 675 164 88.4% 39.0% 630 146 87.7% 37.6% 45 18 94.4% 57.8% 0 0

Q4 20/21 696 107 86.0% 14.2% 650 89 85.4% 11.8% 45 18 88.9% 48.9% 0 0

YTD 2396 473 89.6% 37.0% 2199 397 88.7% 34.5% 191 75 94.7% 66.0% 5 1 100.0% 20.0%

Month of death

Dashboard Summary

TRUST Integrated Medical Specialties Surgery Family Health
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Co Durham and Darlington NHS Foundation Trust:  Learning from Deaths Dashboard -  2020-21 March

No. % No. % No. % No. % No. % No. %

Apr-20 Provisional 262 30 11% 29 97% 0 0% 29 100% 21 72% 2 7%

May-20 Final 184 38 21% 38 100% 0 0% 38 100% 35 92% 0 0%

Jun-20 Provisional 132 34 26% 30 88% 0 0% 30 100% 26 87% 0 0%

Jul-20 Provisional 153 49 32% 47 96% 0 0% 47 100% 46 98% 0 0%

Aug-20 Provisional 137 46 34% 39 85% 1 1% 38 97% 38 97% 0 0%

Sep-20 Provisional 157 46 29% 25 54% 1 1% 23 92% 19 76% 0 0%

Oct-20 Provisional 182 48 26% 35 73% 0 0% 34 97% 29 83% 1 3%

Nov-20 Provisional 230 23 10% 13 57% 0 0% 13 100% 12 92% 0 0%

Dec-20 Provisional 263 39 15% 12 31% 0 0% 12 100% 11 92% 0 0%

Jan-21 Provisional 271 33 12% 11 33% 0 0% 11 100% 10 91% 1 9%

Feb-21 Provisional 237 0 0% 0 0 0% 0 0 0

Mar-21 Provisional 188 0 0% 0 0 0% 0 0 0

Q1 20/21 Provisional 578 102 17.6% 97 95.1% 0 0.0% 97 16.8% 82 14.2% 2 0.3%

Q2 20/21 Provisional 447 141 31.5% 111 78.7% 2 0.4% 108 24.2% 103 23.0% 0 0.0%

Q3 20/21 Provisional 675 110 16.3% 60 54.5% 0 0.0% 59 8.7% 52 7.7% 1 0.1%

Q4 20/21 Provisional 696 33 4.7% 11 33.3% 0 0.0% 11 1.6% 10 1.4% 1 0.1%

YTD Provisional 2396 386 16.1% 279 72.3% 2 0.1% 275 11.5% 247 10.3% 4 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% 1% 1% 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)

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

2021-22

May
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Co Durham and Darlington NHS Foundation Trust:  Learning from Deaths Dashboard -  2021-22 May

No. % No. % No. % % No. % No. % No. %

Apr-21 Provisional 121 12 10% 2 17% 3 2% 1 1% 2 2% 0 0% 1 1%

May-21 Provisional 156 12 8% 3 25% 3 2% 0 0% 2 1% 2 1% 0 0%

Jun-21 0 0 0 0 0 0 0 0

Jul-21 0 0 0 0 0 0 0 0

Aug-21 0 0 0 0 0 0 0 0

Sep-21 0 0 0 0 0 0 0 0

Oct-21 0 0 0 0 0 0 0 0

Nov-21 0 0 0 0 0 0 0 0

Dec-21 0 0 0 0 0 0 0 0

Jan-22 0 0 0 0 0 0 0 0

Feb-22 0 0 0 0 0 0 0 0

Mar-22 0 0 0 0 0 0 0 0

Q1 21/22 Provisional 277 24 8.7% 5 20.8% 6 2.2% 1 0.4% 4 1.4% 2 0.7% 1 0.4%

Q2 21/22 0 0 0 0 0 0 0 0

Q3 21/22 0 0 0 0 0 0 0 0

Q4 21/22 0 0 0 0 0 0 0 0

YTD Provisional 277 24 8.7% 5 20.8% 6 2.2% 1 0.4% 4 1.4% 2 0.7% 1 0.4%

No. % No. % No. % No. % No. % No. % No. % No. %

Apr-21 Provisional 2 1 50% 1 50% 0 0% 0% 0% Apr-21 Provisional 9 2 22% 2 22% 0 0%

May-21 Provisional 0 May-21 Provisional 24 3 13% 3 13% 0 0%

Jun-21 Jun-21 0 0 0 0

Jul-21 Jul-21 0 0 0 0

Aug-21 Aug-21 0 0 0 0

Sep-21 Sep-21 0 0 0 0

Oct-21 Oct-21 0 0 0 0

Nov-21 Nov-21 0 0 0 0

Dec-21 Dec-21 0 0 0 0

Jan-22 Jan-22 0 0 0 0

Feb-22 Feb-22 0 0 0 0

Mar-22 Mar-22 0 0 0 0

Q1 21/22 Provisional 2 1 50.0% 1 50.0% 0 0.0% 0 0.0% 0 0.0% Q1 21/22 Provisional 33 5 15.2% 5 15.2% 0 0.0%

Q2 21/22 0 0 0 0 0 0 Q2 21/22 0 0 0 0

Q3 21/22 0 0 0 0 0 0 Q3 21/22 0 0 0 0

Q4 21/22 0 0 0 0 0 0 Q4 21/22 0 0 0 0

Completed LeDer 

reviews

No.

Number of deaths 

reviewed

Deaths reviewed 

where care during 

last admission was 

graded as excellent, 

very good or good

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 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

Deaths judged as 

avoidable (>50% 

likelihood of 

avoidability)

1% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0%

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Feb-22 Mar-22

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 -  2021-22 May

No. % No. % No. % No. % No. % No. %

Apr-21 Provisional 113 7 6% 0 0% 1 1% 1 1% 0 0% 0 0% 1 1%

May-21 Provisional 147 9 6% 3 33% 3 2% 0 0% 2 1% 2 1% 0 0%

Jun-21 0 0 0 0 0 0 0 0

Jul-21 0 0 0 0 0 0 0 0

Aug-21 0 0 0 0 0 0 0 0

Sep-21 0 0 0 0 0 0 0 0

Oct-21 0 0 0 0 0 0 0 0

Nov-21 0 0 0 0 0 0 0 0

Dec-21 0 0 0 0 0 0 0 0

Jan-22 0 0 0 0 0 0 0 0

Feb-22 0 0 0 0 0 0 0 0

Mar-22 0 0 0 0 0 0 0 0

Q1 21/22 Provisional 260 16 6.2% 3 18.8% 4 1.5% 1 0.4% 2 0.8% 2 0.8% 1 0.4%

Q2 21/22 0 0 0 0 0 0 0 0

Q3 21/22 0 0 0 0 0 0 0 0

Q4 21/22 0 0 0 0 0 0 0 0

YTD Provisional 260 16 6.2% 3 18.8% 4 1.5% 1 0.4% 2 0.8% 2 0.8% 1 0.4%

No. % No. % No. % No. % No. % No. % No. % No. % No. %

Apr-21 Provisional 9 2 22% 2 22% 0 0% 8 0 0% 0 0% 0 0% Apr-21 15 0 0% 0 0% 0 0%

May-21 Provisional 24 3 13% 3 13% 0 0% 11 0 0% 0 0% 0 0% May-21 23 1 4% 0 0% 0 0%

Jun-21 0 0 0 0 0 0 0 0 Jun-21 0 0 0 0

Jul-21 0 0 0 0 0 0 0 0 Jul-21 0 0 0 0

Aug-21 0 0 0 0 0 0 0 0 Aug-21 0 0 0 0

Sep-21 0 0 0 0 0 0 0 0 Sep-21 0 0 0 0

Oct-21 0 0 0 0 0 0 0 0 Oct-21 0 0 0 0

Nov-21 0 0 0 0 0 0 0 0 Nov-21 0 0 0 0

Dec-21 0 0 0 0 0 0 0 0 Dec-21 0 0 0 0

Jan-22 0 0 0 0 0 0 0 0 Jan-22 0 0 0 0

Feb-22 0 0 0 0 0 0 0 0 Feb-22 0 0 0 0

Mar-22 0 0 0 0 0 0 0 0 Mar-22 0 0 0 0

Q1 21/22 Provisional 33 5 15.2% 5 15.2% 0 0.0% 19 0 0.0% 0 0.0% 0 0.0% Q1 21/22 38 1 2.6% 0 0.0% 0 0.0%

Q2 21/22 0 0 0 0 0 0 0 0 Q2 21/22 0 0 0 0

Q3 21/22 0 0 0 0 0 0 0 0 Q3 21/22 0 0 0 0

Q4 21/22 0 0 0 0 0 0 0 0 Q4 21/22 0 0 0 0

Oct-21

Nov-21

Q4 21/22

Jan-22

Feb-22

Mar-22

Q1 21/22

Q2 21/22

Q3 21/22

Dec-21

Jul-21

Deaths reviewed 

where care was 

graded as poor or 

very poor

Aug-21

Sep-21

Jun-21

Deaths reviewed 

where care was 

graded as poor or 

very poor

Apr-21

May-21

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.

1% 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 -  2021-22 May

No. % No. % No. % No. % No. % No. %

Apr-21 Provisional 7 5 71% 2 40% 2 0 0% 2 29% 0 0% 0 0%

May-21 Provisional 8 3 38% 0 0% 0 0 0% 0 0% 0 0% 0 0%

Jun-21 0 0 0 0 0 0 0 0

Jul-21 0 0 0 0 0 0 0 0

Aug-21 0 0 0 0 0 0 0 0

Sep-21 0 0 0 0 0 0 0 0

Oct-21 0 0 0 0 0 0 0 0

Nov-21 0 0 0 0 0 0 0 0

Dec-21 0 0 0 0 0 0 0 0

Jan-22 0 0 0 0 0 0 0 0

Feb-22 0 0 0 0 0 0 0 0

Mar-22 0 0 0 0 0 0 0 0

Q1 21/22 Provisional 15 8 53.3% 2 25.0% 2 13.3% 0 0.0% 2 13.3% 0 0.0% 0 0.0%

Q2 21/22 0 0 0 0 0 0 0 0

Q3 21/22 0 0 0 0 0 0 0 0

Q4 21/22 0 0 0 0 0 0 0 0

YTD Provisional 15 8 53.3% 2 25.0% 2 13.3% 0 0.0% 2 13.3% 0 0.0% 0 0.0%

No. % No. % No. % No. % No. % No. % No. % No. % No. %

Apr-21 Provisional 4 2 50% 0 0% 0 0% 2 0 0% 0 0% 0 0% Apr-21 7 0 0% 0 0% 0 0%

May-21 Provisional 5 0 0% 0 0% 0 0% 3 0 0% 0 0% 0 0% May-21 5 0 0% 0 0% 0 0%

Jun-21 0 0 0 0 0 0 0 0 Jun-21 0 0 0 0

Jul-21 0 0 0 0 0 0 0 0 Jul-21 0 0 0 0

Aug-21 0 0 0 0 0 0 0 0 Aug-21 0 0 0 0

Sep-21 0 0 0 0 0 0 0 0 Sep-21 0 0 0 0

Oct-21 0 0 0 0 0 0 0 0 Oct-21 0 0 0 0

Nov-21 0 0 0 0 0 0 0 0 Nov-21 0 0 0 0

Dec-21 0 0 0 0 0 0 0 0 Dec-21 0 0 0 0

Jan-22 0 0 0 0 0 0 0 0 Jan-22 0 0 0 0

Feb-22 0 0 0 0 0 0 0 0 Feb-22 0 0 0 0

Mar-22 0 0 0 0 0 0 0 0 Mar-22 0 0 0 0

Q1 21/22 Provisional 9 2 22.2% 0 0.0% 0 0.0% 5 0 0.0% 0 0.0% 0 0.0% Q1 21/22 12 0 0.0% 0 0.0% 0 0.0%

Q2 21/22 0 0 0 0 0 0 0 0 Q2 21/22 0 0 0 0

Q3 21/22 0 0 0 0 0 0 0 0 Q3 21/22 0 0 0 0

Q4 21/22 0 0 0 0 0 0 0 0 Q4 21/22 0 0 0 0Q4 21/22

Q2 21/22

Q3 21/22

Feb-22

Mar-22

Q1 21/22

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-22

Jun-21

Apr-21

May-21

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-21

Jul-21

Aug-21

Sep-21

Oct-21

Nov-21

ITU Death ReviewsGeneral Surgery Death Reviews Trauma & Orthopaedic Death Reviews

29%

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 -  2021-22 May

No. % No. % No. % % No. % No. % No. %

Apr-21 Provisional 1 0 0% 0 0 0% 0 0% 0 0% 0 0% 0 0%

May-21 Provisional 1 0 0% 0 0 0% 0 0% 0 0% 0 0% 0 0%

Jun-21 0 0 0 0 0 0 0 0

Jul-21 0 0 0 0 0 0 0 0

Aug-21 0 0 0 0 0 0 0 0

Sep-21 0 0 0 0 0 0 0 0

Oct-21 0 0 0 0 0 0 0 0

Nov-21 0 0 0 0 0 0 0 0

Dec-21 0 0 0 0 0 0 0 0

Jan-22 0 0 0 0 0 0 0 0

Feb-22 0 0 0 0 0 0 0 0

Mar-22 0 0 0 0 0 0 0 0

Q1 21/22 Provisional 2 0 0.0% 0 0 0.0% 0 0.0% 0 0.0% 0 0.0% 0 0.0%

Q2 21/22 0 0 0 0 0 0 0 0

Q3 21/22 0 0 0 0 0 0 0 0

Q4 21/22 0 0 0 0 0 0 0 0

YTD Provisional 2 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-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Feb-22 Mar-22

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 -  2021-22 May

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-21 121 12 17% 2% 113 7 0% 1% 7 5 40% 29% 1 0 0%

May-21 156 12 25% 2% 147 9 33% 2% 8 3 0% 0% 1 0 0%

Jun-21 0 0 0 0 0 0 0 0

Jul-21 0 0 0 0 0 0 0 0

Aug-21 0 0 0 0 0 0 0 0

Sep-21 0 0 0 0 0 0 0 0

Oct-21 0 0 0 0 0 0 0 0

Nov-21 0 0 0 0 0 0 0 0

Dec-21 0 0 0 0 0 0 0 0

Jan-22 0 0 0 0 0 0 0 0

Feb-22 0 0 0 0 0 0 0 0

Mar-22 0 0 0 0 0 0 0 0

Q1 21/22 277 24 20.8% 2.2% 260 16 18.8% 1.5% 15 8 25.0% 13.3% 2 0 0.0%

Q2 21/22 0 0 0 0 0 0 0 0

Q3 21/22 0 0 0 0 0 0 0 0

Q4 21/22 0 0 0 0 0 0 0 0

YTD 277 24 20.8% 2.2% 260 16 18.8% 1.5% 15 8 25.0% 13.3% 2 0 0.0%

Month of death

Dashboard Summary

TRUST Integrated Medical Specialties Surgery Family Health
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Trust Board – July 28th, 2021 
 

Item 7 – Action Taken to Explore Rising SHMI October 2017-June 2021 

Open Session * Private & Confidential Session  

Author Lisa Ward – Associate Director of Nursing Patient Safety and Governance/CNIO 

Claire Stocks – Early Detection, Resuscitation and Mortality Lead Nurse 

Reason for 

Submission 

Tick all that apply 

If none of the 

above, please 

provide rationale 

for submission 

Standing item                                               

Development / approval or update on strategy                          

Decision reserved for Board                                 

Statutory / regulatory requirement                                     

Oversight of significant risks                                   

Update on action log item                                                      

Requires Board approval e.g. policies or business cases     

Core performance information         

Strategic Aim: 

 

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 Trust Board in relation to healthcare acquired infections 

To update Trust Board in relation to patient safety incidents which, by their nature, patient identification 

is a risk 

Positive 

performance /  

developments 

within this report   

Positive matters  Page 

  

  

Key issues and 

actions within this 

report 

Issue and actions Page 

  

   

Regulatory 

compliance 

implications 

Tick all that apply 

 

Tick for any implications for compliance with 

NHS Constitution            

Provider Licence (especially Condition 6)         

CQC Fundamental Standards of Care         

Health and Social Care Act           

Mental Health Act / Mental Capacity Act                       

Significant risks 

identified (if any) 

 

Action / decision 

required from the 

Board 

 To receive the report, debate it’s observations and seek further action from the executive 
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CONFIDENTIAL 

 

 

Date 

 

June 2021 

Version  

 

Draft for Approval v1 

 

Disclaimer 

 

“What is stated in this report is based on material available to the Trust at the time of preparation and could be subject to revision if further material becomes 

available.  The Trust offers no warranty to any other agency or private individual in respect of its content.  Should any other person seek to rely upon the contents, 

including in the course of any action or proceedings, then they do so entirely at their own risk”.   
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1. Background  

Co Durham and Darlington NHS Foundation Trust has consistently sought to understand any changes in mortality indices.  Whilst HSMR for the Trust has steadily been one 

of the lowest in the region, SHMI has been out with the range the Trust would wish it to be.  There have been a number of actions taken over the last five year period to 

better understand the reason for it and ensure that any potential preventability in a patient’s death is identified and learned from.   

2. Purpose of this Report 

The purpose of this report is to detail all the work that has been undertaken in relation to a higher than expected SHMI, to enable the Organisation to identify the best 

‘next steps’ to take.  This work is over and above the standard mortality review process and the cases reviewed as part of that process in line with the Trust’s Learning 

from Deaths Policy.   

3. Background 

The focus of the Mortality team has always been to identify any learning in relation to the delivery of patient care from mortality reviews or through thematic analysis.  

There have been occasions where previous internal and external-led quality improvement work has identified possible actions in relation to coding.  In order to address 

this, a separate work stream has been established, independent from the mortality review process, to enable the mortality review leads to focus solely on identifying any 

shortfalls in care and implementing any learning from deaths into front line patient care.  

A more detailed version of this report can be supplied on request containing all embedded papers and presentations relating to each of the actions. 
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4. Timeline of Work 

The following table represents a timeline of the work undertaken to date to address the Trust’s higher than expected SHMI. 

 

Date 

 

 

Issue 

 

 

Action 

 

 

Outcome 

May 2017 

In September 2016 the Trust received a mortality 

outlier alert in relation to Acute Bronchitis from Dr 

Foster.  Prior to this there had also been a negative 

VLAD alert in relation to acute bronchitis.   

 

 

On each occasion a sample of patients from the 

timeframe in question had been selected and their 

care reviewed by either the members of the 

central review team (formerly the weekly 

mortality review group) or respiratory 

physicians.   

 

The CQC was provided with a report by the 

Medical Director’s Team outlining the reviews 

undertaken and action plan in May 2017. 

Quality Improvement project for 

Community Acquired Pneumonia (CAP) 

demonstrated improvements in the domains 

audited and also implemented some digital 

processes to support clinicians in decision 

making for example ePMA CAP order sets. 

 

There was a recommendation from the 

reviewers that coding was reviewed.  This 

was passed to the coding team for action 

through their education progammes. 

October 2017 –

October 2019 

The acute bronchitis review highlighted that there 

was an opportunity for quality improvement work in 

relation to Community Acquired Pneumonia  

Extensive Quality Improvement work took place 

in relation to Community Acquired Pneumonia 

and improving the identification and 

management of patients presenting with it in both 

ED and AMU at DMH and UHND. 

 

Several PDSA cycles occurred and audits were 

performed to assess effectiveness of interventions 

taken. 

May 2018 – 

December 2019 

CRAB data is suggestive of opportunity for 

improvement in the management of patients with 

AKI. 

1. AKI action plan developed and led by CAP 

and AI teams delivering both education and 

piloting an AKI bundle. 

 

2. Business Case developed and progressed 

through the relevant governance channels for an 

AKI Specialist Nurse Service and renal in-reach 

from tertiary centres. 
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Date 

 

 

Issue 

 

 

Action 

 

 

Outcome 

September 

2018 - January 

2019 

A number of negative VLAD alerts had been 

received by the Organisation for 2017 – 2018 

period.   

Mortality reviews of the patients associated with 

the negative VLAD alerts were carried out by 

predominantly respiratory physicians across the 

Organisation.  An overarching report was 

compiled incorporating the mortality review 

including grading of care, the SHMI risk of death 

and the coding attributed to the patients 

episode of care.   

Of the negative Vlad’s reviewed, there was 

only one death graded as potentially 

greater than 50/50 avoidable.  This had 

already been identified at the time of their 

death and escalated as a serious incident. 

 

Issues identified by the coding the team 

when reviewing the patients coding 

included a lack of discharge letters for 

deceased patients and coding as 

pneumonia from x-rays not written 

diagnosis.  The coding manager was 

planning to include this in junior doctors’ 

induction and education for the coders in 

relation to coding from written diagnosis. 

September 

2018 - January 

2019 

Extensive discussions at mortality reduction 

committee relating to the next steps in exploring 

the reason for the rising SHMI in the organisation 

An in-depth analysis of SHMI at patient level was 

undertaken for the period April 2017 – March 

2018. Patients associated with numerous VLAD 

alerts had previously been reviewed with no 

problems in care identified.  The detail of the 

review was presented to Mortality Committee in 

January 2019. 

The analysis concluded there were the 

following opportunities: 

 Consider anyone with a mortality risk of 
<10% becoming part of central review 
team mandated reviews. 

 Improve the use of TEP and EHCPs 

 Consider how CDDFT pathways impact, 
for example short stay at UHND 

 Discharge Letters for Patients who die 

 Improve coding 
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Date 

 

 

Issue 

 

 

Action 

 

 

Outcome 

May 2019 – 

September 

2019 

AI team identified that not all ITU discharges were 

referred to them at the point of discharge from the 

units 

Whilst this did not come through in any 

mortality reviews or incidents, it was deemed by 

the AI team that this could be a potential area 

where avoidable harm could occur.  Therefore 

ITU Referral to AI team Quality Improvement 

Project with ITU lead and AI team 

 

September 

2019 – January 

2020 

CDDFT SHMI continued to rise and was reaching 

the upper control line.   

An action plan was developed to explore the 

data (including a repeat of the in-depth analysis 

carried out for 2017/18 data to allow for 

comparison) and identify any areas for 

improvement.  Advice and support obtained 

during both the development of the action plan 

and the most appropriate routes to follow for 

learning from the regional mortality lead Tony 

Roberts.  Further actions added to the initial AKI 

action plan in relation to fluid balance and fluid 

management. 

There were no cases identified as being 

potentially avoidable. 

 

Improvement work in relation to AKI 

continues with the AKI specialist nurses 

and AI team. 

January 2020 – 

July 2020 

Following extensive discussion at Mortality 

Reduction Committee an external review was 

requested by CDDFT of North East Quality 

Observatory (NEQOS).   

The outcome of this review was for presentation 

at April 2020 Mortality Reduction Committee; 

however, this was delayed due to the Covid-19 

Pandemic until July 2020. 

The Conclusion of the NEQOS review were: 

 

1.The mortality indicators show the Trust’s 

deaths relative to the expected deaths per 

the statistical models for HSMR and SHMI 

2.The SHMI shows a clear increase due to 

the fall in expected deaths seen over the 

last 18 months; unadjusted mortality is 

steady 
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Date 

 

 

Issue 

 

 

Action 

 

 

Outcome 

3.The data for Serious Incidents shows just 

one death for May 2019 

4.There is scope for further work on 

‘Serious Infection’; Pneumonia, Acute 

Bronchitis and Sepsis 

5.Trust should consider whether some 

patients with Serious Infection are not 

being correctly coded for both deaths and 

discharges 

July 2020 AKI Specialist Nurse Business Case 

Acute Kidney Injury Specialist Nurses commence 

in post, delayed from an initial planned start 

date of 1st April 2020 due to Covid-19 pandemic.  

A period of two months education took place 

prior to service commencing clinical work. 

 

August 2020 – 

October 2020 
Continued rise in SHMI 

As SHMI continues to rise a further analysis took 

place, and findings of the NEQOS review taken 

were into consideration. A further action plan 

was put in place outlining actions to be taken to 

further scrutinise both the data and patient care.  

As part of this action plan all patients with a 

mortality risk of less than 10% were to have 

their care reviewed from 1st January 2020, with 

50% of this patient group from 2019 also having 

their care reviewed. To explore for opportunities 

for learning.  At this point the criteria for the 

negative VLADS to be reviewed increased from 

The review of the care of these patients is 

not revealing evidence of avoidable deaths.  

However the review team continue to 

review all these cases and scrutinise for 

any opportunities for learning and 

improving the Quality of Care. 

 

A coding task and finish group was 

established, led by the Associate Medical 

Director and a consultant with dedicated 

time. 
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Date 

 

 

Issue 

 

 

Action 

 

 

Outcome 

those with a mortality risk of 10% or less to 

those with a mortality risk of 20% or less. 

September 

2020 
AKI Specialist Nurse Business Case 

Acute Kidney Injury Specialist Nurses commence 

in clinical practice 

Planned post implementation review for 

October 2021. 

October 2020 - 

December 2020 

HSIB Recommendations in relation to Maternal 

Sepsis and Observations during Labour 

The Maternal sepsis was reviewed and revised 

and implemented in clinical practice with 

education. 

 

The MEOWS score was reviewed and revised, 

along with escalations and amended in 

Nervecentre and on paper. 

 

March 2021 

Learning from both Mortality reviews and 

complaints identified that a patient or relative 

activated referral to the Acute Intervention Team 

(and Specialist Palliative Care via the AI Team) may 

enhance patient safety and increase the 

opportunities to prevent unidentified deterioration 

Call For Concern was implemented at the DMH, 

UHND and BAH sites.  A report relating to the 

calls received by the service, and actions taken, 

will be produced twice yearly for Resuscitation 

and Deteriorating Patient Committee and 

Mortality Reduction Committee. 

 

March 2021 

Final Reports from detailed analysis of specific 

patient groups presented at Mortality Reduction 

Committee 

1. Final report into patients who died with an 

Acute Bronchitis code was presented to the 

Mortality Reduction Committee.   

 

2.Following the October 2020 Mortality 

Reduction Committee, a random sample of 20% 

of patients classified as having a less than 10% 

risk of death were supplied by the information 

department.  These 124 patients have had a 

The mortality reviews identified no 

evidence of deaths related to problems in 

care. 

 

This coding review is underway 
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Date 

 

 

Issue 

 

 

Action 

 

 

Outcome 

PRISM2 mortality review completed and the 

coding department is completing a review of the 

coding.  

April 2021 -

May 2021 

Recognised need for a dedicated focus on Sepsis 

and Serious Infection 

Amendments made to the recently vacated Early 

Detection and Resuscitation Matron post prior 

to it being advertised.  The post was updated to 

Acute Intervention and AKI Team’s Matron and 

Trust Sepsis Lead.  This post is recruited to and 

the successful applicant recently commenced in 

post.  Alongside oversight of the AI and AKI 

service their brief is to review all process, 

documents and education in place relating to 

sepsis and serious infection and develop a short, 

medium and long term plan for the 

Organisation. 

 

5. Summary 

As the timeline demonstrates significant work has been undertaken to address the rising SHMI.  Reviews of the care of any patients with a mortality risk of less than 10%, 

and patients associated with a negative VLAD alerts with a mortality risk of less than 20%, continue alongside the mandated reviews as defined in the Trusts Learning 

from Deaths policy.  Any findings within the reviews would be managed within the Trust incident management system in line with Trust policy.  To date, of the reviews 

completed into care of patients with a less than 10% mortality risk for 2020 (70% to date),  demonstrate that 63% were deemed to be definitely not preventable, 6% had 

slight evidence of preventability, 0.5% (n2) were possibly preventable <50/50 and 0.7% (n3) were probably preventable >50/50.  However as SHMI remains higher than 

expected in the most recent release for the period February 2020 to January 2021, the Trust has considered additional options that can be taken and also consulted with 

Tony Roberts for advice.  
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6. Next steps 

 In response to this, the next steps for the Organisation are to: 

 Review the Heart Failure, Secondary Malignancy and Fluid and Electrolyte negative VLAD alerts, and provide a summary report of these reviews for Mortality 
Reduction Committee. 

 Continue to review any hot spots and on-going thematic work from all the other indicators. 

 Discuss the current position with Tony Roberts and request advice in relation to areas for scrutiny. 

 Contact both lowest and highest SHMI Trusts nationally to understand their position, and if there is anything we can learn from them. 

 Review the SHMI cohort of all patients admitted through Short Stay at UHND and request a review of the coding for this patient group. 

 Ensure all COVID-19 cases are being removed from the sample. 
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[Item No] – [Report title to insert] Private & Confidential    1 

 

 

Trust Board – 28th July 2021  

Item [7c] – Medical Examiner Report 

Open Session X Private & Confidential Session  

Author Sophie Noblett, Lead Medical Examiner 

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: 

Update regarding mortality data 

 

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 board on the progress of the Medical Examiner Service  

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 
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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 

  

  

  

  

  

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 
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Medical Examiner Update 

July 2021 

Miss S Noblett, Lead Medical Examiner 

 

Background 

The Medical Examiner System is being implemented across England and Wales. The purpose 

of the system is to provide greater safeguards for the public in ensuring scrutiny of all non-

coronial deaths, and provide an improved service to the bereaved.  In parallel it is intended the 

service will improve the quality of death certification and ensure referrals to the coroner are 

appropriate.  It is considered that once fully implemented mortality data will be more robust.  

Recent guidance from NHSE/I reiterates the intent to ensure requirements for the service are 

in statute in the near future.  

Recruitment Progress 

There are currently 4 Medical Examiners and 1 Medical Examiner Officer.  We have recently 

interviewed and appointed a further 4 Medical Examiners who are undergoing pre-employment 

checks, anticipated to commence in August.  Interviews are arranged to appoint into the second 

Medical Examiner Officer post (the previous post holder has resigned).  

Pilot of the service 

As previously indicated, we are currently undertaking a pilot of the service to test the systems 

and processes whilst we await colleagues joining the rota.  This is being undertaken on two 

wards at Darlington Memorial Hospital.   

Findings to date: 
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Of the above, 3 cases were referred for level 2 mortality review, and will be reported under the 

Learning from Deaths report.  One referral was made to PALS.  

Palliative care: 21/22 had DNARCPR in place.  There was no recorded escalation plan, 

palliative care input however this is likely a reflection of recognising the patient status, and 

DNACPR.  

Timelines: Median time from patient death to scrutiny = 3 days (range 0-5). Median time 
from patient death to MCCD = 4 days (range 1-10) (awaiting coroner feedback) 

Stakeholder engagement 

There is good dialogue between the Lead Medical Examiner and the coroner.  Full meet the 
team stakeholder engagement event was held on 14th July between the ME team and the 
Coroner’s team with 20 in attendance.  Early learning was identified. Provisional date has been 
identified for internal colleagues in July.  

Next steps 

The aim is to; 

• Roll out the service to cover all of DMH 5 days per week by end of August 

• Begin UHND roll out in the Autumn 

• Reduce time taken between death and scrutiny/MCCD by 50%; aim to achieve this by; 

1. Increasing the number of scrutiny sessions with improved staffing 
2. Support from clinical colleagues by identifying designated person to liaise with 

ME in the morning huddle 
3. Participating in junior doctor induction  

 
 It is anticipated that ME scrutiny of deaths will become statutory in Spring 2022.  With 

this development an electronic form of MCCD will be introduced and Registrars will 
not accept the MCCD without the electronic signature of both the QAP and an ME.  
This will include deaths referred to coroner and certificate 100A issued. 
 

 

Community 

We have been advised by NHSE/I that Medical examiner offices should be putting measures 

in place to extend medical examiner scrutiny of deaths (QAP MCCD and Coronial Form 

100A) across all non-acute sectors as early as possible in 2021/22, so that all deaths are 

scrutinised by the end of March 2022. This will be a significant undertaking from the Medical 

Examiner Team perspective. The ONS data from 2019 (pre-pandemic) showed a total of 

6862 deaths in the County Durham and Darlington catchment area rising to 8048 in 2020. To 

achieve this it is essential to have both an increase in staffing of the ME service but also the 

infrastructure to support this. 

 

Challenges 

 

There is currently no space available for the Medical Examiner Service at University Hospital 

of North Durham.  As such expanding to this site will be very difficult to undertake, and will 

not provide the quality of service we wish to provide.  It will not be possible to expand further, 
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into the community without dedicated space. We are working with colleagues to progress this, 

but need to highlight this risk.  
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Noel Scanlon,   1 | P a g e  
Executive Director of Nursing  
 

Trust Board – July 28th, 2021 

Item 8 – Patient Safety & Experience Report 

Open Session 
 Private & Confidential Session  

Author Tom Jacques, Lead IP&C Nurse, Lisa Ward, Jason Cram, Associate Directors of Nursing, Kathryn Burn, 
Deputy 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 

Each month the IPC team is focusing on an IPC related issue in clinical practice. In June, the 
focus was on Urinary catheter awareness. 

13 

Hand hygiene compliance > 93% and improving in all areas 16 

PPE compliance 100% in all bar 4 areas where further feedback and training offered  16-18 

 Never event and Serious incident benchmarking reveal a positive and improved position 
over time and with comparable with other English NHS Trusts. 

23, Appx 
4 &5 

 Like for like Complaints rates fell in June cf. 2020. PALS interventions are increasing. 24-30 

 Volunteers have been reintroduced in Hospital radio, Macmillan information and Out 
patients though progress is hampered by lack of face to face training 

38 

 Patient experience have assisted with design of patient experience feedback surveys for 
induction of labour, equality & diversity pathology tests and post discharge 

38-39 

Key issues and actions 
within  
this report  
 

Issues and actions  Page 

C. Diff. case rate above trajectory.  6 

Case 2 MRSA Bacteraemia review agreed most likely source of infection was from 
untreated toe wound. 

7 

Covid 19 cases rising and escalation measures invoked. Visiting has been restricted since 
July 5th. Social distancing and face masks retained >July 19th .  

9-10 

Legionella continued non-satisfactory levels of Legionella species (including a limited 
number of samples of L. pneumophila) across numerous water outlets on the Darlington 
Memorial Hospital site. Reactive press release issued July 20th. Costs and benefits alongside 
an update on taking this issue forward are included in the report. 

10-13 

 Serious incidents reported this month include a pressure ulcer, five patient falls, two 
premature infants, a pre hospital misdiagnosis and an unexpected death. The retention of 
foreign object incident has been Never event delisted by MHRA as an undetectable 
equipment fault. 

19-22 
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Trust Board: Patient safety & Patient experience report  July 28, 2021   

 
Noel Scanlon,   2 | P a g e  
Executive Director of Nursing  

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  

Covid-19 rates are high and rising creating unplanned capacity and staffing pressures. Ongoing issues 
with Legionella in DMH have escalated into the public relations and reputational domain. MRSA & C 
Diff rates are above tolerance.  

Action / decision 
required from the 
Board 

To receive the report, note the risks identified and debate any matters for the Executive to respond to  

Contents 
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1. 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 

 Review of increased levels of Legionella in DMH water supply 

 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. 

NHS National Patient Strategy 2021 

High level update on progress towards implementation of the new National Strategy. 

Patient Experience Measures 

Information pertaining to patient experience measures, including complaints, compliments and 
PALS 

Reports 

This report also contains commentary on:  

 Never event benchmarking CDDFT v. NE region and all NHS England trusts 2020/21 

 Serious incident comparisons CDDFT 2019/20 and 2020/21 

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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2. HEALTHCARE ASSOCIATED INFECTIONS REPORT 

Summary 

The ‘roadmap’ out of England’s national lockdown was announced in February 2021 and set 
out a ‘4-step’ process that spanned the period from 8 March – 19th July 2021. 

The UK Government have confirmed that, in England, final restrictions will be lifted on the 19th 
July 2021. This will remove restrictions that were enshrined in law such as wearing facemasks 
in public places and limiting the numbers of people that can mix socially.  

It is unknown what the lifting of restrictions will mean to healthcare, but it is likely that 
admissions will continue to rise. It is likely that cases will also be more unwell, requiring critical 
care and the average age of these patients will rise. Rapidly rising community prevalence will 
see more of our staff having to isolate, or be away from work to look after children (circulating 
rates in school age children is rapidly rising causing closures of school bubbles). The lifting of 
isolation restrictions will continue until mid-August. 

Concurrently, the national COVID-19 vaccination programme continued to deliver high levels 
of success across all eligible age groups. The number of people that had received a first dose 
of vaccine by 07 July was 45,514,492 million and second dose was 34,027,302 million. A final 
push to get all adults in England vaccinated by 19th July will be essential to prevent hospital 
admissions. 

The operational pressure has also exponentially increased in the month of June. ED 
attendances reflect those normally seen in the height of winter. A number of reasons have 
been cited for this, but overall there is too much pressure across the health economy, which 
is struggling to cope and this is further pressuring our Emergency Departments. 

The elective surgery programme has continued and gathered paced. More beds have been 
released to cater for the growing demand and extended waiting lists due to the lack of elective 
activity over the previous 15 months. A risk assessment exercise was carried out by the IPC 
team to but these beds back into circulation. Elective cases are now the only cohort of patients 
operating under the Low risk pathway.  

The Trust’s thresholds for Healthcare Associated Infections (HCAI) have not been yet been 
set. The thresholds are expected in Q2 of the financial year from NHSE/I. The IPC team is 
looking forward to tackling our HCAI rates with innovative ideas to drive them down and effect 
real improvements for our patients. 

On the April 1ST  2021, CDDFT E&F team detected non-satisfactory levels of Legionella 
species (including a limited number of samples of L. pneumophila) across numerous water 
outlets on the Darlington Memorial Hospital site. An update and progress report setting out 
the engineering solutions has been included in this paper. 

The chart below gives an overview of all mandated HCAI surveillance from April 2021 to March 
2022. 
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Data up to 30 June 2021 

Clostridium Difficile (CDI) 

CDI objectives for 2021/22 

Acute provider objectives for 2021/22 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  

2021-2022 HOHA COHA 

April 2 2 

May 0 3 

June 1 5 

 
 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 4 3 5          

Cumulative total 4 7 13          

* Data up to 30 June 2021  
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MRSA Bacteraemia 

To date two cases of MRSA Bacteraemia has been reported in 2021/22.  

Case 2 MRSA bacteraemia (ward 34 DMH and WARD 7 BAH).  89 year old gentleman 
admitted to AMU DMH on 14/05/21 later transferred to ward 7 BAH.  Previous MRSA status 
since 2012.  On admission, anaemic and transfused 3 units of blood.  Seen by frailty team 
whilst at DMH and for transfer to ward 7 on 18/05/21.  Patient has dressing to left foot, 
Waterlow1 score was 12, skin intact 

The PIR meeting was held on 17/06/21 issues raised below: 

 MRSA protocol score recorded incorrectly on admission  

 Protocol not followed regarding decolonisation  

 Some gaps in VIP scores 

 Teicoplanin dose reduced too soon 
 
All agreed most likely source of infection was from pre-existing breakdown in the toe which 
was overlooked. Patient had osteomyelitis as bone was protruding through skin. Foot 
remained dry despite this and showed no signs of infection. Not swabbed due to the fact the 
wound was dry.  Consultants had no concerns with technique of cannula insertion. In all 
likelihood the MRSA Bacteraemia could and should have been detected at point of admission 
– thus a pre 48h bacteraemia.  

MSSA Bacteraemia  

 

Data up to 30 June 2021 

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. They are reported through 
the HCAI DCS.  

                                                

1 The Waterlow score (or Waterlow scale) gives an estimated risk for the development of a pressure sore in a given patient. 
The tool was developed in 1985 by clinical nurse teacher Judy Waterlow. 
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Klebsiella  

During Q1 CCDFT reported 29 cases of Klebsiella of which included 8 HOHA. Total HOHA for 
2021/22 = 8 

 

Data up to 30 June 2021 

Pseudomonas 

2021/22 CDDFT has reported 9 cases of pseudomonas which included 2 HOHA  

 

Data up to 30 June 2021 
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SARS-CoV-2 (COVID19) 

Cases of COVID-19 continue to increase since 14 June. 

 

Executive led COVID-19 Review Group 

On 26 June 2020, the Executive led COVID-19 Review group was established to identify and 
track 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. RCA’s will be 
grouped if an outbreak is triggered. 

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. 

As of week commencing 5th July, it has been agreed to increase the frequency of this forum 
to daily. This is due to an increase in the numbers of COVID-19 patients and two outbreaks at 
BAH site.  Patients continue to be monitored daily. 

The ADN for IPC attends the North East North Cumbria ICS 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.  

Outbreaks of COVID-19 (SARS-CoV-2) 

The criteria for an outbreak of COVID-19 is as follows: 
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 “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” 

Since the last report there has been 2 outbreaks identified: 

 BAH ward 7 involving 3 patients 0 staff 

 BAH ward 16. Involving 2 patients 0 staff 

Outbreaks are monitored until there has been 28 days without a new case being identified. 
The outbreaks are reported through the electronic reporting systems to NHSE. After the 28 
day period has elapsed without having another cases associated with an area, the outbreak 
will be closed. 

Non-pharmaceutical control measures  

Owing to the very high levels of Community prevalence and hospital occupancy of circa 50 
Covid-19 patients a decision was taken to suspend Visiting on July 5th. The standing 
exemptions relating to Children, Maternity, End of life and patients with Learning disability, 
Autism and Dementia will once again apply.  

Despite the relaxation of social distancing and face mask wearing across England on July 19th 

the NHS has reminded the public that everyone accessing or visiting healthcare settings must 
continue to wear a medical grade face mask and follow social distancing rules in public spaces 
and lift cars. Public Health England’s infection prevention control guidelines and hospital 
visiting guidance also remain in place for all staff and visitors. Staff, patients and visitors are 
expected to continue to follow social distancing rules when visiting any care setting as well as 
using face coverings, mask and other personal protection equipment. The trust will continue 
to support staff in ensuring that the guidance is followed in all healthcare settings. 
Communications internally, on social media, in the press, TV and radio have reinforced these 
points and placed a continued emphasis on hand hygiene at entrances and throughout our 
sites.  

Legionella at DMH 

Background 

On April 1st 2021, CDDFT E&F team detected non-satisfactory levels of Legionella species 
(including a limited number of samples of L. pneumophila) across numerous water outlets on 
the Darlington Memorial Hospital site. 

As part of a scheme of works to improvement Water regulation and safety management, 
system improvements have been considered by the Water Safety Group (WSG), as chaired 
by DIPC. 

Current measures in place involve chemical quality dosing under the HTM recommendations, 
coupled to extensive testing and sample work together with increased flushing regimes 
throughout the site. The use of safety devices such as Point Of Use filters (POU’s) has been 
implemented following agreement at the WSG. The POU’s have also been checked for 
efficacy within the sampling test regimes. 

A table of costs for these measures is being tracked by the QEF Estates team (Appendix 3). 
This is reported regularly to the WSG and more so now weekly at the extra WSG meetings. 
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In terms of additional controls, to date, the main site water tanks have now been chemically 
dosed 3 times (shock dosing) and in addition a manual routine dosing system is now in place 
for maintenance of daily dosing levels. This manual dosing is now replaced by and automated 
dosing plant (completed 23/6/21) giving a more even and stable control for distribution of the 
diluent levels. 

In general, sample result improvements have been seen from the measures put in place 
(Appendix 2), however important further work is necessary due to the nature of the site issues.  

Due to the nature of these issues it is expected that mitigations will need to be managed over 
a long period of time, a point articulated and endorsed by the Authorising Engineer (Water). 

The planned major capital scheme for replacement of the site main tanks is being progressed 
separately. 

Site Impacts 

Currently the site is managing its water usage against the background issues articulated here. 
This involves review and action for remedial measures across the site on a variety of elements. 
It also involves reporting and discussion to the weekly WSG for progress and input to the 
problems encountered. The WSG membership is expanded and includes both feedback to 
both regional and national teams. 

Some significant site issues remain as a consequence, and as follows: 

6th Floor water pressure loss 

Due to the restricted flow effect from the fitted safety POU’s in place Ward block floors suffer 
from reduced flow to the point that showers are unusable. This is due to the gravity fed system 
design within the original building from construction and affects the higher level floor areas 
predominantly. 

An engineering scheme is now being developed (currently agreed at feasibility and design 
only) to improve the pressure and flow for water usage on the 6th floor. This will lead to improve 
facilities for patients on the 6th floor. 

Details are included below but in brief the scheme will involve re-design and alterations to the 
main water distribution system along with pressure booster pump system to increase pressure 
and flow to the 6th floor water and shower facilities. This will provide a permanent long term 
solution to the pressure issues at the 6th floor location and will render the water systems 
usable for flow and pressure. 

The current expected capital cost is £117k (plus vat) for the work to be completed and to 
timescales, however current financial commitment undertaken to date is only to the 
feasibility/design level. 

To expedite this work, which requires specialist site knowledge, and as quickly as possible, a 
single tender waiver will need to be supported, with the scheme taking circa 8-10 weeks from 
commencement. 

This scheme is supported by the WSG as both a short and longer term solution increasing site 
resilience for the water distribution system to the 6Th floor.  

In terms of patient experience the improvements from this work would be substantial as 
patients are currently having to use shower facilities on adjacent floors (Ward 33 originally). 
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Kemper automated water flushing systems (All levels) 

These units are an ‘end of line’ automated water flushing device installed in modern building 
water systems. They are also supported as an efficient water management system device that 
demonstrates effective and analytical processes in managing legionella. 

These devices are compliant with the water safety regulations and provide controlled 
management of water flushing procedures to the distribution systems. The valves are 
automated to carry out programmed flushing and report back with temperature, duration, flow 
and volume passed. They will replace elements of the current manual interventions and would 
provide an updated water management facility over the longer term as well as the current 
short term flushing need. Tracking and performance of the units is reported via the BMS 
software. The units provide water temperature monitoring which is a critical aspects to water 
safety compliance. 

The current costs to install across the site is £64k (plus vat) for all areas to be covered as 
needed (Appendix 1). The system would demonstrate a pro-active approach to managing the 
water issues to defined criteria and provide significant resilience increase to the site in terms 
of water safety and performance. 

Summary/Recommendations 

Given the advice from the Authorising Engineer (Water) as attached, and the support of the 
WSG, it is recommended that the following work is undertaken in support of the water safety 
management improvements:- 

 Installation of 6th Floor pressure booster system from refined feasibility cost estimates 
(circa £117k+vat) 

 Installation of Kemper Water management controls and protocols as currently quoted 
(£64k+vat) (Appendix 1). 
Note - contractor costs are proving volatile in the current market place and early 
purchase orders are the best means to secure services at quoted costs. 

Level 6 Pressure Solution 

Works have commenced on a 8-10 week scheme with an indicative completion of September 
9th to increase the pressure to water supplies on levels 5 and 6 and thus restore operations to 
the patients showers.  

Darlington Memorial Hospital - Water System Action Log 

Since the initial identification of systemic colonisation of the water distribution system with 
micro-organisms the following key actions have been undertaken 

Three rounds of ‘shock’ dosing with sodium Peroxide, all introduced at the main concrete water 
tank (currently believed to be the most likely source of the contamination). Shock dosing has 
been manually introduced at a level of 70ppm to maintain a safety margin below the 100ppm 
stipulated as the safe level for human exposure/consumption. 

In addition to the three ‘shock’ dosing treatments the water systems within the tower block 
have had daily manual dosing undertaken to a lower concentration level to manage the on-
going micro-organism levels. This has been achieved so far by manual dosing at a 
concentration of approx. 20ppm into the secondary tanks. 
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This dosing has shown to have been effective at reducing microbiological activity levels, 
however in doing so it has led to a dislodging of existing biofilms which are being found at 
some un-filtered outlets or within the strainers of TMV’s. As a result the programme for TMV 
servicing and cleaning has been increased and will need to continue at an increased level for 
the next 12 months at least. 

In addition to the chemical treatment the hot water system has been subject to regular 

pasteurisation, by raising the circulating temperatures to around 70°C over numerous nights 

to minimise disruption and risk to patients. The maintenance team have also increased the 
routine flushing of all outlets and currently have two craftsmen constantly flushing outlets for 
around 8 hours per day. 

Point of use filters have been deployed to all shower outlets throughout the site and water 
outlets within augmented care areas. 

Weekly sampling of water conditions has been undertaken and the results monitored and used 
for trend analysis of efficacy of the management actions undertaken to date. It is intended to 
continue with the sampling programme until such time as the WSG consider the systems are 
back under control. 

Additional supplementary actions. 

An automatic dosing system is currently being installed to replace the manual daily dosing 
system. This will ensure a constant dosing system with a concentration profile calculated and 
monitored to ensure a constant safe dosing level within the tower block cold water systems. 

Due to issues of flow rate and lack of water pressure on the sixth floor due to the deployment 
of the point of use shower filters a design solution has been developed to install a boosted 
cold water supply system to use the existing cold water distribution system but boost the 
pressure to facilitate a functionally suitable water flow and pressure for the showers to be used 
by patients. 

The installation of automatic flushing valves controlled via programmable time and 
temperature controls has been developed to reduce the current need for manual flushing 
throughout the site. This will involve the deployment of around twenty units at strategic points 
to ensure good water circulation and maintain cold water temperatures at a level to prevent 
microbiological proliferation. 

Ultimately the replacement of the main incoming water storage tanks with a new water 
treatment system for the existing borehole water service is believed to be the optimal solution 
to the current situation, however this is likely to take around six months to 
procure/install/commission and will need a further six to twelve months to fully stabilise and 
bring the water systems back under full control. 

A reactive press statement was issued on July 19th in response to a press and MP inquiry. 
This was explicit about rising legionella counts and has created anxiety amongst women 
planning to deliver in Darlington memorial notably elective Caesarean section cases. The 
Midwifery service is counselling women accordingly and reinforcing remedial staffing 
measures to assist women with their hygiene needs.  

IPC ‘Topic of the Month’ 

Each month the IPC team is focusing on a subject that makes a real difference to IPC related 
issues in clinical practice. In June, the focus was on catheter awareness. 
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June 2021 Catheter Awareness Event 

Catheter associated urinary tract infections (CAUTI) have a significant associated costs due 
to additional bed days and treatment. The estimated cost the NHS is up to £99m p.a., or 
£1,968 per episode. Nearly one third of urinary catheter-days are inappropriate in medical and 
surgical inpatients with 26% of catheters inserted in Accident and Emergency having no 
appropriate indication. 

Based on our latest Catheter Point Prevalence Survey we had a total of 11 patients being 
treated with a CAUTI between March-April. Based on the results above the Trust spent 
approximately £21,648 on the treatment of these CAUTI’s. Accounting for inflation since 2012 
(when the figure was calculated) the figure could be revised to £27,624 for the treatment of 
these 11 patients.  

If we replicated this data across the year for 12 months with an average of 11 patients per 
month receiving active treatment for a CAUTI the estimated cost to CDDFT would be 
£331,488. It is prudent to mention that this figure does not cover the cost of those who are 
admitted with a Urinary Tract Infection post removal of a catheter which our surveillance did 
not focus on.  

The figures above also don’t cover the cost of the A&E attendance per episode and as such 
the likely figure is much higher than the estimation above. The cost associated with Accident 
and Emergency attendance alone is estimated to cost the NHS £432 million per year, 
averaging 2.1 million per CCG.  

During June 2021 The Infection Prevention & Control (IPC) Team carried out some targeted 
awareness of the use of Urinary Catheters with our acute sites. The IPC team spent time with 
all wards across CDDFT to raise awareness of the implications of inserting a Urinary Catheter. 
This included focusing on 6 areas:  

 Reason for insertion – The most recent prevalence survey highlighted to us that 71% 
of all Catheter Urinary Pathways did not have a documented reason for urinary 
insertion  

 Is the Catheter free of obstruction – blocked or tangled catheters can lead to 
backflow of urine into the catheter making it more likely to bacteriuria to grow within 
the bladder  

 Urine collection Bag below the bladder – Catheter use gravity to drain urine into a 
urine collection bag. When the urine collection bag is higher than the bladder this leads 
to backflow and stagnation of urine in the tubing, which increases the chances of 
bacteria growing in the bladder 

 Appropriate use of urine collection bag – Appropriate use of night bags (large 2L 
bags). Night bags should only be used in while the patient is sleeping or if the patient 
is bedbound and not able to freely move. The Trust promotes the use of leg urine 
collection bags. This is more discrete for the patient and easier for them to mobilise.   

 Urine collection bag off the floor – collection bags which are hanging or placed on 
the floor are likely to attract bacteria from the floor into the ‘tap’ of the collection bag, 
causing a build-up of bacteria in the bag which can travel up the urethral tubing.  

 Daily checks are completed – Daily checks was highlighted as a concern in our 2021 
point prevalence survey, as many patients did not have their catheter checked regular 
by a healthcare professional for issues. 

To monitor the success of the Urinary Catheter Awareness Month, CDDFT’s Surveillance 
nurse created a ‘randomized catheter compliance audit’ (Appendix 1). This audit allowed us 
to gather data on some of our catheters throughout the Month. This also allowed us to increase 
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our interaction with ward staff and provide ‘on the spot’ education. The results are shown 
below.   

The above data shows that by frequently engaging with our colleagues on a regular basis 
about catheter care and the awareness of catheter, we were able to increase our results 
positively. This identifies that there is a clear need to continue to promote urinary catheter 
awareness across CDDFT to improve patient’s experiences and outcomes.  

Reason for Urinary Catheter insertion (HOUDINI) documented on pathway 

 Yes No (%) Difference % change (month/month) 

May 18 22 20.0% no comparitable data 

Jun 68 52 26.6% 33.0% 

Jul     
Aug     
Sep     

 

Tubing free of obstruction? (no loops in the tubing or knots) 

  Yes No (%) Difference % change (month/month) 

May 37 3 170.0% no comparable data 

Jun 117 3 190.0% 11.8% 

Jul         

Aug         

Sep         

 
Urine Collection bag below bladder? 

 
  Yes No (%) Difference % change (month/month) 

May 36 4 160.0% no comparable data 

Jun 117 3 190.0% 18.8% 

Jul         

Aug         

Sep         

Oct         

 

 

Appropriate urinary collection bag choice? 

  Yes No (%) Difference % change (month/month) 

May 36 4 160.0% no comparable data 

Jun 118 2 193.3% 20.8% 

Jul         

Aug         

Sep         

Oct         
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Hand Hygiene Compliance  

The results below reflect quarterly observational hand hygiene audits conducted by Care 
Groups throughout 2021.  This report represents a snapshot of events during a 20 minute 
observational period of compliance with the WHO’s ‘5 Moments for Hand Hygiene.’  

Opportunities are recorded and compliance measured against these opportunities. 

Care group Q1 
2021/22 

Q2  
2021/22 

Q3  
2021/22 

Q4  
2021/22 

Integrated Medical Specialties  ↑96%    

Family Health ↕93%    

Community Services  ↑100%    

Surgery ↑98%    

 
PPE 

Ongoing Trust-wide PPE compliance audits involve a 20-minute observational period, 
focussing on the correct technique for donning and doffing and also the appropriate use of 
PPE including the decontaminating of hands at the correct time. 

PPE compliance rates have fallen significantly since the introduction of universal eye 
protection. This has proven to be extremely unpopular with staff as the numerous issue such 
as headaches, fogging, and heat have all meant that compliance has been challenging. The 
introduction of better products has helped with this. It is likely that the need for eye protection 
in every clinical area will be de-escalated in line with PHE guidance as the risk from COVID-
19 subsides. 

 

                                                            Is the urinary collection bag located off the floor? 

  Yes No (%) Difference % change (month/month) 

May 31 9 110.0% no comparable data 

Jun 107 13 156.6% 42.4% 

Jul         

Aug         

Sep         

Oct         

 

Have Daily checks been completed in the pathway? 

  Yes No (%) Difference % change (month/month) 

May 18 22 20.0% no comparable data 

Jun 73 47 43.3% 116.5% 

Jul         
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2021 PPE compliance is broken down into weekly audits for those that have failed to achieve 
the required standards.  

BAH 

Wards Apr % May % June % 

B2 CLOSED CLOSED CLOSED 

B3/4 100 89 86 97 

B6 90 CLOSED CLOSED 

B7 81 84 93 100 

B10 CLOSED 100 100 

B16 95 91 100 

B17 CLOSED CLOSED CLOSED 

B18 100 100  

Community Hospitals 

Community Wards Apr%   

WCH 94 100 100 96 

RCH 100 100 100 

SCH 87 100 100 

SBH 89 100 100 

CLS 100 100 100 

UHND 

Wards Apr % May % June % 

1 100 91 100 

2 89  93 97 

3 83 87 75 100 100 

4 88 88 81 100 

5 92 76 100 100 

6 100 90 100 

Treetops 83 71 91 89 100 

8 and 10 74 95 100 100 

9 93 100 100 

11 100 91 100 
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12 95 97   90 95 

ITU 92 89 100 

15 93 100 97 

16/SAU 86 81 100 94 

17 93 100 82 100 

A/E 100 95 100 

NNU  100  

DMH 

Wards Apr % May % June % 

D31 93 96 100 

DAMU 90 94 97 

DITU 77 95 75 100 

D21 89  100 87 

DAE non resp  100 95 

DAE resp  100 74 

D61/labour 96 93 100 

41 88 86 100 100 

62 100 100 84 

43 94 93 85 97 

44 91 94 100 

52 90 97 86 

51 100 90 100 

SCBU 100 100 100 

32 100 98 95 

ARU  94 In with 43 

11 100 100 100 

14 100 100 100 

33 Closed 100 Closed 

42 100 100 100 

 
Colour key  

 90-100% 

 80 - 89% 

 79% and below 
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3. 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 May and June 2021. 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  

2021/10056 - Patient Fall 

An 87 year old patient suffered an unwitnessed fall on the ward. The nurse was outside the 
bay and heard a loud noise. On entering the bay the patient was on the floor beside their bed. 
The patient was not complaining of any pain and was able to return to their bed with 
assistance. The patient stated they was trying to get back into bed from the chair and slipped. 

On initial examination it was noted that the injuries included a laceration to the right arm and 
also a previous head wound had re-opened. The patient was examined by the Doctor and 
found to be alert with a Glasgow Coma Scale (GCS) of 15/15 and a National Early Warning 
Score (NEWS) of 0. A CT scan was ordered. Later in the day the patient appeared 
disorientated and their GCS was recorded as 14/15. A CT scan was performed and confirmed 
an acute traumatic intracranial haemorrhage with features of early mass-effect. Urgent 
neurosurgical referral was recommended and performed. Speciality advice was to give 
medical management locally. 

Following the incident the patient appeared to be improving and a transfer to a rehabilitation 
bed was planned, however their condition deteriorated and they subsequently died. The 
review is underway 

2021/10265 - Retained foreign object post operation – not a Never event 

The patient was admitted to hospital where investigations revealed an acute ulcerative colitis 
flare. They were treated with intravenous steroids and parenteral nutrition. It was discussed 
that he would benefit from a total colectomy, however, the patient required further medical 
optimisation. The planned surgical procedure was a laparoscopic total colectomy. Eleven days 
post operatively, the patient became unwell with hypotension and tachycardia. A CT and 
ascetic tap were performed and a diagnosis of Spontaneous Bacterial Peritonitis was made. 
Due to having undergone recent surgery, a decision was made to plan a diagnostic 
laparoscopy. During the surgical procedure, there was an incidental finding of a small plastic 
inner valve lying within the pelvis. There was no associated inflammatory reaction to this, but 
it was thought to be retained from the previous surgery. 

The small plastic inner valve was removed laparoscopically during the surgical procedure and 
handed to the theatre team. It was not immediately apparent what the item was, so the theatre 
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team looked at the equipment used within the original surgery and deduced that the foreign 
body was a plastic seal that was from a laparoscopic port. The seal allows instruments to go 
through the port, but also stops the gas from being inadvertently released from the abdomen. 
The laparoscopic port is a sealed unit, the seal is within the port and so does not form part of 
a count.  

This incident is thought to have been the result of a faulty device; the device has been reported 
to The Medicines and Healthcare Products Regulatory Agency (MHRA) and the outcome is 
awaited. The batch of devices has been quarantined until the outcome of the investigation is 
known. Consequently, this incident has been Never event delisted by MHRA as an 
undetectable equipment fault. 

We are currently awaiting the outcome of the MHRA investigation and a Root Cause Analysis 
(RCA) has been completed and is progressing through the approval process. 

2021/10374 - Patient Fall 

A 71 year old patient suffered a witnessed fall on the ward. The patient had been taken to the 
toilet by the nurse and then escorted back to her bed. The patient sat on the bed but then 
stood up again and fell onto the floor. The nurse was still in the bay and witnessed the fall but 
was unable to prevent it. She immediately attended to the patient, and requested assistance 
as the patient was complaining of hip pain. On initial examination it was noted that the patient 
had severe pain in the right hip. An x-ray of the right femur and knee was recommended and 
confirmed a right hip fracture.  

Following the incident the patient underwent surgery and post op was transferred to the 
orthopaedic ward where they are recovering well. The review is underway. 

2021/10494 - Transfer out to a tertiary centre for active cooling 

The patient is parity 1, 36+3 weeks gestation and was booked for an elective caesarean 
section on due to medical reasons following antenatal counselling. She was admitted to 
Pregnancy Assessment Unit on the morning following spontaneous rupture of membranes at 
home at 6:50am. The baby was known to be breech presentation and this was confirmed by 
ultrasound scan on arrival. The presence of blood stained liquor and non-engagement of the 
presenting part, giving significant risk of cord prolapse were discussed with the patient. She 
was consented for caesarean section (CS), however, following discussion of the options 
available it was decided that in view of the fact that labour had not ensued, this procedure 
would be delayed to allow steroids to be administered with the aim of maturation of the fetal 
lungs. Fetal wellbeing was monitored via CTG on 3 occasions throughout the day, prior to 
labour and gave no cause for concern. That evening the patient showed signs of the onset of 
labour, this was closely monitored and escalated to medical staff at 20:00 when a decision 
was made to prepare the patient for CS3. Once in theatre the urge to push was felt and vaginal 
examination confirmed full dilatation. The option of a vaginal birth was then discussed and 
accepted by the patient. Delivery was straight forward initially with delivery of feet and buttocks 
occurring spontaneously.  

The baby was born in poor condition, and required prolonged resuscitation. Following transfer 
to the neonatal unit it was felt that the baby had met the criteria for cooling and transfer was 
arranged. 

The baby is currently undergoing 72hours of cooling at a tertiary centre, An MRI scan will 
confirm the outcome for the baby. 
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Trust RCA will be completed as the case not meet Each Baby Counts criteria (based on 
gestational age) and therefore will not be referred to HSIB (Healthcare Safety Investigation 
Branch).  

2021/10918 - Transfer out to a tertiary centre for active cooling  

The patient is a para 1, 40 weeks gestation, admitted for Mechanical Induction of labour due 
reduced growth velocity. Spontaneous labour occurred overnight following balloon catheter 
insertion. Due to lack of progress following onset of labour an Artificial Rupture of Membranes 
(ARM) to forewaters was performed and syntocinon infusion commenced. Approximately one 
hour later bradycardia occurred which did not recover despite conservative measures and the 
cessation of the syntocinon infusion. Baby delivered via class one caesarean section in poor 
condition at birth requiring prolonged resuscitation. The baby was transferred to Neonatal Unit 
(NNU) for Continuous Positive Airway Pressure Therapy (CPAP) where it was felt that they 
met the criteria for cooling. Following discussion with the transfer team the baby was 
transferred out to a tertiary unit for active cooling. 

The baby underwent 72 hours of cooling at a tertiary centre and is awaiting MRI results.  

As this case meets the Each Baby Counts criteria it has been reported to HSIB and they have 
confirmed that they will be reviewing this case.   

2021/11089 - Pre hospital misdiagnosis 

12 year old patient presented to the department following an accidental shooting. Helicopter 
Emergency Medical Services (HEMS) had been present and assessed the patient and 
performed an ultra sound scan of the thorax at the scene. The patient was deemed to have 
no foreign body within the chest cavity and was transferred to the Emergency Department 
accompanied by the HEMS team. The patient walked into the department. Handover from the 
crew advised that there was no evidence of a foreign body being present and it was believed 
that the bullet had hit the sternum and not penetrated the chest. 

Initial assessment undertaken and the patient attended x-ray approximately 30 minutes later. 
The x-ray identified a foreign body consistent with a pellet and a CT scan was obtained and 
trauma call was generated after the CT scan. A chest drain was inserted due to haemothorax 
and the patient was transferred to the Trauma Centre. 

A discussion with team has taken place regarding escalation of major trauma presenting to 
the department. An investigation is underway. 

2021/11159 - Unexpected Death 

The patient admitted to hospital following a respiratory arrest at home, the patient was known 
to have motor neurone disease and required non-invasive ventilation 24 hours per day. The 
patient had a Do Not Attempt Resuscitation order in place and had been stable and was 
improving. There was a sudden deterioration at 18:45 where the patient was found with 
oxygen saturation levels of 30%. A Medical Emergency Team call was placed, despite 
intervention the patient sadly died. 

Alarm reports will be reviewed from the non-invasive ventilator that was used for the patient. 
The central monitor observation and alarm reports are no longer available to extract. The 
patient’s observations will be reviewed in Nervecentre this will be pulled together into a 
timeline of events.  
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Additional regular safety check documentation put in place for non-invasive ventilator alarms 
and central monitor alarms. An investigation is underway 

2021/12713 - Patient Fall 

Unwitnessed fall on the ward, staff attended and the patient was lying on the floor; urgent 
medical attendance was requested. Observations performed and the GCS score was 
documented as being within normal range. An immediate top to toe assessment was carried 
out prior to the patient being moved by the Advanced Nurse Practitioner whilst patient 
remained on the floor.  As there was suspicion of a hip fracture then an urgent call for medical 
assistance was requested.  

A 999 call was initiated and a transfer request to an acute site with a plan to arrange a CT 
Head and left hip x-ray image. The Emergency Department were contacted to advise of the 
patient’s arrival and brief description of the injury/ incident.  

The falls management policy was used appropriately, post falls checklist was followed 
although the nursing team did not update the post fall assessment (risk assessment, moving 
and handling and bed rail assessment not completed) as the patient was transferred off site 
as an emergency transfer.  

At the time of the fall the patient had a nurse call bell within reach, the patient had non-slip 
socks on and a walking frame would have been accessible if they were attempting to get out 
of bed. The patient did have an up to date falls risk assessment which included moving and 
handling assessment and bed rail assessment prior to the fall.  

2021/13624 - Patient Fall 

The patient was receiving one to one care and a Deprivation of Liberty Safeguard (DoLS) was 
in place.  Their GCS was 14/15, and the patient was nursed in a side room due to CPE risk. 
The patient was continually trying to stand, urinating on the floor and all over room, a staff 
member moved to the door area to change personal protective equipment (PPE) for further 
clean PPE when the patient got out of bed and fell on their right side hitting their head on the 
floor.  Another staff member was also putting PPE on in the entrance to the room; both staff 
members were unable to get to the patient before they fell. 

Urgent transfer to an acute site was arranged, however, patient subsequently deteriorated and 
following a discussion with the on call consultant the decision was taken not to transfer them.  

2021/13714 - Patient Fall 

The patient suffered an unwitnessed fall on the ward. The patient was sitting in her chair by 
their bed whilst being assisted with hygiene needs. The Health Care Assistant left to get a 
clean nightdress and on her return found the patient on the floor. There were no obvious 
injuries. The patient was reviewed by the doctor and a CT head scan was ordered due to the 
fall being unwitnessed. Neurological observations were commenced (GCS 15/15) and family 
were informed.  The CT scan showed two new indeterminate high attenuation foci – in the left 
thalamus and left cerebellum which could be micro haemorrhages or metastases. It was 
advised to request MRI brain scan with contrast. An MRI scan was requested but deemed 
appropriate to be performed as an outpatient as the patient remained stable.  A repeat CT 
scan 5 days later showed significant worsening of left-sided cerebellar haemorrhage since 
previous scan. A neurosurgical referral was made and advice was for best medical 
management – not for surgical intervention. 
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Never event benchmarking  

The report comprises a report at Appendix 4 which details the most recent Never event 
benchmarking across England the region by type. This was for the last financial year and 
reveal comparable rates with other trusts and identifies that our two never events in 2020/21 
are two of the four most common reported in England in that period.  

Serious incident comparisons  

The report comprises a report at Appendix 5 which details the most recent Serious incident 
comparisons across the trust over time. This was for the last two full financial years and reveal 
falls, pressure ulcers, diagnostic and treatment delays as the most frequently occurring events. 
This is comparable with other trusts in England. In the last year the report identifies that 
frequency of these most common serious incidents (albeit small numbers) in 2020/21 is falling. 
All other incidents are reducing or static bar Deteriorating patient, Surgery, Media or Accident 
which number 9 in aggregate. All individual events lead to rigorous investigation, learning, 
service improvement and organisational adjustments to infrastructure, staffing or organisation 
of care.  

4. NHS NATIONAL PATIENT SAFETY STRATEGY 2021 – PROGRESS UPDATE 

As described in previous Board papers the new National Patient Safety Strategy, and 
associated guidance, comes into force from April 2022. The Patient Safety Team, in 
collaboration with the Care Groups, have a number of pieces of work underway to ensure that 
the Organisation is progressing towards successful implementation of the strategy.  The points 
below provide high level information relating to the work in progress: 

NHS Learn from Patient Safety Events (LFPSE)  

A new national NHS Learn from Patient Safety Events (LFPSE) service (previously called the 
patient safety incident management system – PSIMS) is in the final stages of development as 
a central service for the recording and analysis of patient safety events that occur in 
healthcare.  Incident management system suppliers are rolling out a programme of upgrades 
to move organisations onto products that will be compatible and compliant with LFPSE, 
supporting two-way communication between local and national systems, and allowing 
automated data sharing.  

CDDFT have contacted our Provider Ulysses, and have requested to pilot the roll out in our 
planned system upgrade in September 2021 

Development of Patient Safety Incident Response Plan (PSIRP) 

The PSIRP sets out how County Durham and Darlington Foundation Trust will seek to learn 
from patient safety incidents reported by staff and patients, their families and carers as part of 
our work to continually improve the quality and safety of the care we provide.  This plan will 
help us measurably improve the efficacy of our local patient safety incident investigations 
(PSIIs) by: 

a. Refocusing PSII towards a systems approach2 and the rigorous identification of 
interconnected causal factors and systems issues 

                                                

2  The approach is broken down into units to make it easier to understand the complexity, interactive nature and 
interdependence of the various external and internal factors. 
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b. Focusing on addressing these causal factors and the use of improvement science3 to 
prevent or continuously and measurably reduce repeat patient safety risks and 
incidents 

c. Transferring the emphasis from the quantity to the quality of PSIIs such that it 
increases our stakeholders’ (notably patients, families, carers and staff) confidence in 
the improvement of patient safety through learning from incidents 

d. Demonstrating the added value from the above approach. 

The initial draft of the PSIRP has been circulated to Care Group and Corporate ADNs for 
comment, and the final version will progress through the appropriate Trust governance 
structures for approval. 

Patient Safety Incident Investigation Pilots 

Two incidents are currently being investigated utilising methodology outlined in the Patient 
Safety Strategy.  Evaluation of this pilot will enable the Patient Safety Team to developing 
processes, templates and tool sets that best meet the needs of our patients and staff. 

Falls Rapid Review Process 

The Falls and Patient Safety Teams are trialling a new rapid review process for falls which 
previously would fallen into the category for a full Serious Incident review process.  This is 
currently being piloted on two cases and the evaluation of this will inform the future process. 

5. PATIENT EXPERIENCE MEASURES 

Complaints and PALS 

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 Q1 
April to June 2021 was 112, with 50 being received during June 2021.  The average complaints 
per month for Q1 is 37, the below chart shows previous charts as a comparison. 

 

                                                

3  “Improvement science is about finding out how to improve and make changes in the most effective way. It is about 
systematically examining the methods and factors that best work to facilitate quality improvement.” Health Foundation 

(2011) https://www.health.org.uk/publications/improvement-science. 
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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.   

 

The graph below charts show the formal complaints received by care group during Q1 split by 
month. 

 

We have shown above the total number of complaints each care group has received and  

below 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.   
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*The chart for CDD services is blank because the number of complaints received was below 
1 and when rounded up, the comparison figure is 0.  The same applies for some months* 

The cumulative complaint rates by care group for the current year are shown in the following 
graph: Below are SPC charts showing the variation in complaints received for each care group. 
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Complaints performance  

There are a number of key performance indicators that are measure within the Patient 
Experience Department, the below table shows the performance for June 2021. 
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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). Please note that figures may 
change from when last reported.   

The graph below outlines how many extensions there have been per care group for June 
2021.  

 

Key Performance indicators for June 2021 

Care Group Acknowledg
ed 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 

Number of 
working days 

to respond 
(average) 

Trust agreed 
standard is 40 

days. 

Longest day 
to respond 

(days) 

Surgery 
 

9/9 - 100% 7/7 – 100% 17/17 – 100% 4 57 CD14974 (106) 

Integrated 
Medical 
Specialties 

24/26 – 92% 26/28 - 93% 16/17 – 94% 2 50 CD14070 (180) 

Clinical 
Specialist 
Services 
 

1/1 -100% 1/1 – 100% 1/1 – 100% 0 34 CD15704 (34) 

Community 
Services 

5/5 – 100% 2/2 – 100% 0 1 20 CD15905 (26) 

Family 
Health 

5/5 – 100% 1/1 – 100% 1/1 – 100% 0 46 CD15461 (46) 

Corporate 
 

2/2 – 100% 0 0 1 N/A N/A 

Trust Total  
46/48 – 96% 

38/40 -95% 35/36 – 97% 8 48 180 
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Thematic Review 

The top three themes overall, for complaints during Q1, quarter 4 amount is shown in brackets 
for comparison: 

 Clinical Treatment – 63 (62) 

 Customer Care (includes Communication) – 27 (44) 

 Attitude of staff – 11 (6) 

 

Below are some graphs to show the categories for each care group which were received 
during Q1 2020.    

 

As the data shows, Customer care (including communication) and Clinical Treatment continue 
to be a theme across all care groups.  

Clinical Treatment breakdown 

During June 2021 there have been 29 cases closed with Clinical Treatment as the primary 
theme. The main themes, within each care group, can be sub categorised as:  
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Integrated Medical Specialities  

Within Integrated Medical Specialties there were 18 cases which were categorised as clinical 
treatment, 18 low and 12 moderate risk rate.   

There was nothing that stood out thematically in relation to ward/departments the formal 
complaints were reported against.   

There were 4 Emergency Department (UHND), 2 General Medicine (DMH), 2 Ward 4 (SBH) 
and 1 each at Urgent Care Centre (DMH), Medical Professionals Gastro (UHND), Ward 6 
Respiratory (UHND), Medical Professionals Respiratory (UHND) Medical Professionals 
Elderly (DMH) Ward 1 Diabetes (UHND) Medical Professionals Neurology (UHND) and Ward 
44 Cardiology (DMH). 

In relation to the sub-category there were 8 (44%) which were attributed to a delay in diagnosis 
and treatment.  Other thematic areas where 3 each (17%) relating to missing diagnosis, 
nursing care and PEAI (Process, examination, assessment of investigation). There were no 
other themes identified. 

Surgery  

Within Surgery there were 6 cases which were categorised as clinical treatment.  There were 
2 for Medical Professionals Orthopaedics DMH and 1 each for Medical Professionals Breast 
Surgery (DMH), Ward 31 Ortho Admissions (DMH), Medical Professionals Colorectal UHND, 
and Endoscopy (UHND)   

In relation to the sub-category there were no other themes identified. 

Family Health  

Within Family Health there were 3 cases, however no themes identified. 

Clinical Specialist Services 

Within Clinical Specialist Services there was 1, however no themes identified. 

Community Services 

There was no data available for Community Services. 

Corporate Services 

There was no data available for Corporate Services.  

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 Q1 was 355 and 110 for June 2021.  
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We have shown above the total number of Informal concerns each care group has received 
and below 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. 
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Below are SPC charts showing the number of PALS (Informal) concerns over the last year.  
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Nb: CDD PALS has seen an increase due to the way the PET team are now recording the 
concerns. Anything other than a request for a complaint form is logged as a concern.  

The top three themes for PALS overall, during Q1 are, previous quarter amount is shown in 
brackets.  

 Appointments – 105 ( 66) 

 Customer Care – 104 (131) 

 Clinical Treatment – 80 (60) 
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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. 

    

   

    

From the data above, Customer Care, Clinical Treatment and Appointments seem to be the 
main issue across the majority of care groups.  

Compliments  

There was a total of 3166 compliments received in Quarter 1 21-22.  The below chart 
compares the number of compliments received per 1,000 patient episodes, per quarter.  
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Please note for Q1 20/21 – 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). 

There is a reduction in the amount of compliments received during Q1 as Chemotherapy Unit 
Shotley Bridge had not provided their compliments for June 2021 at the time of producing this 
report. 

Parliamentary and Health Service Ombudsman (PHSO): Q1  

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. 

Year Upheld Part upheld Not upheld Not investigated 

   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 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 

   Q3 20-21 0 0 0 0 

   Q4 20-21 0 0 0 0 

   Q1 21-22 0 0 2 0 
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Friends and Family (FFT) Update – Q1       

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.  

The number of surveys received per month is identified in the table below, the number in 
brackets represents the electronic responses.  

Month  19-20 20-21 20-22 

April 5452 214 362 (53) 

May 4385 255 291 (66) 

June 5062 384 622 (66) 

July 5899 600   

August 4893 637   

September 3821 455 (122)   

October 6049 548 (95)    

November 4069 393 (134)    

December 4798 336 (134)    

January 4282 167 (70)     

February 4235 270 (50)   

March 3732 346 (56)   
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Numbers for November and December have significantly decreased however, we are now in 
the third wave of COVID-19.  Data will be submitted to NHS England as planned at the end of 
January 2021. Although, they have suspended the staff FFT, the patient FFT is continuing at 
present.   

Patient Experience Update   

The below is an update on the service improvement work currently being undertaken in Patient 
Experience. 

NHS Complaints Standards 

Work continues with the complaints standard framework pilot, collaborative work with the care 
groups has been undertaken and a self-assessment has been carried out to identify gaps in 
our current processes and work needed to make improvements.  A further meeting will be held 
with care groups at the end of July 2021 and a further follow-up meeting with the PHSO on 
6th August 2021 to discuss the implementation. 

#callme for quality care and patient experience 

It has been agreed that we can add this patient experience initiative within the EPR Project 
work which is currently underway.  Further updates will be provided as work progresses. 

Patient Property Task and Finish Group 

A request was made within the week ahead bulletin for representatives from numerous 
department and one person from each ward to volunteer to be part of this task and finish 
group.   

Whilst we have representatives from Mortuary, Security, Portering and one ward the uptake 
for volunteers has been slow.  A further plea was made at the recent Patient Experience Forum 
to ensure we have adequate people to be able to review and improve the patient property 

Ite
m

 8
 -

 P
at

ie
nt

 S
af

et
y

E
xp

er
ie

nc
e 

R
ep

or
t #

2

Page 173 of 252



Trust Board: Patient safety & Patient experience report  July 28, 2021   

 
Noel Scanlon,   38 | P a g e  
Executive Director of Nursing  

process and update the policy.  Further updates will be provided once we have held the 
meetings. 

Volunteer Update  

Work has begun to initiate the return of the CDDFT volunteers.  At present we are only working 
with non-ward based volunteers and ensuring their training is 100% compliant and an 
adequate risk assessment is carried out prior to return.   

To date we have fully trained a risk assessed a large number of volunteers from Hospital Radio 
at University Hospital of North Durham, Macmillan Information Centres and Out-patients.  The 
lack of face to face training has had a big impact on how easily the volunteers have been able 
to carry out their core training. 

A review is also being carried out in relation to future recruitment of volunteers.  Job profiles 
and the recruitment process are being reviewed and refreshed.  There is also discussions 
around ensuring that applications are done through NHS jobs to streamline the process.  
Consideration is being given to options around talent management volunteers alongside the 
current volunteers we have at CDDFT. 

Preliminary discussions with The Anne Robson Trust have taken place in relation to the 
‘butterfly volunteers’.  The Trust offer a free service to assist with recruitment, training and 
support in NHS Trusts.   The ‘butterfly volunteers’ are specially trained to be with palliative 
patients at the end of their lives when there are no family or friends.  Future updates will be 
provided once we have met with the Liz Pryor from The Anne Robson Trust. 

Patient and Public Involvement 

During Q1 there has been some progress with Patient and Public Involvement work, this has 
been delayed due to the pandemic.  There are a number of projects that are in progress or 
the planning stages and more details are shown below. 

Induction of Labour Survey (Family Health) 

The Patient Experience Team have worked with the Maternity Team to assist pulling together 
a questionnaire to collect patient feedback in relation to the experience pregnant patients have 
when the have their labour induced.  This will be carried out monthly and will drive service 
improvement.   

Equality Diversity and Inclusion. 

The Patient Experience Team have carried out some work with Pat Winter to pull together a 
patient experience questionnaire aimed at capturing the experience of our patients who have 
protected characteristics.   

The questionnaire is now built in draft with SNAP and will be available online shortly.  There 
will also be posters to promote it with a QR code for ease of completion. 

Post discharge Survey - Ward 18 Bishop Auckland Hospital 

The Patient Experience Team have worked with the Ward 18 Sister to assist them in pulling 
together a questionnaire to assist with patient feedback after the have had elective surgery.  
This will be carried out weekly and will drive service improvement where needed.  It is currently 
on paper but we have plans to move this to a web based questionnaire in the near future. 
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Community Physiotherapy Survey 

The Patient Experience Team have worked with the Community Physiotherapy Team to assist 
them in pulling together a questionnaire to assist with patient feedback.  This will be carried 
out weekly and will drive service improvement.  It is currently being collated on paper but we 
have plans to move this to a web based questionnaire in the near future to make it more 
accessible.  The results from the questionnaires and service improvement identified will be 
included with future reports. 

Pathology Sample Survey 

A preliminary meeting has taken place with Pathology to discuss the options to assist them 
with an in-patient experience survey in relation to the Pathology sampling process.  We have 
identified options and these will be discussed internally with the Pathology Team and they will 
approach the Patient Experience Team once they have made a decision. 

Ite
m

 8
 -

 P
at

ie
nt

 S
af

et
y

E
xp

er
ie

nc
e 

R
ep

or
t #

2

Page 175 of 252



Quantity Unit cost Total

Dual Pro Flush Box + DN50 temp probes + Shells for probes 

and fittings 20 1724.03 34480.6

The Master Box Fig 686 02 008 - £717.48 1 717.48 717.48

Modbus license - £732.41 is required when you want to link 

all the flushing units back to the BMS control 1 732.41 732.41

Cable 1000 2.5 2500

BMS Graphic design + Set Up 2 500 1000

Fire stopping 1 1000 1000

Electrical works 20 500 10000

Mechanical Works 20 500 10000

Contingency 1 5.00% 3021

Total Project costs 63451.49

Ongoing Recurring Revenue Costs 1600

Notes

1

Kemper Flushing systems

5% price increase on Kemper products that comes in to play from the 1st of July.
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Kemper Flushing systems

5% price increase on Kemper products that comes in to play from the 1st of July.
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item 12b Appx 2 Water Safety Montrg Rept Estates DMH 130721 Line Chart

0

1000

2000

3000

4000

5000

6000

7000

8000

9000

10000

C
FU

's
 /

 L
it

re

Test Result Trend Per Outlet

Renal.WHB.01.Post Cold

Renal.WHB.08.Post Cold

Renal.WHB.15.Post Cold

Renal.WHB.17.Post Cold

Haem42.WHB.01.Post Cold

Haem42.WHB.08.Post Cold

Haem42.SWR.01.Post Cold

Haem42.SWR.03.Post Cold

Haem42.SWR.04.Post Cold

Haem42.WHB.16.Post Cold

4FL.WHB.08.Post Cold

4FL.WHB.15.Post Cold

4FL.SWR.15.Post Cold

ITU1.WHB.9.Post Cold

ITU1.WHB.17.Post Cold

ITU2.WHB.01.Post Cold

ITU2.WHB.04.Post Cold

SCBU.WHB.01.Post Cold

SCBU.WHB.08.Post Cold

6FL.SWR.1.Post Cold

ESTOFF.WHB.01.Post Cold

CA.WHB.01.Post Cold

CA.SWR.01.Post Cold
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item 12b Appx 2 Water Safety Montrg Rept Estates DMH 130721 System Dosing 

Tank 1 Date Time Tank 2 Date Time Tank 1 Date Time Renal DH TC MC Cardio DH TC MC Physio DH TC MC Estates DH TC MC wrd 63 DH TC MC WomanCentreDH TC MC

70ppm 29/04/2021 20:00pm 70ppm 29/04/2021 20:00pm 10Litres 03/06/2021 13:45pm 25/06/2021 x x x 25/06/2021 x x x 25/06/2021 x x x 25/06/2021 x 0 x 25/06/2021 x x x 25/06/2021 x 0 x

10-30ppm 21/05/2021 14:00pm 10-30ppm 21/05/2021 14:00pm 10Litres 03/06/2021 19:00pm 26/06/2021 30 30 30 26/06/2021 10 10 10 26/06/2021 10 10 20 26/06/2021 0 0 50 26/06/2021 30 10 30 26/06/2021 10 0 20

10-30ppm 24/05/2021 11:00am 10-30ppm 24/05/2021 11:00am 10 litres 04/06/2021 8:30am 27/06/2021 10 50 50 27/06/2021 10 30 50 27/06/2021 10 10 30 27/06/2021 0 0 100 27/06/2021 50 10 10 27/06/2021 10 0 20

10-30ppm 25/05/2021 10:00am 10-30ppm 25/05/2021 10:00am 10litres 08/06/2021 11:00am 30/06/2021 10 30 30 30/06/2021 10 10 10 30/06/2021 10 10 10 30/06/2021 0 0 10 30/06/2021 10 10 10 30/06/2021 10 0 10

10-30ppm 26/05/2021 08:45am 10-30ppm 26/05/2021 08:45am 01/07/2021 10 30 30 01/07/2021 10 30 30 01/07/2021 30 30 30 01/07/2021 0 0 50 01/07/2021 30 30 30 01/07/2021 10 0 20

10-30ppm 27/05/2021 09:30am 10-30ppm 27/05/2021 09:30am 02/07/2021 10 10 30 02/07/2021 10 10 50 02/07/2021 30 30 10 02/07/2021 0 0 15 02/07/2021 30 10 20 02/07/2021 10 0 20

10-30ppm 28/05/2021 09:45am 10-30ppm 28/05/2021 09:45am 05/07/2021 10 10 30 05/07/2021 10 50 10 05/07/2021 10 10 10 05/07/2021 0 0 10 05/07/2021 10 50 50 05/07/2021 10 0 10

10-30ppm 01/06/2021 14:00am 10-30ppm 01/06/2021 14:00am

10-30ppm 02/06/2021 8.45am 10-30ppm 02/06/2021 8.45am

10-30ppm 02/06/2021 15:00pm 10-30ppm 02/06/2021 15:00pm

10-30ppm 03/06/2021 8:30am 10-30ppm 03/06/2021 8:30am

10-30ppm 07/06/2021 10:20am 10-30ppm 07/06/2021 10:20am

10-30ppm 09/06/2021 8:00am 10-30ppm 09/06/2021 8:00am

10-30ppm 11/06/2021 10:30am 10-30ppm 11/06/2021 10:30am

10-30ppm 11/06/2021 15:30pm 10-30ppm 11/06/2021 15:30pm

10-30ppm 15/06/2021 10:25am 10-30ppm 15/06/2021 10:25am

10-30ppm 15/06/2021 15:00am 10-30ppm 15/06/2021 15:00am

10-30ppm 16/06/2021 11:30am 10-30ppm 16/06/2021 11:30am

10-30ppm 16/06/2021 16:15am 10-30ppm 16/06/2021 16:15am

10-30ppm 17/06/2021 14:15am 10-30ppm 17/06/2021 14:15am

10-30ppm 18/06/2021 14:15am 10-30ppm 18/06/2021 14:15am

10-30ppm 21/06/2021 11:45am 10-30ppm 21/06/2021 11:45am

Main 220m
3
 water tanks Towerblock water tanks Main water tanks Auto Dosing System Target Levels 10-50PPM

County Durham and Darlington NHS Foundation Trust Confidential 13/07/2021 Page 4

Ite
m

 8
 A

pp
x 

2 
W

at
er

S
af

et
y 

M
on

tr
g 

R
ep

t

Page 181 of 252



item 12b Appx 2 Water Safety Montrg Rept Estates DMH 130721 Pasterurisation Cycles

Date Time Staff Member

01/06/2021 14:45 J Redhead

03/06.2021 14:30 J Redhead

04/06/2021 10:15 J Redhead

07/06/2021 11:00 J Redhead

08/06/2021 16:00 J Redhead

09/06/2021 10:50 J Redhead

11/06/2021 14:00 J Redhead 

14/06/2021 09:30 J Redhead

15/06/2021 12:30 J redhead

16/06/2021 16:00 Jredhead

17/06/2021 09:40 J redhead

18/06/2021 11:50 J Redhead

21/06/2021 10:30 j Redhead

23/06/2021 11:15 J Redhead

25/06/2021 10:20 J Redhead

28/06/2021 11:25 J Redhead

30/06/2021 14:25 P Jordison

County Durham and Darlington NHS Foundation Trust Confidential 13/07/2021 Page 5
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item 12b Appx 2 Water Safety Montrg Rept Estates DMH 130721 Parts and Labour Costs

Company Purchase Orders Cost Without Vat Cost Date Quantity Date Job no. Cost Tower block Floor Job no. Cost

Hydrochem QEF0004952888 £52 £584.74 04/05/2021 35 £1,278 17/05/2021 - 21/05/2021 627177 £398.11 6th Floor 629054 £851.52

Hydrochem QEF0004952561 £1,500 £840.83 17/05/2021 30 £1,095 5th Floor 629055 £510.52

NIS QEF0004955166 £3,572.42 £260.13 24/05/2021 30 £1,095 21/05/2021 - 23/05/2021 628037 £1,013.09 4th Floor 629056 £925.16

Hydrochem QEF0004934703 £1,701 £1,073.85 31/05/2021 30 £1,095 3rd Floor 629057

Fileder QEF0004937827 £2,412 £119.89 07/06/2021 30 £1,095 24/05/2021 - 31/05/2021 628124 £4,853.06 2nd Floor 629058

Fileder QEF0004954821 £3,345 £117.62 14/06/2021 30 £1,095 1st Floor 629059

Fileder QEF0004955899 £2,232 £125.34 15/06/2021 30 £1,095 31/05/2021 - 06/06/2021 628727 £1,774.36 Ground Floor 629060

Fileder CDD0004964606 £8,712 £48.91 16/06/2021 30 £1,095 Lower Ground Floor 629064

Fileder CDD0004970946 £112.50 £768.47 17/06/2021 30 £1,095 7/06/2021 - 13/06/2021 629400 £1,095.02

Fileder CDD0004983194 £2,592 £11.39 21/06/2021 30 £1,095

Fileder CDD0004996366 £360 £559 28/06/2021 30 £1,095 14/06/2021 - 20/06/2021 629897 £574.55

Fileder CDD0004999239 £360 £218.71 05/07/2021 30 £1,095

Fileder CDD0004996365 £192 12?07/2021 20 £1,095 21/06/2021 - 28/06/2021 630347 £750.98

Fileder CDD0005002658 £9,978 £125.34

Fileder CDD0005003923 £2,847 £53.19 08/06/2021 - 04/07/2021 630860

£48.19

£267.46

£448.63

£39,968 £99.35

Acomb CDD0004993699 £17,004 £88.65

Hydrochem CDD0004977133 £3,995 £40.72

Hydrochem CDD0004977133 £34,655

Crossling As Quoted + Fitting £6,000 £27.14

Kemper Flushing QE Estimated Costs £63,451.49 £926.17

JCP CD005013963 £121,156.81

£246,262

£286,230 £6,853.72 £14,418 £10,459.17 £2,287.20

TMV labour Cost

625386

Legionella Costings

Cost Per Sample £36.52 +Vat Weekly Flushing labour Cost

Labour Job Numbers Sampling Cost

625399

625382

625381

625379

625383

625384

626941

625387

625389

624983

626352

626228

626728

625742

625387

626940

Additional labour costs to be calculated

629042

629073

629523

629994

630317

629530
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item 12b Appx 2 Water Safety Montrg Rept Estates DMH 130721 POU Filters Locations and Dates

Filter Room Date Filter Room Date Filter Room Date Filter Room Date Filter Room Date Filter Room Date Filter Room Date Filter Room Date Filter Room Date Filter Room Date Filter Room

Male Shower R/HMale Change20/05/2021 1 SHOWER 14F103 13/05/2021 1 SHOWER 14F156 14/05/2021 1 WHB Cold Kitchen 14/06/2021 1 WHB Cold Kitchen 14/06/2021 1 WHB Cold Kitchen 14/06/2021 1 SHOWER 14G150 14/05/2021 1 SHOWER 14G069 07/05/2021 1 SHOWER 14E063 06/05/2021 1 SHOWER 14E113 06/05/2021 1 SHOWER Rm 1

Male Shower L/HMale Change20/05/2021 1 SHOWER 14F108 13/05/2021 1 SHOWER 14F164 14/05/2021 1 SHOWER 14G155 14/05/2021 1 SHOWER 14E064 06/05/2021 1 SHOWER 14E119 06/05/2021 1 SHOWER 14D082

SHOWER 14F112 07/05/2021 1 SHOWER 14F161 14/05/2021 1 SHOWER 14G162 14/05/2021 1 SHOWER 14E054 06/05/2021 1 SHOWER 14E108 06/05/2021 1 SHOWER 14D076

Female Shower R/HFemale Change20/05/2021 1 SHOWER Rm 1 07/05/2021 1 SHOWER 14F133 14/05/2021 1 SHOWER 14G160 14/05/2021 1 SHOWER 14E056 06/05/2021 1 SHOWER 14E101 06/05/2021 1 SHOWER 14D069

Female Shower L/HFemale Change20/05/2021 1 SHOWER 14F175 07/05/2021 1 SHOWER 14G172 14/05/2021 1 SHOWER 14E078 06/05/2021 1 SHOWER 14D066

SHOWER 14F135 07/05/2021 1 SHOWER 14G174 14/05/2021 1 WHB Cold Kitchen 02/06/2021 1 SHOWER 14E067 06/05/2021 1 SHOWER 14D064

SHOWER 14E073 06/05/2021 1 SHOWER 14D052

WHB Cold Kitchen 01/07/2021 1 SHOWER 14E085 06/05/2021 1 SHOWER 14D054

WHB Cold Kitchen 02/06/2021 1

WHB Cold Kitchen 02/06/2021 1

WHB Bedroom 2 07/06/2021 1

WHB Bedroom 1 07/06/2021 1 WHB Cold Kitchen 02/06/2021 1 WHB Cold Kitchen 14/06/2021 1 Mixed 14E123 02/07/2021 1 WHB Cold Kitchen

WHB Cold Kitchen 02/06/2021 1 Mixed 14E124 02/07/2021 1

Mixed 14f119 02/07/2021 1 WHB Bedroom 5 07/06/2021 1 Mixed 14E129 02/07/2021 1 Mixed 14D049

Mixed 14f120 02/07/2021 1 WHB Bedroom 2 07/06/2021 1 Mixed 02/07/2021 1 Mixed 14E131 02/07/2021 Mixed 14D051

Mixed Room 7 02/07/2021 1 WHB Bedroom 3 07/06/2021 1 Mixed 02/07/2021 1 Mixed 14D053

Mixed Room8 02/07/2021 1 WHB Bedroom 4 07/06/2021 1 Mixed 02/07/2021 Mixed 14D055

Mixed 02/07/2021 Mixed 14D065

Mixed 14f132 02/07/2021 Mixed 02/07/2021

Mixed 14f134 02/07/2021

Mixed 14f136 02/07/2021

5 11 11 7 2 11 8

WARD 44Theatre Ward 51 WARD 52 WARD 62 WARD 64WARD 53 WARD 53 WARD 61 Ward 41 WARD 34
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item 12b Appx 2 Water Safety Montrg Rept Estates DMH 130721 POU Filters Locations and Dates

Date Filter Room Date Filter Room Date Filter Room Date Filter Room Date Filter Room Date Filter Room Date Filter Room Date Filter Room Date Filter Room Date Filter Sink Date Filter

05/04/2021 1 SHOWER 14D042 02/05/2021 1 SHOWER 14D180 01/05/2021 1 SHOWER 14D134 01/05/2021 1 SHOWER 14C171 01/05/2021 1 SHOWER 14C141 01/05/2021 1 SHOWER 14B042 01/05/2021 1 SHOWER 14B110 01/05/2021 1 SHOWER 14E133 16/04/2021 1 SHOWER 14E023 16/04/2021 1 WHB 04 13/05/2021 1 WHB Cold

05/04/2021 1 SHOWER 14D027 01/05/2021 1 SHOWER 14D150 01/05/2021 1 SHOWER 14D121 01/05/2021 1 SHOWER 14C136 01/05/2021 1 SHOWER 14B044 01/05/2021 1 SHOWER 14B106 01/05/2021 1 SHOWER 14E134 16/04/2021 1 SHOWER 14E019 16/04/2021 1 WHB 05 13/05/2021 1

05/04/2021 1 SHOWER 14D021 01/05/2021 1 SHOWER 14D164 01/05/2021 1 SHOWER 14D117 01/05/2021 1 SHOWER 14C134 01/05/2021 1 SHOWER 14B051 01/05/2021 1 SHOWER 14B100 01/05/2021 1 SHOWER 14E139 16/04/2021 1 SHOWER 14E010 16/04/2021 1 WHB 06 13/05/2021 1

05/04/2021 1 SHOWER 14D019 01/05/2021 1 SHOWER 14D169 01/05/2021 1 SHOWER 14D110 01/05/2021 1 SHOWER 14C129 01/05/2021 1 SHOWER 14B057 01/05/2021 1 SHOWER 14B095 01/05/2021 1 SHOWER 14E153 16/04/2021 1 SHOWER 14E045 16/04/2021 1 WHB 07 13/05/2021 1

05/04/2021 1 SHOWER 14D013 01/05/2021 1 SHIOWER 14D174 01/05/2021 1 SHOWER 14C124 01/05/2021 1 SHOWER 14B062 01/05/2021 1 SHOWER 14B086 01/05/2021 1 SHOWER 14E175 16/04/2021 1 SHOWER 14E028 16/04/2021 1 WHB 09 13/05/2021 1

05/04/2021 1 SHOWER 14D008 01/05/2021 1 SHOWER 14D178 01/05/2021 1 SHOWER 14C119 01/05/2021 1 SHOWER 14B068 01/05/2021 1 SHOWER 14E177 16/04/2021 1 WHB 10 13/05/2021 1

05/04/2021 1 Shower 14D007 04/06/2021 SHOWER 14C115 01/05/2021 1 SHOWER 14B075 01/05/2021 1 WHB 13 13/05/2021 1

05/04/2021 1 WHB 14E132 14/05/2021 1 WHB 16 13/05/2021 1

WHB 14E143 14/05/2021 1 WHB 17 13/05/2021 1

WHB 14E146 14/05/2021 1 WHB 18 13/05/2021 1

WHB 14E135 14/05/2021 1 WHB Cold 14E016 02/06/2021 1 WHB 19 13/05/2021 1

15/06/2021 1 WHB Cold Kitchen 02/06/2021 1 WHB Cold 14E170 02/06/2021 1 WHB Cold Kitchen 17/06/2021 1 WHB Cold Kitchen 17/06/2021 1 WHB Cold Kitchen 17/06/2021 1 WHB 14E132 14/05/2021 1 WHB 20 13/05/2021 1

WHB Cold Kitchen 14/06/2021 1 WHB Cold Kitchen 14/06/2021 1 WHB 14E132 14/05/2021 1 Mixed 14E033 02/07/2021 WHB 21 13/05/2021 1

02/07/2021 1 Mixed 14D033 02/07/2021 1 Mixed 14D143 02/07/2021 1 Mixed 14D127 02/07/2021 1 Mixed 14C150 02/07/2021 1 WHB 14E152 14/05/2021 1 Mixed 14E034 02/07/2021 WHB 22 13/05/2021 1

02/07/2021 1 Mixed 14D032 02/07/2021 1 Mixed 14D157 02/07/2021 1 Mixed 14D128 02/07/2021 1 Mixed 14C152 02/07/2021 1 Mixed 14B109 02/07/2021 1 WHB 14E145 14/05/2021 1 Mixed 14E037 02/07/2021 WHB 23 13/05/2021 1

02/07/2021 1 Mixed 14D037 02/07/2021 1 Mixed 14D158 02/07/2021 1 Mixed 14D133 02/07/2021 1 Mixed 14C154 02/07/2021 1 Mixed 14B111 02/07/2021 1 WHB 14E161 14/05/2021 1 Mixed 14E039 02/07/2021 WHB 24 13/05/2021 1

02/07/2021 1 Mixed 14D039 02/07/2021 1 Mixed 14D135 02/07/2021 1 Mixed 14C133 02/07/2021 1 Mixed 14B117 02/07/2021 1 WHB 14E162 14/05/2021 1 Mixed 14E041 02/07/2021

02/07/2021 1 Mixed 14D043 02/07/2021 1 Mixed 14D137 02/07/2021 1 Mixed 14C135 02/07/2021 1 Mixed 14B119 02/07/2021 1 WHB 14E164 14/05/2021 1 Mixed 14E043 02/07/2021

Mixed 14D139 02/07/2021 1 Mixed 14C140 02/07/2021 1 Mixed 13B120 02/07/2021 1 WHB 14E161 14/05/2021 1

Mixed 14C142 02/07/2021 1 WHB
Treatment 

Room 14/05/2021 1

Mixed 14C144 02/07/2021 1 WHB Cold 14B125 02/06/2021 1

Mixed 14C148 02/07/2021 1 WHB Cold 14E144 02/06/2021 1

WHB Cold 14E158 02/06/2021 1

Mixed 02/07/2021

Mixed 02/07/2021

Mixed 02/07/2021

Mixed 02/07/2021

Mixed 02/07/2021

Mixed 02/07/2021

14 12 10 11 2 17 13 6 21 6 17

ITU2ITU 1WARD 34 WARD 33 WARD 32 WARD 31 WARD 43WARD 22 WARD 21 WARD 14 WARD 11 WARD 42/AIU
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item 12b Appx 2 Water Safety Montrg Rept Estates DMH 130721 POU Filters Locations and Dates

Room Date Filter Room Date Filter Room Date Filter Room Date Filter Room Date Filter Room Date Filter Room Date Filter Room Date Filter Room Date Filter Room Date Filter Room

Kitchen 14/06/2021 1 WHB 14G024 14/05/2021 1 WHB 15A025 13/05/2021 1 WHB Sluice Room 27/05/2021 1 WHB Cold 14A018 02/06/2021 1 WHB Cold Kitchen 02/06/2021 1 SHOWER Male Change 04/06/2021 1 SHOWER Hydrop pool 04/06/2021 1 SHOWER Male Change 04/06/2021 1 WHB Cold Kitchen 14/06/2021 1 WHB Cold Kitchen

WHB 14G025 14/05/2021 1 WHB 15A026 13/05/2021 1 WHB Main Room 27/05/2021 1 SHOWER Female Change 04/06/2021 1 SHOWER Hydrop pool 04/06/2021 1 SHOWER Female Change 04/06/2021 1

WHB 14G023 14/05/2021 1 WHB 15A026 13/05/2021 1 WHB Nurse Station 27/05/2021 1

WHB 14G028 14/05/2021 1 WHB 15A026 13/05/2021 1 WHB Bay 1 27/05/2021 1

WHB 14G029 14/05/2021 1 WHB 15A046 13/05/2021 1 WHB Bay 2 27/05/2021 1

WHB 14G026 14/05/2021 1 WHB 15A045 13/05/2021 1

WHB 14G023 18/05/2021 1 WHB 15A026 13/05/2021 1

WHB 15A024 13/05/2021 1

WHB 15A026 18/05/2021 1

WHB Cold Kitchen 14/06/2021 1 WHB Cold Kitchen 02/07/2021 1

WHB Cold Kitchen 17/06/2021 1

WHB Cold Kitchen 14/06/2021 1 WHB Cold Kitchen 05/07/2021 1

8 10 6 1 1 3 3 2 1

ITU2 Endo PGMECardio Hydro MortuaryWard 63 SCBU Renal Theatre Recovery Pathology OPD
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item 12b Appx 2 Water Safety Montrg Rept Estates DMH 130721 POU Filters Locations and Dates

Date Filter Room Date Filter Room Date Filter Room Date Filter Room Date Filter Room Date Filter Room Date Filter Room Date Filter Room Date Filter Room Date

02/07/2021 1 WHB Cold Kitchen 14/06/2021 1 WHB Cold Kitchen 04/07/2021 1 WHB Cold Kitchen 15/06/2021 1 WHB Cold Kitchen 02/07/2021 1 WHB Cold Kitchen 02/07/2021 1 WHB Cold Kitchen 04/07/2021 1 SWR Filter 14E190 23/06/2021 1 SWR Filter 14F186 23/06/2021 1

1 1 1 1 1 1 1 1 1 228 260

X-Ray 4th floor 5th floorTheatre Recovery C Floor D Floor Womans CentrePGME Pharmacy X-Ray
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item 12b Appx 2 Water Safety Montrg Rept Estates DMH 130721 Beverage Bay Filters

Department Tap Filter Fitted Chiller out of use Notes

Ward 11 yes yes

ITU 1 yes No Chiller

ITU 2 Yes No Chiller

Ward 14 yes No Chiller

Ward 21 Yes Yes

Ward 22 Yes No Chiller

Ward 23 Yes No Chiller ?

Ward 24 Yes Yes

Ward 31 Yes Yes

Ward 32 Yes Yes

Ward 33 Yes Yes

Ward 34 Yes Yes

Ward 41 Yes Yes

Ward 42 Yes No Chiller

Ward 43 Yes Yes

Ward 44 Yes Yes

Ward 51 Yes Yes

Ward 52 Yes Yes

Ward 53 Yes No Chiller

Ward 54 Yes No Chiller

Ward 61 Yes Yes

Ward 62 Yes Yes

Ward 63 Yes No Chiller

Ward 64 Yes Yes

Renal Yes Yes

Theatres Yes Yes

Physio Yes No Chiller

Cardio Yes Yes

Endo Yes Yes

Pathology Yes Yes

PGME Yes Yes ?

Executive corridor Yes Yes

OPD No No Chiller ? 24mm Adapter and filter required

ED1 Yes No

ED2 Yes Yes ? 24mm Adapter and filter required

X-Ray Yes Yes

Womans Centre Yes Yes

Medical Physics Yes Bottle Chiller

C Floor Yes No 

D Floor Yes No

Pharmacy No No ? 18mm Adapter and Filter required

Theatre Recovery Yes

Hydro pool Yes No Chiller

Beverage Bay Tap Filters and water Chillers
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item 12b Appx 2 Water Safety Montrg Rept Estates DMH 130721 Water Chillers

SITE TYPE OF COOLER Serial Number Serviced Repair 

DMH Artic Chill 88 Bench Top REMOVED 01/06/21 REMOVED

1 DMH Artic Chill 88 Bench Top 18020279 03/06/21

2 DMH Artic Chill 88 Bench Top 18020280 03/06/21

3 DMH Artic Chill 88 Bench Top 18020815 01/06/21

4 DMH Artic Chill 88 Bench Top 18020254 01/06/21

5 DMH Artic Chill 88 Bench Top 1840707 01/06/21 JG tap fitted

6 DMH Artic Chill 88 Bench Top 18020289 01/06/21

7 DMH Artic Chill 88 Bench Top 18030411 01/06/21

8 DMH Artic Chill 88 Bench Top AA18020260 03/06/21

9 DMH Artic Chill 88 Bench Top 18030407 01/06/21

10 DMH Artic Chill 88 Bench Top 18030400 01/06/21

11 DMH Artic Chill 88 Free Standing AA17060536 01/06/21

12 DMH Artic Chill 88 Bench Top 16060363 03/06/21

13 DMH Artic Chill 88 Free Standing 16100199 03/06/21

14 DMH Artic Chill 88 Free Standing 16100199 03/06/21

15 DMH Artic Chill 88 Free Standing (No. illegible)-DMH001 03/06/21

16 DMH Artic Chill 88 Free Standing AA08072489 01/06/21 2 elbow joints used

17 DMH Artic Chill 88 Bench Top 18060837 27/05/21 2 elbow joints used

18 DMH Artic Chill 88 Free Standing 16090330 27/05/21

19 DMH Artic Chill 88 Free Standing 16010408 27/05/21 2 elbow joints used- VERY SLOW

20 DMH Artic Chill 88 Free Standing 40739 27/05/21

21 DMH Artic Chill 88 Free Standing 14020764 27/05/21 2 elbow joints used

22 DMH Artic Chill 88 Free Standing 16110819 27/05/21

23 DMH Artic Chill 88 Free Standing 16110805 27/05/21

24 DMH Artic Chill 88 Free Standing 16110796 27/05/21 Leaking from tap
25 DMH Artic Chill 88 Free Standing 17060339 27/05/21 Isolated and Turned Off

DMH Eden Bottle water Removed

DMH Eden bottled water 0310P52867

DMH Eden bottled water 0650P57124

DMH Eden bottled water free standing 1037009068

DMH Eden Oasis bottled water 9726859999

DMH Eden plumbed water cooler 8121012

DMH Eden water cooler 15060934

DMH Free standing Eden bottled cooler in 109843884

DMH  Free standing plumbed (Selsius) AA19030615

DMH Free standing plumbed cooler in AA19030636

DMH Artic Chill 88 AA20010339

DMH No cooler

DMH No cooler

DMH Artic chill 88 AA19030742

DMH  Plumbed Eden with filter AA08072489

DMH Plumbed free standing

DMH Plumbed, free standing Eden cooler 1205105020219

DMH Water fountain

ITU 2 Eden Bottled Water 150002862

Ward 11Artic Chill 88 AA20010317
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item 12b Appx 2 Water Safety Montrg Rept Estates DMH 130721 Post Sample Trend

Date 01/04/2021 19/04/2021 04/05/2021 17/05/2021 18/05/2021 24/05/2021 31/05/2021 07/06/2021 14/06/2021 21/06/2021 28/06/2021 05/07/2021 12/07/2021 19/07/2021 26/07/2021 02/08/2021 09/08/2021 16/08/2021 23/08/2021 30/08/2021

Location/Reference Result Result Result Result Result Result Result Result Result Result Result Result Result Result Result Result Result Result Result Result

Renal 40 600 Fixed Samples for Charts 

Renal.WHB.01.Post Cold 600.00 400 0 800 2400 400 320 20 20 60 20 20

Renal.WHB.02.Post Cold 240.00 20 400 20 <100

Renal.WHB.08.Post Cold 40 40 20 400 20 20 20 20 1000 100 - 1000

Renal.WHB.15.Post Cold 0 1000 1600 800 600 600 4800 20 600 480 >1000

Renal.WHB.17.Post Cold 20 100 100 200 20 2200 400 1400 240 200

200 1200

20 200

60 20

20 20

20 560

20 20

40 20

Ward 42 Haematology 40 800

Haem42.WHB.01.Post Cold 20.00 160 20 20 1300 420 120 220 260 60 20 1000

Haem42.WHB.08.Post Cold 20.00 400 600 2900 2900 2000 8000 3000 3900 1600 3600 20 20

Haem42.SWR.01.Post Cold 1900.00 4000 20 20 800 200 1400 800 120 1000 800 20 60

Haem42.SWR.02.Post Cold 20.00 20 40 200

Haem42.SWR.03.Post Cold 40 20 400 20 100 20 20 200 20 20 4200

Haem42.SWR.04.Post Cold 200 20 7400 4400 3800 5200 20 20 40 1300 4800

Haem42.WHB.16.Post Cold 80 20 20 200 200 540 20 200 140 20 40
30000 20

600 20

4th floor 200 20

4FL.WHB.08.Post Cold 3000 100 1000 1000 200 3200 1100 3500 7800 920 1200 260

4FL.WHB.15.Post Cold 200 26000 20 20 30000 30000 30000 21000 10000 8800 120 40

4FL.SWR.15.Post Cold 25000 280 30000 260 200 840 160 20 20 40 1000 20

2600 180

6600 1600

2000 100

Ward 62

Haem62.WHB.01.Post Cold 400.00 100

Haem62.WHB.02.Post Cold 20.00 20

Haem62.SWR.01.Post Cold 2400 200

Haem62.SWR.02.Post Cold 20.00

ITU 1

ITU1.WHB.06.Post Cold 20

ITU1.WHB.10.Post Cold 1400.00 20

ITU1.WHB.1.Post Cold 20.00

ITU1.WHB.9.Post Cold 0 20 20 20 20 340

ITU1.WHB.17.Post Cold 20 20 20 80 200 2600 80 60

ITU1 WHB.08.Post Cold 20

ITU 2

ITU2.WHB.01.Post Cold 940.00 2800 1400 2400 2400 400 200 400 160 20 20

ITU2.WHB.02.Post Cold 20.00

ITU2.WHB.04.Post Cold 20 20 20 120 20 200 200 20

Ward 63 Neonatal

SCBU.WHB.01.Post Cold 400.00 160 20 20 60 1200 20 200 20 20

SCBU.WHB.08.Post Cold 40 1100 80 180 60 20 60 60 20

SCBU.WHB.11.Post Cold Void

SCBU.SWR.08.Post Cold 6600.00

6th floor

6FL.SWR.13.Post Cold 200

6FL.SWR.1.Post Cold 20 20 600 20 400 3400 4400 200

5th floor

5FL.WHB.03.Post Cold 20

5FL.WHB.01.Post Cold 24000 24000 14000 7400 8400
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item 12b Appx 2 Water Safety Montrg Rept Estates DMH 130721 Post Sample Trend

3rd floor 

3FL.WHB.06.Post Cold 20 400

3FL.WHB.01.Post Cold 20 20

3FL.WHB.08.Post Cold 20

2nd floor

2FL.SWR.07.Post Cold 20

2FL.WHB.01.Post Cold 0 200

1st floor

1FL.SWR.07.Post Cold 420

Theatre

THEA.SWR.01.Post Cold 200 200 300

THEA.SWHB.02.Post Cold 380

Estates

ESTOFF.WHB.01.Post Cold 20 20 20 20 20 20 20 20 20

Xray

XRAY.WHB.01.Post Cold 60

XRAY.WHB.02.Post Cold 20 20

OPD

OPD.WHB.02.Post Cold 20

ED1

ED1.WHB.01.Post Cold 100 400

Cardio Angio

CA.WHB.01.Post Cold 40 40 300 20 300 40 800 20

CA.SWR.01.Post Cold 80 80 600 3200 1600 9400 30000 30000

NEC

ENGF.WHB.01.Post Cold 580 580 600

Floor D 

FLD.WHB.01.Post Cold 20 20 400

W14.SWR.07.POST COLD 4600

MCLGF SWR 04 1700

EC SWR 1 20

OPD WHB 01 2600

3FL WHB 01 800

THEA SWR 01 860

EST SWR 01 840

FLC WHB 01 1000

PHA WHB 01 40 20

MCLG WHB 01 40

ANC WHB 01 760

PLGF WHB 01 20 20

PHY WHB 01 20 2500

FLC.WHB.01.Post Cold 160

EC>WHB.01 20 20

CENG,WHB.01 120

2FL.WHB.03.POST COLD 600

ENGF.WHB.01.POST COLD 120

1FL.WHB.01.POST COLD 240

FLD.WHB.01.POST COLD 40
THEA.WHB.01.POST 

COLD 20

2FL.WHB.02.POST COLD 20

3FL.WHB.05.POST COLD 20

<100 7 8 11 21 17 12 8 12 11 11 15 0 0 0 0 0 0 0 15 15

100 - 1000 5 6 5 2 6 10 12 12 9 11 7 0 0 0 0 0 0 0 7 8

>=1000 3 5 2 6 6 7 10 6 8 8 5 0 0 0 0 0 0 0 7 6

Fixed Samples
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item 12b Appx 2 Water Safety Montrg Rept Estates DMH 130721 Sampling Results

ITU1.WHB

.01 #NAME?

Sample Location/Ref Result

Interpretation 

(ie 

satisfactory 

etc)

Date 

Samples 

Taken

Type Sample Location/Ref Result

Interpretati

on (ie 

satisfactory 

etc)

Date 

Samples 

Taken

Type

Renal.WHB.01.Pre Hot 8.8 x 10² CFU/LitreBorderline 19/04/2021 Re-Test Haem62.SWR.01.Post Hot 4.0 x 10³ CFU/Litre Unsatisfactory 04/05/2021 Re Test

Renal.WHB.01.Pre Cold 20 CFU/LitreSatisfactory 19/04/2021 Re-Test Haem62.SWR.01.Post Cold 2.0 x 10² CFU/Litre Borderline 04/05/2021 Re Test

Post Cold U 1400 CFU/L Renal.WHB.01.Post Hot 2.4 x 10² CFU/LitreBorderline 19/04/2021 Re-Test 6FL.SWR.13.Post Hot 4.0 x 10² CFU/Litre Borderline 04/05/2021 New Test
Renal.WH

B.01 Renal.WHB.01.Post Cold 4.0 x 10² CFU/LitreBorderline 19/04/2021 Re-Test 6FL.SWR.13.Post Cold 2.0 x 10² CFU/Litre Borderline 04/05/2021 New Test Borderline, Action Required

Renal.WHB.02.Pre Hot <20 CFU/LitreSatisfactory 19/04/2021 Re-Test 5FL.WHB.03.Post Hot <20 CFU/Litre Satisfactory 04/05/2021 New Test

Pre Cold U 1200 CFU/L Renal.WHB.02.Pre Cold 2.0 x 10² CFU/LitreBorderline 19/04/2021 Re-Test 5FL.WHB.03.Post Cold <20 CFU/Litre Satisfactory 04/05/2021 New Test Satisfactory, No Action Required

Renal.WHB.02.Post Hot <20 CFU/LitreSatisfactory 19/04/2021 Re-Test 4FL.SWR.15.Post Cold 4.0 x 10² CFU/Litre Borderline 04/05/2021 New Test
ITU2.WHB

.01 Pre Hot U 6400 CFU/L Renal.WHB.02.Post Cold <20 CFU/LitreSatisfactory 19/04/2021 Re-Test 4FL.SWR.15.Post Hot 2.8 x 10² CFU/Litre Borderline 04/05/2021 New Test

Post Hot U 5600 CFU/L Haem42.WHB.01.Pre Hot 1.0 x 10² CFU/LitreSatisfactory 19/04/2021 Re-Test 4FL.WHB.08.Post Mix 1.0 x 10² CFU/Litre Satisfactory 04/05/2021 New Test

Pre Cold U 1600 CFU/L Haem42.WHB.01.Pre Cold 2.8 x 10² CFU/LitreBorderline 19/04/2021 Re-Test 4FL.WHB.15.Post Mix 2.6 x 10⁴ CFU/Litre Unsatisfactory 04/05/2021 New Test

Haem42.WHB.01.Post Hot 40 CFU/LitreSatisfactory 19/04/2021 Re-Test 3FL.WHB.06.Post Hot 20 CFU/Litre Satisfactory 04/05/2021 New Test

SCB.WHB.01Pre Hot U 1200 CFU/L Haem42.WHB.01.Post Cold 1.6 x 10² CFU/LitreBorderline 19/04/2021 Re-Test 3FL.WHB.06.Post Cold 20 CFU/Litre Satisfactory 04/05/2021 New Test

Haem42.WHB.08.Pre Hot 1.4 x 10³ CFU/LitreUnsatisfactory 19/04/2021 Re-Test 2Fl.SWR.02.Post Hot 2.0 x 10² CFU/Litre Borderline 04/05/2021 New Test

Haem42.WHB.08.Pre Cold 1.0 x 10³ CFU/LitreBorderline 19/04/2021 Re-Test 2fl.SWR.02.Post Cold 20 CFU/Litre Satisfactory 04/05/2021 New Test

Haem42.WHB.08.Post Hot 60 CFU/LitreSatisfactory 19/04/2021 Re-Test 1FL.SWR.07.Post Hot 3.4 x 10² CFU/Litre Borderline 04/05/2021 New Test

SCBU.WHB.08Pre Hot U 2600 CFU/L Haem42.WHB.08.Post Cold 4.0 x 10² CFU/LitreBorderline 19/04/2021 Re-Test 1FL.SWR.07.Post Cold 4.2 x 10² CFU/Litre Borderline 04/05/2021 New Test

Post Hot U 5800 CFU/L Haem42.WHB.16.Pre Hot 2.0 x 10² CFU/LitreBorderline 19/04/2021 New Test Haem42.WHB.16.Post Hot <20 CFU/Litre Satisfactory 04/05/2021 Re Test

Pre Cold U 1000 CFU/L Haem42.WHB.16.Pre Cold 1.6 x 10² CFU/LitreBorderline 19/04/2021 New Test Haem42.WHB.16.Post Cold 80 CFU/Litre Satisfactory 04/05/2021 Re Test

Post Cold U 6600 CFU/L Haem42.WHB.16.Post Hot <20 CFU/LitreSatisfactory 19/04/2021 New Test Haem42.WHB.08.Post Mix 6.0 x 10² CFU/Litre Borderline 04/05/2021 Re Test

Ward 62.SWR.01Pre Hot U 3600 CFU/L Haem42.WHB.16.Post Cold 1.0 x 10³ CFU/LitreBorderline 19/04/2021 New Test Haem42.SWR.01.Post Hot 6.4 x 10² CFU/Litre Borderline 04/05/2021 Re Test

Post Hot U 1200 CFU/L Haem42.SWR.01.Pre Hot 1.6 x 10³ CFU/LitreUnsatisfactory 19/04/2021 Re-Test Haem42.SWR.01.Post Cold <20 CFU/Litre Satisfactory 04/05/2021 Re Test

Pre Cold U 1800 CFU/L Haem42.SWR.01.Pre Cold 4.6 x 10³ CFU/LitreUnsatisfactory 19/04/2021 Re-Test ITU2.WHB.01.Post Hot 20 CFU/Litre Satisfactory 04/05/2021 Re Test

Post Cold U 1500 CFU/L Haem42.SWR.01.Post Hot 2.2 x 10³ CFU/LitreUnsatisfactory 19/04/2021 Re-Test ITU2.WHB.01.Post Cold 1.4 x 10³ CFU/Litre Unsatisfactory 04/05/2021 Re Test

W42.SWR.01Pre Hot U 2400 CFU/L Haem42.SWR.01.Post Cold 4.0 x 10³ CFU/LitreUnsatisfactory 19/04/2021 Re-Test ESTOFF.WHB.01.Post Hot 4.0 x 10² CFU/Litre Borderline 04/05/2021 New Test

Post Hot U 1800 CFU/L Haem42.SWR.02.Pre Hot <20 CFU/LitreSatisfactory 19/04/2021 New Test ESTOFF.WHB.01.Post Cold <20 CFU/Litre Satisfactory 04/05/2021 New Test

Haem42.SWR.02.Pre Cold 60 CFU/LitreSatisfactory 19/04/2021 New Test XRAY.WHB.01.Post Hot <20 CFU/Litre Satisfactory 04/05/2021 New Test

Post Cold U 1900 CFU/L Haem42.SWR.02.Post Hot <20 CFU/LitreSatisfactory 19/04/2021 New Test XRAY.WHB.01.Post Cold 60 CFU/Litre Satisfactory 04/05/2021 New Test

W42.WHB.01 Haem42.SWR.02.Post Cold <20 CFU/LitreSatisfactory 19/04/2021 New Test OPD.WHB.02.Post Hot 9.4 x 10² CFU/Litre Borderline 04/05/2021 New Test

Haem42.SWR.03.Pre Hot

3.0 x 10² 

CFU/Litre Borderline 19/04/2021 New Test OPD.WHB.02.Post Cold <20 CFU/Litre Satisfactory 04/05/2021 New Test

Pre Cold 3600 CFU/L Haem42.SWR.03.Pre Cold

20 

CFU/Litre Satisfactory 19/04/2021 New Test ED1.WHB.01.Post Hot <20 CFU/Litre Satisfactory 04/05/2021 New Test

Haem42.SWR.03.Post Hot

3.4 x 10² 

CFU/Litre Borderline 19/04/2021 New Test ED1.WHB.01.Post Cold 1.0 x 10² CFU/Litre Satisfactory 04/05/2021 New Test

Haem42.SWR.03.Post Cold

40 

CFU/Litre Satisfactory 19/04/2021 New Test Water Tank.Cold <20 CFU/Litre Satisfactory 04/05/2021 New Test

Haem42.SWR.04.Pre Hot

6.8 x 10² 

CFU/Litre Borderline 19/04/2021 New Test CA.WHB.01.Post Cold 1.0 x 10² CFU/Litre Satisfactory 04/05/2021 New Test

Haem42.SWR.04.Pre Cold <20 CFU/LitreSatisfactory 19/04/2021 New Test

Haem42.SWR.04.Post Hot 4.0 x 10² CFU/LitreBorderline 19/04/2021 New Test

1 crates Haem42.SWR.04.Post Cold 2.0 x 10² CFU/LitreBorderline 19/04/2021 New Test

Pick Up At 11:30am 4FL.WHB.08.Pre Hot 2.1 x 10⁴ CFU/LitreUnsatisfactory 19/04/2021 New Test

4FL.WHB.08.Pre Cold 2.9 x 10³ CFU/LitreUnsatisfactory 19/04/2021 New Test

4FL.WHB.08.Post Hot 1.1 x 10³ CFU/LitreUnsatisfactory 19/04/2021 New Test

4FL.WHB.08.Post Cold >3.0 x 10³ CFU/LitreUnsatisfactory 19/04/2021 New Test

4FL.WHB.15.Pre Hot 1.0 x 10² CFU/LitreSatisfactory 19/04/2021 New Test

4FL.WHB.15.Pre Cold 1.3 x 10³ CFU/LitreUnsatisfactory 19/04/2021 New Test

4FL.WHB.15.Post Hot 3.0 x 10² CFU/LitreBorderline 19/04/2021 New Test

4FL.WHB.15.Post Cold 2.0 x 10² CFU/LitreBorderline 19/04/2021 New Test

4FL.SWR.15.Pre Hot 1.9 x 10⁴ CFU/LitreUnsatisfactory 19/04/2021 New Test

4FL.SWR.15.Pre Cold 4.0 x 10³ CFU/LitreUnsatisfactory 19/04/2021 New Test

4FL.SWR.15.Post Hot 1.6 x 10⁴ CFU/LitreUnsatisfactory 19/04/2021 New Test

4FL.SWR.15.Post Cold 2.5 x 10⁴ CFU/LitreUnsatisfactory 19/04/2021 New Test

Haem62.WHB.01.Pre Hot 40 CFU/LitreSatisfactory 19/04/2021 Re-Test

Haem62.WHB.01.Pre Cold 40 CFU/LitreSatisfactory 19/04/2021 Re-Test

Haem62.WHB.01.Post Hot 40 CFU/LitreSatisfactory 19/04/2021 Re-Test

Haem62.WHB.01.Post Cold 1.0 x 10² CFU/LitreSatisfactory 19/04/2021 Re-Test

Haem62.WHB.02.Pre Hot <20 CFU/LitreSatisfactory 19/04/2021 Re-Test

Haem62.WHB.02.Pre Cold <20 CFU/LitreSatisfactory 19/04/2021 Re-Test

Haem62.WHB.02.Post Hot <20 CFU/LitreSatisfactory 19/04/2021 Re-Test

Haem62.WHB.02.Post Cold <20 CFU/LitreSatisfactory 19/04/2021 Re-Test

Haem62.SWR.01.Pre Hot 3.2 x 10³ CFU/LitreUnsatisfactory 19/04/2021 Re-Test

Haem62.SWR.01.Pre Cold 2.4 x 10³ CFU/LitreUnsatisfactory 19/04/2021 Re-Test

Haem62.SWR.01.Post Hot 1.4 x 10³ CFU/LitreUnsatisfactory 19/04/2021 Re-Test

Haem62.SWR.01.Post Cold 2.4 x 10³ CFU/LitreUnsatisfactory 19/04/2021 Re-Test

ITU1.WHB.06.Pre Hot <20 CFU/LitreSatisfactory 19/04/2021 New Test

ITU1.WHB.06.Pre Cold <20 CFU/LitreSatisfactory 19/04/2021 New Test

ITU1.WHB.06.Post Hot <20 CFU/LitreSatisfactory 19/04/2021 New Test

ITU1.WHB.06.Post Cold <20 CFU/LitreSatisfactory 19/04/2021 New Test

ITU1.WHB.10.Pre Hot <20 CFU/LitreSatisfactory 19/04/2021 Re-Test

ITU1.WHB.10.Pre Cold <20 CFU/LitreSatisfactory 19/04/2021 Re-Test

ITU1.WHB.10.Post Hot <20 CFU/LitreSatisfactory 19/04/2021 Re-Test

ITU1.WHB.10.Post Cold <20 CFU/LitreSatisfactory 19/04/2021 Re-Test

ITU2.WHB.01.Pre Hot 2.0 x 10³ CFU/LitreUnsatisfactory 19/04/2021 Re-Test

ITU2.WHB.01.Pre Cold 1.6 x 10³ CFU/LitreUnsatisfactory 19/04/2021 Re-Test

ITU2.WHB.01.Post Hot 1.6 x 10³ CFU/LitreUnsatisfactory 19/04/2021 Re-Test

ITU2.WHB.01.Post Cold 2.8 x 10³ CFU/LitreUnsatisfactory 19/04/2021 Re-Test

SCBU.WHB.01.Pre Hot 1.8 x 10² CFU/LitreBorderline 19/04/2021 Re-Test

SCBU.WHB.01.Pre Cold 1.8 x 10² CFU/LitreBorderline 19/04/2021 Re-Test

SCBU.WHB.01.Post Hot 3.6 x 10² CFU/LitreBorderline 19/04/2021 Re-Test

SCBU.WHB.01.Post Cold 1.6 x 10² CFU/LitreBorderline 19/04/2021 Re-Test

SCBU.WHB.08.Pre Hot 3.6 x 10² CFU/LitreBorderline 19/04/2021 Re-Test

SCBU.WHB.08.Pre Cold 1.4 x 10² CFU/LitreBorderline 19/04/2021 Re-Test

SCBU.WHB.08.Post Hot 2.0 x 10² CFU/LitreBorderline 19/04/2021 Re-Test

SCBU.WHB.08.Post Cold 40 CFU/LitreSatisfactory 19/04/2021 Re-Test

SCBU.WHB.11.Pre Hot 40 CFU/LitreSatisfactory 19/04/2021 New Test

SCBU.WHB.11.Pre Cold 60 CFU/LitreSatisfactory 19/04/2021 New Test

SCBU.WHB.11.Post Hot 60 CFU/LitreSatisfactory 19/04/2021 New Test

SCBU.WHB.11.Post Cold Void background flora 19/04/2021 New Test

Unsatisfactory, Immediate action Required

33 Samples

Legionella April 1st 2021 Legionella Sample Results Taken 04/05/2021Legionella Sample Results Taken 19/04/2021
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item 12b Appx 2 Water Safety Montrg Rept Estates DMH 130721 Routine Weekley Sample

Sample Location/Ref Species Result

Interpretation 

(ie satisfactory 

etc)
Sample Location/Ref Species Result

Interpretation 

(ie satisfactory 

etc)
Sample Location/Ref Species Result

Interpretation 

(ie satisfactory 

etc)
Sample Location/Ref

ITU1.WHB.09.Post Cold     (F) Not Detected Satisfactory ITU1.WHB.09.Post Cold <20 Satisfactory ITU1.WHB.09.Post Cold 20 Satisfactory ITU1.WHB.09.Post Cold

ITU1.WHB.17.Post Cold    (F)

<20 Satisfactory

ITU1.WHB.17.Post Cold

<20 Satisfactory

ITU1.WHB.17.Post Cold 20
Satisfactory

ITU1.WHB.17.Post Cold

ITU2.WHB.01.Post Cold
Legionella sp. (not Legionella  

pneumophila)
2.4 x 10³ Unsatisfactory ITU2.WHB.01.Post Cold

Legionella sp. (not Legionella  

pneumophila) 4.0 x 10² Borderline ITU2.WHB.01.Post Cold

ITU2.WHB.04.Post Cold <20 Satisfactory ITU2.WHB.04.Post Cold 20 Satisfactory ITU2.WHB.04.Post Cold

Haem42.WHB.01.Post Cold <20 Satisfactory Haem42.WHB.01.Post Cold
Legionella sp. (not Legionella  

pneumophila) 1.3 x 10³ Unsatisfactory Haem42.WHB.01.Post Cold

Haem42.WHB.08.Post Cold
Legionella sp. (not Legionella  

pneumophila)
2.9 x 10³ Unsatisfactory Haem42.WHB.08.Post Cold

Legionella sp. (not Legionella  

pneumophila) 2.0 x 10³ Unsatisfactory Haem42.WHB.08.Post Cold

Haem42.WHB.16.Post Cold <20 Satisfactory Haem42.WHB.16.Post Cold
Legionella sp. (not Legionella  

pneumophila) 2.0 x 10² Borderline Haem42.WHB.16.Post Cold

Haem42.SWR.01.Post Cold   (F) <20 Satisfactory Haem42.SWR.01.Post Cold
Legionella sp. (not Legionella  

pneumophila)
8.0 x 10² Borderline Haem42.SWR.01.Post Cold

Legionella sp. (not Legionella  

pneumophila) 2.0 x 10² Borderline Haem42.SWR.01.Post Cold

Haem42.SWR.03.Post Cold   (F) <20 Satisfactory Haem42.SWR.03.Post Cold
Legionella sp. (not Legionella  

pneumophila)
4.0 x 10² Borderline Haem42.SWR.03.Post Cold 20 Satisfactory Haem42.SWR.03.Post Cold

Haem42.SWR.04.Post Cold    (F) <20 Satisfactory Haem42.SWR.04.Post Cold
Legionella sp. (not Legionella  

pneumophila)
7.4 x 10³ Unsatisfactory Haem42.SWR.04.Post Cold

Legionella sp. (not Legionella  

pneumophila) 4.4 x 10³ Unsatisfactory Haem42.SWR.04.Post Cold

SCBU.WHB.01.Post Cold <20 Satisfactory SCBU.WHB.01.Post Cold
Legionella sp. (not Legionella  

pneumophila) 60 Satisfactory SCBU.WHB.01.Post Cold

SCBU.WHB.08.Post Cold    (F)

Legionella sp. (not Legionella  

pneumophila)
1.1 x 10³ Borderline

SCBU.WHB.08.Post Cold

Legionella sp. (not Legionella  

pneumophila)
80 Satisfactory

SCBU.WHB.08.Post Cold

Legionella  pneumophila Serogroup 1+ 

Legionella sp
1.8 x 10²

Borderline

SCBU.WHB.08.Post Cold

6FL.SWR.01.Post Cold <20 Satisfactory 6FL.SWR.01.Post Cold
Legionella sp. (not Legionella  

pneumophila) 6.0 x 10² Borderline 6FL.SWR.01.Post Cold

ESTOFF.WHB.01.Post Cold <20 Satisfactory ESTOFF.WHB.01.Post Cold 20 Satisfactory ESTOFF.WHB.01.Post Cold

4FL.WHB.08.Post Cold
Legionella sp. (not Legionella  

pneumophila)
1.0 x 10³ Borderline 4FL.WHB.08.Post Cold Mix

Legionella sp. (not Legionella  

pneumophila) 2.0 x 10² Borderline 4FL.WHB.08.Post Cold

4FL.WHB.15.Post Cold Mix

<20 Satisfactory

4FL.WHB.15.Post Cold Mix

Legionella  pneumophila Serogroup 1+ 

Legionella sp
>3.0 x 10⁴

Unsatisfactory

4FL.WHB.15.Post Cold Mix

4FL.SWR.15.Post Cold     (F)
Legionella  pneumophila Serogroup 1+ 

Legionella sp
>3.0 x 10⁴ Unsatisfactory 4FL.SWR.15.Post Cold

Legionella sp. (not Legionella  

pneumophila)
2.6 x 10² Borderline 4FL.SWR.15.Post Cold

Legionella sp. (not Legionella  

pneumophila) 2.0 x 10² Borderline 4FL.SWR.15.Post Cold

Renal.WHB.01.Post Cold   (F) Not Detected Satisfactory Renal.WHB.01.Post Cold
Legionella sp. (not Legionella  

pneumophila)
8.0 x 10² Borderline Renal.WHB.01.Post Cold

Legionella sp. (not Legionella  

pneumophila) 2.4 x 10³ Unsatisfactory Renal.WHB.01.Post Cold

Renal.WHB.08.Post Cold 40 Satisfactory Renal.WHB.08.Post Cold 20 Satisfactory Renal.WHB.08.Post Cold

Renal.WHB.15.Post Cold   (F)

Not Detected Satisfactory

Renal.WHB.15.Post Cold

Legionella  pneumophila Serogroup 1+ 

Legionella sp
1.0 x 10⁴ Unsatisfactory

Renal.WHB.15.Post Cold

Legionella  pneumophila Serogroup 1+ 

Legionella sp
1.6 x 10³

Unsatisfactory

Renal.WHB.15.Post Cold

Renal.WHB.17.Post Cold   (F)

<20 Satisfactory

Renal.WHB.17.Post Cold

Legionella  pneumophila Serogroup 1+ 

Legionella sp
1.0 x 10² Satisfactory

Renal.WHB.17.Post Cold

Legionella  pneumophila Serogroup 1+ 

Legionella sp 1.0 x 10² Satisfactory

Renal.WHB.17.Post Cold

CA.WHB.01.Post Cold
40 Satisfactory

CA.WHB.01.Post Cold
Legionella sp. (not Legionella  

pneumophila) 3.0 x 10² Borderline
CA.WHB.01.Post Cold

CA.SWR.01.Post Cold

80 Satisfactory

CA.SWR.01.Post Cold

Legionella  pneumophila Serogroup 1+ 

Legionella sp
6.0 x 10²

Borderline

CA.SWR.01.Post Cold

5FL.WHB.01.Post Cold

5FL.WHB.01.Post Cold 2.4 x 10⁴ Unsatisfactory FLC.WHB.01.Post Cold
Legionella sp. (not Legionella  

pneumophila) 1.0 x 10³ Borderline

3FL.WHB.01.Post Cold <20 Satisfactory PHA.WHB.01.Post Cold
Legionella sp. (not Legionella  

pneumophila) 40 Satisfactory MCLGF.SWR.04

2FL.WHB.01.Post Cold Not Detected Satisfactory MCLG.WHB.01.Post Cold
Legionella sp. (not Legionella  

pneumophila) 40 Satisfactory EC.SWR.01

THEA.SWR.01.Post Cold
Legionella sp. (not Legionella  

pneumophila)
2.0 x 10² Borderline

ANC.WHB.01.Post Cold
Legionella sp. (not Legionella  

pneumophila) 7.6 x 10² Borderline
OPD.WHB.01

XRAY.WHB.02.Post Cold <20 Satisfactory EC.WHB.01.Post Cold 20 Satisfactory 3FL.WHB.01

ENGF.WHB.01.Post Cold
Legionella  pneumophila Serogroup 1+ 

Legionella sp
5.8 x 10² Borderline PLGF.WHB.01.Post Cold 20 Satisfactory THEA.SWR.01

FLD.WHB.01.Post Cold

<20 Satisfactory

PHY.WHB.01.Post Cold

Legionella sp. (not Legionella  

pneumophila) 6.2 x 10² Borderline

EST.SWR.01

 Legionella Sample Results Taken 17/05/2021
 Legionella Sample Results Taken 18/05/2021 Legionella Sample Results Taken 24/05/2021 Legionella Sample Results Taken 01/06/2021(Est restults11/06/2021)
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item 12b Appx 2 Water Safety Montrg Rept Estates DMH 130721 Routine Weekley Sample

Species Result

Interpretation 

(ie satisfactory 

etc)
Sample Location/Ref Species Result

Interpretation 

(ie satisfactory 

etc)
Sample Location/Ref Species Result

Interpretation (ie 

satisfactory etc) Sample Location/Ref Species Result

Interpretation (ie 

satisfactory etc)

<20 ITU1.WHB.09.Post Cold 20 ITU1.WHB.09.Post Cold 20 Satisfactory ITU1.WHB.09.Post Cold 340 Borderline

Legionella sp. (not Legionella  

pneumophila)

80 ITU1.WHB.17.Post Cold 200 ITU1.WHB.17.Post Cold

Legionella  

pneumophila 

Serogroup 1+ 

Legionella sp 2600

Unsatisfactory

ITU1.WHB.17.Post Cold

Legionella  

pneumophila 

Serogroup 1+ 

Legionella sp 80

Satisfactory

Legionella sp. (not Legionella  

pneumophila) 200 ITU2.WHB.01.Post Cold 400 ITU2.WHB.01.Post Cold Legionella sp. 160 Borderline ITU2.WHB.01.Post Cold Legionella sp. 20 Satisfactory

Legionella sp. (not Legionella  

pneumophila) 120 ITU2.WHB.04.Post Cold 20 ITU2.WHB.04.Post Cold Legionella sp. 200 Borderline ITU2.WHB.04.Post Cold Legionella sp. 200 Borderline

Legionella sp. (not Legionella  

pneumophila) 420 Haem42.WHB.01.Post Cold 120 Haem42.WHB.01.Post Cold Legionella sp. 220 Borderline Haem42.WHB.01.Post Cold Legionella sp. 260 Borderline

Legionella sp. (not Legionella  

pneumophila) 8000 Haem42.WHB.08.Post Cold 3000 Haem42.WHB.08.Post Cold Legionella sp. 3900 Unsatisfactory Haem42.WHB.08.Post Cold Legionella sp. 1600 Unsatisfactory

Legionella sp. (not Legionella  

pneumophila) 200 Haem42.WHB.16.Post Cold 540 Haem42.WHB.16.Post Cold Legionella sp. 20 Satisfactory Haem42.WHB.16.Post Cold Legionella sp. 200 Borderline

Legionella sp. (not Legionella  

pneumophila) 1400 Haem42.SWR.01.Post Cold 800 Haem42.SWR.01.Post Cold Legionella sp. 120 Satisfactory Haem42.SWR.01.Post Cold Legionella sp. 1000 Borderline

Legionella sp. (not Legionella  

pneumophila) 100 Haem42.SWR.03.Post Cold 20 Haem42.SWR.03.Post Cold 20 Satisfactory Haem42.SWR.03.Post Cold Legionella sp. 200 Borderline

Legionella sp. (not Legionella  

pneumophila) 3800 Haem42.SWR.04.Post Cold 5200 Haem42.SWR.04.Post Cold 20 Satisfactory Haem42.SWR.04.Post Cold 20 Satisfactory

Legionella sp. (not Legionella  

pneumophila) 1200 SCBU.WHB.01.Post Cold 20 SCBU.WHB.01.Post Cold Legionella sp. 200 Borderline SCBU.WHB.01.Post Cold Legionella sp. 20 Satisfactory

Legionella  pneumophila Serogroup 1+ 

Legionella sp
60 SCBU.WHB.08.Post Cold 20 SCBU.WHB.08.Post Cold

Legionella  

pneumophila 

Serogroup 1+ 

Legionella sp 60

Satisfactory

SCBU.WHB.08.Post Cold

Legionella  

pneumophila 

Serogroup 1+ 

Legionella sp 80

Satisfactory

<20 6FL.SWR.01.Post Cold 400 6FL.SWR.01.Post Cold Legionella sp. 3400 Unsatisfactory 6FL.SWR.01.Post Cold Legionella sp. 4400 Unsatisfactory

<20 ESTOFF.WHB.01.Post Cold 20 ESTOFF.WHB.01.Post Cold 20 Satisfactory ESTOFF.WHB.01.Post Cold 20 Satisfactory

Legionella sp 3200 4FL.WHB.08.Post Cold 1100 4FL.WHB.08.Post Mix Legionella sp. 3500 Unsatisfactory 4FL.WHB.08.Post Mix Legionella sp. 7200 Unsatisfactory

Legionella  pneumophila Serogroup 1+ 

Legionella sp
>30000 4FL.WHB.15.Post Cold Mix 30000 4FL.WHB.15.Post Cold Mix

Legionella  

pneumophila 

Serogroup 1+ 

Legionella sp 21000

Unsatisfactory

4FL.WHB.15.Post Cold Mix

Legionella  

pneumophila 

Serogroup 1+ 

Legionella sp 10000

Unsatisfactory

Legionella sp. (not Legionella  

pneumophila) 840 4FL.SWR.15.Post Cold 160 4FL.SWR.15.Post Cold 20 Satisfactory 4FL.SWR.15.Post Cold 20 Satisfactory

Legionella sp. (not Legionella  

pneumophila) 400 Renal.WHB.01.Post Cold 320 Renal.WHB.01.Post Cold 20 Satisfactory Renal.WHB.01.Post Cold 20 Satisfactory

Legionella sp. (not Legionella  

pneumophila) 400 Renal.WHB.08.Post Cold 20 Renal.WHB.08.Post Cold Legionella sp. 20 Satisfactory Renal.WHB.08.Post Cold Legionella sp. 20 Satisfactory

Legionella  pneumophila Serogroup 1+ 

Legionella sp
800 Renal.WHB.15.Post Cold 600 Renal.WHB.15.Post Cold

Legionella  

pneumophila 

Serogroup 1+ 

Legionella sp 600

Borderline

Renal.WHB.15.Post Cold

Legionella  

pneumophila 

Serogroup 1+ 

Legionella sp 4800

Unsatisfactory

Legionella  pneumophila Serogroup 1+ 

Legionella sp

220 Renal.WHB.17.Post Cold 20 Renal.WHB.17.Post Cold

Legionella  

pneumophila 

Serogroup 1+ 

Legionella sp 2200

Unsatisfactory

Renal.WHB.17.Post Cold

Legionella  

pneumophila 

Serogroup 1+ 

Legionella sp 400

Borderline

<20 CA.WHB.01.Post Cold 300 CA.WHB.01.Post Cold Legionella sp. 40
Satisfactory

CA.WHB.01.Post Cold Legionella sp. 800
Borderline

Legionella  pneumophila Serogroup 1+ 

Legionella sp
3200 CA.SWR.01.Post Cold 1600 CA.SWR.01.Post Cold

Legionella  

pneumophila 

Serogroup 1+ 

Legionella sp 9400

Unsatisfactory

CA.SWR.01.Post Cold

Legionella  

pneumophila 

Serogroup 1+ 

Legionella sp 30000

Unsatisfactory

Legionella sp. (not Legionella  

pneumophila) 14000 5FL.WHB.01.Post Cold 7400 5FL.WHB.01.Post Cold ? ? ? 5FL.WHB.01.Post Cold ? ? ?

Legionella  pneumophila Serogroup 1+ 

Legionella sp 1700 ENGF.WHB.01.POST COLD 120 EC.WHB.01.Post Cold 20 Satisfactory 2FL.WHB.01.POSTCOLD 200 Borderline

<20 1FL.WHB.01.POST COLD 240 FLC.WHB.01.Post Cold Legionella sp. 1600 Borderline W14.SWR.07.POST COLD Legionella sp. 4600 Unsatisfactory

Legionella sp. (not Legionella  

pneumophila) 2600 FLD.WHB.01.POST COLD 40 FLD.WHB.01 Legionella sp. 400
Borderline

ED1.WHB.01.POST COLD Legionella sp. 400
Borderline

Legionella sp. (not Legionella  

pneumophila) 800 THEA.WHB.01.POST COLD 20 PHY.WHB.01.Post Cold Legionella sp. 2500 Unsatisfactory PLGF.WHB.01.POST COLD 20 Satisfactory

Legionella sp. (not Legionella  

pneumophila) 860 2FL.WHB.02.POST COLD 20 ? ? ? ? EC.WHB.01.POST COLD 20 Satisfactory

Legionella  pneumophila Serogroup 1+ 

Legionella sp
840 3FL.WHB.05.POST COLD 20 3FL.WHB.06.post Cold

Legionella  

pneumophila 

Serogroup 1+ 

Legionella sp 400

Borderline

THEA.SWR.01.POSTCOLD Legionella sp. 300

Borderline

ENGF WHB.01.POST COLD

Legionella  

pneumophila 

Serogroup 1+ 

Legionella sp 600

Borderline

Legionella Sample Results Taken 14/06/2021 Legionella Sample Results Taken 21/06/2021Legionella Sample Results Taken 07/06/2021(Est restults18/06/2021)Legionella Sample Results Taken 01/06/2021(Est restults11/06/2021)

County Durham and Darlington NHS Foundation Trust Confidential 13/07/2021 Page 17
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item 12b Appx 2 Water Safety Montrg Rept Estates DMH 130721 Extraordinary Results

Sample Location/Ref Species Result Interpretation (ie 

satisfactory etc)

Sample Location/Ref Species Result

Interpretat

ion (ie 

satisfactor

y etc)

Sample Location/Ref Species Result

Interpretatio

n (ie 

satisfactory 

etc)

ITU2.WHB.01 PRE COLD Legionella sp. 600
Borderline PHA B1 Legionella sp. 40 Satisfactory

HOLLIES B1 POST COLD
Legionella 

sp. 600
Borderline

ITU2.WHB.01.Post Cold Legionella sp. 20
Satisfactory W33 S1 Legionella sp. 20 Satisfactory DF/B2 20 Satisfactory

W24 B1 Legionella sp. 400 Borderline MRI/B1 20 Satisfactory

HAEM42.WHB.01.PRE COLD Legionella sp. 3000
Unsatisfactory

ANTE B2 Legionella sp. 20 Satisfactory ANTE/B4 POST COLD
Legionella 

sp. 1000
Borderline

Haem42.WHB.01.Post Cold Legionella sp. 220
Borderline

ANTE B1 Legionella sp. 600 Borderline W23/B1 POST COLD
Legionella 

sp. 480 Borderline

ADMIN B1 Legionella sp. 240 Borderline W21/B1 POST COLD Legionella sp. 200 Borderline

HAEM42.WHB.08.PRE COLD Legionella sp. 1400

Borderline

RENAL B1 Legionella sp. 200

Borderline

ADMIN/B2 POST COLD

Legionella 

pneumophila 

Serogroup 1 

and 

Legionella 

sp. 1200

Borderline

HAEM42.WHB.08.POST COLD Legionella sp. 1000
Borderline

W32 S1 Legionella sp. 20 Satisfactory PAU B1 POST COLD
Legionella 

sp. 200 Borderline

W64 B1 Legionella sp. 60 Satisfactory W11/ B1 20 Satisfactory

HAEM42.WHB.16.PRE COLD
20

Satisfactory ENDO/B1
Legionella sp. 20 Satisfactory W61 B1 POST COLD 20 Satisfactory

Haem42.WHB.16.Post Cold 20 Satisfactory
W42 B1 20 Satisfactory W12/B2 560 Borderline

PATH/B1 20 Satisfactory W12/B1 20 Satisfactory

HAEM42.SWR.01.PRE COLD Legionella sp. 14000
Unsatisfactory

FC/B1
Legionella sp. 40 Satisfactory SA/B1 20 Satisfactory

Haem42.SWR.01.Post Cold Legionella sp. 600
Borderline

PHYS/B1 Legionella sp. 40 Satisfactory W34/S1
Legionella 

sp. 800 Borderline

THEA/B2 20 Satisfactory W44/B1 POST COLD
Legionella 

sp. 1000 Unsatisfactory

HAEM42.SWR.04.PRE COLD 20 Satisfactory THEA/B1 20 Satisfactory PATH/B3 20 Satisfactory

Haem42.SWR.04.Post Cold 20 Satisfactory
FC/S1 Legionella pneumophila Serogroup 1 20 Satisfactory CF/B3

Legionella 

sp. 60 Borderline

CF/B1 Legionella sp. 40 Satisfactory SWD/B1
Legionella 

sp. 200 Borderline

SCUB.WHB.08.PRE COLD Legionella  pneumophila Serogroup 1+ Legionella sp1000 Borderline CA/B1 Legionella sp. 20 Satisfactory CHAP/B1
Legionella 

sp.
4200 Unsatisfactory

SCBU.WHB.08.Post Cold Legionella sp. 20

Satisfactory

PATH/B2

Legionella  pneumophila Serogroup 1+ 

Legionella sp

1300

Unsatisfacto

ry

CA/B3

Legionella 

pneumophila 

Serogroup 1 

and 

Legionella 

sp. 4800

Unsatisfactory

W41 B1 20 Satisfactory W31/B1 POST COLD
Legionella 

sp.
40 Satisfactory

6FL.SWR.01.PRE COLD Legionella sp. 400
Borderline

W62 B1 Legionella pneumophila Serogroup 1 30000
Unsatisfacto

ry KIT/B1 POST COLD 20 Satisfactory

6FL.SWR.01.POST COLD Legionella sp. 200 Borderline W54 B1 Legionella sp. 600 Borderline RENAL/B2 POST COLDLegionella pneumophila Serogroup 120 Satisfactory

W51 B1

Legionella pneumophila Serogroup 1 

and Legionella sp. 200
Borderline CA/B2 20 Satisfactory

4FL.WHB.08.Pre Mix Legionella sp. 30000
Unsatisfactory

PGME/B1
Legionella sp. 1200

Unsatisfacto

ry W52/B1
Legionella 

sp. 260 Borderline

4FL.WHB.08.Post Mix Legionella sp. 5000 Unsatisfactory
DF/B1 Legionella sp. 120 Borderline SSD/B1

Legionella 

sp. 40 Satisfactory

CF/B2 Legionella pneumophila Serogroup 1 1000 Borderline ED2/B1
Legionella 

sp. 20 Satisfactory

4FL.WHB.15.PRE MIX
Legionella  pneumophila Serogroup 1+ Legionella sp

3400
Unsatisfactory

DF/B2
Legionella sp. 2600

Unsatisfacto

ry ANTE/B3
Legionella 

sp. 180
Borderline

4FL.WHB.15.POST  MIX
Legionella  pneumophila Serogroup 1+ Legionella sp30000 Unsatisfactory

OPD/B1

Legionella pneumophila Serogroup 1 

and Legionella sp. 6600
Unsatisfacto

ry 5TH/B1 Legionella pneumophila Serogroup 11600
Unsatisfactory

W22B1 Legionella sp. 2000
Unsatisfacto

ry W41/B2
Legionella 

sp. 100 Satisfactory

4FL.SWR.15.PRE.COLD Legionella sp. 260 Borderline

4FL.SWR.15.POST COLD Legionella sp. 200 Borderline

RENAL.WHB.01.PRE COLD Legionella  pneumophila Serogroup 120 Satisfactory

Renal.WHB.01.Post Cold Legionella sp. 20 Satisfactory

RENAL.WHB.15.PRE COLD Legionella  pneumophila Serogroup 1+ Legionella sp3800 Unsatisfactory

Renal.WHB.15.Post Cold Legionella  pneumophila Serogroup 1+ Legionella sp2400 Unsatisfactory

CA.WHB.01.PRE COLD Legionella sp. 1500 Unsatisfactory

CA.WHB.01.Post Cold Legionella sp. 240 Borderline

CA.SWR.01.PRE COLD Legionella  pneumophila Serogroup 1+ Legionella sp30000 Unsatisfactory

CA.SWR.01.Post Cold Legionella  pneumophila Serogroup 1+ Legionella sp13000 Unsatisfactory

Legionella Sample Results Taken 15/06/2021

Legionella Sample Results Taken 16/06/2021 Legionella Sample Results Taken 17/06/2021

52%

24%

24%

Legionella Testing  14/06/2021

<100

100 - 1000

>=1000
52%

27%

21%

Legionella Testing  14/06/2021

<100

100 - 1000

>=1000
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item 12b Appx 2 Water Safety Montrg Rept Estates DMH 130721 ITU 2 Sampling Points
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item 12b Appx 2 Water Safety Montrg Rept Estates DMH 130721 HAEMATOLOGY  WARD 42 SAMPLING P
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item 12b Appx 2 Water Safety Montrg Rept Estates DMH 130721 ITU 1 SAMPLING POINTS 
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item 12b Appx 2 Water Safety Montrg Rept Estates DMH 130721 SCBU SAMPLING POINTS
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item 12b Appx 2 Water Safety Montrg Rept Estates DMH 130721 RENAL SAMPLING POINTS
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item 12b Appx 2 Water Safety Montrg Rept Estates DMH 130721 HAEMATOLOGY WARD 62 SAMPLING PO
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item 12b Appx 2 Water Safety Montrg Rept Estates DMH 130721 Ward Bathrooms Audit

County Durham and Darlington NHS Foundation Trust Confidential 13/07/2021 Page 25
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www.cddft.nhs.net

Noel Scanlon, 

Executive Director of Nursing 

Published by NHS Improvement  13/05/2021

County Durham and Darlington 

NHS Foundation Trust

Never event comparative position 

April 1, 2020 – March 31, 2021

Trust Board: July 28, 2021 

Item 8c Patient safety
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www.cddft.nhs.net

Benchmarking NE England
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www.cddft.nhs.net

Never events by type (England) 
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www.cddft.nhs.net

Noel Scanlon, 

Executive Director of Nursing 

County Durham and Darlington NHS Foundation Trust

Serious Incidents reported by STEIS Categories

April 1, 2019 – March, 31 2020 & April 1, 2020 – March 31, 2021

Trust Board: July 28, 2021 

Item 8d Patient safety
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www.cddft.nhs.net

Serious Incidents by STEIS Category 2019 - 20 
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www.cddft.nhs.net

Serious Incidents by STEIS Category 2020 - 21 
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Trust Board – July 2021 

Integrated Quality and Performance 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 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 

Elective activity recovery. The Trust achieved its planned 

activity targets throughout Quarter 1 in spite of a resurgence in 

the numbers of in-patients with COVID. Progress also continues 

to be made in relation to RTT and cancer standards, although 

considerable backlogs remain.  

 

Finance. In month 2, all bar one Care Group was in financial 

balance, although significant risks have been identified for year- 

end; and in Month 3, there is a deficit of £0.144m against the 

breakeven plan. 

5 

 

 

 

30 
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Key issues and 

actions within this 

report  

 

Issue and actions Page 

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

to the Trust’s services, staffing and finances.  

Emergency Department attendances have exceed historical 

levels, particularly at UHND, putting pressure on Trust services. 

This is echoed throughout the wider system.  

Workforce. The number of staff receiving alerts from the NHS 

COVID App to self-isolate is having a significant effect on staffing 

levels and the use of bank/agency for back-fill.  

4 

 

6 

 

27 

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 its ability to sustain elective services.  

 New NHS Guidance on elective activity will make it far more challenging to 
gain access to the Elective Recovery Fund. 

 Ability to sustain higher levels of ED performance and mitigate the 
unprecedented levels of demand. 

Action / decision 

required from the 

Board 

The Board is asked to note the report and endorse the actions being taken. 

 

Ite
m

 1
0 

- 
IQ

P
R

 C
ov

er
 S

he
et

T
ru

st
 B

oa
rd

 J
ul

y 
20

21

Page 212 of 252



Integrated Quality and Performance Report

July 2021 (June data)

David Brown, Executive Director of Finance

Jeremy Cundall, Executive Medical Director

Carole Langrick, Executive Director of Operations

Noel Scanlon, Executive Director of Nursing

Morven Smith, Director of HR & OD

www.cddft.nhs.net
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Integrated Quality and Performance Report

www.cddft.nhs.net

Icon

Special cause variation - improvement          

(indicator where low is good)

The system may achieve or fail the target subject 

to random variation

The system is expected to consistently fail the 

target

The system is expected to consistently pass the 

target

Summary Icons

Description

Special cause variation - cause for concern 

(indicator where high is a concern)

Special cause variation - cause for concern 

(indicator where low is a concern)

Common cause variation

Special cause variation - improvement          

(indicator where high is good)

2

Contents 

Page

Executive Summary & Constitutional 3

standards

COVID19 Update 4

2021/22 Elective Recovery Summary 5

Best Experience

Responsive, including New ED measures 6

Cancer Access Standards – Spotlight report 9

Best Outcomes

Safe 10

Nurse staffing 11

Best efficiency | Best employer
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Well-led – Finance 32
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Executive Summary

www.cddft.nhs.net
3

Patient Access overview 
The Trust continues to experience pressures across many constitutional and other standards, in addition to the latest surge in COVID infection rates causing 
operational pressures. The Emergency Departments continue to experience attendances at the higher end of the normal range; and beyond in the case of
UHND. In June, activity at DMH was 4% higher than in June 2019. At UHND it was 18% higher. This has adversely affected 4-hour waits and ambulance 
handover times and also reduced performance against the new UEC standards. At DMH the new enhanced SDEC model continues to mitigate some of the ED 
pressures, and across the Trust more patients are being proactively discharged before midday and via the discharge lounges to support flow.

Despite pressures, throughout Quarter 1, the Trust has continued to exceed the NHSE
elective performance thresholds which enables ICS access to the Elective Recovery Fund.
However, a recent change in guidance, commencing 1st July, see the threshold increased
to 95%, making the target much more difficult to achieve in Qtr 2.

Endoscopy remains a key risk. The previously approved additional in-sourced capacity is
Being revised due to slippage on estate works.

The main cancer risks are: breast, due to radiology staffing pressures; colorectal and
gastroenterology which are impacted by endoscopy pressures.

Workforce

Staffing pressures are growing due to the number of front line staff having to self-isolate after being notified by the NHS App. Average sickness levels in Q1 
remain below the average 2020-21 level, as does COVID-related sickness; but sickness, particularly long-term sickness, has risen every month in Q1 so far. This 
trend is reflected in the usage of agency staff which has grown month on month in Q1. Positively the number of staff starting employment in the Trust is 
higher each month than those leaving. The priority remains on staff health and well-being as the Trust, and wider system continues to mange the pandim
coupled with pressures akin to winter.

Finance

Four of the five Care Groups, the exception being Family Health, were in financial balance in Month 2, although IMS and Surgery have highlighted risks for the 
year end. In Month 3, there is a deficit of £0.144m against the breakeven plan. 

Guidance for Plans for the second half of the year have only recently been shared and are being worked through. The change however to the ERF rules  make 
the ERF access more of a challenge. 

Performance Measure RO
Variation 

Indicator

Target 

Indicator
Target

Target 

Type

Referral To Treatment % Within 18wks CL May-21 74.81% Jun-21 76.34% NHSI Traj

Referral To Treatment Total Incompletes CL May-21 28,781 Jun-21 29,479 NHSI Traj

A&E % Seen Within 4 Hours (Type 1 only) CL May-21 75.90% Jun-21 71.54% 95.00% National

A&E Attendances (Type 1 and 3) CL May-21 19,309 Jun-21 19,749 NHSI Traj

A&E % Seen Within 4 Hours (Inc All UCC) CL May-21 83.90% Jun-21 80.84% 95.00% National

Cancer 2WW CL Apr-21 75.53% May-21 82.45% 93.00% National

Cancer 2WW to Treatment Within 62 Days CL Apr-21 69.16% May-21 73.06% 85.00% National

DM01 Diagnostics % Within 6 Weeks CL May-21 97.00% Jun-21 97.40% 99.00% National

This PeriodLast Period
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COVID-19 Update

www.cddft.nhs.net
4

As noted in national media, the North East is one of the regions most affected by the latest COVID resurgence. This has had implications
for the Trust. In-patient COVID levels had fallen to single figures in May-June, but during June and into July, numbers grew. For example,
on 1st June, there were 3 COVID patients; by the 28th June there were 19; by 5th July this had grown to 51. To protect employees and
and patients the Trust has kept all its precautionary measures in place (eg: social distancing, masks and other PPE, restricted visiting).
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2021/22 Elective Recovery Summary

www.cddft.nhs.net
5

Commentary

The June position overall is above the nationally set
threshold of 80%. Activity recording and capture is still
ongoing for June.

The overall position for July is showing to be below the
original target of 85%, at 81.7%. July was highlighted
during planning as being a challenging month due to
the high volume of activity delivered in July 2019 with
activity being 8% higher than the average activity
delivered from April–June 2019. This was reviewed at
the time and there was no single reason for the
increased levels of activity, activity was increased
across PODs and specialties. Further work is required
on value as the increased activity in elective and day-
case activity may improve the PbR value position in
comparison with 2019.

Other key requirements:

• 25% of out-patient appointments to be virtual ones
and Patient Initiated Follow Ups to be actively
recorded. Whilst there are no financial
consequences in Q2, NHSE has advised that these
will be key requirements in H2. In the meantime the
Trust is shadow monitoring. From a relatively
healthy position of 23% for digital o/p at the end of
April, performance has steadily fallen to 18% in
early July. Work is ongoing within Care Groups to
rectify the position and improve data capture.

• Forms and CAMIS have been updated to enable the
recording of PIFU activity.
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Best Experience: Responsive

6

Performance Measure RO
Variation 

Indicator

Target 

Indicator
Target

Target 

Type

A&E % Seen Within 4 Hours - DMH (Type 1) CL May-21 80.90% Jun-21 76.78% 95.0% National

A&E % Seen Within 4 Hours - UHND (Type 1) CL May-21 72.05% Jun-21 67.39% 95.0% National

Ambulance handovers >15-30mins CL May-21 1,555 Jun-21 1,591 - - -

Ambulance handovers >30-60mins CL May-21 331 Jun-21 404 - - -

Ambulance handovers >60mins CL May-21 134 Jun-21 137 - - -

Ambulance Handovers - no. >120 minutes CL May-21 11 Jun-21 20 - 0 National

A&E Type 1 - Time to treatment (median) CL May-21 97 Jun-21 109 60 National

12 Hour Trolley Waits CL May-21 0 Jun-21 0 - 0 National

Community Bed Occupancy CL May-21 70.94% Jun-21 70.22% 90.0% Local

Acute Bed Occupancy DMH/UHND only (excludes obs/paeds) CL May-21 81.42% Jun-21 83.96% - - -

Long Stay Patients 7+ Days LoS CL May-21 274 Jun-21 303 301 Ambition

Long Stay Patients 14+ Days LoS CL May-21 138 Jun-21 160 159 Ambition

Long Stay Patients 21+ Days LoS CL May-21 81 Jun-21 97 77 Ambition

Non Elective / ED Access / Bed Management

Last Period This Period

Commentary

Emergency Department: Overall 4-hour performance in June (including Urgent Care) was 80.84% (cf. 86.4% in June 2019). This has fallen steadily since March  
91.6%), 88% in April and 83.9% in May. As at 13th July, per day there were 190 Type 1 attendances at DMH (cf. 202 in July 2019) and 58 4hr breaches (cf. 44 in 
July 2019). At UHND there were 229 Type 1 attendees per day (cf. 214) and 106 4hr breaches (cf.62). DMH now has the support of an enhanced SDEC service 
which enables ED to stream patients away. UHND continues to experience unprecedented pressures. 

Ambulance handover times have also been affected throughout Q1. At DMH, in Q1, handovers within 15 mins ranged between 35% to 38.1% (cf. 55.7% to 
62.5% in 2019 Q1). At UHND the range was 34.8% to 48.6% (cf. 50.4% to 57.1%).

Unlike Type 1 activity, Urgent Treatment Centres (UTC) attends have not fully recovered to pre-COVID levels. In June 2021, attends were 5% lower than in 
June 2019. However, the trend away from face-to-face appointments was sustained: 48% of attendances in June 2021 were by telephone (cf. 17% in June 
2019). 

Long stay patients trends remain low and within common cause variation.

The wider system and Trust is operating at Winter 2019/20 levels of activity and pressure, with organisations frequently escalating to OPEL 3, this is in 
addition to managing an increasing volume of COVID patients. Actions being taken are aligned to winter surge plans including additional beds opened, more 
support services hours of operation etc.
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Best Experience: Responsive
New Urgent & Emergency Care Measures Shadow Monitoring

7

New measures of UEC performance have been 
published but not yet implemented. They are 
designed to monitor whole system performance 
and so include metrics relating to others such as 
ambulances and the 111 service. The ED metrics do 
not include the 4-hour wait, the new key measure 
being the % of patients admitted within one hour of 
it being safe to do so’ (Clinically ready to proceed). 
The Trust is now shadow monitoring these 
measures. Other Critical Time Standards have yet to 
be published.  

Commentary

Early monitoring of the new ED measures shows 
that as attendances have grown, performance 
against all the metrics has declined month on 
month. Although July data is only available to the 
14th there has been a small recovery at DMH, but 
UHND’s performance continues on a downward 
trend. 

UHND consistently accommodates more patients 
and more admissions than DMH and it also does 
not have the same range of supporting facilities – ie
no in hours UTC , and due to contractor issues the 
enhanced SDEC model has been further delays with 
plans in place now for November.

Standard                                                     
Month:

Apr-21 May-21 Jun-21 Jul-21

DMH ED attends 5,514 5,617 5,871 2,635

DMH ED Time to Initial Assessment – within 15 minutes 3,670 3,274 3,019 1,660

DMH ED Time to Initial Assessment – % within 15 minutes 66.56% 58.29% 51.42% 63.00%

DMH ED Patients spending more than 12 hours in A&E 22 64 88 82

Average time(mins) in DMH ED – Admitted patients 271 309 334 396

Average time(mins) in DMH ED – Non-admitted patients 164 170 178 206

UHND ED attends 6,728 7,280 7,420 3,235

UHND ED Time to Initial Assessment – within 15 minutes 5,113 4,741 4,454 1,801

UHND ED Time to Initial Assessment – % within 15 minutes 76.00% 65.12% 60.03% 55.67%

UHND ED Patients spending more than 12 hours in A&E 56 87 160 100

Average time(mins) in UHND ED – Admitted patients 299 332 398 426

Average time(mins) in UHND ED – Non-admitted patients 185 204 214 246

Trust ED attends 12,242 12,897 13,291 5,870

Trust ED Time to Initial Assessment – within 15 minutes 8,783 8,015 7,473 3,461

Trust ED Time to Initial Assessment – % within 15 minutes 71.74% 62.15% 56.23% 58.96%

Trust ED Patients spending more than 12 hours in A&E 78 151 248 182

Average time(mins) in Trust ED – Admitted patients 286 321 366 411

Average time(mins) in Trust ED – Non-admitted patients 176 190 199 229
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Best Experience: Responsive

www.cddft.nhs.net
8

Commentary

DNA rate has increased and is likely to be due to the most recent 
surge of COVID. 

RTT. As at 11th July, a gradual improvement can be seen in RTT. 
Although the numbers on the waiting list are growing as referral 
volumes return to pre-COVID levels, the percentage of patients being 
treated within 18 weeks of referral is increasing from 66.6% at the 
28th March, to 71.2% on 16th May, 73.32% on 27th June to 73.44%  on 
11th July. The numbers of patients waiting >52 weeks has halved 
during the same period, from 2,553 on 28th March to 1,228 on 11th

July. 

The adjacent graph shows the shape of the waiting list with a long, 
but diminishing tail which, once it has been worked through, will 
leave a waiting list with a higher % of short-wait patients. This will 
depend on the scale of this current COVID surge.

Performance Measure RO
Variation 

Indicator

Target 

Indicator
Target

Target 

Type

Cancelled Operations - Breaches of 28 Days CL May-21 0 Jun-21 2 0 Local

Urgent Operations cancelled for 2nd time CL May-21 0 Jun-21 0 - 0 Local

DNA % Rate CL May-21 7.68% Jun-21 8.99% 6.96% National Median

First to Follow Up Ratio CL May-21 1 : 1.62 Jun-21 1 : 1.72 - - -

Referral To Treatment % Within 18wks CL May-21 74.81% Jun-21 76.34% NHSI Traj

Referral To Treatment Total Incompletes CL May-21 28,781 Jun-21 29,479 NHSI Traj

Referral to Treatment 52 Week Breaches CL May-21 1,654 Jun-21 1,286 National

Referral to Treatment 18 Weeks Backlog CL May-21 7,250 Jun-21 6,974 - National

Cancer 2WW CL Apr-21 75.53% May-21 82.45% 93.00% National

Cancer 2WW Breast CL Apr-21 67.70% May-21 87.35% 93.00% National

Cancer 31 Days Diagnosis to Treatment CL Apr-21 90.50% May-21 95.36% 96.00% National

Cancer 2WW to Treatment Within 62 Days CL Apr-21 69.16% May-21 73.06% 85.00% National

Cancer 62 Days Consultant Upgrade CL Apr-21 86.67% May-21 75.00% 85.00% National

Electives and Cancer
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Cancer Access Standards – Spotlight report

www.cddft.nhs.net
9

Commentary

2ww. A strong recovery from September 2020 onwards has 
not been sustained. The main risks are in colorectal and UGI 
linked to limitations in endoscopy capacity. Executives have 
recently approved further In-sourcing support in the form of 
week-end in-reach to help tackle the backlog. However, the 
completion of the estates work at BAH has slipped until Nov; 
necessitating a review of the recovery plans 

Breast 2ww: The main pressures remain in the North. 
Patients are being offered the Spire, but not all take this offer 
and prefer to be seen in UHND.  The collaboration with 
Screening Centres supported by the NCA, initially working 
through a model with Gateshead, is aiming to achieve 
regional wide stability of Breast 2ww services. 

62 days. Whilst the national target is set at 85%, the planning 
guidance recognises the challenges faced by the NHS and has 
set recovery targets based on the volume of patients. For the 
Trust the target is set at 132 patients. As at Monday 14 June 
there were 162 patients. As at 7th July, the Trust was ranked 
63rd of 140 Trusts for the size of its backlog. NHSE focus their 
attention on the 20 Trusts with the highest backlog and the 
Trust is no longer an outlier. 

The number of long wait (>104 days) patients is now 46 with 
28 of those in colorectal, many of which are awaiting a CTC 
test. The Radiology Team has increased capacity and referral 
criteria has been re-communicated. 
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Best Outcomes: Safe

www.cddft.nhs.net10

Falls:  Although this is still showing as a special cause for concern, the trend (albeit small) is downward. Falls per 1000 bed days began to 
fall when the Trust moved to more normal patterns of working, however improvement has slowed slightly in the Acute setting as COVID 
has increased. An audit of all wards to identify areas of concern and support measures for improvement remains underway.

Mortality: A full Mortality report will be presented to Board. In outline, 911 reviews have been completed to date for 2020/21. Five deaths
were identified as greater than 50/50 avoidable at mortality review; and 5 (0.5% of all deaths) were graded  as receiving ‘Poor’ or ‘Very 
Poor’ quality care. 36% were graded as “Good”-to-”Excellent”. Learning themes included: advanced decision-making, sepsis, AKI, fluid & 
electrolyte management, response to treatment of hyperkalaemia, arterial blood gas management, observations not escalated.

Performance Measure RO
Variation 

Indicator

Target 

Indicator
Target

Target 

Type

Clostridium difficile cases cumulative* NS May-21 7 Jun-21 13 - - 45 PA National

MRSA Bacteraemia cumulative* NS May-21 2 Jun-21 2 - - 0 National

MSSA cumulative* NS May-21 5 Jun-21 8 - - - -

Ecoli cumulative* NS May-21 56 Jun-21 90 - - - -

Never events NS May-21 0 Jun-21 0 0 National

Serious Incidents reported <2 working days NS May-21 7 Jun-21 3 - - Local

Total number of incidents reported (Monitoring trends) NS May-21 1,834 Jun-21 1,752 - - Local

Serious Incident RCAs submitted within 60 working days NS Feb-21 100.00% Mar-21 100.00% - - Local

Compliments NS Apr-21 1,440 May-21 1,062 - - Local

Crude Mortality (rolling 12 months) NS Jan-21 5.36% Feb-21 5.38% - - -

HSMR (rolling 12 months) NS Jan-21 97.94 Feb-21 97.05 - - -

SHMI (rolling 12 months) NS Jan-21 117.44 Feb-21 117.05 - - -

Reduction in Falls - Acute (per 1000 beddays) (Cumulative) NS May-21 6.7 Jun-21 6.6 5.4 Local

Reduction in Falls - Community (per 1000 beddays) (Cumulative) NS May-21 7.8 Jun-21 7.6 6.0 Local

Grade 3 & 4  newly acquired avoidable pressure ulcers - Acute NS May-21 0 Jun-21 0 0 Monitoring

Grade 3 & 4  newly acquired avoidable pressure ulcers - Community NS May-21 0 Jun-21 0 0 Monitoring

Grade 2  newly acquired avoidable pressure ulcers - Acute NS May-21 0 Jun-21 0 0 Monitoring

Grade 2  newly acquired avoidable pressure ulcers - Community NS May-21 1 Jun-21 1 0 Monitoring

Last Period This Period

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

Jun-21
RN Average HCA Average RN Average HCA Average

Ward name

Registered 

Nurses/ 

Midwives

Non-

Registered 

Nurses/ 

Midwives

Registered 

Nursing 

Associates

Non-

Registered 

Nursing 

Associates

Overall

fill rate - 

registered 

nurses/ 

midwives (%)

fill rate - care 

staff (%)

fill rate - 

registered 

nurses/ 

midwives (%)

fill rate - care 

staff (%)

Ward 11 SEU DMH 6.5 3.0 0.0 0.0 9.4 73.2% 39.4% 96.7% 86.7%

Ward 32 DMH 3.4 4.3 0.0 0.0 7.7 82.4% 122.3% 96.5% 136.9%

Acute Cardiac Unit UHND 3.4 2.8 0.0 0.0 6.2 97.9% 77.2% 99.1% 123.4%

Ward 15 & 17 ESU UHND 5.0 4.0 0.0 0.0 8.9 65.6% 124.7% 92.1% 76.2%

Neonatal Unit Trustwide 13.5 3.5 0.0 0.0 17.0 103.2% 81.5% 100.9% 23.3%

C-Hosp Weardale 3.5 4.1 0.0 0.0 7.6 76.4% 117.7% 99.2% 95.9%

Ward 01 Medicine UHND 2.4 3.1 0.1 0.0 5.6 93.0% 115.1% 90.8% 131.9%

Ward 10 BAGH 2.1 2.5 0.0 0.0 4.6 52.2% 85.4% 96.8% 98.3%

Ward 16 BAGH 2.8 2.9 0.0 0.0 5.7 95.5% 77.2% 94.4% 103.3%

C-Hosp Shotley Bridge - Ward 2 4.1 3.2 0.0 0.0 7.3 82.6% 93.2% 100.0% 100.0%

Ward 04 Stroke Rehab Unit BAGH 2.4 3.3 0.0 0.0 5.7 101.8% 84.3% 98.3% 125.6%

Ward 07 BAGH 3.2 3.9 0.0 0.0 7.1 113.0% 89.4% 95.3% 101.1%

C-Hosp CLS Ward 1 3.3 5.0 0.0 0.0 8.3 110.4% 120.8% 100.0% 146.7%

Ward 21 DMH 15.6 2.6 0.0 0.0 18.2 85.1% 56.6% 95.7% 86.7%

Ward 31 Orthopaedic Unit DMH 3.5 4.2 0.0 0.2 7.9 90.8% 90.3% 93.4% 102.8%

Ward 34 AMU DMH 5.4 3.7 0.0 0.0 9.1 97.8% 98.8% 88.1% 104.6%

Ward 41 Diabetes DMH 2.6 2.7 0.0 0.0 5.2 104.1% 80.0% 100.0% 121.1%

Ward 42 Oncology DMH 2.2 0.4 0.0 0.0 2.7 87.6% 81.5% 98.3% -

Day NightCare Hours Per Patient Day (CHPPD)

11
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Best Outcomes: Nurse Staffing

Jun-21
RN Average HCA Average RN Average HCA Average

Ward name

Registered 

Nurses/ 

Midwives

Non-

Registered 

Nurses/ 

Midwives

Registered 

Nursing 

Associates

Non-

Registered 

Nursing 

Associates

Overall

fill rate - 

registered 

nurses/ 

midwives (%)

fill rate - care 

staff (%)

fill rate - 

registered 

nurses/ 

midwives (%)

fill rate - care 

staff (%)

Ward 43 DMH 5.4 3.7 0.0 0.0 9.2 92.4% 83.9% 95.3% 89.3%

Ward 51 Gastro DMH 2.2 2.6 0.0 0.0 4.8 83.4% 100.0% 99.2% 100.0%

Ward 52 DMH 5.2 6.9 0.0 0.0 12.1 99.2% 97.6% 144.3% 140.3%

Ward 61 DMH 7.5 5.3 0.0 0.0 12.8 80.5% 99.4% 92.6% 71.6%

Ward 62 DMH 9.6 3.0 0.0 0.0 12.7 95.5% 81.4% 113.6% -

Critical Care DMH 29.1 3.3 0.0 0.0 32.3 79.8% 70.8% 95.1% 90.0%

C-Hosp Sedgefield Wards 3.2 3.5 0.0 0.0 6.8 97.9% 92.1% 100.0% 156.7%

C-Hosp Richardson Starling Ward 3.3 3.5 0.0 0.0 6.9 112.6% 136.0% 100.0% 130.0%

Ward 02 Stroke UHND 3.1 3.4 0.0 0.1 6.6 77.1% 161.3% 122.2% 165.1%

Ward 03 Elderly UHND 2.5 4.0 0.0 0.0 6.4 94.9% 121.8% 100.0% 180.2%

Ward 04 AMUSS UHND 5.6 4.9 0.0 0.0 10.5 82.9% 99.1% 95.6% 92.8%

Ward 05 Gastro UHND 2.4 3.1 0.0 0.0 5.5 81.9% 102.9% 93.7% 110.0%

Ward 06 UHND 3.6 3.0 0.0 0.0 6.5 89.5% 94.9% 95.8% 105.3%

Treetops UHND 11.7 4.3 0.0 0.3 16.3 90.6% 80.6% 96.3% 86.7%

Ward 09 UHND 5.7 4.2 0.0 0.2 10.1 80.6% 90.1% 100.0% -

Ward 12 Orthopaedic Unit UHND 3.1 3.1 0.0 0.0 6.3 80.8% 96.7% 94.5% 102.2%

Ward 10 UHND 4.4 0.0 0.0 0.0 4.4 84.2% - 77.7% -

ITU UHND 30.9 3.0 0.0 0.0 33.9 69.6% 89.5% 72.6% 50.0%

SAU UHND 3.9 3.0 0.0 0.0 6.9 103.3% 86.7% 92.6% 110.6%

4.3 3.3 0.0 0.0 7.7 86.9% 94.6% 95.2% 109.3%

Day NightCare Hours Per Patient Day (CHPPD)

12
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Best Outcomes: Nurse Staffing
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Best Outcomes: Nurse Staffing
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www.cddft.nhs.net

Best Outcomes: Nurse Staffing –
Ward Sr. commentary on <80% or >120% staffing levels 

Jun-21
RN 

Average

HCA 

Average

RN 

Average

HCA 

Average

Ward name

fill rate - 

registered 

nurses/ 

midwives 

(%)

fill rate - 

care staff 

(%)

fill rate - 

registered 

nurses/ 

midwives 

(%)

fill rate - 

care staff 

(%)
< 80% or Over 120% Comments

Ward 11 SEU DMH 73.2% 39.4% 96.7% 86.7%
The demand in the roster still reflects the establishment for 24 beds and needs to be reviewed to reflect the establishment in the 

budget reset.

Ward 32 DMH 82.4% 122.3% 96.5% 136.9%
The ward had significant numbers of patients requiring enhanced observations. We have also used HCA shifts at times to reduce the 

impact of RN shortages

Acute Cardiac Unit UHND 97.9% 77.2% 99.1% 123.4%

the Ward has a mixture of HCA vacancies and LTS which accounts for the daytime HCA short fall, Shifts are always put out to bank but 

there has been a drop in shifts being filled. The over use of HCA nights is due to cohorting demands and the need to roster additional 

HCAs for patient safety reasons

Ward 15 & 17 ESU UHND 65.6% 124.7% 92.1% 76.2% The ward is not yet fully established with staff and is being supported by staff from Day Surgery.

Neonatal Unit Trustwide 103.2% 81.5% 100.9% 23.3%
HCA is only required on nights when there are not 3 RNs on duty, as HCA doesn’t provide any direct 1:1 care this isn't a safety issue for 

patients.

C-Hosp Weardale 76.4% 117.7% 99.2% 95.9%
The RN deficit is due to the vacancy level and sickness absence , shifts are put out to bank but not always picked up. There are always 2 

RNs on shift plus the manager to ensure safe staffing levels during the day

Ward 01 Medicine UHND 93.0% 115.1% 90.8% 131.9%

Ward 10 BAGH 52.2% 85.4% 96.8% 98.3% the ward has reduced the number of beds due to the Vacancies on ward 10 .

Ward 16 BAGH 95.5% 77.2% 94.4% 103.3% there is some long term sickness on the HCA ward , shifts have been sent out to bank to be filled by bank staff

Ward 04 Stroke Rehab Unit BAGH 101.8% 84.3% 98.3% 125.6% The ward has been open to 32 beds (outside of their funded 24) so has had extra spend is due to this.

C-Hosp CLS Ward 1 110.4% 120.8% 100.0% 146.7% The ward required additional HCA's to support enhanced care of patients in 2 cohorted bays.

Ward 21 DMH 85.1% 56.6% 95.7% 86.7% The ward had four WTE, HCA's off sick, mixture of long term and short term sickness. Shifts were put out to bank to cover

Ward 41 Diabetes DMH 104.1% 80.0% 100.0% 121.1%
The ward had some HCA sickness in June and required additional HCA's to support enhanced care of patients in cohorted bays 

especially at night

Ward 52 DMH 99.2% 97.6% 144.3% 140.3%
The Ward increased its bed capacity in June to 31 beds. Staffing levels reflect the 31 open beds and additional support for enhanced 

care for cohorted patients and 1:1 supervision of patients.

Ward 61 DMH 80.5% 99.4% 92.6% 71.6%
The Ward is currently undertaking a workforce transformation that impacts upon the traditional staffing numbers as the ward is staffed 

for the number of births expected as opposed to beds

Ward 62 DMH 95.5% 81.4% 113.6% -

Critical Care DMH 79.8% 70.8% 95.1% 90.0%

RN- Increased sickness and Covid isolations in June; bank fill has also dropped off.

HCA- We don’t have a great number of HCA’s so if they are on holiday there will be gaps . In ITU direct care is provided by Qualified 

staff therefore no patient safety implications .

C-Hosp Sedgefield Wards 97.9% 92.1% 100.0% 156.7%
There was an increased need for additional HCA's at the beginning of the month due to escalation beds still being open and patients 

requiring enhanced care due to cohorting as they were at increased risk of falls

C-Hosp Richardson Starling Ward 112.6% 136.0% 100.0% 130.0%
There was an increased need for additional HCA's due to escalation beds still being open and patients requiring enhanced care due to 

cohorting

Ward 02 Stroke UHND 77.1% 161.3% 122.2% 165.1% This is due to the additional bed capacity open in June, the ward increased from 24 beds to 32 beds. Staffing reflects this increase

Ward 03 Elderly UHND 94.9% 121.8% 100.0% 180.2% The ward required additional HCA cover as some patients required an enhanced level of care for cohorting and 1:1.

Ward 10 UHND 84.2% - 77.7% -
The Ward is currently undertaking a workforce transformation that impacts upon the traditional staffing numbers as the ward is staffed 

for the number of births expected as opposed to beds

ITU UHND 69.6% 89.5% 72.6% 50.0%

We have seen an Increase in sickness and Covid isolations, bank pick up has also dropped off.

In addition pregnant staff who are 28 weeks and over are not able to give direct patient care, which is impacting on the RN fill rate. 

HCA- We don’t have a great number of HCA’s so if they are on holiday there will be gaps , we also have 1 vacancy (waiting for new 

starter). In ITU direct care is provided by Qualified staff therefore no patient safety implications for reduced HCA's

Day Night
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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: Midwife Staffing- DMH

Commentary:
The above demonstrates that the staffing establishment in relation to acuity was met on 65% of recorded occasions throughout the month of June 
2021. 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. We  have two selected elective 
days with approx 2-3 C/S per day, commencing at 8am, running through to late afternoon. Elective C/S also carried out on other days during the 
week.  In the month of June, there were 0 recorded delays to elective LSCS. The LSCS rate in June was 36.1%.

• Theatre upgrade ongoing: additional staff cover required due to location of main theatre and potential for 2nd theatre opening due to emergency 
cases (Theatre due completion 12.07.2021)

• Sudden staff sickness: 5 episodes recorded. Long term sickness - 2 staff. 9 clinical staff were isolating due to COVID. 3 staff maternity leave. 2 staff 
career break.

• Midwife scrubbed in theatre: 17 episodes.
• Redeployment of staff across department during increased activity equates to: 17 occasions
• Co-ordinator not supernumerary: 26 episodes
• There were 7 delays to inductions. Induction rate was 48.7%.  Delays can be attributed to levels of acuity/staffing shortages/Emergency C/S and are 

to maintain patient safety. 
• 2 staff have now joined the CoC team in Ferryhill - birth availability midwife to support their women in labour.

DMH Delivery Suite Monthly Acuity Tool Report – June 2021  (5 WEEK DATA COLLECTION PERIOD), Deliveries 158

DATA COLLECTION COMPLIANCE: 94% (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: Midwife Staffing, UHND

Commentary:
The above demonstrates that the staffing establishment in relation to acuity was met on 59.5% of recorded occasions throughout the month of June 2021. 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 4 week month.
• Delayed IOL 36 times and ElLSCS 0 times to maintain safe acuity.
• The acuity has been affected by the COVID 19 crisis as staff follow government guidance on ‘shielding and isolating’.
• Reintroduced all staff training both online and face to face; time is allocated on health roster for this. We are supporting some staff to complete L7 training and 

this is taken from their clinical commitment, which equates to 1 WTE .
• The elective LSCS lists usually held on a Tuesday and Thursday morning in main theatre have been reintroduced and are populated first, with the aim to reduce 

the amount of sections carried out on delivery suite , we still had midwives scrubbed in theatre 13 times when acuity was recorded.
• Redeployed staff from the PN ward and PAU 20 times recorded and this will affect the staffing in those areas.   
• Eight staff on maternity leave. Supported the roll out of COC teams in Stanley with Ferryhill now rolled out from the end of June we should gain a birth 

availability midwife to support the women from these areas when they come in in labour.  However, both teams have experienced unexpected sickness within 
the team creating gaps in their rosters which if unfilled impact the workload on the labour ward. 

• Six staff are on Long term sick, being managed through the sickness and absence process. One midwife continues to ‘shield’ due to underlying health condition 
with a plan to return with the end of shielding but requires staff health input. There has been no financial backfill. We do have unfilled vacancies at all levels that 
have been advertised for and filled but as all NQM we have to wait for training completion and NMC registration. Some will be ready  in August and September

• In June there has been one external divert and an internal divert twice 

UHND Delivery Suite Monthly Acuity Tool Report June  2021 (4 WEEK DATA COLLECTION PERIOD) :   203  deliveries
DATA COLLECTION COMPLIANCE: 96.5% (FOR DATA TO HAVE TRUE VALUE COMPLIANCE NEEDS TO BE ABOVE 85%)

60%

37%

4%

0

2

4

6

8

10

12

14

16

18

20

06:00 10:00 14:00 18:00 22:00 02:00

17

Ite
m

 1
0 

- 
IQ

P
R

B
oa

rd
 &

 O
P

A
C

 (
Ju

ly

Page 229 of 252



www.cddft.nhs.net

Best Outcomes: Nurse Staffing

Staffing levels Commentary:
RN  hours as a percentage of planned hours for the reportable safe staffing areas is at 90% overall. This was achieved by utilising  86.9% substantive staff, 12.6% 
bank staffing and 0.5% Agency staffing. Substantive staff actual hours dropped in June to levels last seen in August 2020. HCA hours as a percentage of planned 
hours in the reportable safe staffing areas reduced  2% to  100%.  This has been achieved by utilising 72.1% substantive staff 20.7% bank and 7.1% agency  staff. 
This is a return to levels seen in February 2021. 

The June workforce report, following the establishment reset, highlights that there are  294 WTE RN vacancies and 160 WTE HCA vacancies. 

International Recruitment 
Cohorts 1 -5 have all passed their OSCE  and  those who have received their NMC pins are now working with the organisation as band 5 RN’s.
The 21/22 recruitment campaign for an additional 100  international nurses has commenced. The first 24 nurses are due to  arrive on 16th August 2021. This 
will continue every month until the commitment of 100 nurses has been filled. 

Graduate Recruitment 
34 adult nurses,  5 paediatric nurses  and 9 Midwives have already accepted offers for a September/ October 2021 start.  There are additional interview days 
going ahead  for new graduates from outside the area who want to work within CDDFT.  
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Best Outcomes: Nursing & Midwifery Staffing

www.cddft.nhs.net

accepted 
offers, 34, 97%

not accepting 
CDDFT post, 1, 

3%

no offer, 0, 0%

RN Adult Graduating intake Sept. 2021

accepted offers

not accepting CDDFT
post

no offer

accepted 
offers, 5, 42%

not accepting 
CDDFT post, 4, 

33%

no offer, 3, 
25%

RN Child Graduating intake Sept. 2021

accepted offers

not accepting CDDFT
post

no offer

accepted 
offers, 9, 100%

not accepting 
CDDFT post, 0, 

0%no offer, 0, 0%

RM Midwife Graduating intake Sept. 2021

accepted offers

not accepting CDDFT
post

no offer

19

Ite
m

 1
0 

- 
IQ

P
R

B
oa

rd
 &

 O
P

A
C

 (
Ju

ly

Page 231 of 252



Pre registration Nursing & Midwifery education –
Programme attrition – CDDFT Partner Universities 

www.cddft.nhs.net

Student Attrition

94, 35%

78, 29%

16, 6%

50, 19%

16, 6%

9, 4%

3, 1%28, 11%

Total Student Data from 1809 and S18

Students Commissioned Students Started

Commissioned Students Not Started Students Expected to Pass

Attrition Rates Withdrawn

Student Totals (adult, paediatrics and midwifery)

Sunderland Teesside Totals

Commissioned Started Exp’d to Pass
Commission

ed
Started Exp’d to Pass

Commission

ed
Started Exp’d to Pass

10 5 3 84 73 47 94 78 50

1 x withdrawn

1 x interrupted

15 x withdrawn

8 x interrupted

3 x transferred

16 x withdrawn

9 x interrupted

3 x transferred (out)
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Pre registration Nursing & Midwifery education –
Programme attrition – Teesside University 

www.cddft.nhs.net

Commissioned 
but not recruited 

, 9, 11%

Started but did 
not complete, 

26, 32%

Expected to 
Graduate , 47, 

57%
Other, 47, 57%

Teesside University Sept. 2018 RN Adult 
intake

Attrition from commissioning to graduation 
43% 

n=84

Commissioned but 
not recruited , 9, 

11%

Started but did 
not complete, 

26, 32% Took up post 
elsewhere / left 

without taking up 
post, 13, 16%

Expected to take up 
post at CDDFT, 34, 

41%

Other, 47, 57%

Teesside University Sept. 2018 RN Adult intake

Attrition from commissioning to first post 
CDDFT 59% 
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Best Outcomes: Nursing & Midwifery Staffing

www.cddft.nhs.net

Student Attrition
The average attrition rates for students not graduating in the expected timeframe or at all is 25% across the UK with no sign of sustained 
improvement since 2008. 

Survey in conjunction with Nursing Standard found that student attrition rates range from 5-50% across different universities. 
https://reader.health.org.uk/a-critical-moment/pressure-points#student-nurse-attrition

1809 & S18 Cohort Attrition

Teesside University (adult) 42%
National Average (Adult, 

MH, Child, LD)
25%

Teesside University (Child) 18%
National Average (Adult, 

MH, Child, LD)
25%

University of Sunderland 

(adult) 
40%

National Average (Adult, 

MH, Child, LD)
25%

CDDFT Adult & Children 

(Teesside & UoS)
38%

National Average (Adult, 

MH, Child, LD)
25%

Midwifery 25% National Average 31%

https://www.health.org.uk/news-and-comment/charts-and-infographics/how-many-nursing-students-are-

leaving-or-suspending-their-degrees

https://www.rcm.org.uk/news-views/rcm-opinion/blown-off-course/

22
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Nursing & Midwifery Staffing rolling hours balances

www.cddft.nhs.net

The rolling hours balance for June is 460.19. This is
slightly higher than last month; however, the
hours owed by staff has reduced by 1781 hrs.

There are 5973 hours owed by staff owing less
than 10 hours. This has increased by 484 hrs from
last month.

There are 5231 hours owed to staff that have 10
hours or less owed to them: an increase or 587
hrs.

Managers are now undertaking regular reviews of
staff hours as part of the pre approval roster
checklist to ensure hours are paid back in a timely
manner.
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Best Outcomes: Safe Staffing Bank RN fill rates

www.cddft.nhs.net

RN Bank fill rates: 

Requests for RN bank have remained similar to May, which are below the 20/21 average.  However the fill rate for bank has fallen by 4% in June to 65.22%.  
This is similar to July  2020. IMS still remain the highest user  of bank and agency staff. 
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Best Outcomes: Safe Staffing Bank HCA fill rates

HCA  Bank fill rates:

Request for HCA bank hours have increased in June to above the 20/21 average. However, the fill rate has  dropped again reducing the bank fill rate to 58.12 %, 
which is a figure last seen in January 21.  Agency fill has also dropped, reducing from 12.87% in May to 7.75% in June. IMS still remain the  highest user  of bank 
and agency staff. 

25

Ite
m

 1
0 

- 
IQ

P
R

B
oa

rd
 &

 O
P

A
C

 (
Ju

ly

Page 237 of 252



Best Outcomes: Safe Staffing Composition 
Temporary v. substantive

RN Bank fill rates :

Fill rates for reportable safe 
staffing areas in June: 
substantive staff levels dropped 
slightly to 86.9% from previous 
two months. This has increased 
the use of agency and bank 
staffing; and could be due to an 
increase in staff having to isolate 
due to covid contacts.  

HCA Bank fill rates :

Fill rates for reportable safe 
staffing areas in June: 
substantive staff levels have 
dropped from the previous 
month. Bank staffing levels have 
remained static but agency fill 
has increased by 1.2% .  The need 
to increase agency usage is 
probably due to staff isolating 
from covid contacts. 
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Best Employer | Best Efficiency: Well Led

www.cddft.nhs.netwww.cddft.nhs.net

In the second half of 2020, the budgeted establishments for Registered Nurses remained constant and the vacancies decreased, as can be seen in 
the Oct, Nov, Dec 2020 positions.

As the budget establishment was increased as part of ward establishment review and budget reset the total number of RN vacancies also increased, 
as can be seen from January 2021, accepting that there is an anomaly in March until the final establishments were in place
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Best Employer | Best Efficiency: Well Led

www.cddft.nhs.netwww.cddft.nhs.net

Similar to the RN position, in the second half of 2020, the budgeted establishments for health care support workers remained constant and the 
vacancies decreased, as can be seen in the Oct, Nov, Dec 2020 position.

As the budget establishment increased as part of ward establishment review and budget reset the total number of HCSW vacancies also increased, as 
can be seen from January 2021; accepting that there is an anomaly in February and March until the final establishments were in place
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Best Employer | Best Efficiency: Well Led

www.cddft.nhs.net

Workforce:
- The New Budgeted Establishments have been incorporated into the report from April 2021. This includes changes to nursing establishment to include absence 

cover.
- Budgeted Vacancies are calculated as the difference between Budget Establishment (Finance) and Contracted SIP (ESR). The increase in vacancies has arisen 

from the changes to nursing establishments.

www.cddft.nhs.net

Target Average 20/21 Average 21/22 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21 Apr-21 May-21 Jun-21 2020/2022 Movement

Budgeted Establishment  - 6649.21 7057.37 6575.28 6572.04 6592.12 6594.19 6597.91 6578.56 6598.75 6650.16 6826.81 6847.68 6791.98 7040.44 7040.44 7091.22

Total Contracted SIP 5913.08 6045.89 5896.69 5957.72 5985.46 5907.35 5804.68 5848.53 5896.74 5896.87 5911.01 5976.19 6043.98 6012.32 6040.72 6084.63

Of Which Career Break 11.49 12.39 11.72 11.72 11.72 10.72 10.72 10.72 10.72 10.72 10.72 12.31 14.31 12.71 13.71 10.75

Of Which Maternity/Adoption 115.36 115.18 111.78 119.56 129.69 126.39 122.19 117.14 117.13 109.50 107.24 104.61 111.60 115.23 110.53 119.78

Of Which Other Unavailable 1.80 4.27 0.80 0.80 1.80 1.80 1.80 1.99 1.99 1.99 2.59 2.59 2.60 2.60 3.60 6.60

Available SIP 5784.44 5914.05 5772.39 5825.64 5842.25 5768.44 5669.97 5718.68 5766.90 5774.66 5790.46 5856.68 5915.47 5881.78 5912.88 5947.50

Budgeted Vacancies 736.13 1011.48 678.59 614.32 606.66 686.84 793.23 730.03 702.01 753.29 915.80 871.49 748.00 1028.12 999.72 1006.59

Lost Due To  Overall Sickness Absence - 365.43 329.38 430.04 305.85 281.01 291.31 299.37 320.25 394.46 403.65 433.71 382.44 334.22 275.27 342.95 369.93

Of Which MSK 51.09 54.67 50.22 55.34 47.91 53.07 57.83 52.61 46.71 47.35 53.27 59.74 46.14 38.82 53.81 71.37

Of Which COVID Related 89.16 34.88 122.37 43.69 26.87 24.23 28.92 52.61 102.07 95.86 141.87 83.16 146.11 39.41 34.89 30.33

Of Which Mental Health 108.92 107.27 118.33 113.02 103.41 102.10 91.85 102.36 113.61 120.69 107.70 108.93 114.76 94.70 115.30 111.81

Bank Usage 425.12 381.52 407.03 322.14 368.88 446.53 388.93 396.23 538.38 393.07 504.73 441.81 508.92 390.50 391.92 362.15

Agency Usage 78.86 68.60 68.44 67.18 81.57 64.61 74.16 80.15 82.96 92.77 102.70 91.68 62.77 63.59 68.90 73.32

In Month Starters 64.57 68.90 97.72 82.54 33.63 70.77 47.39 42.79 55.66 29.36 57.44 95.30 75.32 66.02 60.73 79.94

In Month Leavers 51.32 49.54 46.11 46.19 46.96 107.58 53.35 42.37 34.49 48.10 59.84 41.61 49.59 60.43 44.31 43.89

Staff Turnover Rate  FTE %  (Voluntary) 9% 7.10% 6.63% 7.67% 7.62% 7.54% 7.33% 7.20% 7.11% 6.77% 6.60% 6.62% 6.48% 6.58% 6.64% 6.73% 6.53%

Staff Turnover FTE % (All) - 11.64% 11.19% 12.22% 12.17% 12.15% 12.00% 11.71% 11.76% 11.28% 11.09% 11.09% 10.89% 10.74% 11.22% 11.21% 11.14%

Core Essential Training 95% 91.19% 95.00% 90.75% 92.75% 90.98% 91.75% 91.89% 91.84% 90.01% 90.13% 90.52% 89.40% 91.10% 94.74% 95.56% 94.69%
Staff Appraisal 95% 69.43% 69.34% 76.47% 73.11% 68.92% 66.48% 65.54% 66.05% 71.60% 66.81% 64.09% 64.92% 69.46% 71.36% 69.76% 66.89%

Sickness Absence Overall 4% 6.32% 5.57% 7.45% 5.25% 4.81% 5.05% 5.28% 5.60% 6.84% 6.99% 7.49% 6.53% 5.65% 4.68% 5.80% 6.22%

Of Which MSK 0.88% 0.92% 0.87% 0.95% 0.82% 0.92% 1.02% 0.92% 0.81% 0.82% 0.92% 1.02% 0.78% 0.66% 0.91% 1.20%

Of Which COVID Related 1.54% 0.59% 2.12% 0.75% 0.46% 0.42% 0.51% 0.92% 1.77% 1.66% 2.45% 1.42% 2.47% 0.67% 0.59% 0.51%

Of Which Mental Health 1.88% 1.81% 2.05% 1.94% 1.77% 1.77% 1.62% 1.79% 1.97% 2.09% 1.86% 1.86% 1.94% 1.61% 1.95% 1.88%

Sickness Absence Short Term 1.25% 2.18% 1.49% 2.44% 0.31% 1.22% 1.36% 1.74% 2.23% 3.19% 2.51% 3.03% 2.04% 1.43% 0.62% 1.81% 2.03%

Sickness Absence Long Term 2.25% 4.14% 4.08% 5.00% 4.94% 3.59% 3.69% 3.54% 3.37% 3.65% 4.48% 4.47% 4.49% 4.22% 4.06% 3.99% 4.19%

C
D

D
F

T

CDDFT Workforce Performance Overview
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Best Employer | Best Efficiency: Well Led

www.cddft.nhs.netwww.cddft.nhs.net
30

COVID related absences 
remain lower than the 
previous COVID surge at 
this time, other absences 
are driving an overall 
increase. 

Core Essential Training has 
reached the required 95% 
overall and requires 
sustaining.

Appraisals continue to run 
below target levels with a 
reduction being 
experienced in this latest 
COVID surge.
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Best Employer | Best Efficiency: Well Led

www.cddft.nhs.net

Workforce:

- The increase in Staff In Post (Actual) is mainly due to increases in Nursing & Midwifery and Support to Clinical Staff
- WTE Substantive, includes both CDDFT and SCL

www.cddft.nhs.net

NHSi PWR Return – Headline Figures

SUMMARY STAFF WTE DETAIL 01WTEM01_ACT 01WTEM02_ACT 01WTEM03_ACT

 Actual Actual Actual

https://digital.nhs.uk/data-and-information/areas-of-interest/workforce/nhs-occupation-codes 30/04/2021 31/05/2021 30/06/2021

Month 1 Month 2 Month 3

WTE WTE WTE

Total non medical - clinical substantive staff 4,943.17 4,951.48 5,010.27

Total non medical - non-clinical substantive staff 947.79 967.77 951.41

Total medical and dental substantive staff 531.14 535.91 536.21

Total WTE substantive staff 6,429.10 6,462.16 6,504.89
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Best Employer | Best Efficiency: Well Led
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Register of Sealings (Quarter 4, 2020/21).   1 

 

 

Trust Board – 28th July 2021 

Item 11a – Register of Sealings (Quarter 4, 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 January 2021 to 31st March 2021 (“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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Register of Sealings (Quarter 4, 2020/21).   2 

 The Trust Seal may only be affixed to documents where 

authorisation has been given by the Trust Board or one of its 

Committees or where authority to affix the seal is derived from a 

delegated power (currently to the Trust Secretary). 

N/A 

Eight documents have been sealed in the period: six lease 

agreements for units at Innovation House, South Church 

Enterprise House, Bishop Auckland, a license to occupy clinical 

rooms at New Durham College and a Supplemental Agreement 

in relation to certain benchmarking provisions under the PFI 

project contracts at the University Hospital of North Durham. 

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 4, 2020/21).           3 

 

REGISTER OF SEALINGS – 2020/21 

Period of: 1 January 2021 to 31 March 2021 (Quarter Four) 

Date of 

Sealing 

Description of 

Document Sealed 

Parties to 

Document 

Contract Value 

(if applicable) 

(GBP£) 

Name of Director(s) 

Affixing seal 
Notes 

09/02/2021 

Lease for Unit 49 Innovation 

House, South Church Enterprise 

Park Bishop Auckland 

1. The Trust 
2. South 

Durham 
Enterprise 
Agency 

 
S Jacques, Chief 

Executive 

Sealed by L Duckworth, 

Committee Administrator on 

behalf of W Edge, Trust 

Secretary  

 

09/02/2021 

Lease – Unit 50 Innovation 

House, South Church Enterprise 

Park, Bishop Auckland 

1. The Trust 
2. South 

Durham 
Enterprise 
Agency 

 

S Jacques, Chief 

Executive 

 

 

 

Sealed by L Duckworth, 

Committee Administrator on 

behalf of W Edge, Trust 

Secretary  

 

09/02/2021 

Lease – Unit 46 Innovation 

House, South Church Enterprise 

Park, Bishop Auckland 

1. The Trust 
2. South 

Durham 
Enterprise 
Agency 

 S Jacques, Chief 

Executive 

Sealed by L Duckworth, 

Committee Administrator on 

behalf of W Edge, Trust 

Secretary  
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Register of Sealings (Quarter 4, 2020/21).           4 

Date of 

Sealing 

Description of 

Document Sealed 

Parties to 

Document 

Contract Value 

(if applicable) 

(GBP£) 

Name of Director(s) 

Affixing seal 
Notes 

09/02/2021 

Lease – Unit 42 Innovation 

House, South Church Enterprise 

Park, Bishop Auckland 

1. The Trust 
2. South 

Durham 
Enterprise 
Agency 

 S. Jacques, Chief 

Executive 

Sealed by L Duckworth, 

Committee Administrator on 

behalf of W Edge, Trust 

Secretary  

 

09/02/2021 

Lease – Unit 40 Innovation 

House, South Church Enterprise 

Park, Bishop Auckland 

1. The Trust 
2. South 

Durham 
Enterprise 
Agency 

 S. Jacques, Chief 

Executive 

Sealed by L Duckworth, 

Committee Administrator on 

behalf of W Edge, Trust 

Secretary  

 

10/02/2021 

Tenancy agreement – Unit 37 

Innovation House, South Church 

Enterprise Park, Bishop 

Auckland 

1. The Trust 
2. South 

Durham 
Enterprise 
Agency 

 S. Jacques, Chief 

Executive 

Sealed by L Duckworth, 

Committee Administrator on 

behalf of W Edge, Trust 

Secretary  

 

10/02/2021 
License to occupy Clinical 

Rooms at New Durham College 

1. The Trust 
2. New Durham 

College 

 S. Jacques, Chief 

Executive 

Sealed by L Duckworth, 

Committee Administrator on 

behalf of W Edge, Trust 

Secretary  
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Register of Sealings (Quarter 4, 2020/21).           5 

Date of 

Sealing 

Description of 

Document Sealed 

Parties to 

Document 

Contract Value 

(if applicable) 

(GBP£) 

Name of Director(s) 

Affixing seal 
Notes 

23/03/2021 

Supplemental Agreement in 

relation to certain benchmarking 

provisions under the PFI project 

contracts at the University 

Hospital of North Durham 

1. The Trust 
2. Consort 

Healthcare 
Durham 
Limited 

 S Jacques, Chief 

Executive 

Sealed by P Dixon 

Corporate Affairs Lead on 

behalf of W Edge, Trust 

Secretary 
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Register of Sealings (Quarter 1, 2021/22).   1 

 

 

Trust Board – 28th July 2021 

Item 11b – Register of Sealings (Quarter 1, 2021/22) 

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 January 2021 to 31st March 2021 (“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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Register of Sealings (Quarter 1, 2021/22).   2 

 The Trust Seal may only be affixed to documents where 

authorisation has been given by the Trust Board or one of its 

Committees or where authority to affix the seal is derived from a 

delegated power (currently to the Trust Secretary). 

N/A 

Three documents have been sealed in the period: Covid 

Arrangements: Letter of Variation between the Trust and 

Synchronicity Care Ltd and two Pre-Emption Waivers between 

the Trust and Healthcall Ltd. 

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 1, 2021/22).           3 

 

REGISTER OF SEALINGS – 2021/22 

Period of:      01/04/2021 to 30/06/21(Quarter 1 ) 

Date of 

Sealing 

Description of 

Document Sealed 
Parties to Document 

Contract Value 

(if applicable) 

(GBP£) 

Name of Director(s) 

Affixing seal 
Notes 

09/06/2021 Waiver Pre-Emption Rights 
1) The Trust 
2) Healthcall Soulutions 

Ltd 

 
S Jacques, Chief 

Executive 

Sealed by S Costello, Committee 

Administrator on behalf of W Edge, 

Trust Secretary  

 

09/06/2021 Waiver Pre-Emption Rights 
1) The Trust 
2) Healthcall Soulutions 

Ltd 

 
S Jacques, Chief 

Executive 

Sealed by S Costello, Committee 

Administrator on behalf of W Edge, 

Trust Secretary  

 

22/06/2021 
Covid Arrangements – Letter of 

Variation 

1) The Trust 
2) Synchronicity Care 

Ltd 

 

S Jacques, Chief 

Executive 

D Brown, Director of 

Finance 

Sealed by S Costello, Committee 

Administrator on behalf of W Edge, 

Trust Secretary  
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