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Chairman’s Statement
2011/12 was the beginning of a new era
for the Trust. Notwithstanding a short
delay while matters were formalised
with Monitor, our regulator, we started
the year as an integrated provider of
hospital, community and health and
wellbeing services.
The Board has been clear that the main goal
of the new organisation must be to provide a
quality service for our patients, and one that
brings together the different aspects of care
into a coherent pathway.
In the new NHS, our unique selling point is
that we can provide a fully integrated service
in hospital, community and at home, and we
can facilitate the shift of care out of hospital.
However, we should be in no doubt that
our new commissioners from next year,
the clinical commissioning groups, will look
to take the opportunities presented by the
“any qualified provider” regime and the
retendering of contracts, to look to achieve
best value, and explore opportunities to
do things differently.
Both predecessor organisations went into
the merger with a positive financial outcome
at the end of 2010/11. This meant that the
Trust started 2011/12 in a good position.
Nevertheless, the wider economic situation,
and the need to release significant efficiency
savings because of rising costs, meant that
this was a challenging financial year.
Staff have done well in achieving cost
reductions in 2012/13, which mean we
end the year with an effective, if not an
accounting, surplus. However, ongoing
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financial constraints mean that, during
2012/13, further savings need to be made
of £21 million, which represents a greater
percentage of turnover than previous years.
So, on the one hand, 2012/13 needs to be
a year of consolidation following a period of
change in 2011/12, while on the other hand,
efforts to provide a yet more efficient service
need to be redoubled.
The last few months of the year saw some
significant changes at Board and senior
management level.
Chris Lisle joined the Trust in summer of
2011 as Director of Human Resources and
Organisation Development and has made
the development of the Trust’s three new
clinical care groups – Acute and Long Term
Conditions; Care Closer to Home; Surgery
and Diagnostics – her main aim. I am
pleased to welcome her formally, if belatedly,
to the organisation through the Annual
Report. Her energy and perspectives are
of great value to the Executive team and
the Trust as we reshape the organisation.
Laura Robson retired as Executive Director
of Nursing in January 2012. Laura has been
Director of Nursing at the Trust and its
predecessor organisations for 15 years, a
period of huge change, through which she
has been a constant as an Executive Director
of successive Boards. Laura will be greatly
missed by many people in the organisation,
and on behalf of the Board, I would like
to thank her and wish her the very best
for the future.

www.cddft.nhs.uk
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The Trust has a clear successor in Sue
Jacques, who has been a successful Director
of Finance for ten years and who has, in
recent years, taken on a wider and more
comprehensive brief as Deputy Chief
Executive and Chief Operating Officer.
Sue is also a figure on the national
healthcare stage and is currently President
of the Healthcare Financial Management
Association. Most importantly, she has
a passion for this Trust.

Tony Waites

The process for appointing a new Director
of Nursing is underway. In the meantime,
the Board is grateful to Diane Murphy for
taking on this brief on an acting basis,
taking the agenda forward with insight
and enthusiasm.
After over four years as Chief Executive,
Stephen Eames decided to take on the
leadership role at The Mid-Yorkshire
Hospitals NHS Trust from 1 March 2012,
an organisation which is currently facing a
critical period. The Board and I would like
to share our appreciation for Stephen’s huge
contribution to the Trust since 2007 and our
best wishes for this next stage of his exciting
and varied career. During nearly 20 years as
a Chief Executive in the NHS, Stephen has
specialised in taking on challenging roles
and, although, as an organisation, we have
a long record of success, both clinically and
financially, Stephen took over at a time when
we needed to make some big decisions
about the future configuration of services.
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Sue took up her appointment as Chief
Executive with effect from 1 March 2012.
She has the full support of the Board and
Governing Council and we are sure that she
will have considerable success in her new role.
In this context, I’d like to credit also Tom
Hunt, our Commercial Director, who is also
acting as Finance Director until a substantive
appointment is made later in the year.
I would like to thank the Governors for their
commitment to the Trust, to welcome those
who have joined the Council and thank those
who have stepped down during the year.
I would also like to thank our volunteers
and friends for their staunch support.
Finally, I would like to thank our frontline
staff for their hard work, which is appreciated
equally by the Board, and by our patients
and communities.
With best wishes

Tony Waites
Chairman, May 2012
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Chief Executive’s Statement
I feel extremely honoured to present my
first statement in the Annual Report of
County Durham and Darlington NHS
Foundation Trust.
I have been a Board Director at the Trust for
ten years, and it is a privilege to be Chief
Executive of an organisation with such a
dedicated and professional workforce.
Thanks to our staff, we have, over a period
of years, maintained our position as a high
performing trust, delivering quality patient
outcomes, and cost effective care.
Stephen Eames has left us a great legacy.
I look forward to working with you all –
patients, staff, partners, our Trust governors
and members and the people we serve –
to build on this record and develop and
improve our services further.
2011/12 was a year of strong performance
clinically and financially.
In recognition of our clinical performance,
we have recently received a fifth
successive annual 40 Top Hospital Award
from benchmarking organisation CHKS.
Our mortality figures are the best in the
region, and we are making significant strides
in some of our services - the understandably
controversial changes that we made to stroke
services during 2011/12 are already starting
to pay off in terms of improved performance
against national best practice standards.
Visits from the Care Quality Commission as
part of their programme of inspections this
year were treated as opportunities to improve
the care we provide, particularly for
older people.
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Sue Jacques

We have also performed well financially.
Although accounting treatment of property
valuation mean that we have ended the year
with an accounting loss, we have made an
operating surplus, and from a cash point of
view, our position is strong. This is in a year
when we have completed a £40 million
investment in the infrastructure and facilities
of Darlington Memorial Hospital, the oldest
of our sites, paid for out of reserves.
Our financial position also means that the
Board will be able to seek to invest in the
future of our services.
2011/12 was a year of major change for
the organisation as we made our first steps
as an integrated organisation. Two particular
elements of this stand out.
From an organisational point of view, we
have reorganised our services to reflect our
business priorities and the pressures of the
financial environment. We have brought
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together the corporate “back office”
functions of the two organisations to realise
a 20% saving in these areas. This allowed
us to focus more of our resources on clinical
services. We have since carried out a
restructuring of clinical management –
reducing our five clinical divisions to three
care groups. This has helped us streamline
systems and encourage greater co-operation
and integration between frontline services.
This has also helped us to address some
of the challenges of meaningfully engaging
a busy clinical workforce. Each care group
now has four clinical representatives who are
members of the Executive Directors Group.
This development is allowing for lively and
open debate, which is already contributing
to improved decision making and a greater
focus on clinical issues and quality.
During our first year as an integrated
organisation, we have been keenly focused
on developing our clinical strategy and
strategic direction, working with our partners
and stakeholders. We identified four key
touchstones for the development of services:
• The best health outcomes for patients –
we need to achieve the highest possible
standards of care and improved results
for patients
• An excellent patient experience – because
evidence shows that better outcomes are
linked to a better experience.
• Improving efficiency – reducing our
costs so we can continue to invest for
the future
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• Being a best employer – because high
levels of staff motivation and satisfaction
are related to better patient care
We also agreed four areas where we need
to make progress during 2012/13:
• Unscheduled care - becoming a truly 24
hour, seven day service in hospital and
community, with senior decision makers
on the frontline around the clock,
supported by excellent diagnostics
• Integration and care closer to home supporting people with long term
conditions to manage their own
conditions, better support at home
for frail and vulnerable people to reduce
avoidable admission
• Sustaining and developing women and
children’s services on two sites – meeting
the needs and desires of our local
communities to have locally based
consultant and midwife led care, and
emergency children’s care
• Developing specialist services/centres
of excellence - to provide the best care
to the highest required standards, and
keep services within County Durham
and Darlington
Following the decision to centralise hyperacute
stroke at UHND, concerns were raised about
the future of other services at Darlington.
Results coming through in the first few
months are demonstrating the improvement
in the service in terms of quicker treatment
and direct access to a stroke unit that we
believed this decision would make.
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However, it is very clear to the Trust Board
that the future success of the Trust depends
upon us maintaining two acute sites –
one at Darlington, the other at Durham,
integrated with responsive community
services in all of our localities. We are also
committed to a range of planned services
at Bishop Auckland Hospital
During 2012/13, we are holding a series
of staff and stakeholder events to develop
more detailed plans to progress the four
clinical priorities detailed above.
These include:
• Unscheduled Care Event – 28 May
and 29 May 2012
• Integration and Care Closer to Home
– 17 September & 18 September 2012
• Sustaining and Developing Women’s
and Children’s Services on two
sites – 10 December and 11
December 2012
• Development Specialist Services and
Centres of Excellence – 18 March and
19 March 2013
Staff and Stakeholders are invited to attend
any or all of the above meetings. We would
also welcome the opportunity to come and
speak to your organisation about our plans.
If you would like to know more then please
feel free to write to the address as shown at
the back of this report, alternatively you can
email me with your views at
chief.executive@cddft.nhs.uk.

In 2011/12, other notable successes included:
• The launch of the Trust’s new bariatric
surgery service, based at Darlington
Memorial Hospital
• The continued development of research
and development in the Trust, with 53
studies approved during the year, and
9 commercially sponsored research
studies opened
• The Dementia Collaborative learning
was rolled out to University Hospital
of North Durham
• Our catering services for patients received
further recognition, and Darlington
kitchens are now providing patient meals
at all three hospital sites.
• We launched the routes to quit programme
– a key part of our plan to embed health
improvement in our pathways of care.
• The Focus on Undernutrition programme
received national attention and recognition.
We can look back with some degree of pride
at what the organisation achieved during
2011/12. However, there is no room for
complacency as there is much more to be
done if we are to provide consistently the
quality of care our communities deserve.
I do hope, however, that, despite the
challenges we will face, the successes of
2011/12 will spur us on to greater things
in 2012/13.

Sue Jacques
Chief Executive, May 2012
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About the Trust
As one of the largest hospital and
community healthcare providers in the
NHS, County Durham and Darlington
NHS Foundation Trust serves around
600,000 people across County Durham,
Darlington, North Yorkshire, the Tees
Valley and South Tyneside.
The Trust provides an integrated healthcare
service, bringing together hospital,
community services and health and wellbeing
services to provide high quality and seamless
care for patients.
Services include:
Health and wellbeing services:
including health improvement support
and advice, such as stop smoking, alcohol
reduction, improving diet and taking exercise.
Community based services: including adult
and children’s services and specialist services
provided in the community, in the home and
in GP practices.
Acute and planned hospital services:
including emergency medicine and trauma
and also planned surgery, diagnostics and
outpatient services.

The Trust provides acute hospital services from:
• Darlington Memorial Hospital
• University Hospital of North Durham
And a range of planned hospital services
for patients across Durham and Darlington
at Bishop Auckland Hospital, as well as
outpatient, urgent care and diagnostic
services for local people.
We provide community services in patients’
homes, and in around 80 premises, including
community hospitals and health centres:
•
•
•
•
•
•
•

Shotley Bridge
Chester-le-Street
Weardale, Stanhope
Peterlee
Stanley Health Centre
Sedgefield
Richardson, Barnard Castle.

For more information about County Durham
and Darlington NHS Foundation Trust log on
at www.cddft.nhs.uk

Bishop Auckland Hospital

Darlington Memorial Hospital

Richardson Community Hospital

University Hospital
of North Durham

Chester-le-Street
Community Hospital

Shotley Bridge
Community Hospital

with you
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Sedgefield
Community Hospital
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Highlights of the Year
Our journey to success – 2011/12
April 2011
A new organisation
The start of the new
financial year also
marked the beginning
of a new organisation
delivering healthcare services across County
Durham and Darlington. The Trust merged
with County Durham and Darlington
Community Health Services to become an
integrated care provider and take a new and
holistic approach to healthcare, supporting
patients all the way through their care
pathway. We reached beyond the walls
of our hospitals to provide community
and health and wellbeing services.
Darlington
Dementia
Collaborative
The Darlington
Dementia
Collaborative,
launched during 20010/11, continued
to drive dramatic improvements to care
for people with dementia. Together doctors,
nurses, social workers and other health
professionals from the Trust, Tees, Esk
and Wear Valleys NHS Foundation Trust,
Darlington Borough Council and NHS County
Durham and Darlington, have cut waiting
times, reduced hospital stays, improved
access to services and increased the amount
of time doctors and nurses are able to spend
with patients.
Our main aim is to improve quality of life
by helping patients with dementia remain
independent as long as possible and provide
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support for their carers. Ward 51 at Darlington
Memorial Hospital is a centre of excellence
and we are building on this success with a
rollout of the project on Ward 1 at University
Hospital of North Durham. We’re also taking
this quality out into the community.
What our patients were saying:
“The staff are very efficient from the
domestics, to the nurses and the consultants.
The hospital is spotless and the care received
outstanding.” Ward 6, BAH, April 2011

May 2011
Top hospitals award
In May 2011 for the
fourth consecutive
year, County Durham
and Darlington NHS
Foundation Trust was named as one of
the CHKS 40 Top Hospitals. CHKS is one
of the top health service benchmarking
organisations, and the Top 40 is based on
an evaluation of performance in 21 areas
including safety, clinical effectiveness,
health outcomes, patient experience,
quality and efficiency.
In May 2012, the Trust received its fifth
40 Top Hospitals Award. CHKS is a highly
respected organisation and County Durham
and Darlington NHS Foundation Trust has
now earned this accolade every year since
becoming a foundation trust.
What our patients were saying:
“I wish to congratulate my local hospital
and their staff and thank them for the
excellent treatment and care I have received.“
UHND, May 2011
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June 2011
Cardiac Rehab team
shortlisted for
national award
The County Durham
and Darlington
Cardiac Rehabilitation Programme was
shortlisted as a finalist in the national
Cardiac Rehabilitation Awards. The awards
showcase the most excellent examples of
cardiac rehabilitation in the UK and the
Trust’s team made it into the final 10.
Across the county, the innovative and
comprehensive service has reduced the
length of hospital stays and hospital
readmissions as well as GP visits for
patients with cardiac disease. It brings
patients an improved quality of life and
a greater life expectancy.
TV Chef visits
hospital kitchen
The Trust was
delighted to welcome
TV Chef and
Restaurateur Simon
Rimmer to Darlington
Memorial Hospital.
Simon spent a day behind the scenes with
catering staff at the hospital filming a segment
for the daytime BBC 1 series ‘Food Fighters’
which highlighted the good practice and
excellent standard of service being delivered
by the hospital from the onsite kitchen.

July 2011
New ring and
remind service
launched
We launched a new
telephone service
which automatically reminds patients about
their appointment details. About a week
before an appointment, a patient will receive
an automated telephone call to remind them
of the date, time and location of their
appointment – this helps those who might
have forgotten about their appointment or
makes it easier for patients to cancel or
rebook their appointment. The scheme is
helping us reduce the number of patients
who ‘Did Not Attend’.
Shuttle Bus
Patients, visitors
and staff can travel
more easily between
our three main
hospital sites thanks
to the arrival of our hospital shuttle bus.
The inter-hospital bus operates between
Bishop Auckland Hospital, Darlington
Memorial Hospital and University Hospital
of North Durham and runs approximately
every hour.
What our patients were saying:
“I was always treated with the utmost care,
consideration and kindness.” Dressing clinic,
Ward 15, UHND, July 2011

What our patients were saying:
“My wife and I have recently had a baby at
DMH, and wish to convey our appreciation
to staff of all levels and disciplines who
provided us with excellent care throughout.”
Maternity Ward, DMH, June 2011

with you
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August 2011
Raising awareness
of stammering
At an event in
Durham market place,
Speech and Language
Therapists raised awareness about
stammering – to break down barriers
and share information about treatment
techniques available. The event preceded
the British Stammering Association’s national
conference which was held in Durham during
2011. The team was joined by the Mayor
of Durham and was pleased to report that
they were approached by a number of
people who had a stammer looking for
support but also friends and family members
of people affected by a stammer who were
looking for information and advice.
Routes to Quit
Health professionals
took smoking advice
and support on the
road with the aim of
helping local residents
find their route to quit. Smokers are four
times more likely to quit with the support
of the NHS Stop Smoking Service. Advice
and support is available in the community
and was also launched in our hospitals at
Darlington and Durham. During a patient’s
stay in hospital, a specialist stop smoking
advisor is now available to talk to them about
stopping smoking and to help them manage
their cravings while they stop smoking during
their hospital stay.
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Children’s Ward
benefits from
nursery donation
Families and staff
from Busy Bears
Nursery, Bearpark
and Busy Bees Nursery in Newton Hall
organised the ‘Busy Big Toddle’ and kindly
donated £5,771.10 to Treetops, the
children’s ward at University Hospital of
North Durham.
What our patients were saying:
“The way I was treated by all staff amazed
me, nothing was too much trouble.”
Ward 51, DMH, August 2011

September 2011
Weight Loss
Surgery Service
Launched
We launched bariatric
or weight-loss
surgery in Darlington. The service provides
care for patients across County Durham
and Darlington, and is working jointly with
a similar service on Teesside. The hospital is
able to deliver a full range of weight loss
surgery such as gastric banding and stomach
bypass which reduce stomach capacity.
The service is helping patients like Debra
and David Brassell who have lost 17 stone
between them and dramatically improved
their quality of life.

www.cddft.nhs.uk
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Recipe for Success
Focus on
Undernutrition –
a pioneering
programme to keep
elderly people well
fed, healthy and disease resistant –
was recognised nationally for its
remarkable results.
Led by dieticians in County Durham and
Darlington, the service delivers training and
support to health and social care community
staff on how to identify and treat
undernutrition. The initiative has trained
more than 350 cooks in 75 care homes
to prepare food that is appealing, rich in
nutrients and easy to eat. It has also trained
more than 3,000 staff in the community,
resulting in thousands of vulnerable people
maintaining or gaining weight.
What our patients were saying:
“Our Mother was treated with sensitivity
and respect. There was a friendly atmosphere
created by staff who were willing to build
positive relationships with patients and
relatives.” Ward 4, BAH, September 2011

October 2011
Improving care
for patients
with dementia
Building on the
success of the
Dementia Collaborative at Darlington,
the project was rolled out across the
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Trust to University Hospital of North Durham.
Environmental changes were carried out on
Ward 1 and more staff training introduced
to enhance knowledge and understanding
of treating patients with dementia and to
improve the care delivered to patients while
they are in hospital.
Falls – Everyone’s
responsibility
The Trust launched
a project to prevent
and reduce falls.
An internal campaign
highlighted falls as
everyone’s
responsibility and the
Trust introduced a
new falls care bundle
with a target of reducing falls by 10% by
March 2012. With a combined effort to meet
this challenge and deliver improvements for
patients in our care, staff achieved the 10%
reduction and have determined to use the
work undertaken by rapid spread as a
springboard to continue the improvement
journey into 2012/13.
What our patients were saying:
“All the staff were hard working, caring
and conscientious.” Ward 15, UHND
October 2011
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November 2011
New ENT service
launched
Thanks to a generous
donation from
the Friends of the
Hospital, the Trust purchased state-of-the-art
digital video-scope equipment for the ENT
department at Darlington Memorial Hospital.
This enabled the team to introduce a new
treatment for people with vocal cord palsy,
which badly affects the speech of some lung
and neck cancer and other patients.

Regional awards
for healthy living
resource centre
Healthworks was
honoured with two
regional awards for
the positive impact it is having on the lives
of people in one of the country’s most
deprived communities.
Based in Easington Colliery, Healthworks
is part of the Trust’s Health Improvement
Service and is a healthy living resource centre
providing easy access to a wide range of
services and activities for all ages.

Mealtime Assistant
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The centre scooped the awards at the 5th
annual Cels Business for Life Awards, which
recognises the achievements of the North
East's healthcare and life sciences industry.
What our patients were saying:
“The nurse who cared for me was what
I can only describe as ‘absolutely amazing’,
I will never forget the care and compassion
she showed me.” A& E department, UHND,
November 2011

December 2011
Hospital Food gets
royal seal
of approval
Darlington Memorial
Hospital was
congratulated for the excellent food being
served to staff, patients and visitors at a
reception hosted by HRH Prince Charles
at Clarence House.
The event was held to celebrate the best
of British hospital food and the Trust was
chosen as one of the UK’s highest achieving
hospital trusts and invited to attend.
The event cemented Darlington’s reputation
for delivering high quality meals which are
prepared on the premises and for sourcing
products locally.
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Hospitals gain
Trauma Unit status
for next three years
The Trust’s two acute
sites – Darlington
Memorial Hospital
and University Hospital of North Durham
– were accredited with trauma status.
Trauma unit status secures A&E and acute
services at both of these sites and means
that the hospitals can continue to treat most
emergencies in Durham and Darlington.
What our patients were saying:
“This note is to express our deep appreciation
of the care given to our Dad in his final days,
which allowed him the one thing he said he
always wanted which was to die with dignity
despite the debilitating nature of his illness.”
Ward 51, DMH, December 2011

January 2012
New Year gift to
Macmillan Centre
The Macmillan
Cancer Information
Centre at Bishop
Auckland Hospital was delighted to welcome
in the New Year with a generous donation
to its services. County Durham residents,
Sheila Swainston and Margaret Wilson
organised a ‘festive flower night’ and
raised nearly £2,000 to donate to the centre.
The Information Centre opened its doors
in March 2010 and has fast become an
invaluable resource for the local communities
– dealing with 700 enquires in its first year.
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Endoscopy patient
videos go live
To help provide
patients with as
much information
as possible in an
accessible format, the Trust launched its
first patient videos. Available on the Trust’s
website, a series of videos takes prospective
patients through an endoscopy procedure,
introducing staff and showing what will
happen on the day of an appointment.
The videos also include clips from other
patients sharing their positive experiences
of the service.
What our patients were saying:
“I would like to say how very impressed I
was at the efficiency and standard of care
and also the expertise shown by everyone
concerned.” A&E, UHND, January 2012

February 2012
ITU donation
After praising the
care his son had
received on the ITU
at Darlington
Memorial Hospital, Mr Peter Willers kindly
donated a new TV set to the unit. Mr Willers
commended the care his son received and
the Trust’s use of the hospital passport
scheme. The hospital passport is used in
Bishop Auckland, Darlington and Durham
hospitals and is designed to support
communication for people with learning
difficulties while they are accessing our Trust.
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Service achieves ‘Information Standard‘
The Trust's Health Improvement Service was
awarded The Information Standard quality
mark and certified as a provider of high
quality healthcare information.
Improving the health and
wellbeing of our workforce
The Trust was one of the employers
across County Durham and Darlington
recognised for its commitment to improving
the health and wellbeing of employees
as well as contributing towards creating
healthier workplaces at the Better Health
at Work Awards. At the awards, the Trust
was presented with the silver level.
What our patients were saying:
“I would like to congratulate the excellent
staff during my treatment. The staff were
professional, cheery and reassuring.”
BAH, February 2012

March 2012
Upgrading
Darlington
Memorial Hospital
Work was completed
on the Trust’s £26
million investment in a new energy centre
and infrastructure for the hospital. Reducing
our carbon emissions and making the
hospital more efficient, the investment was
part of a £40 million spend on upgrading
the site and securing our commitment to
the future of Darlington Memorial Hospital.
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State-of-the-art MRI
scanner unveiled
at Bishop Auckland
Hospital
A new state-of-the-art
MRI scanner was
officially unveiled at Bishop Auckland
Hospital. The new equipment has been
designed to deliver a more comfortable
patient experience and is improving patient
care at Bishop Auckland with access to faster,
higher quality images and a more
comprehensive range of scans.

What our patients were saying:
“At no time was I ever allowed to
feel worried or tense because of the
wonderful attitude of those caring people.
My thanks must go to the ward staff who
do a difficult job with complete dedication
and professionalism.“
Stroke Unit, UHND March 2012

Community Care

with you
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Directors’ Report and Business Review
Operating and Financial Review
2011/12 was yet another successful
year for the Trust with operational
performance continuing to improve
and financial performance exceeding
plan, whilst the Trust underwent a
major integration with community
services, and completely reorganised
its management structure and back
office functions to reduce cost and
improve patient services.

Operational Performance
Performance as assessed by our regulator,
Monitor, has been strong, as has
performance against our own and our
commissioners’ clinical priorities. A review
of these clinical priorities can be found in
the section ‘Quality of Services’.
We are once more proud of the improvement
and sustained excellent performance against
our targets for health care associated
infection with the number of Clostridium
difficile cases dropping once again from
70 to 54, a reduction of 23% on 2010/11
and 77% on the number of cases seen
during 2008/09.
With only 3 cases of MRSA strong
performance has been maintained, with
an overall reduction of 92% on the number
of cases seen during 2008/09. We continue
to achieve the requisite screening targets
for MRSA screening and training on
hand hygiene is firmly embedded into our
essential training programmes for all staff
We have met or exceeded all of our targets
in respect of Cancer despite experiencing
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a significant growth in demand resulting
from both the national cancer campaigns
and the PIP breast implant replacement
programme.
• 98.9% of all cancer patients needing
surgery were treated within 31 days;
• 100% of all cancer patients needing
anti-cancer drugs were treated within
31 days;
• 90.2% of all cancer patients were first
treated within 2 months (62 days)
following an urgent GP referral;
• 93.9% of all cancer patients were first
treated within 2 months (62 days)
following a screening referral;
• 99.8% of all cancers resulting from an
urgent GP referral (first treatments) were
diagnosed within 31 days;
• 94.8% of all cancer urgent GP referral
were seen within 14 days; and
• 93.3% of all cancer urgent referrals for
breast symptoms were seen within 14 days.
• Some 97.12% of patients waited fewer
than four hours to be dealt with in our
Accident and Emergency departments
and 100% waited fewer than 4 hours to
be seen in our Urgent Care centres against
a target of 95%. This is despite an increase
of almost 4% in the number of people
attending the Accident and Emergency
departments and an increase of 13% in
the Urgent Care centres.
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• 95% of our patients were admitted for
treatment within 18 weeks and within
12 weeks when an operation was not
required (non- admitted).

year. Monitor assigns each foundation
trust with an annual and quarterly risk
rating which reflect the level of compliance
with these plans and the Trust’s terms
of authorisation.

• We comply fully to Access to Healthcare
for patients with Learning Disabilities.
• We secured level 2 for all essential
Information Governance Toolkit standards
demonstrating our continuing commitment
and resolve to taking good care of the
sensitive information that we hold.

What Our Regulator Says
Monitor, the independent regulator of
foundation trusts, requires each foundation
trust to submit an Annual Plan and at least
quarterly performance reports during the

Financial Risk Rating
Governance Risk Rating

Financial Risk Rating
Governance Risk Rating

with you
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At the end of 2011/12, Monitor rated
the Trust green for governance, as has
been the case for all quarters throughout
2011/12, demonstrating strong operational
performance throughout the year and is in
line with our plans, and gave us a financial
risk rating of 4, which actually exceeded our
planned performance
Further details of the way in which Monitor
rates foundation trusts can be found on
Monitor’s web-site.
(www.monitornhsft.gov.uk)

2010/11
plan

Q1
2010/11

Q2
2010/11

Q3
2010/11

Q4
2010/11

3

3

3

3

3

AMBER GREEN

GREEN

GREEN

GREEN

GREEN

2011/12
plan

Q1
2011/12

Q2
2011/12

Q3
2011/12

Q4
2011/12

3

3

3

3

4

GREEN

GREEN

GREEN

GREEN

GREEN
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Performance Risks
2012/13 will be a challenging year for the
trust, as it strives to deliver tangible benefits
in patient experience and outcomes, and
build on the benefits of integration of acute
and community services achieved in 2011/12.
2012/13 is the 2nd year of the Department
of Health’s stated intent to drive 4% per
annum efficiency out of the NHS. In addition,
following the passage of the Health and
Social Care Bill in Parliament, we now face
a period of transition whilst significant
changes in the way that NHS services are
commissioned is transformed. This will
require further significant improvement
in our efficiency and productivity.
Whilst this will not be easy, we have a strong
track record and a dedicated workforce who
have identified opportunities to increase
efficiency, whilst improving clinical outcomes
and patient experience and eliminating
duplication. Our plans for 2012/13 are well
developed but it is important that we make
good progress during the year to refine plans
for 2013/14 and beyond in order to respond
effectively to the demands of our patients,
commissioners, and our regulator.
We have performed strongly during 2011/12,
but recognise that there will always be room
for improvement. The areas that we wish to
focus on moving forward, in addition to
those priorities in our Quality Account and
CQUIN targets are:
• that we consistently deliver the existing
Accident & Emergency targets across
all sites; and
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• that we continue to deliver the minimum
waiting time standards for all cancer
patients across our catchment area,
responding to the expected increase
in demand that will take place as a result
of the national cancer campaigns.

Financial Performance
Overall financial performance for the year
has been excellent and has exceeded our
plan. Whilst the bottom line of our accounts
shows a deficit for the year £10.4m, this
was after recognising an impairment on the
revaluation of our land and buildings by the
District Valuer of £21.6m. This is a non-cash
charge in the Trust’s accounts, which is
discounted by Monitor in its risk assessment
of the Trust. Consequently, we can report a
surplus £11.2m prior to the recognition of
the impairment, which exceeds our plan of
£2m by £9.2m. The generation of surpluses
is important as this provides the cash the
Trust needs to invest in its capital programme
so that we can sustain and improve the
services we provide and the environment for
patients. This performance is a credit to the
hard work of everyone in the Trust and is
particularly noteworthy given the significant
improvements in non-financial performance
that have also been made, as well as the
impact of the integration.
A key element of the Trust’s financial
performance has been its ability to
deliver almost all of its £20m efficiency
improvements. £19.8m was delivered in
total, and this was testament to both the
advance planning in 2010/11 that allowed
schemes to be worked up and implemented
quickly in 2011/12, and also the Trust’s ability
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to react quickly to changing circumstances.
Activity in 11/12 was in excess of the plan
established by our commissioners, which
meant that we had to retain capacity to
deal with the increased work, thereby
constraining some cost reduction plans,
which were substituted by increased
income generation.
The cost improvement challenge for
2012/13 is £21.9m, and plans have been
developed for the majority, but not all,
of this target. The board has prudently
developed contingency plans to sustain
the financial position of the trust, whilst
further action is taken to develop further
efficiency schemes, and to develop plans
for 2013/14 and beyond.
In 2011/12, we invested almost £15m of
capital in our estate, IT systems and medical
equipment. The £26m upgrade of the
Darlington Memorial Hospital energy centre
and associated infrastructure improvements
completed successfully ahead of schedule
and below budget in March 2012. In
addition, an upgrade to the main corridors in
DMH has commenced, and the replacement
of theatre tables at UHND completed.
Significant investment in medical equipment
includes that to support expanded trauma
and orthopaedics services in Durham and
Shotley Bridge; Anaesthetics machines across
all sites; replacement ultrasound scanners
across all sites; and significant investment in
scopes across all our hospitals.

patients readmitting to hospital unnecessarily,
and to facilitate a faster assessment and
treatment of patients being admitted.

Key Financial Performance Targets
The Trust exceeded its key financial targets
for the year to 31 March 2012. The targets
and our performance against them are
as follows:

EBITDA margin
Definition:

The Net Earnings before
Interest, Taxation and
Dividends shown as a
percentage of total income.

Purpose:

This measures the
underlying financial
performance of the Trust.

Source of data: Trust audited annual
financial statements.
Plan Target:

6.5%

Result:

7.7%

Some £9m of additional revenue investments
were approved during the course of the year,
including investment in schemes to prevent

with you

all the way
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Achievement of Plan
Definition:

Comparison of Actual
EBITDA against Plan.

Income and Expenditure
Surplus Margin
Definition:

Net Surplus (excluding
exceptional items and
impairments) shown as a
percentage of total income.

Source of data: Trust audited annual
financial statements.

Purpose:

To ensure that the Trust is
trading profitably.

Plan Target:

100%

Result:

122.9%

Source of data: Trust audited annual
financial statements.

Purpose:

To assess the Trusts ability
to deliver its financial plan.

Return on Capital Employed Rating
Definition:

Purpose:

Net Earnings before Interest
and Tax as a percentage of
Capital Employed.
To assess the Trust’s ability
to derive a financial surplus
from the assets it owns

Plan Target:

0.4%

Result:

2.4%

Liquid Ratio
Definition:

Cash plus Trade Debtors
plus Unused Working
Capital Facility minus
(Trade Creditors plus Other
Creditors) expressed as the
number of days’ operating
expenses that this sum
would cover.

Purpose:

To ensure that the Trust
maintains sufficient cash
to run its business.

Source of data: Trust audited annual
financial statements.
Plan Target:

8.2%

Result:

11.7%

Source of Data: Trust audited annual
financial statements.
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Plan Target:

18.8 days

Result:

29.8 days
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Prudential Borrowing Limit

Private Patient Cap

Definition:

Definition:

The level of Private Patient
income is capped at the
level (as a percentage of
total patient income) as at
that in financial year
2002/03.

Purpose:

To ensure the Trust limits
the amount of non-NHS
work it undertakes.

Purpose:

A limit to the amount of
borrowings (including PFI
schemes) that the Trust
may undertake set for each
NHS foundation trust by
the independent regulator
guided by the Prudential
Borrowing code.
Used to protect the public
interest and financial
stability of individual NHS
foundation trusts.

Source of Data: Trust audited annual
financial statements.
Plan Target:

Borrowings less than
£124.6m

Result:

Borrowings were £120.3m

Source of Data: Trust audited annual
financial statements.
Plan Target:

< 0.23%

Result:

0.02%

Rehab Team – Bishop Auckland Hospital
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Public Sector Payment Policy

Non-NHS

NHS

Target:

Definition:

Purpose:

Unless other terms are
agreed, the Trust is
required to pay its creditors
within 30 days of the
receipt of goods, or a
valid invoice, whichever
is the later.
To ensure that the Trust
complies with the Better
Payment Practice Code.

Source of Data: Trust audited financial
statements.

95%

Target:

95%

Result by number: 94%

Result by number: 90.2%

Result by value:

Result by value:

95%

93.8%

Difficulties associated with the correct
routing of invoices in the months
immediately following the integration
of the Community Health Services on
1 April 2011 resulted in the targets being
narrowly missed, however these have
now been addressed.
A detailed breakdown of the figures is
shown in table 01 below:

Table 01: Prompt Payment Code (30 Days)
Non-NHS Creditors

NHS Creditors

Number

£000’s

Number

£000’s

Total bills paid in the year to 31 March 2012

107,741

£157,242

2,905

£46,817

Total bills paid within target

101,265

£149,355

2,620

£43,914

Percentage of bills paid within target

94.0%

95%

90.2%

93.8%
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Late Payment Interest
Legislation is in force which requires trusts
to pay interest to small companies, if
payment is not made within thirty days
(Late Payment of Commercial Debts (Interest)
Act 1998). The Trust paid £171.10p in
relation to 2 invoices that were paid after
their due date.

During 2008, the Government requested
that all Public Bodies review their payment
practices with a view to making payments
within ten days. The Trust has prioritised
payments for small and medium local
companies with a view to achieving the
ten day payment policy where possible
and the results for all suppliers are shown
in table 02 below:

Table 02
Non-NHS Trade Creditors
Number

£000’s

Total bills paid in the year to 31 March 2011

107,741

£157,242

Total bills paid within target

82,538

£86,677

Percentage of bills paid within target

76.6%

55.1%

Emergency Entrance – UHND

with you

all the way

27

Statement of Compliance
with Cost Allocation and
Charging Requirements
The Trust has complied with the cost
allocation and charging requirements set
out in HM Treasury and Office of Public
Sector Information Guidance.

Counter Fraud
The Trust’s counter fraud service is provided
by Audit North who provide internal audit,
IS assurance and counter fraud services to
the public sector in the North of England.
The Trust has a Fraud and Corruption Policy
in place and a revised Anti Fraud Policy is
currently under review. In addition the Trust
has a Raising Concerns (Whistleblowing
Policy) which provides contact details for
reporting concerns in respect of any
potentially fraud related issues.

Going Concern
After making enquiries, the Directors
have a reasonable expectation that the
Trust has adequate resources to continue
in operational existence for the foreseeable
future. For this reason, they continue to
adopt the going concern basis in preparing
the accounts.

Directors’ Declaration
So far as the Directors are aware, there is
no relevant audit information of which the
auditors are unaware and the Directors have
taken all steps that they ought to as directors
in order to make themselves aware of any
relevant information and to establish that the
Trust’s auditor is aware of that information.

Alison Todd – Ward Sister
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Quality Accounts
Statement from Chief Executive
In writing the Quality Accounts for 2011/12,
the Trust has had time to reflect on its first
year as an integrated organisation providing
both acute and community care, and the
opportunity that this has presented to deliver
even higher quality care in all settings.
Whilst our achievements have been
validated in a number of ways, we are
particularly proud to have achieved a
CHKS Top 40 Hospitals award for the sixth
consecutive year. This, we believe, illustrates
our commitment to quality and effective
service provision whilst improving
patient experience.
As a newly merged organisation we have
set ourselves ambitious targets to continually
improve the quality of care we provide.
One of the ways we have chosen to monitor
this is through our involvement with NHS
Quest, an organisation of high performing
trusts like ourselves who are committed to
the following goals:
• Reducing standardised hospital
mortality index.

and outcome for the people we serve.
Specifically we are resolved to ensure:
• The best health outcomes for patients
– we need to achieve the highest possible
standards of care and improved results
for patients.
• An excellent patient experience –
because evidence shows that better
outcomes are linked to a better experience.
• Improved efficiency – reducing our costs
so we can continue to invest for the future.
• Being a best employer – because high
levels of staff motivation and satisfaction
are related to better patient care.

Achievements
We have continued to make our care safer
by, once more, reducing MRSA bacteraemia
and Clostridium difficile rates. We have seen
a reduction in falls in the acute setting but
have further areas for improvement in the
community hospitals. For both acute and
community care there has been reduction
in falls resulting in fractured neck of femur
but we have further to go.

• Ensuring harm free care.
• Reducing avoidable re-admissions.
• Ensuring patients end of life is dignified
and within the correct care setting.
Our vision ‘With you, all the way’ further
underlines our commitment to patient care
– putting patients at the centre of everything
we do, and working with staff and
stakeholders to provide the best experience

with you

all the way

We are proud to have maintained Risk
Adjusted Mortality at below 100 and,
as part of the NHS Quest programme,
are determined to drive this lower still.
In December 2011 we reconfigured
hyper-acute stroke services. Early outcomes
indicate excellent results in terms of
improvements across the stroke bundle
of care.
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The Trust has monitored standards for
nutrition throughout the year with mixed
results. Targeted action is being taken to
secure performance improvement across
all areas during 12/13.
Feedback and involvement of our patients is
extremely important and we have introduced
a pilot of real time patient interview to allow
for timely actions and improvement to be
made. The 5 areas in our quarterly patient
surveys relating to discharge that we targeted,
have all shown improvement on 10/11.

Priorities for 2012/13
The priorities for 2012/13 are detailed in the
body of this report at part 3 but have been
agreed after considering the following:
• where we need to see continuing quality
improvement
• new priorities that have evolved since the
last report
As in previous years, the priorities are set
out under the three domains. We believe that
to be effective these must work in harmony
and form the basis of any quality strategy
Safety
Falls – we did not fully achieve what we
hoped for in terms of falls reduction. We will
continue with this priority with a further
reduction target.
Healthcare Associated Infection –
although our performance is excellent in
this area we will continue to promote actions
and monitor procedures to achieve even
better results.
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Venous thromboembolism – whilst we
achieved our target of over 90% of patients
being assessed for risk, there is still more to
do. In the coming year we will include
monitoring of inpatients in the Community
setting and enhance monitoring to ensure
compliance with national guidelines to
include other elements of care for patients.
Discharge summaries – we need to
improve our process of ensuring timely
discharge summaries are forwarded to our
GP colleagues and we will monitor
improvement in this area using a bespoke
data collection tool. This will not only provide
enhanced safety measures but will ensure an
effective dialogue across the care settings.
Experience
Nutrition and hydration – we did not fully
achieve what we hoped for in terms of
patient assessment and monitoring. We will
continue to monitor and improve in this area
and will roll out further initiatives in this
essential area of patient care and experience.
End of life care – we will use the results of
the national end of life care audit to inform
us of the priorities that we need to focus
on in this essential area of our care delivery.
This will ensure that we continue to move
forward in our aim to provide the right care
at the right time, in the right care setting.
Complaints regarding attitudes of staff –
although we achieved an improvement in the
number of complaints we did not achieve the
improvement we wished to in this area and
we will continue to focus on this as a priority
during this year.

www.cddft.nhs.uk

Annual Report and Annual Accounts 1 April 2011 – 31 March 2012

Effectiveness
Chronic Obstructive Pulmonary Disease –
we have introduced this important priority
as it will form the basis of monitoring the
effectiveness of care that has been given
for people with long term chronic conditions
across different care settings. This will also
allow us to review the effectiveness of
providing care closer to the patient’s home.
Stroke – we will continue to monitor
compliance with the national SENTINEL
stroke audit to ensure that we maintain the
improvements that have been seen since the
introduction of the hyperacute stroke unit in
the Trust.
Compassion and Dignity – we will ensure
that we participate in at least twelve patient
stories during the year so that we can carry
out detailed analysis of the patient journey
across the care setting.
Avoidable readmissions – we will monitor
this new priority for 2012/13 as we need
to gain in depth analysis of the reasons
for readmissions to enable monitoring
and adaption, if necessary, of our pathways
of care to enhance the care that we give
to our patients.
Assessment and Treatment times in
Emergency Departments – we will monitor
this new priority as we have seen from the
quality indicators that this is an area where
improvement is required.
In addition to these priorities, mandatory
priorities have been introduced and these
are detailed in section 3 of the report
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Quality of Data
We assure ourselves on the quality of data
within this report using both internal and
external sources.
An overview of all of the quality indicators
is monitored monthly by the Trust Board.
Performance monitoring takes place each
month within the Care Groups and this
ensures that any emerging issues are
identified at an early stage so that
remedial action can be taken.
An established ward performance framework
is in place and this enables Matrons to
monitor on a monthly basis a sample of
care records to ensure that care processes are
apparent in the patient’s records. In addition,
as part of this process, a number of patients
are asked key questions about the quality
of care they have received during their stay.
We have enhanced our senior manager
“WalkRounds” process during the year
and introduced an in house monitoring tool
“In Their Shoes”. This allows us to assess and
feedback to Senior Nurses observations of
care and management that are seen within
the care setting.
Clinical Strategy – our aims
As part of our strategy we have outlined
the work we intend to do over the next
three years to improve the quality of care,
with particular focus in the following areas.
Unscheduled Care- this unplanned care,
usually provided following an emergency
admission or attendance encompasses
the need to provide a truly 24/7 service
in hospital and community. This will involve
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different work patterns and integration
of some services. As part of this we will be
introducing an integrated care record system
to allow Trust and GP practice staff to share
information. The enhances the need to
monitor the care received in the emergency
care setting and the monitoring of care of
chronic long term conditions as outlined in
the priorities above.
Integration and care closer to home –
by bringing together our hospital, community
and health and wellbeing services, and
delivering care closer to home, we will
provide better services for people managing
long term conditions. It is important that we
gain in depth knowledge of patient journey
and the patient stories outlined above will
help with this process. We have also
introduced a readmission avoidance scheme
to provide greater home support to patients
at greatest risk of readmission and the
effectiveness of this will be monitored.
Women’s and children’s services – We will
be developing these services to ensure that
we meet the needs of our local communities
and linking with other specialist hospital
trusts to develop stronger clinical networks.
Centres of excellence – during last year
our major providers of acute hospital services
at University Hospital of North Durham
and Darlington Memorial Hospital were
designated as trauma units for the next three
years. To address more demanding quality
standards we will continue to develop Bishop
Auckland General Hospital as a centre of
excellence for rehabilitation, planned care
and specialist services.
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Leadership
The above would not be possible without
our team of highly skilled staff. The Trust
has a clear vision and value based framework
to ensure that strong leadership remains
the key to realising our vision. The Trust
Board commissions an independent annual
evaluation of its performance and this
includes contributions from key external
stakeholders, including Local Authorities
and Commissioners.
Following integration with Community
Health Services last year and care group
restructure, an agreed programme will be
introduced to ensure service improvement
is embedded throughout our services
resulting in demonstrable benefits for
patient experience and outcomes.
Involvement of Stakeholders
This Quality Account has been produced
in consultation with Darlington Borough
Council and Durham County Council
Overview and Scrutiny Committees, the
Governing Council’s Quality & Healthcare
Governance Committee, the local LINKs
organisations, the Commissioning Primary
Care Trust, the Board of Directors and staff
of the organisation.
As the responsible officer for County
Durham & Darlington NHS Foundation
Trust, I confirm that the information
contained in these accounts is a true
and fair reflection of the quality of
care provided by the Trust

Sue Jacques
Chief Executive
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A Guide to the Structure
of this Report
The report summarises our performance
against the quality priorities we identified
in the 2010/11 Quality Account to cover
the 2011/12 period. It also outlines those
we have agreed for 2012/13
As reported in the Quality Account last
year, this is the first report since the merger
between the Acute Trust and the provider
arm of the Primary Care Trust. The report
outlines our progress in 2011/12 on the
14 objectives that were identified in the
former acute and community setting.
The objectives are separated into the three
sections of Patient Safety, Effectiveness
and Experience. In addition, the regulated

statements of assurance are also included
in this part of the report.
In the final section of the report we show
a comparison of results for 2010/11 and
2011/12. We also outline our priorities for
2012/13 under the same categories of Patient
Safety, Effectiveness and Experience. We have
detailed the rationale for inclusion of these
and how we will measure performance
against these. We also detail involvement
with our patients during the year, initiatives
that have been implemented and statements
from Commissioning Primary Care Trusts,
Overview and Scrutiny Committees, and
Local Involvement Networks that show
their response to this Quality Account.

Focus on Under-Nutrition Programme
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Priorities for Improvement
and Statements of Assurance
from the Board
Quality Improvement Priorities for 2011/12
The section below summarises the specific
priorities and objectives we set for Safety,
Patient Experience and Clinical Effectiveness
in 2011/12.

CHKS Top 40 Hospital Award

Priority

Rationale for choice

Measure

Patient Falls

National QIPP priority
High levels of falls reported
in the hospitals
NPSA monitoring falls
resulting in fracture

Reduction in falls per
patient bed day
Reduction in falls resulting
in injury

Safeguarding Training

Identified in serious case
review and compliance
assessment of the
standards

Numbers of staff trained
in accordance with the
training strategy

Discharge
Communication

Concerns of OSC and GP
consortia
Poor quality of discharge
information identified
through audit
Patient complaints
regarding lack of
information

Reduction in complaints
and incidents regarding
discharge
Higher levels of patient
satisfaction

HCAI

Maintenance of current
improvement
Board and national priority

Achieve reduction in line
with target

SAFETY
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Priority

Rationale for choice

Measure

Nutrition and Hydration
in Hospital

Features in complaints
National attention
High level of support by
OSCs

% Completion of
nutritional assessment
% Completed food charts
% Completed fluid balance
charts

Complaints about the
Attitude of Staff

Feature of complaints

Reduction in complaints
related to staff attitude

Boarding of Patients on
other Wards

CQC assessment critical of
boarding policy
Board debate and concern

Cessation of boarding
patients outside of normal
working hours
IR1s completed and
monitored for breaches
of the policy

Priority

Rationale for choice

Measure

Mortality of Specific
Conditions

Performance in Dr Foster
Review. Strategic
objective to reduce
avoidable injury or death

Maintain mortality at or
below SMR of 100

Compliance with NICE
Recommendations

Essential compliance for
registration

Audit evidence of
compliance

Medications
Management

Concerns of OSC. Audit
evidence from pharmacy
details high level of error

Audit of omitted medication.
Audit of discharge
medication

Compliance with
Sentinel Audit Standards
for Stroke

National priority. Local
priority following stroke
discussion

Audit of stroke pathway and
monthly returns

EXPERIENCE

EFFECTIVENESS
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Community Priorities
Prior to merging with the Foundation Trust
the community services identified their
priorities. These are similar to the priorities
of the acute hospitals and are:
1. Reducing falls in community hospitals
2. Reduction in the numbers of avoidable
pressure sores
3. Focus on under-nutrition of patients
in community hospitals

Patient Safety
Priority 1 – Patient Falls
The section below summarises the targets
we set ourselves in relation to patient falls,
what we did throughout the year to achieve
reduction and the improvements we plan
to make for 2012/13. The number of falls
within the organisation are established from
the incident reporting system and reported
to Safety Committee on a monthly basis.
Data is captured in a monthly Incident
Report and as part of the Board
performance monitoring data.

Patient falls which result in a fractured neck
of femur are reported as a Serious Untoward
Incident and reported externally to the
Strategic Health Authority. An in depth
analysis of the cause of the fall is carried
out to establish whether there are any
lessons that can be learnt to prevent falls
for other patients
Prior to the merger last year it was agreed
in acute services that falls resulting in injury
would be categorised as those resulting in
fractured neck of femur as the indicator
for the Quality Account. In the Community
setting this was categorised as falls resulting
in any fracture, not just fractured neck
of femur.
For the coming year we will be measuring
falls resulting in injury as those where
fractured neck of femur is identified for
the Quality Account. Other injuries will be
monitored through the incident reporting
system and reviewed as appropriate at
Safety Committee.

Nurse Led Unit – Bishop Auckland Hospital
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Falls within Acute Hospital Setting

How Did We Do It?

During 2010/11 there were a high number
of falls experienced by our patients within
the inpatient setting. When we compared
ourselves nationally and against patient bed
days we were at a higher level than the
national average for falls.

• A project team resource was identified
and approved by the Board.

Our Quality Challenge
We needed to build on previous
improvement projects and spread
standardised and evidenced best practice
across the integrated organisation.
This was done using Rapid Spread Solution
technique. This technique is an evidence
based improvement programme that is
used when key measures that are required
to bring about improvement have already
been identified. We set out to reduce in
patient falls by 10% from November 2011
to March 2012. We set out to reduce in
patient falls resulting in harm (measure by
fractured neck of femur) by 10% in the
same time period.

• All evidenced falls prevention interventions
were collated and a care bundle was
introduced based on the Royal College
of Physicians “FallSafe Care Bundle”. A falls
prevention bundle compliance tool has been
developed and communicated out to staff.
• A launch event took place to introduce
the newly formatted care bundles so that
all staff are working to the same criteria
for falls prevention.
• We identified the areas known to be high
risk and these were targeted for enhanced
intervention in the initial stages of the
programme. This included an education
programme at service delivery level
and included assistance from the falls
co-ordinator, physiotherapy, mental health
liaison team and moving and handling team.

RCN Deputy President Visit
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• Training was provided to our staff on
prevention of falls and post fall care
management and regular audits of falls
care bundle compliance introduced.
• The falls reduction work will continue next
year as we move towards sustainability of
the actions that were implemented from
the targeted focus of last year. We wish
to see a continued reduction in falls and
those resulting in injury so will continue
to report monthly the position, using the
incident monitoring system.
• The coming year will also build on work
commenced this year in the following areas:

• Compliance data to be input directly
from ward base.
• Continue with the falls steering group
to maintain, monitor and progress
improvement.
• Build on intentional rounding work
which has been introduced to ensure
that patients are formally reviewed for
any care needs at agreed intervals.
• Roll out the work to Emergency
Departments.
• Falls conference to review and
share lessons learnt.

• Falls data and compliance dashboard
to be available on a dedicated falls
intranet page.

Falls within Community Hospitals
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Richardson Community Hospital
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Analysis of reported incidents has provided an
indication that the proposed target reduction
was difficult to achieve despite significant
effort on behalf of the Community Hospital
staff and wider support mechanisms. This is
largely attributed to the changing profile of
the patients, with all community hospitals
anecdotally reporting an increase in the
number of patients with cognitive impairment.

• Joint project with the Medical Physics
Team at a local hospital to make a
prototype patient call bell, which will
have small lights.
• A Falls Prevention day service is now
available 2 days per week within the
hospital.
• Purchase of ultra low beds with crash mats.

Interventions undertaken
across all Community Hospitals
during the year
• All hospitals are now part of the Falls
Care Bundle programme initiated by
the trust and disseminated via Rapid
Spread Solutions

• Floor and chair alarms.
• A baby alarm that can be used for those
who can’t use nurse call bell.
• A hand bell to be used in patients areas
where bell cord does not reach i.e.
sitting room.

• Staff have been trained in the use
of the Falls Care Bundle.

• Standard patient chairs have
adjustable height.

• Staff are contributing to the continued
refinement of falls classification

• Electric and manual armchairs.

• All falls are reported on the
Safeguard System

• Bariatric Chairs.
• Neurological armchairs.

• To provide evidence of the shifting patient
profile all hospitals have commenced
recording the number of admissions who
have existing or have developed Mental
Health Problems.

• Purchase of slippers for patients who do
not have suitable footwear.

In addition each of the hospitals has
identified their unique requirements and
undertaken a range of activities. These are
inclusive of:

• Rooms and toilet areas are clearly signed.

• The installation of dimmer lighting
in all patient rooms.

• All staff have completed Dementia
Awareness training.
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• Orthotic shoes obtained for those who
have very swollen feet or have bandages.

• Coloured toilet seats have been purchased
for patient areas.
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Pressure area damage
Reduction in avoidable pressure ulcers was
identified as a priority within the former
community setting. The graph below
indicates the achievement of this target

Sedgefield Community Hospital
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Our Quality Challenge
To reduce the number of avoidable grade 3
and 4 pressure ulcers with community settings
How did we do it?
As a result of the number of reports of
grade three and four pressure area damage
in the Community setting the Care Closer
to Home care group are carrying out an in
depth analysis of each case and these are
reported as a Serious Untoward Incident to
the Strategic Health Authority. In addition
the following steps were taken• Caseload review by District Nurse Team
Leads to ensure all patients receiving active
management of pressure ulcers have been
identified and reported on the Safeguard
Incident Management System.
• Additional guidance provided to all District
Nursing teams on minimum reporting
requirements for pressure ulcers.
• Established rapid review process for Grade
3 and 4 Newly Acquired and Deteriorating
Pressure Ulcers in line with Trust processes
for the management of Serious Untoward
Incidents (SUI).
• Established a peer review process for
Grade 2 Newly Acquired and Deteriorating
Pressure Ulcers.
• Improved the quality of Root Cause
Analysis reports and action plans.
• Identify a central bureau or resource for
gathering, collating and synthesising data
relating to pressure ulcers.
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• Have a clear and robust process to decide
whether reported incidents are avoidable
or unavoidable.
• Established a robust process for identifying
and disseminating key lessons and issues
for action in relation to reducing pressure
ulcers incidence on a continuous basis.
• Reduced the number of patients with
preventable ‘newly acquired’ pressure
ulcers, within the district nursing service
(DNS) and community hospitals in line
with CQUIN targets.
• Reduced the incidence of preventable
‘deterioration’ of pressure ulcers (from
grade 2 upwards) for patients under the
care of the DNS and community hospitals
in line with CQUIN targets.
• Standardised practice guidelines for
pressure ulcer management (Pressure
Ulcer Prevention and Management Policy,
Wound Care Formulary).
• Undertaken a further thematic review of
root cause analysis reports and developed
a further action plan.
• Improved data quality to identify pressure
ulcer incidence by team.
• Completion of e-learning package.
• Undertaken activity and cost analysis
of pressure ulcer care within community
nursing services.
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• Actively engaged with wider stakeholders
to inform a whole systems approach to
pressure ulcer prevention and management
This has not been included as a priority in the
Quality Accounts this year as improvements
have been made and processes for
improvements embedded. However, we will
continue to monitor further improvements
through performance data to the Board on
a monthly basis and as part of the CQUIN
priority for the coming year.
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Priority 2 - Safeguarding Training
During 2010/11 the Trust has increased the
number of staff trained in both Safeguarding
Children and Safeguarding Adults. We have
a Safeguarding Children training strategy
action plan detailing how we propose to
train staff to the appropriate level in line
with the training strategy which was
launched in November 2011. From April
2012 both level 1 Safeguarding Children
and level 1 Safeguarding Adults training
will be part of essential training for all staff.
Training uptake will continue to be
monitored throughout 2012/13.
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Priority 3 - Discharge
Communication
Post Discharge Survey
Post discharge surveys are carried out
quarterly, analysed and reported to Senior
Managers at the Quality and Healthcare
Governance Committee.
CQUIN indicator questions are included.
Results are compared to the National
Inpatient Survey scores. This allows Care
Groups to identify emerging themes and
areas where improvements are required.
Thematic action plans have been d§eveloped
and are monitored and reviewed.
CREST Team
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Patient Experience Indicator Questions

National
Survey
2010/11

Q1
2011

Q2
2011

Q3
2011

Q4
2011

2011

Did you feel involved enough in decisions

74%

78%

85%

72%

76%

78%

78%

87%

84%

88%

84%

86%

83%

84%

84%

80%

84%

83%

63%

63%

76%

75%

69%

71%

73%

78%

88%

79%

78%

81%

about your care and treatment?
Were you given enough privacy when
discussing your condition or treatment?
Did you find a member of staff to discuss
any worries or fears that you had?
Did a member of staff tell you about any
medication side effects that you should watch
out for after you got home in a way that you
could understand?
Did hospital staff tell you who you should
contact if you were worried about your
condition or treatment after you left hospital?

The 2011 column shows the average
cumulative result from local internal audits.
Although this is different to the national
survey results due to different samples
collected at different points in the year,
it is important to continue to reflect local
survey results
It is evident from the above table that the
local Trust results score higher on all 5 patient
experience indicator questions and
consistently scores higher for:
• Privacy and dignity.
• Contacts following discharge.
Care on Ward 1 – UHND
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How Did We Do It?
A transitional care steering group has been
set up within the organisation to focus on
issues raised around safe discharge
procedures. An area of weakness has been
identified during 2011/12 with regard to
timeliness of completion of electronic
discharge letters.
Commissioners have requested that this
is monitored for improvement throughout
2012/13 and as part of the Quality Report
for the coming year improvements against
actions will be closely monitored and
reported on.

ITU at UHND
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Priority 4 - Reducing Healthcare
Associated Infections

Outcome:
• 3 cases of MRSA bacteraemia.

Trajectory for 2011-2012:
• No more than 3 MRSA Bacteraemia cases
attributable to the Trust.

• 53 cases of Clostridium difficile acute
inpatient areas.

• No more than 59 Clostridium difficile
positive cases attributable to the acute
trust and no more than 5 cases attributable
to the community hospitals.

• 1 case of Clostridium difficile in
community hospitals.
The Trust has made excellent progress in
reducing both MRSA bacteraemia and
Clostridium difficile cases.

Period

No of Bacteraemias

% Rate/10,000 bed days

Trajectory

2004/2005

47

1.20

36

2005/2006

36

1.00

30

2006/2007

64

1.77

22

2007/2008

21

0.67

15

2008/2009

38

1.24

19

2009/2010

7

0.23

18

2010/2011

3

0.10

7

2011/2012

3

0.01

3

Hand Hygiene
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How Do We Plan to Continue
to Improve Performance?
The new ambitions for 2012-2013 are
even more challenging but the trust have
a zero tolerance of avoidable Healthcare
Associated Infections and have planned
strategies to sustain and improve on this
level of reduction.
An action plan has been developed and
includes areas such as environmental
cleaning, hand hygiene, education and audit
around antibiotic prescribing, and focusing
on the management of patients with
Clostridium difficile.
A root cause analysis is carried out on all
cases of MRSA bacteraemia and Clostridium
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difficile attributed to the trust. Lessons learnt
are shared at the weekly clinical escalation
meeting and are cascaded throughout the
organisation as key messages
Audits of the clinical environment, hand
hygiene and clinical practice are carried
out on a monthly basis by the ward matrons
and Infection Control Nurses.
The Trust antimicrobial team will continue
their work in developing the Antimicrobial
policy and guidelines, evaluating antimicrobial
use, and providing feedback to physicians.
The team are responsible for optimising
antimicrobial use in the hospital by improving
compliance with the guidelines, through
education and regular audit of practice.
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The team are reviewing the possibility of
the use of social media and other forums
to ensure messages are cascaded to the
right people.
In addition the Infection Control team are
currently working in collaboration with the
Strategic Health Authority and organisations
in the region to ensure that all improvement
techniques are applied consistently with
regard to reduction in Clostridium difficile.

EXPERIENCE
Priority 1 - Nutrition and
Hydration in Hospital
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Royal Reception for Catering Services
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In excess of 90% of patients received
appropriate nutritional risk assessment using
the MUST risk assessment tool. Performance
has been less than we expected, however
since a low of 92% in September of 2011
this compliance has been improving and care
groups have agreed an action plan in order to
ensure that all patients receive this important
nursing assessment on admission to hospital.
Performance in relation to this standard for
recording food intake has been variable, with
performance exceeding expectation in some
months and being less than expected in
others. As with all actions relating to
nutritional risk assessment and nutritional
care, a comprehensive action plan has been
developed by the care groups and corporate
clinical standards team with an aim to
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improve performance and reach the target
of 95% of high risk patients having their
food intake recorded.
The trust places extreme importance on
nutrition and hydration for patients within
the hospital setting. During 2012/13 we will
continue to closely monitor and address any
issues highlighted. As in the previous year the
monitoring will be via monthly audit against
the ward performance framework.

What will we do to improve
further on this priority?
The Estates and Facilities Directorate as part
of its Operational Plan for 2012/13 has
introduced a number of initiatives which will
help deliver this objective. A major campaign
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has been sponsored by the Chief Executive
and will focus on the importance of food as
an essential factor of patient care.
This will form the foundation from which
to launch a major new initiative across the
Trust, with the objective of providing good,
nutritious, well presented food, appropriate
to individual’s needs and locally procured
where possible. Improving standards is far
more than just about the quality of the food
on the plate; it is about enhancing a patient's
whole mealtime experience.
There is clear medical evidence supporting
the fact that good nutrition aids a patient's
recovery. It is well researched that many
patients are malnourished on admission
and hospital caterers play a key role in
partnership with nurses and dieticians
to address this issue.

Weardale and Sedgefield Community
Hospitals and is currently in discussion
with Robertson FM to provide patient’s
meals to Chester Le Street Hospital.
In 2012 /13 it will ensure this is rolled
out across any outstanding in
patient areas.
b. Menu Choice - a thorough review will
be undertaken to consider the most
appropriate choice of menu for all our
patients with particular emphasis being
given to the elderly and those with
Dementia. Date for completion
September 2012

1. Key Objectives

c. Food Presentation and Service a review will be undertaken of the
presentation of food to the patients
with consideration being given to:
i. Roles and responsibilities of staff to ensure
a consistent approach across all sites.
ii. Additional support being provided at
ward level by volunteers.
iii. Widespread implementation of protected
mealtimes across our hospitals to ensure
patients can eat their food without
unnecessary clinical interruption.
iv. A refresh of the way food is presented
to patients including a full review of all
crockery, cutlery and trays and the
introduction of new branding
arrangements.
To be put in place by July 2012

a. Food Production – the Darlington
Memorial Hospital (DMH) catering
department already provides food for
Darlington Memorial Hospital, Bishop
Auckland, Richardson, Shotley Bridge,

d. Local Procurement – the Trust will
continue to source where possible
products from local suppliers.
i. Expenditure on food produced for
2010/2011 circa £420k target for

Good food promotes a sense of wellbeing:
served at the right times, good food makes
being in hospital more bearable, enhances
patient satisfaction and performs a major
function in the healing environment.
The standards defined in the Good Practice
Guide – Healthcare and Beverage Service
Standards will be used to establish food
service standards across the Trust.
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2012/2013 to include 5% increase £441k.
ii. All catering requirements will be reviewed
to assess the potential for procuring
locally, tender specifications to include
wording “bidders are encouraged to
utilise and work in partnership with local
suppliers in the supply of locally produced
or manufactured product”.
To be completed by September 2012
e. Communication and Marketing –
a full marketing and awareness
campaign will be launched in support
of this programme which will articulate
the benefits to patients, staff and the
local economy.
i. Food is the cheapest form of medicine.
ii. Food plays an integral role in aiding
recovery and sustaining life.
iii. The Trust will use this programme to
enhance the reputation of Darlington’s
catering service and will actively seek
opportunities to expand its contracts to
other providers.
iv. The Trust will pursue its links with celebrity
chef James Martin with a view to
participation in his campaign to improve
hospital food.
v. A Market Awareness Day will be
organised to familiarise local suppliers
of our specific needs.
To be completed by July 2012.
f. Efficiency – the main programme
objectives are to improve the quality
of the service
offered to patients. It will also provide
the opportunity to sustain the efficiencies
already offered.
i. Saving from change in service provider.
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ii. The Trust will use this programme to
enhance the reputation of Darlington’s
catering service and will actively seek
opportunities to expand its contracts to
other providers.
iii. Malnutrition can delay discharge and is
associated with costly side effects such
as pressure sores and infections.
g. Quality – the standard of our food has
been recognised by many external bodies
and agencies and through providing food
to all of our sites, will enable a
standardised quality product to be offered
to all of our patients. The standard of
service and presentation of the food to
the patients will be reviewed to ensure
consistency across the whole Trust.
h. Management Arrangements – the Trust
will reconstitute the Nutrition Steering
Group by refreshing the membership and
updating its Terms of Reference to reflect
this initiative. The Group will be chaired by
the Chief Executive and will be responsible
for the delivery of the food programme.
The new arrangements will be in
place by the beginning of March 2012.
i. Customer Satisfaction – will be
measured by the following:i. Ward Performance Framework
ii. Annual Patient Satisfaction Survey
iii. Patient Feedback
iv. Compliments
v. Reduction in Complaints
vi. Reduction in Food Waste
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2. Stakeholder Engagement
The Trust will ensure full stakeholder
engagement on this campaign with
input from:a.
b.
c.
d.
e.

Patient and visitor representatives
Catering staff
Nursing staff
Ward Hostesses
Local Producers/suppliers

Priority 2 - Complaints
about Attitude of Staff
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Governing Council Meeting
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What will we do to improve
on this priority?
We have continued to monitor complaints
about staff attitude during 2011/12 and are
very disappointed that these complaints
remain above trajectory. We have undertaken
detailed analysis of the complaints to ensure
there are no obvious patterns or trends. The
Trust is determined to address this issue and
work is on-going to enhance core values and
behaviours of all of our staff. This important
work will continue throughout 2012/13 with
patient stories being introduced to enable us
to gain more understanding of how patients
view the quality of care that they receive.

Priority 3 - Boarding of Patients
on Other Wards
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Summary Care Records
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In last year’s report we stated that we
would aim to cease boarding of patients
outside of normal working hours. This is
a very challenging ambition due to the
complexities of emergency presentations
and unpredictability of patient needs in
the acute environment.
As an organisation, however it is important
that if boarding of patients is necessary then
it is only those that are clinically appropriate
who are boarded to other specialities. It was
already established that patients would not
be boarded unless they were clinically stable
but in addition it was agreed that patients
with the following conditions were not
appropriate to be boarded to other
specialities:
• Patients with MRSA.
• Patients with cellulitis or acute/chronic
skin conditions.
• Patients with chest infections/pneumonia
(if productive cough with blood stained,
muco-purulent or purulent sputum,
or if they are on nebuliser therapy).
• Patients who have had diarrhoea
within the last 48hrs.
• Patients who have dementia and are
unable to consent to the transfer.
This is reported daily to senior staff in the
organisation by the bed management team
who, identify and report the number of
patients who are boarded after 10pm.
A monthly report is submitted to Safety
Committee. The graph illustrates that people
are boarded to other specialities but it is
reassuring to see that the reports have not
identified any patients boarded who fall into
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the above categories since targeted reporting
commenced in July 2011.
The measurement of the number of patients
boarded in general has also been very useful
in a bed modelling exercise that has taken
place within the trust, specifically to measure
whether the correct number of beds are
allocated to the correct speciality. There will
be a further bed modelling exercise during
2012/13

Effectiveness
Priority 1 - Mortality of Specific Conditions
The Dr Foster report, published in November
2010 identified that the Trust had a
significantly higher than expected
standardised mortality ratio for Stroke. A full
review of stroke mortality was carried out
with assistance from CHKS (an independent
company used by many Trusts to assist with
analysis of data from nationally reported
figures), and North East Quality Observatory
Unit. There was nothing specific found on
review and risk adjusted mortality for stroke
in 2011 has reduced. Risk adjusted mortality
figures are designed to give an indication that
there may be a problem but are not designed
to be conclusive and the most important
factor is that reviews take place when any
anomalies occur.
For the 2010/11 Quality Accounts it was
agreed that we would continue to monitor
risk adjusted mortality with the aim of
maintaining overall mortality at or below
100, which is within the expected range.
This has been achieved and is
monitored monthly.
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Mortality Data April 2009 – December 2011

Throughout the 2012/13 period mortality
will continue to be reported and monitored
using the new national indicator,
Standardised Hospital Mortality Index,
and this will be reported on a monthly
basis. These reports will assist clinical staff
in identifying any area that requires
further investigation.
The Trust has also committed to be part
of a Department of Health improvement
programme called NHS QUEST. We are one
of 13 organisations in the country that have
committed to work together to drive quality
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performance above that which is expected.
One of the work streams is to reduce
Standardised Hospital Mortality Index (SHMI)
to below 75. This is a very ambitious goal but
is a real benefit to our local community and
all patients receiving care, that we will be
monitoring and introducing new methods
of working with other organisations to ensure
that we introduce best practice initiatives.
Below is a diagram to demonstrate the
initiative that members of NHS Quest will
undertake during 2012/13 with regard to
mortality reduction.
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Reducing Mortality Driver Diagram
Primary Drivers
Moving to a
24/7/365 service

NHS QUEST
organisations
will have:

Reviewing Systems
for Measurement

Secondary Drivers
• Reducing time to senior decision
• Getting MDT on board
• Rapid Diagnostics & Pharmacy

• Reviewing Deaths (GTT; M&M)*
• Excellence in Coding (depth)
• Understanding Harm (NHS ST; NRLS)*

SHMI < 75
by January
2013

Reducing Harm
and Deterioration

Excellence in End
of Life Care (EOL)

• Scaling up Safety Express
• High reliability early Warning & Response
• No more Nights & Weekends

• Measuring relatives’ experience
• High reliability 95% adherence to LCP*
• EOL care at home
• Improving organ donation rates

Staff Awards Ceremony
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Priority 2 - Compliance with
National Institute of Clinical
Excellence (NICE) audits
A priority highlighted in 2010/11 Quality
Accounts was the inclusion of audits to show
compliance with NICE recommendations.

MRI Scanner Relaunch

with you

all the way

61

The following NICE clinical guidelines
were reviewed:
• Hip fracture – The Trust is partially
compliant with this guideline. Further work
continues to ensure that the actions
identified in the action plan are addressed
• Colorectal cancer – The Trust is compliant
with this guideline and this has been shown
at peer review. The last peer review was in
November 2011 and compliance remains
• Anaphylaxis – The Trust is compliant with
this guideline. The cardiac arrest policy has
been updated in line with this guideline.
• Organ Donation – The outstanding
element to achieve full compliance is the
development of policy. This policy will be
submitted for approval in April 2012 to
the Trust Transplant Committee and will
be ratified by the Quality and Healthcare
Governance Committee (sub-committee
of the Trust Board) in June 2012.
• Epiretinal brachytherapy for wet age
related macular degeneration (a condition
of the eye) – The Treatment for this is
being delivered as part of a research study.
Adherence to the study conditions show
compliance with this NICE guideline.
• Lung cancer – Compliant Guideline mirrors
the regional guideline and required no
change in practice. Practice is audited
via National Lung Cancer Audit.
• Hyperglycaemia in acute coronary
syndrome - Treatment follows that
established as part of the national MINAP
audit relating to cardiac care.
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Priority 3 - Medications
Management
Audit of Omitted Medication
Audits were carried out in June ‘11 and
March ‘12 to do comparisons of omitted
medications and the reasons for this.
A total of 144 and 131 patient’s records were
reviewed respectively. It was found that there
were a wide variety of reasons for omitted
medications which included clinical
judgement, as required medications,
patient refusal and patient ‘nil by mouth’.
Once appropriate omissions had been
identified and removed from the results the
following areas were identified as requiring
further investigation – record of
administration and availability of medications.
The findings of the audit were circulated
throughout the organisation to raise
awareness of the issue and a simple checklist
was introduced to give guidance to ward staff
if a drug is unavailable. The re-audit showed
that there was a marked improvement in the
recording of administration. However
availability of drugs remains static.
The audit was a small sample but did give us
rich data to form a baseline of work required
moving forward as omitted medications
continue to be an area for improvement.
The profile will continue to be raised and
the agenda moved forward through the
Trust ‘Safer Medicines Practice Group’.
Long term aims are to introduce electronic
prescribing and administration to enable
accurate monitoring and feedback of
xomitted medicines.
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Audit of Discharge Medication
A rapid improvement workshop was held
in the organisation regarding discharge
summaries and to review the timeliness
and content of this important form of
communication across the care settings.
An element of this workshop was to include
any issues raised with regard to medication
information received.
The audit showed that information on
discontinued and commenced medication
was good. However, we have further work
to do in some areas. This includes ensuring
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that drugs are not omitted from the
discharge summary, ensuring full information
on dosing and length of treatment and
ensuring that allergy status is recorded.
The importance of timely and quality
discharge summaries will be monitored as
part of the Quality Account this year and
focus on discharge mediation will be
addressed through the Trust ‘Safer Medicines
Practice Group’.

Priority 4 - Compliance with
Sentinel Stroke Audits
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Performance improvements seen from
quarter 4 2010/11 have been maintained
and are now being met consistently on both
a monthly and quarterly basis. The Single

Site Model implemented in December 2011
secures the sustainability of meeting
this target.

Dr Esisi at Stroke Unit – UHND
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Whilst this standard was not being met
earlier in the year, since moving to a single
site model which saw the introduction of
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the hyper-acute stroke unit, there has been
marked improvement.
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Whilst this standard was not being met
earlier in the year, since moving to a single
site model which saw the introduction of

the hyper-acute stroke unit, there has been
marked improvement.

State of the art monitoring equipment
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Performance improvements seen and have
been maintained. This target is now being
met consistently on both a monthly and
quarterly basis, the Single Site Model and

direct access to radiology policy has been
implemented since December will have a
further positive effect on performance.

Consistent and sustained performance above target is being seen (with no cases in June).
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This target is consistently met.

Get Cycling Initiative
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MRI Launch
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There has been improvement throughout
the year with achievement of the target we
set since the introduction of the single site
hyperacute stroke unit.
Three months after stroke services were
centralised in Durham, figures show that
more patients are receiving specialist care
within twenty four hours and more patients
are being given life-saving drugs to quickly
restore blood-flow to the brain after a stroke.
Since centralising hyperacute stroke care at
University Hospital of North Durham, County
Durham and Darlington NHS Foundation
Trust has seen:
• More patients being seen by a stroke team
within 24 hours

Staff Nurse – Ian Young

• More patients being admitted to the
specialist stroke unit within 4 hours

progress throughout 2012/13 and this will
be reported in next year Quality Account.

• More patients identified as meeting
eligibility criteria and being given clotbusting thrombolytic drugs. This treatment
is proven to reduce lasting disabilities and
could save hundreds of lives every year.

Statement of Assurance
from the Board

Hyperacute services are one of the most
critical components of stroke care that
patients need when they are at their most
seriously ill.
Since the services were centralised, patients
have been receiving high quality care which
is meeting the national standards for hyper
acute treatment. As the hyperacute stroke
unit has been running for only 3 months it
is important that we continue to monitor
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During 2011/12 County Durham &
Darlington NHS Foundation Trust provided
and/or sub-contracted 65 NHS services.
The County Durham & Darlington NHS
Foundation Trust has reviewed all of the data
available to them on the quality of care in all
of these NHS services.
The income generated by the NHS services
reviewed in 2011/12 represents 100 per
cent of the total income generated from
the provision of NHS services by the County
Durham & Darlington NHS Foundation
Trust for 2011/12.
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Review of Services
Indicators covering the three quality
dimensions, patient safety, patient experience
and clinical effectiveness were identified
and built into the Board and performance
scorecards, the quality visits tool and the
ward performance framework and
commissioner audits.
The Board received monthly reports relating
to the quality of services provided. These are
RAG (Red, Amber, Green) rated to show
whether the services provided are achieving
the standards that have been set.
Care groups are reviewed using a variety
of methods:
Performance scorecards – these scorecards
are used to give early indication of any areas
within the service where remedial action on
increased monitoring needs to be
implements.
Ward performance framework – this
framework is a tool which allows Matrons
to carry out an objective assessment of the
quality of care provision. This is monitored
monthly and results fed back to wards using
a RAG rated system which gives a visual
picture of performance. The results of
the ward performance framework are
discussed at Quality and Healthcare
Governance Committee.
Quality visits – this allows senior managers
to visit all wards and departments in the Trust
to measure against a set of quality metrics
the care provided to patients. Results are
discussed at Senior Nurse meetings.
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Weekly clinical escalation meetings –
this executive led forum is held to allow Care
Groups and Corporate Services to discuss any
issues that need to be addressed as a matter
of urgency using a task and finish approach.
Peer review – the Trust welcomes peer
review visits from our stakeholders.
A number of visits have been conducted
by LINks and details of these visits are
further in the report. In addition to this the
Commissioners have carried out a series of
visits/audits to review Emergency Department
and monitor infection control practices and
compliance with single sex accommodation.
Participation in Clinical Audits and
National Confidential Enquiries
During 2011/12 41 national clinical audits
and 4 national confidential enquiries covered
NHS services that County Durham &
Darlington NHS Foundation Trust provides.
During 2011/12 County Durham & Darlington
NHS Foundation Trust participated in 85%
national clinical audits and 100% national
confidential enquiries of the national clinical
audits and national confidential enquiries
which it was eligible to participate in.
The national clinical audits and national
confidential enquiries that County Durham
& Darlington NHS Foundation Trust was
eligible to participate, participated in,
participated in and for which data collection
was completed during 2011/ 12 are contained
within the table below alongside the number
of cases submitted to each audit or enquiry as
a percentage of the number of registered cases
required by the terms of that audit or enquiry:
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National Audit/National Confidential
Enquiry Title

Applicable
to Trust
Services

Participation

Data collection
completed
Apr 11 – Mar 12

% cases
submitted

Perinatal mortality (Health Quality Improvement
Partnership (HQIP)





Ongoing

100%

Neonatal intensive and special care (National
Neonatal Audit Programme (NNAP)







100%

Paediatric pneumonia (British Thoracic Society)







**100%

Paediatric asthma (British Thoracic Society)







*90%

Pain management in children (College of
Emergency Medicine)







100%

Childhood epilepsy (Royal College Paediatrics
and Child Health (RCPH) - National Childhood
Epilepsy Audit)





Paediatric intensive care (PICANet)

X

Paediatric cardiac surgery (NICOR Congenital
Heart Disease Audit)

X

Diabetes (Royal College Paediatrics and Child
Health (RCPH) - National Paediatric Diabetes Audit)



Peri and neonatal

Children



100%



100%
cases on
database
sent

*18 from required sample of 20 patients collected
** Over the required sample of 20 collected
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National Audit/National Confidential
Enquiry Title

Applicable
to Trust
Services

Participation

Data collection
completed
Apr 11 – Mar 12

% cases
submitted

Emergency use of oxygen
(British Thoracic Society)



X

Adult community acquired pneumonia
(British Thoracic Society) -







Data
collection
in
progress
submission
date
31/5/2012

Non invasive ventilation (NIV) - adults
(British Thoracic Society)



X

Pleural procedures (British Thoracic Society)







*100%

Cardiac arrest (National Cardiac Arrest Audit)



X

Severe Sepsis and Septic Shock (College of
Emergency Medicine) -







100%

Adult critical care (Case Mix Programme) –







100%

Potential donor audit (NHS Blood & Transplant) –







100%

Seizure Management



X







100% of
cases on
database

Acute Care

Long Term Conditions
Diabetes (National Adult Diabetes Audit)

*Required sample of 20 patients collected
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National Audit/National Confidential
Enquiry Title

Applicable
to Trust
Services

Participation

Data
collection
completed
Apr 11 –
Mar 12

% cases
submitted

Heavy menstrual bleeding (HMB) (Royal
College of Obstetrician and Gynaecologists
(RCOG) - National Audit of HMB







9.3%
Recruitment figure
form RCOG.
lead raised
concern over
the large
denominator
figure which did
not take into
consideration the
very large
number of
women who
declined to
participate.

National Audit/National Confidential
Enquiry Title

Applicable
to Trust
Services

Participation

Data
collection
completed
Apr 11 –
Mar 12

% cases
submitted

Chronic pain (National Pain Audit)







PROMs (Patient
Reported
Outcome
Measures) and
Outcome data
submitted for
patients who
consented to
take part over
the 3 months
but there was
not a sample
figure to achieve
therefore 100%

Ulcerative colitis & Crohn’s disease
(National Inflammatory Bowel Disease (IBD) Audit)







74%

Parkinson’s disease (National Parkinson’s Audit)







100%

Adult asthma (British Thoracic Society) –







*100%

Bronchiectasis (British Thoracic Society)



X

*Required sample of 20 patients collected
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National Audit/National Confidential
Enquiry Title

Applicable
to Trust
Services

Participation

Data
collection
completed
Apr 11 –
Mar 12

% cases
submitted

Hip, knee and ankle replacements
(National Joint Registry)







67% (819/1224)
Apr 11- Dec 12.
Jan-Mar 12 data
not submitted
This is being
addressed.

Elective surgery (National Patient Related Outcome
Measures (PROMS) Programme)







42.5%
Participation Apr
2011-Sep 2011

Cardiothoracic transplantation (NHSBT UK
Transplant Registry)

X

Coronary angioplasty (NICOR Adult cardiac
interventions audit)

X

National Audit/National Confidential
Enquiry Title

Applicable
to Trust
Services

Participation

Data
collection
completed
Apr 11 –
Mar 12

% cases
submitted

Peripheral vascular surgery (Vascular Society
of Great Britain and Ireland (VSGBI) - Vascular
Surgery Database)







38%

Carotid interventions (Carotid Intervention Audit)
– percentage of eligible







77%

CABG (Coronary Artery Bypass Graft) and valvular
surgery (Adult cardiac surgery audit)

X

Intra-thoracic Transplantation

X

Liver Transplantation

X

Coronary Angioplasty

X

Cardiac Arrhythmia





Ongoing

100%







100%
Unable to verify

Elective procedures

Cardiovascular Disease
Acute Myocardial Infarction and other ACS
(Acute Coronary Syndrome) MINAP (Myocardial
Ischaemia National Audit Project
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National Audit/National Confidential
Enquiry Title

Applicable
to Trust
Services

Participation

Data
collection
completed
Apr 11 –
Mar 12

% cases
submitted

Heart failure (Heart Failure Audit)





**Ongoing

64%
For data
collection until
Dec 2012 out
of total possible
eligible 462
Apr 11- Mar 12
Data collection
to be
submitted
31/05/2012
for the
above period

Acute stroke (Stroke Improvement National
Audit Programme (SINAP)





Ongoing
data
collection

58% for Qtr.
3 and 4 only
as the data
was collected
but not
locked and
therefore none
submitted for
Qtr. 1 and 2
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National Audit/National Confidential
Enquiry Title

Applicable
to Trust
Services

Participation

Data
collection
completed
Apr 11 –
Mar 12

% cases
submitted

Renal disease
Renal replacement therapy (Renal Registry)

X

Renal transplantation (NHSBT UK
Transplant Registry)

X

Patient transport (National Kidney Care Audit)

X

Cancer
Lung cancer (National Lung Cancer Audit)





**

100%

Bowel cancer (National Bowel Cancer
Audit Programme)





**

100%

Head & neck cancer (Data for Head and Neck
Oncology ( DAHNO)





**

100%

Oesophago-gastric cancer (National
Oesophageal -Gastric Cancer Audit)





No cut off
date for
first data
collection

N/A

Hip fracture (National Hip Fracture Database)







*100% data
validated up
to Jan 2012

Severe trauma (Trauma Audit & Research Network)



X

Trauma

Psychological conditions
Depression & anxiety (National Audit of
Psychological Therapies)

X

Prescribing in mental health services (POMH)

X

* Validation of cases not totally complete for data in 11/12 but 100% indicated.
**Data collection deadline in 2011/12 for patients covering period 10/11.
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National Audit/National Confidential
Enquiry Title

Applicable
to Trust
Services

National Audit of Schizophrenia (NAS)

Participation

Data collection
completed
Apr 11 – Mar 12

% cases
submitted

X

Blood transfusion
Bedside transfusion (National Comparative Audit
of Blood Transfusion)







100%

Medical use of red cells (National Comparative
Audit of Blood Transfusion)







100%







100%







97%

Alcoholic Liver Disease Study







100%

Subarachnoid Haemorrhage







100%

Cardiac Arrest Study







100%

Bariatric Surgery Study





Organisational
data submitted
but no patients
identified for the
study period

100%

Health Promotion
National Health Promotion in Hospitals
End of Life
Care of the Dying in Hospitals
National Confidential Enquiries

• The reports of *26 national clinical audits
were reviewed by the provider in 2011/12
and County Durham & Darlington NHS
Foundation Trust intends to take the
following actions to improve the quality
of healthcare provided.
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• For the BTS National Pleural Procedures
Audit 2011, National Perinatal Mortality
Report 2009 and the ICNARC Casemix
Programme performance was of a
satisfactory level and consequently
no actions were required.
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National Clinical Audits
reviewed in 2011/12

Action

National Sentinel Audit
of Stroke

Percentage of patients treated for 90% in a stroke unit
Action: Continue to increase awareness in Emergency Department (ED)
and with medical teams about importance of patients being transferred to
a stroke unit

National Neonatal Audit
Programme (NNAP) 2010

Amendment of Consultant rota to ensure better continuity of care.
Training sessions for medical staff at all levels on Badger database and NNAP.

National Paediatric Diabetes Audit

Protocol of more frequent review to help improve HbA1c levels.
Programme of education initiated for newly diagnosed children and their parents.
Plan to develop further age appropriate education programmes.
Introduction to Twinkle.net to allow easy access and data collection for audit.

CEM (College of Emergency
Medicine) Renal Colic

Advise doctors about pain standards and document review analgesia

National Joint Registry (NJR)

Audit of Patello Femoral joint replacement to investigate low participation rate in NJR

BTS (British Thoracic Society) Adult
Community Acquired Pneumonia

Teaching and awareness of local and national guidelines to junior doctors

Irritable Bowel Disease (IBD)

Sites to continue to ensure appropriate use of specialist ward areas, all patients should
be admitted directly to specialist Gastroenterology wards.
All IBD patients should be admitted directly to the Specialist Gastroenterology ward at
Darlington Memorial Hospital or moved to this ward at the earliest.
Leaflets promoting local smoking cessation services should be handed to all Chrons Disease
inpatients that smoke. Inpatients need to be seen by the Smoking Cessation Team.
The Trust needs to have a service level agreement with Psychology Services for providing
rapid access to IBD patients needing counselling.

National Heart Rhythm
Management

Education event to remind medical staff of the indications for permanent pacing

National Lung Cancer Audit
2011 Report

In keeping with population and appropriateness for treatment. To keep under regular
review the Histological Confirmation rate.
To keep under review the specialist nurse service.
To confirm that agreed process in place to ensure that PET (Positron Emission
Tomography) Scan dates are recorded for all relevant cases.
Surgical resection rates for all patients excluding small cell lung cancer or mesothelioma
with stage I or II disease below 52 per cent will be reviewed.

CEM (College of Emergency
Medicine) Fever in Children

Improve education and documentation by nursing staff. Increased awareness of the ED
Drs to assessing the feverish child

CEM (College of Emergency
Medicine) Vital signs in majors

Disseminate results to ED team.
Improve awareness of vital signs
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CEM (College of Emergency
Medicine) Severe Sepsis and
Septic Shock

To obtain 100% in all areas of the audit by training ED staff.

MINAP (Myocardial Ischaemia
National Audit Project)

Plan to undertake a notes review, to revisit this data re the prescribing of clopidogrel

UK Carotid Endartrectomy Audit

Develop validation process to confirm patients on HES (Hospital Episode Statistics) with
the patient identified on the vascular database and Carotid Pathway to support changes
in outpatients

National Vascular Database

Re-review services against self-assessment checklist to attain position from Aug 2011

Hip Fracture Database

Appoint an Orthogeriatrician to support pre-assessment. The audit highlighted that the
Orthogeriatric pre-assessment was limited due to recruitment

CEM (College of Emergency
Medicien) Pain Data

All patients to have pain score and re-evaluation plan. To provide more training to Nurses
and Doctors in relation to this.

PROMS (Patient Reported
Outcome Measures)

Work with pre-assessment to develop an alternative model of data collection for Hernia
and Varicose veins to improve current participation rates

DAHNO (Data for Head
and Neck Oncology)

Standard form for CNS (Cancer Nurse Specialist) contact Diagnosis

Bowel Cancer

Review submitted data and consider undertaking in depth analysis using casenotes
and local audit

Potential Donor Audit

Reminders to refer appropriate patients to the SN-OD (Specialist Nurse – Outpatient
Department) have been added to the Intensive Therapy Unit (ITU) documentation.
Handovers will incorporate a discussion on any patients that may reach the trigger points
for referral.

National Parkinson’s Audit - Patient
Management in Elderly Care

To improve the contact time between diagnosis and contact, Parkinsons disease nurses
will contact secretaries at local hospitals re: copy letters. Secretarial services all withdrawn
from the Trust
All team members will be contacted to improve the documenting of driving status.
To ensure there is evidence re change in medication to patient and carer, all patients
receive a copy of clinic letter (implemented end of April 2012)

National Comparative Blood
Bedside Transfusion

Re-audit practice at a local level to ensure improvement in practice by giving feedback
in relation to Stop and Start times, observations not being recorded and patients not
wearing wristbands.
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Confidential Enquiries
County Durham and Darlington NHS
Foundation Trust has participated in 4
enquiries during the course of 2011/12.
The Trust has submitted either patient or
organisational data for all studies which were
deemed relevant. We are currently awaiting
publication of the national reports, once

received the Trust will carry out a gap analysis
and develop action plans accordingly.
The reports of 102 local clinical audits were
audits reviewed by provider in 2011/12 and
County Durham & Darlington NHS Foundation
Trust intends to take the following actions to
improve the quality of healthcare provided.

National Clinical Audits
reviewed in 2011/12

Action

'Compliance and outcome
following introduction of 1 hour
Sepsis Care Bundle

Neutropaenic sepsis pathway (NSP) recently introduced. Have direct reference to NSP in
the generic bundle. Liaise with Oncology team and plan a parallel approach.

Use of oxytocin in labour

To record maternal observations and state when to stop Syntocinon (New CNST (Clinical
Negligence Scheme For Trusts) guidelines).

'Nasogastric Tubes Audit NPSA
(National Patient Safety Alert)

Teaching e-module regarding X-ray interpretation to be disseminated.

'Pelvic and acetabular fracture
management

Early referral for advice. Dept staff alerted to availability of advice in tertiary referral
centre and advised to take advice early when presented with these cases.

'Management of Severe
Pre-Eclampsia

Guidelines group to review and merge NICE (National Institute for Clinical Excellence)
Guidelines, RCOG (Royal College for Obstetricians and Gynaecologists) and
regional guidelines.

Compliance with MRSA
decolonisation

Inaccurate and incomplete prescribing. Consideration of pre-printed prescription labels.

Re-audit of electronic fetal
monitoring in labour

Incomplete information on CTG (Cardiocograph). Reinforce information to be written
on CTG- at mandatory days. Proforma on CTG / self audit. Increased use of sticker/
fresh eyes.

Audit of oxygen usage on the
Acute Medical Unit

Education for the nursing staff as part of annual mandatory training. This will be done
within the pharmacy focus for training.

'Audit of Punch biopsies of BCC
(Basal Cell Carcinomas) and SCC
(Squamous-cell Carcinoma): are we
meeting 18 week and NICE
(National Institute for Clinical
Excellence) skin cancer targets

For those patients requiring a plastics referral: refer without biopsy if diagnostic certainty.

'Rituximab for the treatment of
Rheumatoid Arthritis (RA)

Incorporate Igs (immunoglobullines)as routine pre-treatment test for RA patients on
Rituximab at each cycle of treatment, to identify those at potentially increased risk of
infection; to update treatment protocols accordingly.
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'Audit of staff nurse awareness
of compartment syndrome in
plastic surgery

Display flowcharts in wards.

'Audit of Anaesthetic Records

In short term it was recommended that Abbreviated chart should be discontinued. In the
longer term, a new chart is being developed.

'Neonatal referral letters to
community paediatrics

Poor quality of discharge letters from NNU (Neonatal Unit) with many areas of
information not completed. Guidance on writing letters to be produced.

'To ascertain compliance with the
IRMER (Ionising Radiation (Medical
Exposure Regulations)

Potential low compliance with IMER regulation in Oral Surgery records. Share finding
with key staff in oral surgery. Share expectation of IMER regulations with medical teams.
Conduct validation audit.

Missed acute medical comorbidities using the UHND
(University Hospital of North
Durham) fractured neck of
femur pathway

Liaise with A&E with regards to implementing a proforma of important medical issues to
score patients before transfer to the orthopaedic wards to ensure prompt medical review
and reduce theatre delays.

'Audit of compliance with NICE
paediatric head injury guidelines
at UHND (University Hospital of
North Durham)

To feedback to A/E team through joint paediatric/Emergency Department clinical
governance meeting to reduce the number of unnecessary skull X-rays.

Venous thromboembolism
(VTE) audit

Inform appropriate staff of audit results and tell to tick VTE form to indicate risk
assessment being done.

Health Visitors 150th Anniversary
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Research and Development
The number of patients receiving NHS
services provided or sub-contracted by County
Durham & Darlington NHS Foundation Trust
that were recruited during that period to
participate in research approved by a research
ethics committee was 1452.
County Durham & Darlington NHS
Foundation Trust’s commitment to
participation in clinical research demonstrates
our desire to improving the quality of care
we offer and to making our contribution to
wider health improvement. Through research
our clinical staff remain abreast of the latest
possible treatment possibilities and active
participation in research leads to successful
patient outcomes.
During the period County Durham &
Darlington NHS Foundation Trust was
involved in conducting National Institute
for Health Research (NIHR) Portfolio clinical
research studies in the following areas •
•
•
•
•
•
•
•
•
•
•
•
•

Cancer
Cardiovascular
Child Health
Dementias and Neurodegenerative
Diabetes
Eye
Generic Health Relevance
Infection
Musculoskeletal
Oral and Gastrointestinal (inc. Colorectal)
Reproductive Health and Childbirth
Skin
Stroke

•
•
•
•
•

Cardiovascular
Child Health
Lung Cancer
Orthopaedics
Sexual Health

In the last four years our involvement as a
participant site in NIHR Portfolio Research
has increased from 62 studies in 2008/09
to 136 studies in 2011/2012. This again
demonstrates our commitment and desire
to improve patient outcomes and experience.
Engagement with clinical research
demonstrates our commitment to testing
and offering the latest medical treatments
and techniques.

Information on the use
of CQUIN framework
A proportion of County Durham &
Darlington NHS Foundation Trust’s income
in 2011/12 was conditional upon achieving
quality improvement and innovation goals
agreed between County Durham &
Darlington NHS Foundation Trust and any
person or body they entered into a contract,
agreement or arrangement with for the
provision of NHS services, through the
Commissioning for Quality and Innovation
payment framework. Further details of the
agreed goals for 2011/12 and for the
following 12 month period are available
online at: www.monitor-nhsft.gov.uk
The total sums conditional on CQUIN were:
Acute contract
£4,408,976
Community contract
£1,614,660
Total
£6,023,627

and in Non- NIHR clinical research studies
County Durham & Darlington NHS
Foundation Trust conducted studies in -
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In 2010/11 County Durham & Darlington
NHS Foundation Trust did not have the
community contract, however the outrun
sum payable to the Trust for CQUIN for the
acute contract was £4,021,883 which was
89.39% of the total that would have been
paid to the Trust (£4,498,939) if we had
achieved 100% of all indicators.

Registration with Care
Quality Commission
County Durham & Darlington NHS
Foundation Trust is required to register with
the Care Quality Commission and its current
registration status is registered to deliver the
following from the following locations:
University Hospital of North Durham
Assessment or medical treatment for persons
detained under the Mental Health Act 1983
Diagnostic and screening procedures
Family planning
Maternity and midwifery services
Surgical procedures
Termination of pregnancies
Treatment of disease, disorder or injury
Chester-le-Street Community Hospital
Assessment or medical treatment for persons
detained under the Mental Health Act 1983
Diagnostic and screening procedures
Family planning
Treatment of disease, disorder or injury
Shotley Bridge Community Hospital
Assessment or medical treatment for persons
detained under the Mental Health Act 1983
Diagnostic and screening procedures
Family planning
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Maternity and midwifery services
Surgical procedures
Treatment of disease, disorder or injury
Richardson Community Hospital
Diagnostic and screening procedures
Treatment of disease, disorder or injury
Weardale Community Hospital
Diagnostic and screening procedures
Treatment of disease, disorder or injury
Sedgefield Community Hospital
Diagnostic and screening procedures
Treatment of disease, disorder or injury
Bishop Auckland Hospital
Assessment or medical treatment for persons
detained under the Mental Health Act 1983
Diagnostic and screening procedures
Family planning
Maternity and midwifery services
Surgical procedures
Termination of pregnancies
Treatment of disease, disorder or injury
Darlington Memorial Hospital
Assessment or medical treatment for persons
detained under the Mental Health Act 1983
Diagnostic and screening procedures
Family planning
Maternity and midwifery services
Personal Care – registered as HQ for delivery
in the community
Surgical procedures
Termination of pregnancies
Treatment of disease, disorder or injury
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Registration has been extended to include
Transport services, triage and medical advice
provided remotely for delivery in the
community during 2011.
County Durham & Darlington NHS Foundation
Trust has no conditions on its registration
The Care Quality Commission has not
taken enforcement action against County
Durham & Darlington NHS Foundation Trust
during 2011/12
County Durham & Darlington NHS Foundation
Trust has not participated in any special
reviews or investigations by the Care Quality
Commission during the reporting period.

Data Quality
County Durham & Darlington NHS
Foundation Trust submitted records during
2011/12 to the secondary Uses services for
inclusion in the Hospital Episode Statistics
which are included in the latest published
data. The percentage of records in the
published data:
• which included the patients valid NHS
number rates for all record sets above
National rates. Admitted patient Care is :
99.2% ( better than National rate of
98.75); Outpatient Care is 99.5% (better
than National rate of 99.0%) and Accident
and Emergency Care is 95.6% (better than
National rate of 92.9%)

99.98% (better than National rate of 99.9%)
for admitted patient care; 100.0% (better
than National rate of 99.7%) for outpatient
care; and 99.96% (better than National rate
of 99.4%) for accident and emergency care.
County Durham & Darlington NHS
Foundation trust Information Governance
Assessment Report overall score for 2011/12
was 71% and was graded green.
County Durham & Darlington NHS
Foundation Trust was subject to the Payment
by Results clinical coding audit during the
reporting period by the Audit Commission
and the error rates reported in the latest
published audit for that period for diagnosis
and treatment coding (clinical coding) were
midwife led Primary Diagnosis 95%
Secondary Diagnosis 98% Primary Procedure
100%, Secondary Procedure 100%.
Random sample audit Primary Diagnosis
98%, Second Diagnosis 96%, Primary
Procedure 93%, Secondary Procedure 94%
and an overall error rate of only 3.9%
(better than National rate of 9% ).
It is to be noted these results should not be
extrapolated further given the sample sizes
and specified areas do not constitute a
representative sample of overall Trust
performance but are an indication of sound
controls and processes.

• Valid General Practitioner Registration
Code was:
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Part 3: Additional Information
The quality of care provided by the Trust has
been monitored and detailed throughout the
body of the report. An overview of the care
provided is detailed in the tables below
covering the period 2010/11 and 2011/12.
Alongside the figures specified is an
explanation of the reason for inclusion and
whether this is a local or national indicator.
Some of the priorities identified for these
years have changed due to service
reconfiguration during that period. As the
tables show the themes of patient safety,
experience and effectiveness continue to be

the priority which runs through this quality
report. Although some areas have changed
the rationale is given within the table and
the quality of both the care and the
information provided is monitored from the
ward to the Board. The priorities identified
were included following consultation with
stakeholders, our staff, our governing body
and the Board of Directors.
* Those indicators which are governed by
standard national definition will have this
sign indicated in the right hand column of
the following two tables.

Stop Smoking Service
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Priorities identified for Quality Accounts 2010/11 data
Target
Performance
Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Indicator

0

0

0

1

2

2

3

3

3

3

3

3

0

1

1

1

1

2

3

4

5

5

6

7

* Reduce MRSA to DH
agreed profile (7) (Cumulative).
We exceeded our target
with this indicator. National
benchmarking data available
from www.hpa.org.uk

8

19

22

25

32

36

42

46

52

54

62

70

6

12

18

24

30

36

42

48

54

60

65

95

77

92

74

88

76

83

69

77

93

81

79

71

100

100

100

100

100

100

100

100

100

100

100

100

12

12

15

13

8.5

9

14

13

1.5

12.5

14.5

11.5

10

10

10

10

10

10

10

10

10

10

10

10
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* Reduce CDIFF infections (95)
(Cumulative). Department of
Health agreed profile. National
benchmarking data available
from www.hpa.org.uk
* Risk adjusted Mortality Index
- maintained as 100 (within
expected tolerance levels).
Derived from CHKS database.
National benchmarking data
available from www.ic.nhs.uk
Reduce Prescription Errors by
60% (no more than 10%) % of inappropriate antibiotics
prescribed (baseline 08/ 09).
Locally agreed indicator. Not
carried forward into 2011/12
as part of Quality Accounts as
monitored as part of
Clostridium difficile reduction
action planning. For 2011/12,
baseline audits into omitted
and discharge medication
audits introduced to expand
knowledge and enable future
action planning
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45

49

57

50

55

54

57

56

62

48.5

57

57

35

34

33

32

31

30

28

26

24

22

21

20

13

30

42

55

67

82

92

104

122

133

144

151

13

26

39

52

65

78

91

104

117

129

141

153

79.5

91.3

85.7

82.1

84.1

78.9

90.2

77.6

93.6

83.9

83.9

86

75

75

75

75

75

75

75

75

75

75

75

75

75.6

73.7

64.6

67.1

72.7

66.7

78.4

66.2

75

73.5

76.1

73

70

70

70

70

70

70

70

70

70

70

70

70

88

Reduce Prescription Errors
by 60% (no more than 20%
phased) - % of antibiotic
prescriptions with no stop
date. Not carried forward
into 2011/12 Quality Accounts
as monitored as part of
Clostridium difficile reduction
action planning. For 2011/12,
baseline audits into omitted
and discharge medication
audits introduced to expand
knowledge and enable future
action planning
Reduce In Hospital Cardiac
Arrest by 10% (No more than
153 - cumulative) (Baseline
09/10 - 170). Locally agreed
indicator not carried forward
into 2011/12 Quality Accounts
as used as a measure of
embeddedness of Early
Warning Score (a measure
to identify if a patient is
deteriorating). Use of Early
Warning Score continues to
be monitored via the ward
performance indicator
* 90% of stay on Stroke
Unit (Sentinel upper quartile
performance in 08/ 09 survey)
National audit with locally set
targets and continued into
2011/12 Quality Accounts
following introduction of
hyperacute stroke unit to
continue monitoring of
practices in care of patients
with stroke
* Access to CT scans within 24
hours for all stroke admissions
(Sentinel upper quartile of
performance in 08/ 09 survey)
National audit with locally set
targets and continued into
2011/12 Quality Accounts
following introduction of
hyperacute stroke unit to
continue monitoring of
practices in care of patients
with stroke
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64

52

64

52

56

79

65

58

53

55

52

62

60

60

60

60

60

60

60

60

60

90

90

90

1

0

0

0

0

3

1

1

2

3

0

1

0

0

0

0

0

0

0

0

0

0

0

0

30.7

N/A

36.1

36.3

34.5

33.7

37.4

37.6

34.1

39.2

47.2

59.6

100

100

100

100

100

100

100

100

100

100

100

100
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Surgery with 36 hours All medically fit Fractured
neck Femur patients. Locally
set target aligned to the
national hip fracture
database available at
http://www.nhsd.co.ukwhich
was not achieved in 2010/11
but will continue to be
monitored through the
national Hip Fracture
database available at
http://www.nhsd.co.uk
Non Clinical transfers from ITU.
This was a local indicator to
monitor whether patients
were being inappropriately
transferred from the unit due
to bed pressures. Although
there were instances when
this occurred this indicator was
not carried forward as the Trust
had an increase in intensive
care beds the following year
% of discharges letters to
GPS within 4 days. A locally set
target aiming for improvement.
This specific target was not
carried forward into 2011/12
but a service improvement
process was implemented
during this period. The priority
has been re-introduced for
2012/13 to show an
implemented improvement
as specified in the body of
the report
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1

1

4

5

5

7

11

14

17

18

18

21

1

1

1

1

2

3

4

6

8

10

14

18

15

25

38

55

62

70

84

96

105

124

137

142

7

12

17

23

29

34

40

45

49

54

58

60

Complaints from patients and
relatives about Car Parking
(Cumulative). This was a locally
agreed target introduced to
monitor problems in this area
following the reconfiguration
of hospital services. The
complaints remained relatively
low and there was additional
planning permission to provide
extra spaces to alleviate some
of the difficulties. Not carried
into 2011/12 Quality Accounts
but continues to be monitored
by the Trust in case this
becomes a significant problem
which need to be addressed
Complaints about attitudes of
Staff (Cumulative). This locally
agreed target was not achieved
and this priority was carried
forward into the 2011/12
Quality Accounts

RCN Deputy President Visit

90

www.cddft.nhs.uk

Annual Report and Annual Accounts 1 April 2011 – 31 March 2012

Priorities identified for Quality Accounts 2011/12 data
Target
Performance
Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

0.8% 0.8% 1.0% 1.1% 0.9% 0.8% 0.9% 0.7% 0.7%

Jan

Feb

Mar

Indicator

0.8% 0.7%

0.6%

Reduction in Falls (per patient
bed days) Acute (10%
reduction on 2010/11 baseline
by Mar 2012). This locally
agreed target was achieved
but we want to do better.
We have placed this as a
priority for 2012/13 to achieve
a further 10% reduction on
these results. This will be
measured in 2012/13 as a
merged organisation

0.65% 0.67% 0.88% 0.82% 0.88% 0.85% 0.95% 0.80% 0.75% 0.83% 0.76% 0.69%

3

6

9

12

12

13

16

18

19

22

23

23

3

6

9

12

15

17

19

21

23

25

27

29

0.6% 0.8% 0.5% 0.7% 1.1% 0.9% 0.9% 1.0% 0.9% 0.83% 0.86% 0.6%

0.65% 0.57% 0.61% 0.58% 0.60% 0.56% 0.54% 0.64% 0.60% 0.55% 0.60% 0.54%

with you

all the way

Reduction in Falls (resulting
in injury) Acute Cumulative
(via FNF - baseline Sept to
Mar 2010/11) (10% reduction
on 2010/11 baseline by Mar
2012). This locally agreed
target was achieved but we
want to do better. We have
placed this as a priority for
2012/13 to achieve a further
10% reduction on these
results. This will be measured
in 2012/13 as a merged
organisation
Reduction in Falls (per patient
bed days) Community - 10%
reduction on baseline. This
locally agreed target was not
achieved within community
hospitals. We will continue
to monitor this and roll out
the rapid improvement work
to ensure that the reduction
aimed for remains a
trust priority
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1

1

1

1

2

2

2

4

5

7

9

10

2

2

3

3

4

5

5

5

6

7

7

7

232

484

1,041

1,529

322

644

966

1,288

3,955

Increase number of staff
trained in accordance with the
Training strategy - Adult (Acute
and Community) Target 10%
increase (1,288). This locally
agreed indicator was achieved
and will not be included in the
2012/13 priority as it is now
included in the trusts
mandatory training
Increase percentage of staff
trained in accordance with
the Training strategy - Children
(Acute only) Target 10%
increase (3,794). This locally
agreed target was achieved.
Training has now been
included in the Trust
mandatory training so
monitoring will continue
via Learning & Development
department

3,794

92

Reduction in Falls (resulting in
injury) Community Cumulative
(10% reduction on 10/11
figure of 8). This locally agreed
target was not achieved within
community hospitals. We will
continue to monitor this and
roll out the rapid improvement
work to ensure that the
reduction aimed for remains
a trust priority

3

10

20

27

26

49

72

94

Reduction in complaints about
attitudes of Staff - Acute and
Community (Cumulative).
We were very disappointed
that we did not achieve the
target we set for this priority.
Targeted work will continue
within the trust and we are
continuing to monitor via
Quality Accounts as a priority
for 2012/13
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78.0%

85.0%

72.0%

76.0%

74.5%

75.0%

75.5%

76.0%

87.0%

83.0%

88.0%

84.0%

78.5%

79.0%

79.5%

80.0%

84.0%

84.0%

80.0%

84.0%

83.5%

84.0%

84.5%

85.0%

with you

all the way

* Higher levels of patient
satisfaction regarding discharge
(post discharge quarterly)
Did you feel involved enough
in decisions about your care
and treatment?. The national
data is available from the
national inpatient survey but
as a trust we have continued
to monitor improvement
with local surveys to achieve
improvement on previous results
* Higher levels of patient
satisfaction regarding
discharge (post discharge
quarterly) Were you given
enough privacy when
discussing your condition or
treatment? The national data
is available from the national
inpatient survey but as a trust
we have continued to monitor
improvement with local surveys
to achieve improvement on
previous results
* Higher levels of patient
satisfaction regarding
discharge (post discharge
quarterly)
Did you find a member of
staff to discuss any worries
or fears that you had?
The national data is available
from the national inpatient
survey but as a trust we
have continued to monitor
improvement with local surveys
to achieve improvement on
previous results
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94

63.0%

76.0%

75.0%

69.0%

63.5%

64.0%

64.5%

65.0%

78.0%

88.0%

79.0%

78.0%

73.5%

74.0%

74.5%

75.0%

* Higher levels of patient
satisfaction regarding
discharge (post discharge
quarterly)
Did a member of staff tell you
about any medication side
effects that you should watch
out for after you got home in
a way that you could
understand? The national data
is available from the national
inpatient survey but as a trust
we have continued to monitor
improvement with local surveys
to achieve improvement on
previous results
* Higher levels of patient
satisfaction regarding discharge
(post discharge quarterly)
Did hospital staff tell you who
you should contact if you were
worried about your condition
or treatment after you left
hospital? The national data is
available from the national
inpatient survey but as a trust
we have continued to monitor
improvement with local surveys
to achieve improvement on
previous results

0

0

1

2

2

2

2

2

2

2

3

3

0

0

1

1

1

2

2

2

3

3

3

4

5

11

14

19

22

26

34

37

41

49

51

54

7

16

18

22

28

32

35

40

44

54

60

64

* MRSA - (reduction in line
with contracted levels)
Cumulative. We achieved
our target reduction on this
national indicator. National
benchmarking data is available
at www.hpa.org.uk. We will
continue to have this as a
priority indicator for 2012/13
Quality Account
* CDIFF - (reduction in line
with contracted levels) Trust
Cumulative. We achieved our
target reduction on this
national indicator. National
benchmarking data is available
at www.hpa.org.uk. We will
continue to have this as a
priority indicator for 2012/13
Quality Account
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98

96

96

94

95

92

97

95

97

99

96

94

98

98

98

98

98

98

98

98

98

97

95

99

99

95

96

99

94

93

98

98

98

98

98

98

98

98

98

94

90

84

90

88

90

97

82

89

Establish Baseline

98

98

98

98

98

98

98

98

98

95

94

90

84

77

91

72

97

85

89

90

90

90

92

92

92

95

95

95

Establish Baseline

98

98

98

Establish Baseline

97

100

87

97

86

Establish Baseline
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% of adult patients (>18 years
old) that are screened upon
admission for under nutrition.
Results were variable with this
locally identified priority. We
will continue to monitor this
important priority during
2012/13 using the ward
performance indicator
% of adult patients (>18 years
old) that are screened weekly
for under nutrition. Results
were variable with this locally
identified priority. We will
continue to monitor this
important priority during
2012/13 using the ward
performance indicator
% of adult patients
(>18 years old) identified as
moderate/high risk of undernutrition having appropriate
care plan and the patient has
been referred to a dietician.
Results were variable with this
locally identified priority. We
will continue to monitor this
important priority during
2012/13 using the ward
performance indicator
% of adult patients (>18 years
old) identified as
moderate/high risk of undernutrition having appropriate
care plan and there is evidence
of food intake recorded.
Results were variable with this
locally identified priority. We
will continue to monitor this
important priority during
2012/13 using the ward
performance indicator

95

97

94

74

94

93

81

87

94

86

87

71

81

90

90

90

92

92

92

95

95

95

94

90

84

90

88

90

97

82

89

Establish Baseline

98

98

98

98

98

98

98

98

98

0

0

1

3

4

4

4

5

7

7

9

12

3

6

9

12

15

18

21

24

27

30

33

36

Complete

18

9

17

41

28

57

51

64

60

Audit

0

0

0

0

0

0

0

0

0

Establish Baseline

97

96

100

97

% of adult patients
(>18 years old) identified as
moderate/high risk of undernutrition having appropriate
care plan and the patient is
receiving supplementary
drinks. Results were variable
with this locally identified
priority. We will continue to
monitor this important priority
during 2012/13 using the
ward performance indicator
% of adult patients
(>18 years old) identified
as moderate/high risk of
under-nutrition having referral
to appropriate team
(e.g dietetics) - Acute
Reduction in pressure ulcers
grade 2 and above that
deteriorates during episode of
care - Community Cumulative.
We achieved our target on this
locally identified indicator.
Although this has not been
included in the Quality
Account priority for 2012/13
we will continue to monitor
improvement via CQUIN with
our local commissioning
Primary Care Trust.
Cessation of boarding patients
outside of normal working
hours. This locally set priority
was important to us due to
service reconfiguration.
Although patients were
boarded to other wards we set
criteria on appropriate patients
to board and found that there
were no inappropriate boarded
patients using this criteria.
Although not set as a priority
for 2012/13 we will continue
to monitor via Safety
Committee and the data will
continue to be useful for bed
reconfiguration work
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0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

7

19

32

44

55

68

75

86

103

114

123

135

8

14

20

27

33

39

46

52

56

62

67

70

90

103

88

88

82

72

98

86

88

111

90

100

100

100

100

100

100

100

100

100

100

100

100

Cessation of boarding patients
outside of normal working
hours - Not clinically justified.
Please see above box
Reduction in complaints about
attitudes of Staff - Acute and
Community (Cumulative).
We were very disappointed
that we did not achieve the
target we set for this priority.
Targeted work will continue
within the trust and we are
continuing to monitor via
Quality & Healthcare
Governance committee
* Maintain mortality at or
below 100 mortality (Hospital
Standard Mortality Indicator
(HSMI)) reported 2 months in
arrears. Apart from one month
we were consistently below
the target set at 100 (within
expected range). We will
continue to measure ourselves
against this national indicator
and through our work with
NHS Quest will strive to
improve on previous results.
National data is available at
www.ic.nhs.uk

Ward 51 Staff

with you

all the way
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Yes

YES

2 Yes, 1 partial

Yes

Yes

Yes

Yes

Yes

Partial

Audit

Develop and agree Action plan

Actions in place

Partial

RPIW

98

Develop and agree Action plan

Actions in place

Audit Evidence of NICE
compliance. We monitored
ourselves against this locally
set target and found
compliance to be good.
Although not included in
the 2012/13 indicators we
will continue to monitor
compliance against published
guidance through the trust
Audit committee
Audit of omitted medication.
This locally set priority provided
a baseline of areas for
improvement and allows
a targeted approach to
improvements. Although
not included in priorities for
2012/13 we will continue to
monitor through the trust safer
medications group and feed
back improvements through
the Safety Committee
Audit of discharge medication.
During 2011/12 we have
measured ourselves against
this locally set priority using
rapid process improvement
workshop. This has provided
us with rich base line data
on areas for improvement
although not included in 12/13
Quality Accounts this will
continue to be monitored
and actions taken as necessary
via the Trust Safer Medications
Group and results fed back
at Safety Committee.
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61.5

45.71 55.81 60.14

64.1

68.9

37.7

45

63.9

80
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93

70

70

70

70

70

70

70

70

70

70

70

70

96.0

91.4

93.02

91.6

90.1

89.6

56.6

90

95

95

100

100

90

90

90

90

90

90

90

90

90

90

90

90

100.0

100

100

100

100

100

100

100

100

100

100

100

100

100

100

100

100

100

100

100

100

100

100

100
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* % of eligible patients
admitted to a Stroke Unit
within 4 hours of arrival at
hospital. (as per CQUIN Qrtly
target, measured monthly).
We have achieved our locally
set targets against compliance
with this national audit and
will continue to monitor via
Quality Accounts for 2012/13.
This is important due to the
introduction of a hyperacute
stroke unit in the trust during
2011/12
* % of stroke patients seen by
stroke consultant or associate
specialist within 24 hours of
admission.(as per CQUIN Qrtly
target, measured monthly). We
have achieved our locally set
targets against compliance
with this national audit and
will continue to monitor via
Quality Accounts for 2012/13.
This is important due to the
introduction of a hyperacute
stroke unit in the trust during
2011/12
* % of stroke patients
admitted to an acute Stroke
Unit with a primary diagnosis
of stroke (ICD10 codes I61,
I63 or I64) that are eligible for
Thrombolysis who received it.
(as per CQUIN Qrtly target,
measured monthly). We have
achieved our locally set targets
against compliance with this
national audit and will
continue to monitor via
Quality Accounts for 2012/13.
This is important due to the
introduction of a hyperacute
stroke unit in the trust during
2011/12

99

50.0

46.9

47.1

47.4

39.0

45.9

43.1

53.7

47.7

57.1

49.1

61.8

50

50

50

50

50

50

50

50

50

50

50

50

86.8

85.5

84.7

82.9

91.2

89.2

86.3

91.2

82.7

95.1

93

93.1

80

80

80

80

80

80

80

80

80

80

80

80

79

70.3

73.6

79.5

81.4

76.5

86.3

91.6

70.9

89.5

84.5

86.1

70

70

70

70

70

70

70

70

70

70

70

70

100

100

NA

100

100

100

100

100

100

100

100

100

60

60

60

60

60

60

60

60

60

60

60

60

100

* Patients with acute stroke
receive brain imaging within
1 hour of arrival at the hospital
if they meet any of the
indications for immediate
imaging.(as per CQUIN Qtr
4 target, measured monthly).
We have achieved our locally
set targets against compliance
with this national audit and
will continue to monitor via
Quality Accounts for 2012/13.
This is important due to the
introduction of a hyperacute
stroke unit in the trust during
2011/12
* People with stroke spending
at least 90% of their time on a
stroke unit. We have achieved
our locally set targets against
compliance with this national
audit and will continue to
monitor via Quality Accounts
for 2012/13. This is important
due to the introduction of a
hyperacute stroke unit in the
trust during 2011/12
* Stroke Patients with a CT
Scan within 24 hours. We have
achieved our locally set targets
against compliance with this
national audit and will
continue to monitor via Quality
Accounts for 2012/13. This is
important due to the
introduction of a hyperacute
stroke unit in the trust during
2011/12
* Higher risk TIA cases are
treated within 24 hours.
We have achieved our locally
set targets against compliance
with this national audit and
will continue to monitor via
Quality Accounts for 2012/13.
This is important due to the
introduction of a hyperacute
stroke unit in the trust during
2011/12
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Priorities for 2012/13
Priorities for the coming year are set
out below. These are now outlined as
organisation wide priorities. Some of
the priorities are continued from the
previous year in areas where we want
to see continued improvement.
Priority

In addition we will be reporting on the
newly introduced mandatory measures,
as detailed
Priorities for improvement continue to be
divided into the three components of quality
as in previous years

Rationale for choice

Measure

Patient Falls

Targeted work commenced
to reduce falls and those
resulting in fractured neck
of femur across the
organisation.

Reduction in falls - monthly
monitoring of 10% per
1,000 bed days

Patient falls resulting in
fractured neck of femur

To ensure continuation and
consolidation of effective
processes to reduce the
incidence of injury

Reduction in falls resulting
in fractured neck of femur –
10% reduction, cumulative
monthly monitoring

Healthcare
Associated Infection

National and Board priority.
Further improvement on
current performance

Achieve reduction in line
with target – no more than
2 MRSA post 48 hour
bacteraemia, no more than
51 post 48 hour
Clostridium difficile

Venous
thromboembolism (VTE)
assessment

Maintenance of current
performance. To prepare
for mandatory inclusion in
next year’s Quality Account

Maintain VTE assessment
compliance at above 90%
within inpatient beds in the
Organisation - quarterly

SAFETY

Venous
thromboembolism
treatment

with you

all the way

Audit of compliance with
VTE prophylaxis and
treatment 100% quarterly
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Discharge summaries

To improve timeliness of
discharge summaries being
completed
To support request from
Commissioners to include
in Quality Report

Monitor compliance against
Trust Effective Discharge
Improvement Delivery Plan
– quarterly 95% by March
2013 - 75% by end
quarter 1, 80% quarter 2,
85% quarter 3, 95%
quarter 4

Nutrition and Hydration
in hospital

CQC assessment critical of
some observations made
with regard to nutrition
and hydration
National attention
To continue close
monitoring as Trust priority

Acute
Screened on admission
98%
Screened weekly 98%
Appropriate care plan and
referral to dietician 98%
Food intake 95%
Supplementary drinks 95%
Referral to appropriate
team 98%
Community
Identified as requiring
screening 95%
Identified high risk - audit

End of life care

To understand whether
patients at end of life
receive their care in
preferred place and build
on findings to provide this
whether in acute or
community setting
As part of NHS QUEST
programme

To ensure implementation
of any actions identified on
completion of the current
national audit – training
uptake, compliance to be
confirmed

EXPERIENCE

102
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Compassion and dignity
for patients

Feature of complaints
To improve understanding
so that improvements can
be made
Area of national focus
especially in respect of
elderly care

Patient stories from both
the acute and community
hospital settings to assess
how safe their care was.
Action plan implementation
from findings – 12 in total
6 acute, 6 community

Complaints relating
to attitude of staff

Continues to be a theme
across Complaints and
Patient Advice and
Liaison Service

Reduction in complaints
where attitude of staff
is the primary cause –
target 70

Reduction in Risk
Adjusted Mortality

Part of NHS QUEST
programme to review
methods to reduce risk
adjusted mortality to
below 100

To continue RAMI and run
alongside SHMI mortality
monthly measure – no
more than 100 monthly

Discharge planning
for patients with
chronic obstructive
pulmonary disease

To improve discharge
communication and
information
To provide care closer
to home
To measure effectiveness
of working between acute
and community services

Develop joint discharge
protocol
Review of discharge care
bundle – sample audit

Compliance with
stroke pathways

To monitor improvements
following introduction of
hyper acute stroke unit
within the trust
To provide assurance of the
standard of care following
the placement of
hyperacute stroke services
to one site of the trust

% stroke patients assessed
by stroke specialist 92% by
March 2013
% stroke patients admitted
to stroke unit within 4
hours – 70%
% stroke patients eligible
for thrombolysis -100%
% stroke patients brain

EFFECTIVENESS

with you
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103

scanned within one hour 50%
90% of time on stroke unit
- 85%
% stroke patient with CT
scan within 24 hours - 70%
Higher risk TIA treated
within 24 hours – 65%
Reduction in avoidable
readmissions to hospital

To improve patient
experience post discharge
and ensure appropriate
pathways of care
To support delivery of the
national policy to continue
to ensure patients receive
better planned care and are
supported to receive
supported self – care
effectively

No more than expected
number based on locally
negotiated rates – to be
confirmed monthly
measure – 10% reduction
of avoidable readmissions
by March 13

To reduce length of time
to assess and treat
patients in Accident and
Emergency department

To improve patient experience
To improve current
performance

Patient impact indicators:
• Unplanned re-attendance
no more than 5%
• Left without being seen no
more that 5%
Timeliness indicators:
• 4 hour waits no more than
95%
• Time to initial assessment
no more than 15 minutes
• Time to treatment decision
no more than 60 minutes

At least one of patient
impact indicators and at least
one of timeliness indicators
to give aggregate quarterly
rating.
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Mandatory Measures
2012 - 2013
The mandatory measures are as follows –
Summary Hospital Level Mortality Indicator
Patient reported outcome scores
• Groin hernia surgery
• Varicose vein surgery
• Hip replacement surgery
• Knee replacement surgery
• Emergency readmissions to hospital
within 28 days of discharge.
• Responsiveness to patients personal needs.
• Percentage of staff who would
recommend the provider to friends or
family needing care.
• Percentage of admitted patients risk
assessed for Venous Thromboembolism.
• Rate of Clostridium difficile.
• Rate of patient safety incidents and
percentage resulting in severe harm
and death.
Baseline data is being reviewed to agree
target by end of May 2012.

Operating and Financial Review
2011/12 was yet another successful year
for the Trust with operational performance
continuing to improve and financial
performance exceeding plan, whilst
the trust underwent a major integration
with community services, and completely
reorganised its management structure
and back office functions to reduce cost
and improve patient services.

Operational Performance
against key national priorities

performance against our own and our
commissioners’ clinical priorities as delivered
through the Commissioning for Quality and
Innovation scheme and the quality and
national requirements priorities.
We are once more proud of the improvement
and sustained excellent performance against
our targets for health care associated
infection with the number of Clostridium
difficile cases dropping once again from 70
to 54, a reduction of 23% on 2010/11 and
77% on the number of cases seen during
2008/09.
With only 3 cases of MRSA strong
performance has been maintained, with an
overall reduction of 92% on the number of
cases seen during 2008/09. We continue to
achieve the requisite screening targets for
MRSA screening and training on hand
hygiene is firmly embedded into our
essential training programmes for all staff
We have met or exceeded all of our targets
in respect of Cancer despite experiencing a
significant growth in demand resulting from
both the national cancer campaigns and the
PIP breast implant scare:
• 98.9% of all cancer patients needing
surgery were treated within 31 days;
• 100% of all cancer patients needing anticancer drugs were treated within 31 days;
• 90.2% of all cancer patients were first
treated within 2 months (62 days)
following an urgent GP referral;

Performance as assessed by our regulator,
Monitor, has been strong, as has

with you

all the way
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• 93.9% of all cancer patients were first
treated within 2 months (62 days)
following a screening referral;
• 99.8% of all cancers resulting from an
urgent GP referral (first treatments) were
diagnosed within 31 days;
• 94.8% of all cancer urgent GP referral
were seen within 14 days; and
• 93.3% of all cancer urgent referrals
for breast symptoms were seen within
14 days.
• Some 97.12% of patients waited fewer
than four hours to be dealt with in our
Accident and Emergency departments
and 100% waited fewer than 4 hours to
be seen in our Urgent Care centres against
a target of 95%. This is despite an increase
of almost 4% in the number of people
attending the Accident and Emergency
departments and an increase of 13%
in the Urgent Care centres.
• 95% of our patients were admitted for
treatment within 18 weeks and within
12 weeks when an operation was not
required (non admitted).
• We comply fully to Access to Healthcare
for patients with Learning Disabilities.
• We comply fully will all regulatory
standards and requirements as stipulated
and enforced by Care Quality commission,
NHS litigation authority and Clinical
negligence scheme for trusts
(Maternity services).
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• We secured level 2 for all essential
Information Governance Toolkit standards
demonstrating our continuing
commitment and resolve to taking
good care of the sensitive information
that we hold.

Health and Wellbeing:
Prevention First
The Trust is committed to making every
contact count and to preventing poor
health through its approach to health
and wellbeing which aims to extend life
expectancy, improve the quality of life and
tackle health inequalities, in short: longer,
better, fairer lives.
As well as its three care groups (Care Closer
to Home, Acute and Long Term Conditions,
and Surgery and Diagnostics), the Trust
Health and Wellbeing team provides health
improvement services, primary care mental
health services (including the Talking Changes
programme in partnership with Mental
Health Matters and the Tees, Esk and Wear
Valleys NHS Foundation Trust) and is the lead
partner in the County Durham Community
Alcohol Service. The Trust also hosts Fresh
(smoke free north east) and Balance
(the regional alcohol office).
In 2011/12 we:
• Participated in a national Routes to Quit
programme to test alternative approaches
to smoking cessation and increased access
to stop smoking services at our hospitals
• Developed a check4life service, providing
mini-health MOTs and NHS health checks
in local community settings for those at
heightened risk of cardiovascular disease
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• Launched a primary care mental health
service for people with learning disabilities
• Launched Pass It On – a community
engagement and peer intervention
campaign to highlight men’s vulnerability
to suicide and improve access to
helpful resources
• Launched a rapid response suicide
prevention service in partnership with
local Mind organisations – providing
quick access to counselling support to
very vulnerable people
• Supported mental health improvement
work with Polish, Bangladeshi and Gypsy
and Traveller communities
• Achieved accreditation to the Department
of Health Information Standard – our
health improvement library also won
the Sally Hernando Award for Innovation
• Reached Silver in the regional Better Health
at Work Awards
• Healthworks – Easington’s healthy living
centre (which the Trust co-ordinates on
behalf of a wide range of stakeholders
including NHS County Durham and
Northumbria Water) – won two awards
at the regional Business for Life Awards in
the primary care and partnership categories.
In 2012/13 we will be:
• Delivering an antenatal healthy lifestyle
Feel Good programme to ten groups of
young women and increasing awareness
of the benefits of breastfeeding in
local schools
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• Supporting the London 2012 Olympics
with an Inspire marked physical activity
programme for Trust staff
• Delivering new Exercise After Stroke
programmes
• Eliminating front-door smoking at
Darlington Memorial Hospital and
University Hospital North Durham
• Piloting healthy lifestyle advice to support
women to maintain a healthy weight both
in and after pregnancy in Darlington and
Derwentside
• Providing food and health advice to people
before and after bariatric surgery
• Taking action on alcohol in acute and
community settings
• Launching one of seven national
Department of Health pilots to increase
earlier diagnosis of stomach and gullet
cancers
• Piloting improved access to psychological
therapies for people with long term
conditions and medically unexplained
symptoms

Incident Reporting
The trust identified the need for the current
incident reporting system to be replaced by
a web based system which would allow for
more timely reporting and investigation of
incidents as they would be reported at the
point of occurrence.
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The introduction of a web-based system
facilitates ownership at ward/department
and care group level. A web-based system
notifies nominated persons within the care
group of the incident immediately and
monitors whether action has been taken
and escalates to the next named person
when this occurs. The system also allows
the generation and monitoring of action
plans. With a web-based system managers
have easy access to reports, enabling them
to analyse trends and respond accordingly
to enhance patient safety and experience.
A web-based system had been in use within
the former Community Health Services since
2009. This system provided all of the features
of the current acute trust system but with the
benefit of being web-based. In addition, by
adopting this system it ensured that there
was the same process in place across the
newly merged trust
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The introduction of a web-based system
across the acute part of the trust required a
project plan and this was successfully rolled
out over a 9 month period. In addition, the
system also provides better integration of
complaints, litigation, incidents and PALS
themes to be identified and acted upon.

Safety Thermometer
As part of Department of Health safety
project the organisation from the onset took
part in Safety Thermometer pilot and then
Safety Express. The project was to reduce
harm from pressure sores, catheter acquired
infections, venous thromboembolism events
and falls.
The data is collected monthly point
prevalence. This initiative has now been
agreed nationally and will rolled out to all
organisations during 2013. Please see charts
below to show results from the pilot work.
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Patient Involvement Activity
The Trust is committed to listening to patients
and carers. It is essential that feedback

provided by patients and carers is acted upon
in order to ensure safe, effective practice and
enhance the patient experience.

Patient Experience
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Local Care Group Patient
Satisfaction Surveys
Local surveys are carried out by Care Group
staff. Reports and action plans are received
into the Patient Experience Team where a
repository is held.
In 2011 we received a number of reports
from a variety of services. As well as the
reports action plans are developed and
implemented by the services in response
to identified issues.

Date
W/C

Ward/
Department

12.09.11
12.09.11
12.09.11

Ward 32
Ward 32
Ward 32

Everything
Attention to detail
The care and attention
received

12.09.11

Ward 32

General personal care
as necessary polite and
friendly staff. Good
feedback from procedures

12.09.11

Ward 32

12.09.11

Ward 32

I was looked after well by
all the staff very helpful and
had time to answer
questions
Caring and understanding
nursing staff good at
listening
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What did we
do well

A Moment of Your Time
The Patient Experience Team are currently
piloting a new real time patient feedback
initiative for 2011/12. Patients are asked to
complete a comment card at discharge on
pilot wards. The team analyse and report on
the comment cards, findings are presented
to ward management to provide immediate
action responses to any issues. The reports
are then uploaded on to the Trust website.
This initiative will be reviewed in 2012 prior
to extending the project to other areas.
What could we
improve

Would you
Did you feel
recommend us
you were
to family and treated with
friends
dignity and
respect

No comments received
No comments received
By have more staff
ACTION – ward is currently
covering maternity leave and
secondment. Staffing levels are
as set by financial budget N
I appreciate that this is a
particularly busy ward but at
times especially meal times
there just wasn’t enough staff
ACTION – staff are allocated
to meals each meal time.
Minimum of two are allocated
Information quicker
ACTION – staff give
information as they receive it

Yes
Yes
Yes

Yes at all times
Yes
Definitely at
all times

Yes

Yes

Yes

Yes

Response time to the buzzer
ACTION – we have introduced
hourly intentional ward
rounding and have seen
a reduction in the amount
of bells

Yes

Yes thank you
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Patient Interviews
A further real time patient experience
initiative has also been introduced
across all wards and community hospitals
within the Trust.
On a quarterly basis over 50% of patients are
interviewed by Patient Experience staff in the
ward area during their stay. The information
obtained is based on the core domains for
measuring inpatient experiences of care as
identified by the Picker Institute (2009).

After interviewing 800 patients over a
three month period, baseline data has
been collected. Each ward is provided
with feedback on a one to one basis and
encouraged to utilise patient comments
to deliver improvements and to display
information on ward performance boards.
The results by site are illustrated below:

University Hospital of North Durham
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Darlington Memorial Hospital
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Bishop Auckland Hospital
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Community Hospitals
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Emergency Department
University Hospital of
North Durham
In November 2011 members of the Patient
Experience Team interviewed 64 patients
attending the emergency department at
University Hospital of North Durham.
Following analysis of the information a report
was prepared for the Matron and Service
Manager to formulate an action plan in
response to patient feedback.

NHS Choices
Quarterly reports are collated and presented
at the Quality & Healthcare Governance
Committee. Themes are identified, in line
with all patient experience measures in order
to ensure appropriate actions are developed
and monitored.

Bereavement Booklets
The Bereavement Booklets have been
reviewed and updated after consultation
with patient experience volunteers. Booklets
are available throughout all Trust areas.

Interpreter Services
Interpreter services are provided for the
Trust by Everyday Language Solutions.
Care Group teams can arrange for language
interpreters and BSL interpreters. Information
is available in Braille as required and
documents can be converted into other
languages upon request.
Throughout 2011/12 there were on average
70 interpreter bookings arranged per month
throughout the Trust. Approximately 20
requests per month are for BSL interpreters.

The National Outpatient Survey undertaken
in 2010 was reported by the Care Quality
Commission in 2011.

The Patient Experience Team are currently
undergoing a patient satisfaction survey of
interpreter services. Results will be available
from May 2012 and displayed on the
Trust website.

The Trust had improved in patients receiving
copies of letters sent between hospital
doctors and GP’s.

The interpreter services have recently
been transferred to the Equality and
Diversity team.

Areas of improvement included wait times
whereby patients experienced wait times
of more than 15 minutes (38%), more than
one hour (8%) and more than 2 hours (3%).

Appreciations

National Surveys

The National Inpatient survey is currently
active and the Care Quality Commission
report is due in April /May 2012.
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On average the Trust receive between 3500
and 4500 appreciations per quarter across
acute and community services.
Patients and carers are also encouraged to
share their comments on the Trust website
“patient and visitor” section, as well as NHS
Choices. All comments are received by the
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ward / community team and are displayed
in patient areas.

LINks: Enter and View Reports
Throughout 2011/12 the Patient Experience
Team have been liaising with both LINks
groups across Darlington and Durham. A
number of Enter and View sessions have
taken place across the Trust. Reports and
recommendations have been actioned.
Review visits are now taking place to ensure
actions are monitored and reviewed.
Completed Enter and View visits
throughout 2011/12:

To delegate contact with staff at times
of sickness, to a non-clinician to release
nurses for clinical duties
Senior nurses are aware that they can
delegate this task to a non-clinical member
of the team as and when required. All Senior
Nurses have been reminded of this.
Improvements could be made to the
children’s waiting area
Improvements have been made to the
paediatric area. A quote has also been
obtained to paint a wall freeze in the
paediatric waiting and treatment area.

Emergency Department – UHND
Emergency Department – DMH
Audiology Department – DMH
Outpatients Department – UHND
Urgent Care Centre - Peterlee
Urgent Care Centre – Bishop Auckland.

Monitoring of hand gel dispensers could
be monitored more closely and members
of the public encouraged to use them
Signage in the waiting area has been
improved to encourage use of the hand gels
and staff have been made aware of the
importance of this.

An example of recommendations and actions:

Darlington Memorial Hospital

Enter & View Recommendations:
Emergency Departments, University
Hospital of North Durham and
Darlington Memorial Hospital.

University Hospital
of North Durham
To improve status updates
The triage nurse will ensure the information
board is up to date with appropriate waiting
times. Patients are to be informed of this
during the triage assessment. This has been
actioned with immediate effect.
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To improve status updating. Provide
verbal updates and keep the board up
to date
The board that provides the waiting times
has been relocated to a more prominent
position. The detail of waiting times will
be updated every two hours. This will be
monitored closely to ensure accuracy.
This has been actioned with immediate effect.
The card/triage system, was not
actively in use and there was a lack
of understanding of the process
Patients are provided with an orange or
green card as part of the triage system.
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The reception staff are being monitored on a
daily basis as to the use of the cards and how
effectively the system is working.
Monitoring of hand gel dispensers could
be monitored more closely and members
of the public encouraged to use them.
The dispensers are checked on a daily basis.
Staff are routinely reminded of the
importance of this function.
NHS foundation trusts can also choose to
use Part 3 to include other additional content
relevant to the quality of NHS services.
NHS foundation trusts may choose to include

the indicators that the Department of Health
intends to require in quality account for the
2012/13 reporting year, together with
commentary covering their own
performance.
During 2012/13 the areas that will be
included as a requirement by the Department
of Health are as follows:
• MRSA
• Clostridium difficile
• Maximum waiting times of 62 days from
urgent GP referral to first treatment for
all cancers

Darlington Memorial Hospital Aerial View
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Feedback from NHS County
Durham and Darlington
Dear Sue
Many thanks for sharing your quality account
for 2011/ 12. I note you have included the
detail of the nationally mandated priorities
for 2012/13.
I would like to offer the following
commentary that has been compiled from
the relevant parties within Durham and
Darlington (NHSCDD).
Firstly we welcome the publication of the
third quality account from County Durham
and Darlington Foundation Trust (CDDFT).
As commissioners we acknowledge the
challenges facing all providers of NHS care
in these difficult and uncertain times, and
we recognise the work that has been
undertaken following the transfer of the
community services just over a year ago.
Throughout the year the commissioners and
Trust have met on a regular basis to monitor,
review and discuss the quality of services and
quality improvements. In light of these
discussions and in reviewing information
on services available, it is our belief that
the information contained within the Trust’s
quality account gives a representative view
of the quality of services provided over the
last twelve months.
There is detailed evidence within the report
of quality achievement that demonstrates
the Trusts proactive approaches to improving
patient care for acute and community
services. There has been a vast amount of
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effort in relation to falls prevention and
subsequent injury. The achievement with
the acute services has been remarkable,
although it’s acknowledged there is further
work to do in community hospitals.
The work undertaken in relation to health
care acquired infection has resulted in the
trust remaining within the targets set.
We will continue to work alongside the
Trust working on a zero tolerance approach.
The quality account highlights many
examples of programmes and initiatives
that have been used to improve the quality
of care provided to patients, including
participation in national and local audit
programmes. In those areas where
performance has been identified as requiring
strengthening, we have seen evidence of
action plans and progress to address these
areas. These were discussed at the cluster
board, where we acknowledged the good
performance, however we would like to see
further improvement on discharge planning
including communication to primary care.
The efforts the trust is making in relation
to ascertaining the views and comments
from patient, carers and relatives about
the services delivered are to be commended.
NHSCDD is working with the Trust to
improve the patient’s experience and
outcomes of their care in respect of dignity,
hydration and nutrition. As a commissioner
we visit inpatient facilities which allows us
to gain insight into care delivered by
observing speaking and engaging with
patients, carers and staff.
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NHSCDD can confirm that CDDFT achieved
completion of all the schemes included in the
CQUIN framework and the efforts of staff in
this attainment should be complimented.
We are pleased to see the priorities set for
the coming year as an indicator of aspirations
for continuous improvement building on
achievements demonstrated in 2011/12.
We will be monitoring the progress
throughout the coming year via the clinical

quality review group and I will ask Debbie
Edwards, Board Nurse and Clinical Quality
Adviser, to discuss with your teams the
sharing of best practice for quality accounts
as part of the North East Directors of
Nursing networks.
Yours sincerely
Yasmin Chaudhry
Chief Executive

Cheque presented to Macmillan Service at BAH
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Feedback from Darlington LINk
Thank you for giving Darlington Local
Involvement Network (LINk) the opportunity
to comment on your Quality Accounts
2011-2012.
Darlington LINk feels that the Quality
Accounts seem to be accurate and have
given us a thorough overview of the care
provided by the service over the year.
The basics of the document are very good
and understandable.
Darlington LINk agrees with the priorities set
by the Trust for the upcoming year specifically
around Nutrition, Rehydration, and Discharge
as these have been issues also highlighted
with the LINk.
LINk members would however like to again
reiterate comments made last year to advise
that the report contains many acronyms,
conditions and clinical speak without
explanation; meaning a lot of the document
is difficult to understand. The LINk would
like to suggest that if acronyms and
conditions are not going to be explained
within the document at the time they are
mentioned that there should be a Glossary
of terms added to at least make it possible
for members of the public to find out what
a term may mean if they are struggling to
understand the information.

taken place in this year. Due to the
timescales given for feedback Darlington
LINk do not feel that the Trust have allocated
sufficient time for any ‘meaningful’
consultation. The feedback given has
been from dedicated LINk members who
are involved with the LINk work on a
weekly basis but has not allowed for wider
consultation with our wide and diverse
membership. If the LINk were to be involved
with the Accounts from the beginning this
would eliminate this problem as when the
Quality Account came to be produced the
members and wider group would have an
overview of what was going to be detailed
in the report. This would ensure members
aren’t faced with a 40 page document full of
clinical speak to read, attempt to understand
and give meaningful feedback on. Members
of Darlington LINk would like the opportunity
to be more involved in the process.
Darlington LINk hope that you find these
comments useful and look forward to
working with you in the future.
The Trust is concerned with this feedback as
it has enjoyed a strong relationship with LINk.
Following receipt of this abbreviations have
been reduced to a minimum and a glossary
of terms included. We will forward plan
quarterly meetings with all of our
Stakeholders for the coming year to discuss
progress on this Quality Account and start to
shape priorities for next year Quality Account.

In previous years Darlington LINk has advised
that we would welcome the opportunity
to be involved in the ‘development’ of the
Quality Accounts in future but this has not
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Feedback from Durham
County Council Adults’ Wellbeing
and Health Overview and
Scrutiny Committee
The Committee welcomes County Durham
and Darlington NHS Foundation Trust’s
Quality Accounts and the opportunity to
provide comment on it. This is the third year
the Committee has provided comment and
acknowledge progress by the Trust towards
delivery of their priority areas for 2011/12.
In its response last year, the Adults Wellbeing
and Health Overview and Scrutiny
Committee suggested that the Trust ensure
robust monitoring of the incidence of falls
amongst patients receiving community health
services within their home. It is therefore
pleasing to note that Patient Falls is again
identified as a priority.
The Committee have taken an active role
in the Trust’s Review of Hyper Acute Stroke
Services in County Durham and Darlington
and it follows that compliance with the
stroke Care pathway should feature in the
Quality Account as a priority. The Committee
have already asked that it receive an
update on progress of the revised Hyper
Acute Stroke service to ensure that the
rationale for the changes have delivered
anticipated results.

the physical needs of mental health
patients.” Members would seek assurances
from County Durham and Darlington NHS
Foundation Trust that such arrangements
will be supported.
One comment which was noted at the last
meeting of the Committee but does need
emphasising, with quality accounts and their
complexity and size, stakeholder involvement
should be at a early stage. To do properly
and organise quality comment needs
sufficient time to organise and implement.
A suggested way forward would be to have
stakeholder engagement/development
sessions early in the Quality Account
production process.
The Committee would also refer to the
recent NHS Reforms introduced by the
Government and place on record its desire
to further develop its relationships with
the Foundation Trust and continue the
track record of co-operation and
collaborative working.
To conclude, the Committee agree that from
the information received from the Trust that
the identified priorities are a fair reflection
of healthcare services provided by the Trust.
In addition, the Committee request to receive
a six monthly progress report on delivery of
2012/13 targets.

The Committee also note that within the
Tees, Esk and Wear Valleys NHS Foundation
Trust Quality Account, a priority has been
identified to “develop broader liaison
arrangements with Acute Trusts around
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Feedback from Darlington
Borough Council Health and
Partnerships Scrutiny Committee
Members of the Health and Partnerships
Scrutiny Committee have considered the draft
Quality Accounts 2011 – 2012 for County
Durham and Darlington NHS Foundation
Trust. Firstly, Members have agreed that the
presentation of the document has greatly
improved from previously years and thought
on a whole the document was user friendly
and readable.
In respect of the Quality Improvement
Priorities for 2011/12, Members have the
following comments:Patient falls – Given the work Members
undertook in respect of hip fractures and
falls during scrutiny of Darlington Health
Profile for 2011 they are supportive of this
priority and are pleased to note that this
remains very high profile and that close
monitoring and intervention will continue.
Safeguarding Training – Members
welcome the increase number of staff
trained in both Safeguarding Adults and
Children reflecting the Trusts high regard
to this matter.
Discharge Communication – Members
are pleased with the feedback gathered and
received on the patient experience indicator
questions, although, are disappointed at the
low rates in respect of the explanation of
medication side effects and who patients
should contact if worried about their
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treatment and hope that the Trust continue
to strive for 100% compliance as part of
the discharge process. Members suggested
that further detailed information can by
gathered by working with Links and GOLD
who could carry out patient feedback on
the Trust’s behalf.
Health Care Acquired Infections –
Members are delighted that the Trust has
made excellent progress in reducing both
MRSA bacteraemia and Clostridium difficile
cases. Members welcome the introduction
of more Ward Sisters, as they believe this
will assist in ensuring that hand hygiene
continues to be a Trust high priority and
that any lessons learnt are shared with staff.
Nutrition and Hydration in Hospital –
Our Adults and Housing Scrutiny Committee
are due to undertake a piece of work in
respect of nutrition and hydration in Care
Homes which should assist in preventing
patients from being admitted into hospital
dehydrated and malnourished.
Complaints about the attitude of staff –
Members welcome that complaints are
being listened to and that patients are being
encouraged to complain, however, suggest
that if there was greater compliance with
the patient experience indicators questions
the levels of complaints would decrease.
Members are pleased that the Trust does
take complaints seriously.
Boarding of Patients on other Wards –
Members have previously expressed concerns
about unnecessary boarding of patients and
the reporting mechanisms in place have
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assisted with bed modelling. It is hoped
that this continues to assist future bed
modelling systems.
Mortality of Specific Conditions –
Members welcome the commitment to
NHS QUEST and look forward to receiving
assurances to quality has been driven higher
in all services.
Compliance with NICE Recommendations
– Following work undertaken in respect of
Darlington Health Profiles Members welcome
the NICE audit on Hip Fractures and will watch
with interest for positive improvements.
Medications Management – Members
have expressed concerns about this priority
and will undertake further exploration of the
associated issues.

Compliance with Sentinel Audit
Standards for Stroke – Following the
centralisation of the Hyper Acute Stroke
Unit Members have particularly noted the
percentage of patients admitted to a Stroke
Unit within four of arrival at hospital and
hoped that these figures will increase, as
assured by the Trust. Members will continue
to this monitor this closely.
Overall, Members welcome the Quality
Accounts and are pleased with the Trusts
progress against the chosen priorities.
Members would like to receive quarterly
reports on the progress being made, to
enable them to provide a more detailed and
valuable contribution to the Quality Accounts
in the future and to be more engaged with
the process rather than commenting on the
finished document.

Healthworks Award

with you

all the way

123

Statement of Directors’
Responsibility in Respect
of the Quality Report
The directors are required under the Health
Act 2009 and the National Health Service
(Quality Accounts) Regulations 2010 as
amended to prepare Quality Accounts for
each financial year.
Monitor has issued guidance to NHS
foundation trust boards on the form and
content of annual quality reports (which
incorporate the above legal requirements)
and on the arrangements that foundation
trust boards should put in place to support
the data quality for the preparation of the
quality report.
In preparing the quality report, directors
are required to take steps to satisfy
themselves that:
• the content of the quality report meets
the requirements set out in the NHS
Foundation Trust Annual Reporting
Manual 2011-12;
• the content of the Quality Report is not
inconsistent with internal and external
sources of information including:
• Board minutes and papers for the
period April 2011 to June 2012
• Papers relating to Quality reported to
the Board over the period April 2011
to June 2012
• Feedback from the commissioners dated
16/05/2012
• Feedback from governors dated
27/01/2012 and 16/04/2012
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• Feedback from LINks dated 10/05/2012
• The trust’s complaints report published
under regulation 18 of the Local
Authority Social Services and NHS
Complaints Regulations 2009, dated
04/08/2011
• The (latest) national patient survey
24/04/2012
• The (latest) national staff survey
August 2011
• The Head of Internal Audit’s annual
opinion over the trust’s control
environment dated 24/05/2012
• CQC quality and risk profiles dated
02/04/2012
• the Quality Report presents a balanced
picture of the NHS foundation trust’s
performance over the period covered;
• the performance information reported in
the Quality Report is reliable and accurate;
• there are proper internal controls over the
collection and reporting of the measures
of performance included in the Quality
Report, and these controls are subject to
review to confirm that they are working
effectively in practice;
• the data underpinning the measures of
performance reported in the Quality Report
is robust and reliable, confirms to specified
data quality standards and prescribed
definitions, is subject to appropriate
scrutiny and review; and the Quality
Report has been prepared in accordance
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with Monitor’s annual reporting guidance
(which incorporates the Quality Accounts
regulations) (published at www.monitornhsft.gov.uk/annualreportingmanual) as
well as the standards to support data
quality for the preparation of the Quality
Report (available at www.monitornhsft.gov.uk/annualreportingmanual).

By Order of the Board:
Date………………………………...................
Chairman.………………………………..........
Date………………………………...................
Chief Executive………………………………...

The directors confirm to the best of their
knowledge and belief they have complied
with the requirements in preparing the
Quality Report.

Chairman’s Award
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Independent Auditor’s Opinion
on the Quality Accounts

Foundation Trust for our work or this report
save where terms are expressly agreed and
with our prior consent in writing.

2011/12 Limited Assurance
Report on the content of the
Quality Report and Mandated
Performance Indicators

Scope and subject matter
The indicators for the year ended 31 March
2012 subject to limited assurance consist of
the national priority indicators as mandated
by Monitor:
• Cancer 62 day waits
• Clostridium difficile

Independent Auditors Report to the
Board of Governors of County Durham
and Darlington NHS Foundation Trust
on the Annual Quality Report
We have been engaged by the Board of
Governors of County Durham and Darlington
NHS Foundation Trust to perform an
independent assurance engagement in
respect of County Durham and Darlington
NHS Foundation Trust’s Quality Report for
the year ended 31 March 2012 (the “Quality
Report”) and certain performance indicators
contained therein.
This report, including the conclusion,
has been prepared solely for the Board of
Governors of County Durham and Darlington
NHS Foundation Trust as a body, to assist
the Board of Governors in reporting County
Durham and Darlington NHS Foundation
Trust’s quality agenda, performance and
activities. We permit the disclosure of this
report within the Annual Report for the year
ended 31 March 2012, to enable the Board
of Governors to demonstrate that is has
discharged its governance responsibilities
by commissioning an independent assurance
report in connection with the indicators.
To the fullest extent permitted by law, we do
not accept or assume responsibility to anyone
other than the Board of Governors as a body
and County Durham and Darlington NHS
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We refer to these national priority indicators
collectively as the “indicators”.
Respective responsibilities
of the Directors and auditors
The Directors are responsible for the content
and the preparation of the Quality Report
in accordance with the criteria set out in
the NHS Foundation Trust Annual Reporting
Manual issued by the Independent Regulator
of NHS Foundation Trusts (“Monitor”).
Our responsibility is to form a conclusion,
based on limited assurance procedures, on
whether anything has come to our attention
that causes us to believe that:
• the Quality Report is not prepared in all
material respects in line with the criteria
set out in the NHS Foundation Trust
Annual Reporting Manual;
• the Quality Report is not consistent in all
material respects with the sources specified
in NHS Foundation Trust Annual Reporting
Manual; and
• the indicators in the Quality Report
identified as having been the subject
of limited assurance in the Quality Report
are not reasonably stated in all material
respects in accordance with the NHS
Foundation Trust Annual Reporting Manual
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and the six dimensions of data quality set
out in the Detailed Guidance for External
Assurance on Quality Reports.
We read the Quality Report and
considered whether it addresses the content
requirements of the NHS Foundation Trust
Annual Reporting Manual, and considered
the implications for our report if we became
aware of any material omissions.
We read the other information contained in
the Quality Report and consider whether it is
materially inconsistent with those documents
listed below:
• Board minutes for the period April 2011
to June 2012;
• Papers relating to Quality reported to
the Board over the period April 2011
to June 2012;
• Feedback from the Commissioners
dated May 2012;
• Feedback from LINks dated May 2012;
• The Trust’s complaints report published
under regulation 18 of the Local Authority
Social Services and NHS Complaints
Regulations 2009, dated May 2012;

We consider the implications for our
report if we become aware of any
apparent misstatements or material
inconsistencies with those documents
(collectively the “documents”).
Our responsibilities do not extend
to any other information.
We are in compliance with the applicable
independence and competency requirements
of the Institute of Chartered Accountants in
England and Wales (ICAEW) Code of Ethics.
Our team comprised assurance practitioners
and relevant subject matter experts.
Assurance work performed
We conducted this limited assurance
engagement in accordance with International
Standard on Assurance Engagements 3000
(Revised) – “Assurance Engagements other
than Audits or Reviews of Historical Financial
Information” issued by the International
Auditing and Assurance Standards Board
(“ISAE 3000”). Our limited assurance
procedures included:
• Evaluating the design and implementation
of the key processes and controls for
managing and reporting the indicators;
• Making enquiries of management;
• Testing key management controls;

• The 2012 national patient survey;
• The 2012 national staff survey;
• Care Quality Commission (CQC)
quality and risk profiles dated 31
January 2012; and
• The Head of Internal Audit’s annual
opinion over the Trust’s control
environment dated 24 May 2012;
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• Limited testing, on a selective basis,
of the data used to calculate the indicator
back to supporting documentation;
• Comparing the content requirements
of the NHS Foundation Trust Annual
Reporting Manual to the categories
reported in the Quality Report; and
• Reading the documents.
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A limited assurance engagement is less
in scope than a reasonable assurance
engagement. The nature, timing and
extent of procedures for gathering sufficient
appropriate evidence are deliberately
limited relative to a reasonable
assurance engagement.
Limitations
Non-financial performance information
is subject to more inherent limitations
than financial information, given the
characteristics of the subject matter
and the methods used for determining
such information.
The absence of a significant body of
established practice on which to draw allows
for the selection of different but acceptable
measurement techniques which can result
in materially different measurements and
can impact comparability. The precision of
different measurement techniques may also
vary. Furthermore, the nature and methods
used to determine such information, as
well as the measurement criteria and the
precision thereof, may change over time.
It is important to read the Quality Report in
the context of the criteria set out in the NHS
Foundation Trust Annual Reporting Manual.
The nature, form and content required of
Quality Reports are determined by Monitor.
This may result in the omission of information
relevant to other users, for example for the
purpose of comparing the results of different
NHS Foundation Trusts.
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In addition, the scope of our assurance work
has not included governance over quality or
non-mandated indicators which have been
determined locally by County Durham and
Darlington NHS Foundation Trust.
Conclusion
Based on the results of our procedures,
nothing has come to our attention that
causes us to believe that, for the year ended
31 March 2012:
• the Quality Report is not prepared in all
material respects in line with the criteria
set out in the NHS Foundation Trust
Annual Reporting Manual;
• the Quality Report is not consistent in
all material respects with the sources
specified in Foundation Trust Annual
Reporting Manual; and
• the indicators in the Quality Report
subject to limited assurance have not been
reasonably stated in all material respects
in accordance with the NHS Foundation
Trust Annual Reporting Manual and the
six dimensions of data quality set out in
the Detailed Guidance for External
Assurance on Quality Reports.

Deloitte LLP
Chartered Accountants
Newcastle Office
24 May 2012

www.cddft.nhs.uk

Annual Report and Annual Accounts 1 April 2011 – 31 March 2012

Service Developments
2011/12 has been a key year in the
development of integrated service delivery
within the Trust with the opportunities that
the integration of community services in
particular have presented for service and
patient pathway development.
Key service development and pathway
development in 2011/12 include:
Pathfinder developments in admission/
readmission avoidance
• Readmission avoidance service – proactive
case management of patients at high risk
of readmission, utilising improved links
and integrated approaches between acute,
primary & community services.
• Supporting residents of care homes with
high admission rates with focussed
community matron support
• A specialist integrated multi-disciplinary
team comprising of nurses, therapists,
social workers and doctors, dedicated
to strengthening emergency care systems
for frail older people with complex needs
(including dementia) through a
comprehensive assessment process
• Preventing avoidable admissions of
patients suffering an exacerbation of
COPD and offer an alternative of being
cared for outside of hospital and in their
own homes. More importantly however,
to ensure specialist assessment post
exacerbation as per NICE guidance was
provided alongside promotion of self-care
to help prevent further exacerbation of the
disease where possible and empower the
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patient to seek help early with emergency
medications and avoid further admissions.
Promote the use of a patient held record,
documenting normal parameters,
medication, diary of exacerbations
and professional involvement.
• Improving and enhancing the scope
of ambulatory emergency care. This
pathfinder project is developing a more
flexible Ambulatory Medicine Emergency
Care service (AMEC) involving improved
resourcing of the Acute Medical Units at
DMH and UHND, extension of the opening
hours of RAMAC’s at UHND and DMH,
senior decision making at the front door
and improved access to diagnostics over
the weekend. The following are the target
outcomes for this project:
• Reduction in the number of
inappropriate admissions to Emergency
Medicine
• Increase in the rate of discharge from
medical base wards at weekends to
improve patient flow.
• Reduction in length of stay for 49
common conditions.
• Provision of ‘’care closer to home’’ in
line with national and regional policy
Integrated pathway/service development
• Developing, with key stakeholder
involvement, a fully integrated urgent
care and ED function at both DMH,
UHND acute sites to improve access to
unscheduled care. This key opportunity
following integration of community
services is focussed on reducing duplication
and improving patient experience, by
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ensuring patients are seen in the right
place at the right time by the right
clinician. This work is also targeting our
non acute UCC based services to ensure
that access and standards to stand alone
UCC’s are equitable and capacity can be
flexed to match demand.
• Considerable progress has been made
in developing and improving end of life
pathway management within a multi
agency approach , including primary care
and hospices. The focus of this work being
to ensure:
• All patients irrespective of their disease
trajectory or place of residence/care
should experience a “good death‟ in
terms of dignity, quality and choice.
• Facilitate seamless organisation of all
end of life care services that are available
via voluntary and statutory agencies and
professionals throughout the locality.
• Enhance care co-ordination via the
designation of a key worker for each
palliative patient.
• Better understand patients’ end of life
care preferences.
• Prevent unnecessary admissions to acute
care beds.
• Facilitate seamless care transition
from acute to community and vice versa.
• Improve co-ordination of care, with
the implementation of a co-ordination
centre.
The services included in this work are: the
integrated specialist palliative care team and
the district nursing service, St. Teresa’s
Hospice. Stakeholders include: local hospices,
local care home providers, Macmillan Cancer
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Support, Offender Health Institutes, patients,
carers, Tees Esk and Wear Valley NHS Trust,
Marie Curie, Social Services, and GP
practices.
• Within children’s services work is
progressing on the development of a
poorly child pathway. The purpose of
this work being to have an integrated
pathway to meet the needs of the poorly
child across the County to ensure they
are managed by the right person with
the right skills in the right place which is
child friendly and at the right time. Work
is progressing on the Integration of inputs
across all providers within the county
including GPs, Practice Nurses, Acute
care, Urgent Care, Paediatric inpatients,
Emergency care, Paediatric front of house,
community services including Health
Visitors and School Nurses etc.
Key outcomes from this work will be
• Avoidance of unnecessary travel
• Avoidance of unnecessary admissions
• Commissioning of an agreed model
to provide equitable care for the
poorly child within County Durham
and Darlington.
Health and Wellbeing - Prevention First
• The Trust is committed to making every
contact count and to preventing poor
health through its approach to health
and wellbeing which aims to extend life
expectancy, improve the quality of life and
tackle health inequalities, in short: longer,
better, fairer lives.
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• As well as its three care groups (Care
Closer to Home, Acute and Long Term
Conditions, and Surgery and Diagnostics),
the Trust Health and Wellbeing team
provides health improvement services,
primary care mental health services
(including the IAPT Talking Changes
programme in partnership with Mental
Health Matters and the Tees, Esk and Wear
Valleys NHS Foundation Trust) and is the
lead partner in the County Durham
Community Alcohol Service. The Trust also
hosts Fresh (smoke free north east) and
Balance (the regional alcohol office).
• In developing its Prevention First and
Health Improvement Plan the Trust
consulted with stakeholders in June and
with members of the public (in conjunction
with Darlington LINk and with County
Durham LINk) in October 2011.
• Further information about 2011/12
service developments in this area is
contained within the Quality Account
(See Quality Accounts Section on pages
29 to 128).
Bariatric surgery
• During 2011 we launched bariatric,
or weight-loss surgery, in Darlington.
As well as a new service for the Trust,
this strengthens the overall availability
of surgeons and anaesthetists at
Darlington Memorial Hospital, reinforcing
the hospital’s strategic position as a
centre of excellence.
Stroke services
• In 2011, following a consultation, we
centralised hyper-acute stroke services on
one site. This ensures that more patients
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receive quicker emergency treatment in a
fully equipped stroke unit with experienced
and specialist staff. It has improved
outcomes for patients, reduced waits for
vital scans and removed waiting in A&E
before seeing a specialist.
Nutrition
• Trust dieticians developed the pioneering
and nationally recognised Focus on
Undernutrition programme to keep elderly
people well fed and healthy. Working with
Darlington Borough Council and Durham
County Council, we have also integrated
community based teams to care for
children and older people

Effective clinical organisation
A key element of the 2011/12 service
development activity has been the
establishment of new clinical care groups
to lead and manage the integrated
organisation. This initial organisational
development work has refocused the
management of clinical services and
pathways into 3 key areas (diagram)
• Care Closer to Home
• Acute and long term conditions
• Surgery and diagnostics
Crucially this realignment of services has also
included steps to improve clinical leadership
and engagement within the organisation,
with a significantly increased number of
clinical leader roles being added to the key
decision making groups at executive and
operational levels.
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Infrastructure Developments
To underpin the key service developments
in CDDFT, 2011/12 has seen considerable
preparation work being undertaken in
key areas of the support systems and
infrastructure.
1. The development and procurement
of a clinical portal.
This key piece of Informatics development
work, will allow for the implementation of
an integrated care record across the whole
organisation. This will be achieved by joining
up patient information and displaying a
holistic view to clinicians. By joining together
what already exists in the Trust will allow
the Trust to deliver an integrated care record
much faster than otherwise. Key strategic
development and clinical safety issues that
will be underpinned by implementation of
the clinical portal include:
• Removing an increase in clinical risk when
moving from paper to electronic ways
of working
• A speedy implementation of an integrated
care record across the whole Trust
• Speedy delivery of efficiencies due to
joined up information provided by an
integrated care record
• Taking care out to the patient; a clinical
portal will support mobile working and
help the delivery of patient care both closer
to home and shared care by clinicians
across primary and secondary settings
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• Increased interaction between the
patient and their clinician based on
shared patient records
• The ability to model and present clinical
data as a care pathway, so the continuum
of care from Primary to Secondary and
back to Primary care can be viewed.
2. The procurement of an electronic
clinical records management system
The Trust has now completed the
specification and preparation for an
electronic clinical record management
system. This development will allow
significant improvements in:
• Patient safety
• efficiency and speed of record handling
• response time in admission/discharge letters
This system will initially be developed within
the acute part of the organisation and then
into the community part of the Trusts
integrated care organisation.

Market Share Information
The Trust provides care mainly to the people
of County Durham and Darlington although
our sub-regional Dermatology and Plastics
services also serve large numbers in
Sunderland, South Tyneside and Gateshead.
Outside our core area, we undertake
significant amounts of work for Practices in
Hambleton and Richmondshire (North Yorks)
and the villages around Houghton-le-Spring.
Our share of the 1st Out-patient market
remains roughly the same as last year, at
63% in County Durham and 83% in
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Darlington. Our share of the market
continues to be higher in Darlington than in
County Durham because of the proximity of
a number of other Trusts. In County Durham,
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we face strong competition from a range of
Trusts, most notably Sunderland, Newcastle
and North Tees. In Darlington, our main
competition comes from South Tees.
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We continue to work hard with local
commissioners and GPs to minimise the
number of review out-patient appointments
patients are given, with the result that we
carry out proportionately fewer such
appointments for Durham and Darlington
patients than any other Trust, including
the independent providers.

We have also broadly maintained our share
of the 1at Out-patient market in surrounding
PCTs. Some Practices in these areas send us a
significant amount of business.

All Specialties - New to Review
ratio for Durham and Darlington
PCTs, Jan - Dec 2011
All Specialty New to Review ratio
CDDFT

1.8

City Hospitals Sunderland

2.6

Newcastle

3.0

South Tees

3.0

North Tees and Hartlepool

2.6

Gateshead

3.7

Woodlands

2.7

Spire

2.7

Northumbria

2.8

Tyneside Surgical Services Ltd

2.1

South Tyneside

1.9

Locality

Nutritional Assistant

CDDDFT market Share

Our share of referrals from
the Practice which sends most
work to us

Hambleton & Richmond

8%

53%

Stockton

2%

16%

Hartlepool

1%

7%

Sunderland

9%

17%

Gateshead

3%

32%

South Tyneside

5%

7%

134

www.cddft.nhs.uk

Annual Report and Annual Accounts 1 April 2011 – 31 March 2012

For some Practices in Hambleton and
Richmondshire, Darlington Memorial
Hospital is the closest acute hospital.
We also continue to enjoy a high level
of referrals into ENT and Ophthalmology
because of the historic links our consultants
in those specialties have with local GPs.
In Sunderland, Gateshead and South
Tyneside our performance is based mainly
on our sub-regional Dermatology and Plastics
services, although for Practices in areas
around Houghton-le-Spring/Hetton-le-Hole
and Shotley Bridge we can provide a
convenient local service.

Bariatrics Team

Convenience of location, GP confidence
in the quality of service, and waiting times
continue to be the main determinants of
patient choice. Most patients still prefer to
go to their local hospital, all other things
being equal. Between Jan – Dec 2011,
Durham and Darlington patients chose
189 different hospitals across the country
for their treatment, only 1% of whom chose
to receive their care from somewhere other
than the main local providers.
Most Trusts continue to focus on serving
their traditional catchment areas. However,
we have begun to see signs of a more
aggressive approach in some cases. City
Hospitals Sunderland have established ENT
and Ophthalmology outreach services in
County Durham, and have recently received
planning permission for a new Health Centre
in the middle of Durham City. In some of the
surgical Specialties, the amount of business
going to independent sector hospitals - the
Spire, Washington and BMI Woodlands, in
particular – has also grown.
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Bishop Auckland Hospital Midwives
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Research and Development (R&D)
Impact of research on patient care
Patients benefit directly and indirectly
from the research activity in the Trust.
Those involved in high quality studies
(those on the UKCRN portfolio) have been
shown to benefit directly from involvement
in these studies, both in terms of medical
outcomes and overall satisfaction with care.
The trust has recruited around 1600 patients
to these studies in 2011/12. These high
quality studies are also vital in developing
medical knowledge and improving guidelines
of care, making healthcare more efficient
and effective. There are several examples of
research initiated in our trust that are helping
to improve outcomes, such as a novel
therapy for very severe and refractory
constipation, a new way of treating patients
with narrowing of the gullet, and the use
of better imaging to reduce the number
of operations in patients with breast cancer.
A culture of research is steadily increasing
across the organisation and this has several
benefits. Staff involved in research activity
have been shown to be more flexible in their
approach, and to have a more questioning
attitude, leading to more effective work
relationships and innovative approaches
to clinical problems. NHS Trusts that have
a high level of research activity have been
shown to have lower waiting times and
better patient outcomes.

R&D Strategy
The Trust R&D Strategy for Growth for 201114 has four central themes: engagement and
facilitation; commercial development; NIHR
research groups; and strong partnerships and
collaborations. The first and last of these are
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continuations of successful developments
of the previous strategy. The key areas for
growth are the development of our
commercial portfolio and the increase in
the number of NIHR-funded research groups.
Key targets and performance indicates for
2011/12 included:
• Recruitment into NIHR Portfolio studies
by CDTV CLRN trusts
• Increase in the percentage of NIHR
Portfolio Commercial studies
• Recruitment against NIHR baseline
• Approvals time – within 30 days

Research Activity
We are on track with achieving and in some
instances exceeding the national targets
required by the National Institute for Health
Research (NIHR) .
In achieving our goals we have worked
collaboratively with The Co. Durham &
Tees Valley Comprehensive Local Research
Network (CDTV CLRN) and our colleagues
in other NHS Organisations within the
Co. Durham & Tees Valley and Newcastle
Tyne & Wear locality.
New Studies – We have already achieved
our target of a 20% increase in the no. of
studies approved during 2011-2012, we have
approved 53 Studies, an increase of 21%
on the 44 studies approved in 2010-2011.
Commercial Activity – In 2010-2011 we
opened six commercially sponsored research
studies, five of which were on the NIHR
Portfolio. In 2011-12 we have approved 9
commercially sponsored research studies,
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an increase of 50% on the previous year.
Seven of the approved studies are on the
NIHR Portfolio.

therefore confident that we will achieve the
20% target of 1618 for the year 2011-12.
Final figures will be available end June 2012.

Recruitment – we have currently recruited
1469 participants to Observational and
Interventional Portfolio Research Studies.
The recruitment data upload is approximately
6 weeks behind actual time, we are a

Table One, depicts our recruitment figures
month on month for
2010-2011, our
target for
2011-2012 and our current
recruitment
2011-2012

Table 1
Interventional studies are more complex than Observational studies and recruitment is weighted
against interventional study recruitment (4 : 1 ratio) Table two depicts our recruitment when
adjusted for complexity.
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Table 2
Approval times – in 2010-11 the median length of time to approve studies through the coordinating System For NHS Permission (CSP) was 37 days, we have successfully reduced this to
24 days well within the required time line of 30 days to NHS approval.
Trust Own-Account Studies – We have
approved 10 studies being undertaken by
members of staff within the organisation,
these include Clinicians, Nursing Staff and
Allied Health Professionals
Research Promoter
A new and exciting post, commenced
September 2011. The post is a joint project
between the Trust and the University of
Durham. The role is pivotal to a PhD study
examining Research Promotion in an NHS
Foundation Trust. Although in the early
Mammography Equipment
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stage results are encouraging with 8 new
Principal Investigators taking on research,
and 20 portfolio studies identified for
progression in 2012-13.

Funding and Grants
Comprehensive Local Research
Network (CLRN) Funding
We work closely with the CLRN to strengthen
our performance in increasing Portfolio
Commercial and Non-Commercial studies.
The CLRN have provided service support
funding (Pharmacy, Radiology and Pathology)
and support funding for research teams.
This support has increased year on year
and this will continue through 2012/13.
Research Fellowship Awards
The Trust offers Research Fellowship Awards,
in collaboration with Durham University,
to facilitate individuals to apply for NIHR
grant funding. The fellowships comprise
funding for 1 session per week for one
year, to provide the individual with time
to complete the arduous task of external
grant application.
NIHR Grant Applications – We have had one
successful application for Research for Patient
Benefit (RfPB) Grant awarded this current
year, have one currently going through the
submission process, and one being workedup for submission early in the next financial
year. All the submissions to the RfPB are
supported by the Research Design Service
(RDS) and the Clinical trials unit based at
the University of Durham.
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Springboard Grants
We continue to offer Springboard Grants
(up to a value of £8K) to individuals who
develop their own research and achieve
Trust Research Review Board approval and
Research Ethics Approval.

Research Management
and Governance
The R&D Team has continued to robustly
manage the research governance and NHS
Permission process throughout the year.
The NIHR new Co-ordinating System for
NHS Permission has been installed and is
used for the governance of all NIHR Portfolio
Studies. We have also adopted the NIHR
R&D Operational Capability Statement, this
document allow us to showcase what we
have, can and aspire to achieve. In addition
we have also adopted the NIHR Research
Risk Assessment procedure for all
research studies.
Pharmacy and Pathology – Clinical Trials
pharmacist commenced in April and has
successfully developed SOPs for clinical trials,
updated policies and procedures for the
management of clinical trials and worked
closely with all pharmacists and technicians
to ensure that pharmaceutical management
of clinical studies is robust. She has
developed strong network with other clinical
trials pharmacists throughout the country
from whom she is able to seek advice and or
share knowledge and experience. Increasing
activity has resulted in a similar approach
being taken in the Pathology department.
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Our People and Community Involvement
Workforce
The Trust has sought to improve its position
as an employer and service provider of choice
over the last year and the contributions from
all services are needed to achieve this.
The agreement of our Organisation
Development Programme by the Trust Board
in November 2011 was a key staging post
in engaging all of our staff in contributing
to County Durham and Darlington NHS
Foundation Trust being the best it can be
for patients. The focus for this programme is
enabling our staff at every level to participate
in improving the quality of services they offer
to patients, to have clear objectives for their
work and enjoy great line management.
In this way we believe that County Durham
and Darlington NHS Foundation Trust will
be an excellent employer.
The new Workforce & Organisation
Development Board sub-committee is
becoming established in its governance role
and enjoys representation from across the
whole organisation. This group will steer
the implementation of improvements which
will enhance the experience of staff in
the workplace.
Underpinning the Trust’s current state of
development is a well established strategy
for Leadership & Talent Management.
Benefits from this have been seen in the
calibre of people we were able to appoint
to Care Groups, and our Leaders Forum
is an effective vehicle for securing crossorganisation working. This is vital if we are
to deliver integrated care to our community.

We will continue to work closely with
Staff Side colleagues on delivering the
Trust’s priorities. Our Staff Side partners
provide valuable contributions to the
improvement of policies, practices and
in delivering service change and these
requirements will remaina high priority in
the year ahead. An established joint process
for handling organisational change has
served us well and we will continue to take
the same partnership approach to changes
required in 2012/2013.
Designing an integrated approach to
recruiting, managing, appraising and
revalidating the medical workforce will
be a Trust-wide priority in 2012/2013.
The Northern Deanery will be key partners
in this for Doctors in training.
In April 2011, the Trust and the Community
Services Trust (Darlington PCT) merged,
making 2011/12 the first year our staff
sickness absence levels are presented as a
combined organisation. During 2010/11
as separate organisations, County Durham
and Darlington Foundation Trust had an
average sickness rate of 3.83%. The
Community Services Trust (Darlington PCT)
had an average sickness rate of 4.34%.
The average sickness rate for the combined
Trust for 2011/12 was 4.20%.

Equality and Diversity
County Durham and Darlington Foundation
Trust is committed to promoting and
delivering personal, fair, inclusive and diverse
health services and working practices.
Over the last twelve months the Trust has
made significant progress on moving the
equality agenda forward. Examples include:
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• The Trust has been focusing its efforts on
building awareness of equality and
diversity issues for managing staff working
in the Trust (good employment practice)
and for our patients and service users in
terms of how they access and make best
use of the services we offer and provide
for them.

template (as well as other standardised
processes such as policy development)
ensuring the actual and potential impact
of vulnerable groups are considered at
the earliest opportunity. This has been
instrumental in the recent development
of the Trusts Clinical Strategy covering
the integration of services within the
community and acute setting.

• The Trust has initiated a behaviours
campaign looking at Dignity at Work,
specifically bullying and harassment.
The Trust implemented a number of high
impact, interactive bullying workshops,
using live actors to play out frequently
reported unacceptable behaviours
experienced by staff. Generic workshops
were available to all staff and managers
and bespoke programmes were designed
for particular areas where there were
perceived problems.

• The Trust has continued to be a Stonewall
Diversity Champion and scoring on the
Workplace Equality Index, although didn’t
put us in the top 100, did show
improvement from the previous year’s
results. Two members of staff were
sponsored to undertake the Stonewall
LGB (lesbian, gay, bisexual) leadership
programme and will work on the
benchmarking results to make further
improvements in the coming months.

• To support the behaviours programme
of work the Staff Support Officer role has
been reinvigorated and a number of new
Staff Support Officers were recruited and
trained as confidential advisors to provide
ongoing support and help to staff who
may be experiencing or have been accused
of unacceptable, unwanted or
inappropriate behaviours at work.

• The Trust has maintained a commitment to
being a positive about disabilities employer
with the two tick and Mindful Employer
awards. A number of employment policies
have been integrated this year to support
this such as Disability Policy, Recruitment
and Selection, Flexible Working, Education,
Learning and Development Policy, Equality,
Diversity and Human Rights Policy etc.

• Improving the experience of learning
disability patients by developing easy read
information, learning disability training,
pathways of care within services and
flagging patients on records to alert staff.

• In response to patient feedback from the
deaf community in Darlington, the Trust
has put in place a new system of informing
patients that interpreters have been
booked for planned appointments and
where possible providing the name of
the interpreter who will be attending.
This has been introduced to reduce
DNA’s and improve patient experience.

• The Equality Analysis/Impact Assessment
toolkit and guidance has been updated
and incorporated into the business case
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• An audit of baby changing facilities
and signage was conducted to ensure
accessible facilities are available for
patients, carers and families visiting
our main hospital sites.

launched by the Department of Health in
November 2011. It is a tool to help assess
how well embedded equality, diversity and
human rights are within an organisation’s
systems and processes.

• A number of targeted health improvement
interventions including stop smoking for
pregnant woman, teenage pregnancy
prevention, male suicide awareness, health
walks and cycle tours for children and
young people with diverse needs,
childhood obesity programmes, mental
health needs of BME communities, older
people nutrition etc.

The EDS has been designed to help NHS
organisations comply with the requirements
of the Public Sector Equality Duties under the
Equality Act 2010 and the Health and Social
Care Bill by focusing less on process and
more on outcomes.

• Development of the Pyjown which is an
innovative type of bed clothes that protect
a patient’s dignity while also making it
easier for the patient to be dressed and
receive treatments particularly if they are
frail, have stiff joints or disabilities.

• Better health outcomes for all
• Improved patient access and experience
• Empowered, engaged and
well-supported staff
• Inclusive leadership at all levels

• Improved services for patients with
dementia by educating staff better,
building closer working relationships
with the Older Persons Mental Health
Team and improving environmental factors
such as new signage, red painted door
frames, coloured toilet seats, and coloured
crockery to improve dietary intake.
For further details on these and other pieces
of work on equality please refer to the Trust’s
Equality and Diversity Annual Report.

Equality Delivery System
During 2011-2012 for the first time the
Trust has measured performance on equality
against the Equality Delivery System (EDS)
which is the new performance framework
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At the heart of the EDS is a set of nationally
agreed goals. These are:

Within these four goals are a set of 18
outcomes. It is against these outcomes the
Trust assessed and agreed its current overall
performance as “Developing” with our
stakeholders which included members of
staff and the public through our local LINks
network. However further engagement
work is planned through 2012-2013 to
obtain more detailed feedback and from
across all groups protected under the Equality
Act 2010.

Equality Objectives
Following the assessment of performance
against the EDS and the analysis of the
best available equality information on our
services and employment practices we
have developed the following four
equality objectives:
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• Improve the experience of adults with
learning disabilities when accessing
acute services
• Improve patient experience for elderly
patients and reduce the requirement
for hospital admission and reduce length
of stay by providing early specialist
assessment, treatment and care at the
most appropriate time by care of the
elderly multidisciplinary experts
• Improve the experience of deaf people
attending planned appointments by
ensuring they are informed of the booked
interpreter in advance of planned
appointments.
• Reduce percentage of staff reporting
bullying and harassment in the annual
staff survey results with particular focus
on young staff and those staff with
disabilities to ensure they are not
disproportionately affected.
These objectives have been set for the next
four years. However, they will be subject
to ongoing development and review
following improvements in the quality
and quantity of the equality information
we have available and further planned
stakeholder consultation and engagement
to ensure they remain appropriate and reflect
the views and priorities of our employees
and local population.

Moving forward

information and communicating our future
plans which will include:
• Working towards our published
Equality Objectives and reviewing their
appropriateness to reflect the views and
priorities of our employees and local
population.
• Developing and initiating a stakeholder
engagement strategy to ensure we obtain
feedback from across our local population
and have representative views from groups
of people with characteristics protected
under the Equality Act 2010
• Republishing our annual commitment to
equality monitoring across our services and
employment practices.
• Complete a data cleansing exercise on staff
equality monitoring data to improve the
quality and quantity of information we
currently hold on our workforce.
• Developing a plan to improve the quality
and quantity of equality data held on our
service users.
• Review interventions to implement as
part of our behaviours campaign based
on the evaluation of the Bullying
Workshops held in 2011. This will include
our phase two programme of interactive
internally delivered programmes that will
permit wider transferability and
accessibility of resources.

Over the next 12 months the Trust will be
focusing on reviewing our Equality Strategy
by bringing together much of our equality
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Staff
2009/10%

Staff
2010/11%

Staff
2011/12%

2011 Staff
Survey
Census
(45.5% return)

Age
<25
25-34
35-44
45-49
50-54
55-56
57-58
59-59
60+

4.60%
17.50%
26.70%
17.90%
15.90%
4.80%
4.20%
2%
6.30%

4.16%
17.13%
25.97%
17.63%
16.95%
5.50%
4.07%
2.06%
6.53%

4.02%
7.94%
10.09%
12.10%
14.15%
17.45%
17.88%
10.99%
5.39%

86.94%
0.45%
1.04%
0.02%
0.02%
0
0.00%
0.02%
0.02%
0.04%
0.04%
0.05%
0.07%
2.49%
0.48%
0.04%
0.63%
0
0.05%
0.29%
0.07%

87.52%
0.44%
0.99%
0.02%
0.02%
0.02%
0.00%
0.06%
0.02%
0.04%
0.04%
0.06%
0.15%
2.58%
0.44%
0.11%
0.61%
0.18%
0.02%
0.40%
0.07%

88.41%
0.48%
1.05%
0.03%
0.01%
0.00%
0.02%
0.05%
0.09%
0.03%
0.02%
0.13%
0.13%
2.14%
0.33%
0.09%
0.57%
0.14%
0.06%
0.53%
0.05%

16-20 0%
21-30 11%
31-40 15%
41-50 29%

51-65

41%

66+

4%

Ethnic Origin
White - British
White - Irish
White - Any other White background
White Scottish
White Cypriot (non specific)
White Greek
White Mixed
White Polish
White Other European
Mixed - White & Black Caribbean
Mixed - White & Black African
Mixed - White & Asian
Mixed - Any other mixed background
Asian or Asian British - Indian
Asian or Asian British - Pakistani
Asian or Asian British - Bangladeshi
Asian or Asian British - Any other Asian background
Asian British
Black or Black British - Caribbean
Black or Black British - African
Black or Black British - Any other Black background
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96%
0%
1%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
1%
0%
0%
0%
0%
0%
0%
0%
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Staff
2009/10%

Black Nigerian
Black Unspecified
Chinese
Any Other Ethnic Group
Filipino
Not Stated

Staff
2010/11%

Staff
2011/12%

2011 Staff
Survey
Census
(45.5% return)

0.04%
0.02%
0.18%
0.48%
0.02%
6.54%

0.02%
0.02%
0.28%
0.48%
0.02%
5.41%

0.02%
0.02%
0.30%
0.37%
0.03%
5.29%

0%
0%
0%
0%
0%
0%

18.68%
81.32%
0%

17.74%
82.26%
0%

15.94%
84.06%
0%

16%
84%
0%

1.22%
0%
0%

1.18%
3.61%
95.22%

1.76%
29.39%
68.85%

19%
81%
0%

-

0%
1.44%
0.04%
10.97%
0.02%
1.03%
0.04%
0.02%
1.71%
0.00%
84.74%

0%
3.12%
0.15%
29.83%
0.20%
7.68%
0.19%
0.01%
2.83%
0.02%
55.98%

24%
0%
0%
68%
1%
4%
1%
0%
2%
0%
0%

Gender
Male
Female
Transgender
Disability
Yes
No
Not Stated
Religion or Belief
No Religion
Atheism
Buddhism
Christianity
Hinduism
Prefer not to say
Islam
Judaism
Other
Sikhism
Not Stated
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Staff
2009/10%

Staff
2010/11%

Staff
2011/12%

2011 Staff
Survey
Census
(45.5% return)

Sexual Orientation
Bisexual
Gay
Heterosexual
Prefer not to say
Lesbian
Not Stated
Other

Staff Survey
Following the integration of Community
Health Services (CHS) and the former
Foundation Trust (FT) in April 2011, County
Durham and Darlington Foundation Trust
(CDDFT) considered the results of two
separate staff surveys in the context of
a newly integrated Foundation Trust,
comparing and contrasting areas of strength
and areas for improvement to be included in
the integrated action plan for the year April
2011 to March 2012. Staff from all disciplines
and locations engaged in the discussions
about the Trust’s aspiration to be the care
provider and employer of choice.
The outputs from this dialogue shaped
the new Trust brand “With you all the way”
(in hospital, home, community…….), with
the strap line also equally applying to the
Trust as an employer of staff “With you all
the way” (in helping staff give their best,
access training and career opportunities,
and be involved in decisions that affect them
and their services)
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-

0.04%
0.09%
14.56%
0.55%
0.02%
84.74%
-

0.08%
0.16%
36.07%
7.63%
0.08%
55.98%
-

0.47%
0.53%
94%
4.04%
0.28%
0%
0.28%

The Model Employer Group and Joint
Consultative Negotiating Committee agreed
actions required in light of staff survey results
The two priorities were:
• Dignity at work – addressing staff
behaviour towards one another, specifically
in the area of bullying and harassment.
The main action taken was a behavioural
campaign based on our agreed values and
behaviours implemented in collaboration
with Durham University Research Team
and an external drama company, working
with teams and individuals where feedback
suggested a prevalence of bullying and
harassing behaviours. We have seen a
2% improvement in the 2011 staff survey
results of staff experiencing bullying and
harassment from colleagues. Further
details of the action learning intervention
can be found in the section on Equality
and Diversity.
• Developing great line management with a
particular focus on appraisal. This is central
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to our Organisation Development
programme as research tells us that key
line management behaviours and excellent
appraisal provide the foundations for
great organisations

organisations varied, which was not
unexpected as the nature of the
organisations, the size and the geography
differed greatly, but both sets of results were
broadly comparable to that of this year’s.
Details of the response rates and top and
bottom ranking scores for each organisation
are shown in the tables below:

Previous year’s results showed that response
rates and responses for the two former
2010/11
CHS

Response rate

Top 4 Ranking
Score
KF8. Percentage
of staff working
extra hours
KF20. Percentage
of staff witnessing
potentially harmful
errors, near misses
or incidents in
last month
KF24. Percentage
of staff
experiencing
physical violence
from staff in last
12 months
KF9. Percentage of
staff using flexible
working options

with you

2010/11
CDDFT

2011/12

CHS

National
Comparison

Trust

National
Comparison

Trust

National
Comparison

48%

Lowest
20%

55%

Average

46%

Below
average

2010/11
CHS

2010/11
CDDFT

2011/12

Trust
improvement/
Deterioration

Deterioration
of 9%

Trust
improvement/
Deterioration

CHS

National
Comparison

Trust

National
Average

Trust

National
Average

59%

65%

59%

66%

60%

65%

Deterioration
of 1%

22%

21%

29%

37%

31%

34%

Deterioration
of 2%

1%

1%

1%

1%

1%

1%

No change

83%

78%

61%

63%

65%

61%

Improvement
of 4%

all the way
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Bottom 4
Ranking Score
KF10. Percentage
of staff feeling
there are good
opportunities
to develop their
potential at work
KF34. Staff
recommendation
of the trust as a
place to work or
receive treatment
KF16. Percentage
of staff receiving
health and safety
training in last
12 months
KF30. Percentage
of staff
reporting good
communication
between senior
management
and staff

2010/11
CHS

2010/11
CDDFT

2011/12

Trust
improvement/
Deterioration

CHS

National
Average

Trust

National
Average

Trust

National
Average

46%

40%

37%

41%

34%

40%

Deterioration
of 3%

3.40

3.47

3.26

3.52

3.26

3.50

No change

49%

78%

81%

80%

70%

81%

Deterioration
of 11%

29%

34%

23%

26%

21%

26%

Deterioration
of 2%

The results are challenging: they suggest
nearly all results have deteriorated against
the results for the two former organisations
– even the top 4 ranking scores However,
the Trust acknowledges the difficult time
faced by staff in the pre and post integration
period. The following provides some internal
reflections on the results pre integration
and action being taken post integration.

Parkinson’s Awareness Week
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Top 4 ranking scores
The integration of the organisation has
allowed for integration of services and
employment policies and practice and
the implementation of the Clinical Strategy
over the last 12 months has also given us the
opportunity to review job roles and designs
to meet service needs and incorporate more
flexible working approaches that help staff
balance their work and personal life. The
Trust expects to see a levelling out of results
in 2012 and beyond, for example a levelling
out of results such as KF8&9- where the score
has improved compared to the former FT but
deteriorated compared to the former CHS.
Additionally KF20 – Staff witnessing
potentially harmful errors, near misses
or incidents in the last 12 months – the
integration allowed the Trust to raise
awareness and transparency of approach
to reporting incidents and it has improved
ways of sharing lessons learnt through staff
bulletins and team briefs.
There was no change to the score for staff
experiencing physical violence from other
members of staff. This maintained top
ranking score is further evidence of the zero
level tolerance for unacceptable behaviours
which is emerging in the Trust.

Bottom ranked scores
(action for 2012-13)
KF 10 – Staff feel there are good
opportunities to develop their potential
at work – this result was cause for concern
and forms the basis for developing strong
appraisal and encouraging staff to take
greater ownership of their own development.

with you
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KF16 - Although the percentage of staff
receiving Health & Safety training has seen
deterioration when compared to last year’s
FT scores, and the national average, there
is a 21% improvement against the former
CHS score. Essential training programmes
are in place and more structured plans for
attendance across the clinical care groups
are being established linked to service
pressures and staff availability.
KF 34 – Staff recommending the Trust as a
place to work and receive care and treatment
– is clearly of great concern to the Trust
leadership community and stakeholders.
We remain committed to working with
staff to better understand what lies beneath
this score and to take all necessary action to
improve this position. We are confident that
actions already detailed combined with local
level engagement and development of great
line management to better support staff will
go some way to realising an improvement in
how staff feels about their organisation.
KF30 – Building on the work done in 2011
to improve communication between
managers and staff, the Trust has agreed
an integrated model and process for
Performance and Development Appraisal
with agreed values and behaviours
appropriate for an integrated FT to improve
two-way communication between staff
and managers at a local level. A key element
of our action in 2012/13 will focus on
implementing this agreed single, integrated
approach. However whilst agreement was
being sought work began in earnest to
develop excellence in Appraisal. Staff have
been encouraged to seek out and expect
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a quality appraisal discussion with leaders
and managers, and in turn those responsible
for deploying appraisal within their areas
have been developed and supported to
ensure quality appraisals are delivered across
their teams.

• 16% of staff had a work related injury;
the national average was 16%.

Health and Safety Performance

There has been one HSE inspection in
2011/2012 and this related to the Pathology
Category III rooms. There were no actions or
compliances issued from this visit.

The Non-Clinical Risk Management
Department continues to be at the forefront
of raising Health and Safety awareness
across the organisation. The last year has
been a period of challenge and opportunity
to ensure the provision of a safe work
environment following the integration
of the Community and Acute services.
Over the last 12 months there have been
no major accidents or incidents. The number
of accidents/incidents reported has increased
from 861 in 2010/2011 to 1054 in
2011/2012. This increase is attributed to
the increase in staff numbers in the merged
organisation. All incidents/accidents are
investigated with appropriate actions
carried out.
Staff training for Health and Safety, Fire and
Security is provided to staff on an annual basis
as part of mandatory training and is also
included in the Corporate Induction training.
Results from the 2011 staff survey show:
• 70% of staff surveyed stated they had
received Health and Safety training; the
national average was 81%. Attendance
at training is being monitored to address
the 11% decrease (81% attended the
training in the 2010 survey).

150

• 6% of staff had experienced physical
violence from patients; the national
average was 8%.

No enforcement or improvement notices
have been issued by the HSE during the last
12 months.
There are two committees with responsibility
for Health and Safety, Fire and Security:
• Health & Safety Committee
• Security Group
The Security Group minutes are received
by the Health and Safety Committee.
The Health and Safety Committee reports
into the Quality and Healthcare Governance
Committee which is a sub committee of the
Trust Board.
The Non-Clinical Risk Management
Department continue to raise awareness
via training and audits across the Trust to
minimise staff accidents and incidents.

Social Responsibility
and Sustainability
CDDFT’s commitment to the environment
is supported by the Trust Board and the
approved partnership with the NHS
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Sustainability Development Unit,
The Carbon Trust and DOH.

Department of Health target of 10%
reduction by 2015.

In 2009 our commitment to carbon
reduction enabled us to join the NHS Carbon
Management Programme, a 5 year process
with the objective of completing a verified
analysis and continued monitoring ending
in 2014.

The completion of a £26m engineering
infrastructure scheme at Darlington Hospital
demonstrated the Board’s commitment to
the strategy. Other schemes include the use
of new technology in addressing backlog
maintenance, minimising waste and reducing
transport carbon emissions.

The process highlighted the areas with
greatest potential to deliver carbon savings
and therefore develop CDDFT’s business in
the most sustainable way. The output from
the process has been the Carbon
Management Strategy which led us to
prioritise certain facets of the programme,
initially concentrating our resources on
facilities management and construction
as these provided the most certain return
on investment.
The remaining priority areas of procurement
and transport have initially been addressed by
encouraging the development of policies and
the implementation of enabling initiatives to
promote sustainability.
Our Sustainability Strategy is continually
reviewed as part of our Corporate Social
Responsibility (CSR). Since 2009, the
implementation of our carbon reduction
strategy has delivered significant carbon
savings. Indications are that we have
currently achieved a combined carbon
reduction of 2,030 tonnes against our 2008
baseline footprint of 26,662 tonnes which
equates to 7.6% against our ambitious yet
achievable 15% reduction in our carbon
footprint by 2014. This exceeds the
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The growth of clinical services and equipment
will inevitably increase demand for electricity
and gas. Ways of neutralising this impact
through recycling and using new energy
saving technologies are continually being
explored and implemented. These include
installation of a combined heat and power
plant generating both heating and electricity,
de-steaming Darlington Memorial Hospital,
energy campaigns, use of low energy lighting
systems and water saving plant.
Overall responsibility for the management
of our Sustainability Strategy lies with the
Chief Executive and the Director of Estates
& Facilities as sustainability lead. Carbon data
is collated monthly and is reported regularly
to the Board.
The Carbon Management Strategy is a key
part of the Trust’s objective to improve the
score in the Good Corporate Citizenship
benchmarking tool. Our initial assessment,
using the Good Corporate Citizen Toolkit
provided a baseline for our performance
in the areas of procurement, facilities
management, transport, community
engagement, employment and skills,
and construction.
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Sustainability Performance
Note 1 - Both Financial and Non Financial
Indicators are based upon a like for like

Area

Waste
management

Finite
Resources

Finite
Resource
Emissions
T/CO2

Absolute
values
for total
amount
of waste
produced
by the
Trust

NonFinancial
indicators
2009/10

NonFinancial
indicators
2010/11

NonFinancial
indicators
2011/12
(see note 1)

1,935
tonnes

1,934
tonnes

1,804
tonnes

Methods
of
disposal

Landfill,
Landfill,
Landfill,
Recycling,
Recycling,
Recycling,
Incineration, Incineration, Incineration,
Alternative Alternative Alternative
Treatment
Treatment
Treatment

Water

263,539 m3 246,361 m3 274,421 m3

Electricity
Gas

73,254 Gj

84,927.44 Gj 83,024.27 Gj

411 Gj

Electricity

9,228.34
T/CO2

12668.34
T/CO2

12,384
T/CO2

8,232.17
T/CO2
190.27
T/CO2

9,582.72
T/CO2
120.15
T/CO2

9,108
T/CO2
65.7
T/CO2

Financial
indicators
2011/12
(see note 1)

£472,354

£493,328

£442,322

Water

£378,989

£376,297

£520,636

Electricity

Oil

1,602.09 Gj

Financial Financial
indicators indicators
2009/10
2010/11

Waste
Management

Electricity

2,537 Gj

Gas

Expenditure

198,372 Gj 181,567.48 Gj 177,261 Gj

Oil

Oil
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analysis from 2010/11 and do not factor in
any properties transferred into the Trust as
part of TCS

£3,461,738 £2,921,867 £3,295,917
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Formal Consultations
During 2011/12, NHS County Durham
and Darlington, our local commissioning
PCT, consulted on “Improving stroke care
– a public consultation on hyperacute
stroke services”.
The consultation ran for 12 weeks from
20 June to 11 September. Stroke remains
a major cause of death and disability in
County Durham and Darlington, with around
1,100 people suffering a stroke each year.
The hyperacute period is the first 2-3 days
following stroke, when the patient requires
emergency care in a hospital setting.
Following a review process carried out by
a mult-agency stroke implementation team,
the commissioner consulted on a preferred
option of moving from a two site model at
Darlington Memorial Hospital and University
Hospital of North Durham to a single site
based at University Hospital of North
Durham. This was one of a range of
options which ranged from no change to
all hyperacute stroke cases being taken by
ambulance to tertiary centres in Newcastle
and Middlesbrough.
Although there was wide consensus that
services should be centralised on one site,
there was some disagreement as to whether
this should be in Durham or Darlington.
The Trust also supported a single site option.
Following consultation, the commissioner
decided to approve centralisation in Durham,
and, with the Trust, has committed to
monitor the implementation and report back
to the health scrutiny committees at both
local authorities.
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Rehabilitation services for stroke at Bishop
Auckland Hospital remain unaffected.

Partners and Stakeholders
The Trust continues to work closely with
partners in health and social care to improve
local health services.
During 2011/12, the Trust has worked with
NHS County Durham and Darlington and
the three developing clinical commissioning
groups to support a smooth handover to
new commissioning arrangements from
1 April 2013.
The Trust has been invited to join the shadow
health and well being board in Durham,
and has been involved in discussions around
the Darlington formative health and well
being board, although has not been invited
as a member.
On 1 April 2011, County Durham and
Darlington Community Health Services
and County Durham and Darlington NHS
Foundation Trust became one organisation.
The new integrated Foundation Trust has
continued to work closely with stakeholder
partners of both predecessor organisations,
in order to pursue the integration agenda.
A series of stakeholder events held during
2011/12 has helped us develop the clinical
strategy and strategic direction of the new
organisation.
We maintain close relationships with local
trusts in order to ensure the delivery of a
wide range of specialist services as locally
as possible.
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• The Trust is a sub regional provider of
plastics and dermatology, and provides
these services to the South of Tyne area,
including clinics in hospital and community
settings in Sunderland, South Tyneside
and Gateshead
• We also have a joint rota for vascular
services with Gateshead Foundation Trust
which is important in maintaining this
specialty, particular the out of hours
service, in County Durham and Darlington.
This includes contracts with:
• South Tees Hospitals NHS Foundation Trust
for outpatient services at Bishop Auckland
and Darlington Memorial Hospitals in
specialties we do not provide, such as
neurology and areas of oncology; and
consultant capacity to enable us to run
our own urology and oral surgery services
at Darlington Memorial Hospital;
• Newcastle upon Tyne Hospitals NHS
Foundation Trust for consultant capacity
to deliver a neurology service in North
Durham. We are also working with
Newcastle to ensure continued local
provision of haematology

• Tees Esk and Wear Valley NHS Foundation
Trust (mental health) for the provision
of mental health services to us and acute
assessment and diagnostics services
to them.
• The Trust continues to benefit from close
links with the Great North Children's
Hospital, part of Newcastle upon Tyne
Hospitals NHS Foundation Trust.
Consultants from the Great North
Children’s Hospital hold specialist clinics
at Darlington Memorial Hospital and
UHND and consultants from Durham
and Darlington work part time at the
Great North Children's Hospital to
develop their special interests.
• We continue to be involved in a
Collaborative in Darlington with the
PCT, Darlington Borough Council and
Tees Esk and Wear Valley Trust (mental
health) to improve services for patients
with dementia.
• Three of the Trust’s hospitals, and the
nonclinical support services within them,
are provided by private sector consortia
under Private Finance Initiative (PFI)
arrangements.

• City Hospitals Sunderland NHS Foundation
Trust for the Trust’s urology service at
Bishop Auckland and UHND;
• Lodestone, an independent provider, for
their provision of scanning facilities on our
sites at Darlington and Bishop Auckland,
which have been upgraded in the last
year; and
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Board of Directors
The Board is responsible for exercising all of
the powers of the Trust and is the body that
sets the strategic direction, allocates the Trust’s
resources and monitors its performance.
The Board is made up of five Executive
Directors (including the Chief Executive),
five Non-Executive Directors and a NonExecutive Chairman. The Chairman and
Non-Executive Directors are appointed by the
Remuneration and Nomination Committee of
the Governing Council for varying terms not
exceeding 3 years. All of the Non-Executive

Directors are considered to be independent.
The Executive Directors are appointed by
the Nominations Committee of the Board on
permanent contracts. The appointments of
Non-Executive Directors may be terminated
for a number of reasons set out within the
Trust’s constitution and within their terms
of appointment. The composition of the
Board for the year of report is set out in
table 03 below which also includes details
of background, committee membership
and attendance.

Table 03: The Board of Directors 2011/12

Previous board level positions in industry
including positions as Chairman,
Managing Director and Finance Director.
Previously the Chairman of County
Durham and Tees Valley Health Authority.

12/12

Kathryn Larkin-Bramley
Vice Chairman, Non
Executive Director Appointed
1/2/2008 Reappointed
1/8/2010 until 31/7/2012

Fellow of the Institute of Chartered
Accountants of England and Wales.
Previously a Non-Executive director
of the County Durham and Darlington
Acute Hospitals NHS Trust.

11/12

The Right Hon
Baroness Armstrong
Non-Executive Director,
Senior Independent Director
Appointed 1/10/2010
Reappointed 1/10/2011
until 30/9/2014

Member of the House of Lords and
Privy Council and a Board member
of several charitable organisations.
Former Parliamentary Secretary to the
Treasury and Government Chief Whip,
Chancellor of the Duchy of Lancaster
and Minister for the Cabinet Office
and Social Exclusion, Minister of State
at the Dept of Environment, Transport
& the Regions.

11/12
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10/10

Joint Board
Governors
meetings

Tony Waites
Trust Chairman
Appointed 1/2/2007
Re-Appointed 1/2/2010
until 28/2/2013

Nominations &
Remuneration
Committee

Background

Audit
Committee

Name and Position

Trust Board

Trust Board Meeting Attendance*

5/5

1/2

4/5

2/2

4/5

2/2
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Andrew Young
Non- Executive Director
and Chair of the Audit
Committee Appointed
1/7/2010 until 30/6/2013

Former Chief Executive of Durham and
Chester-le-Street PCT. Former Director
of Commissioning and Deputy Chief
Executive of County Durham and
Darlington Health Authority.

12/12

Dr Ian Robson
Non- Executive Director
Appointed 1/6/2007
Reappointed 1/6/2010
until 31/5/2013

Independent consultant with board level
experience in sales, marketing and business
development in healthcare, utilities and
environmental services.

12/12

Dr Robert Michael
Waterston
Non- Executive Director
Appointed 1/2/2007
Reappointed 1/6/2010
until 31/5/2013

Owner and Managing Director of IT
consultancy. Previously a Non-Executive
director of the County Durham and
Darlington Acute Hospitals NHS Trust.

9/12

Stephen Eames
Chief Executive
(Up to Feb 2012)

Extensive experience as an NHS Chief
Executive. Member of European Mentoring
& Coaching Council, the Society for
Organisational Learning, and the European
Health Management Association.

11/11

2/2

Sue Jacques
Chief Executive
(Mar 2012) Deputy Chief
Executive, Chief Operating
Officer, and Director of
Finance (Up to Feb 2012)

A Fellow of the Chartered Association
of Certified Accountants with extensive
experience as an executive director in
the NHS. Appointed Chief Executive in
March 2012.

12/12

2/2

Dr Robin Mitchell
Medical Director

Experienced Consultant Anaesthetist
and previously Medical Director of
North Durham Trust.

11/12

2/2

Laura Robson
Director of Nursing and
Quality (Up to Jan 2012)

A registered nurse and state certified
midwife with extensive experience as
Director of Nursing. Retired in January 2012

9/9

2/2

9/10

7/10

5/5

2/2

5/5

2/2

3/5

2/2
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Tom Hunt
Commercial Director /
Acting Finance Director

Former Director of County Durham and
Darlington Community Health Services and
former Primary Care Trust Finance Director.
Acting Finance Director March 2012.

11/12

1/2

Linda Templey
Joint Acting Director
of Nursing and Quality
(Jan 2012-Mar 2012)

A registered nurse with experience working
in primary and community care. Previous
experience as a Director of Nursing in
Community Health Services.

2/2

0/0

Diane Murphy
Joint Acting Director
of Nursing and Quality
(Jan 2012-Mar 2012)

A registered nurse and former Health
Visitor with extensive experience as an
Associate Director and Deputy Director
of Nursing.

3/3

0/0

*NOTE: Information Recorded = Number
of Attendances at Meetings / Number of
Applicable Meetings
The Board may delegate any of its powers to
a committee of Directors or to an Executive
Director and these matters are set out in the
Scheme of Decisions Reserved to the Board
and the Scheme of Delegation. Decision
making for the operational running of the
Trust is delegated to the Executive
Management Group.
The Board has an annual schedule of
business which ensures that it focuses on
its responsibilities and the long term strategic
direction of the Trust. It meets no less than
ten times per year to conduct its business
and Board members also attend seminars
and training events throughout the year.
Each year the Board holds an event to
evaluate its performance and that of its
committees. The performance of the
Non-Executive Directors and the Chairman
is conducted by the Chairman and the
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Nomination and Remuneration Committee
of the Governing Council respectively.
The Senior Independent Director advises the
Committee in the appraisal of the Chairman.
The performance of the Executive Directors
is appraised by the Chief Executive whose
own performance is, in turn, appraised by
the Chairman. As a consequence of the
assessment of collective and individual
performance, the Board considers that it has
the appropriate balance and completeness in
its membership to meet the requirements of
an NHS foundation trust.
A register is maintained of the business
interests of directors which may conflict with
their responsibilities as managers of the Trust.
This register is available for inspection by the
public and anyone who wishes to inspect it
should make an appointment to do so by
contacting the Trust Secretary, County
Durham and Darlington NHS Foundation
Trust, Darlington Memorial Hospital,
Hollyhurst Road, Darlington, DL3 6HX
or by e-mailing: foundation@cddft.nhs.uk.
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Audit Committee
The Audit Committee is comprised of three
Non-Executive Directors and during 2011/12,
was chaired by Ms Kathryn Larkin-Bramley, a
chartered accountant, from 1 April 2011 to
31 December 2011 and then by Mr Andrew
Young, an experienced NHS professional,
from 1 January 2012 to 31 March 2012.
Ms Larkin-Bramley continued to serve on the
committee following her resignation of the
chair together with Dr Michael Waterston.
The Committee is responsible for providing
the Board with advice and recommendations
on matters which include the effectiveness
of the framework of controls in the Trust,
the adequacy of the arrangements for
managing risk and how they are
implemented, the adequacy of the plans
of the Trust’s auditors and how they perform
against them, the impact of changes in
accounting policy and the Committee’s
review of the Annual Accounts.
The Committee met on 8 occasions during
the year with the Chief Operating Officer and
Director of Finance, other Trust officers and the
Trust’s auditors in attendance. The attendance
of members is shown in table 03 above.
In order to ensure that the independence and
objectivity of the auditor is not compromised
by providing the Trust with additional non
audit services, the Trust has agreed a policy
that requires the Audit Committee (under
delegated authority from the Governing
Council) to approve the arrangements for
all proposals to engage the auditors on non
audit work. The auditors themselves comply
with the standards of the Auditing Practises
Board in this matter.
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The duty to appoint the auditors lies with
the Governing Council. A committee of
the Governing Council, supported by Trust
officers, was established to oversee the
procurement of external audit services
and make a recommendation to the Council.
The procurement was taken forward in
accordance with the appropriate regulations
for public sector procurement and Deloitte
Touche Tohmatsu was appointed as the
Trust’s auditors with effect from 1 April
2009 for a 3 year period. During 2012/13
the Governing Council will be engaged in
the appointment/reappointment of the
Trust’s auditors.

Remuneration
The Trust has two Remuneration and
Nomination Committees: a committee
of the Board and a committee of the
Governing Council.
The Committee of the Board deals with
the appointment and remuneration of the
Chief Executive and the Executive Directors.
It is chaired by the Trust’s Chairman and all
of the Non-Executive Directors are members.
Members’ attendance at meetings of the
Committee is shown in table 03 above.
The Chief Executive attends the Committee
except when it is dealing with matters
concerning him/her.
The Committee reviews the salary levels
of the Chief Executive and the Executive
Directors at annual intervals. In doing so,
it takes account of the overall performance
of the Trust, the performance of individual
directors, the awards to other staff groups,
the prevailing rate of awards in other similar
organisations and published benchmark
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information such as the IDS NHS
Boardroom Pay Report. However, none
of the remuneration is directly related
to performance.
All of the Executive Directors, with the
exception of the Medical Director, are
appointed on permanent contracts with a
notice period of six months. The contracts
of employment make no special provisions
regarding early termination or termination
payments. Terminations resulting from
redundancy and retirement are in accordance
with the provisions of national terms and
conditions and the NHS Pension Scheme.
Details of Directors’ remuneration and
the cash equivalent transfer values of the
pensions of the Executive Directors can be
found on pages 197 to 198.
The Committee of the Governing Council
deals with the appointment and
remuneration of the Trust Chairman and
Non-Executive Directors and makes
recommendations to the Governing Council
as appropriate. The Committee also has a
role in the annual appraisal of the Trust
Chairman’s performance, a process in which
committee members are advised by the
Senior Independent Director.
The Committee reviewed the levels of
remuneration payable to Non-Executive
Directors and, whilst reaffirming the link
between these and the levels of
remuneration payable to senior managers,
agreed that no award should be made in
2011/12. The Committee also dealt with the
re-appointment of a Non-Executive Director
during the year.

with you

all the way

Sue Jacques
Chief Executive

The NHS Foundation
Trust Code of Governance
The NHS Foundation Trust Code of
Governance (Code) is published by Monitor.
It is based on the Combined Code on
Corporate Governance and its purpose is
to further the development of corporate
governance in individual foundation trusts
by making governors and directors aware of
the principles of good governance and how
to develop best practise in their application.
The Board ensures compliance with the
Code through the arrangements it puts in
place for its governance structures, policies
and processes and how it keeps them under
review. These arrangements are set out in
documents that include:
•
•
•
•

The constitution;
Standing orders;
Standing financial instructions;
Schemes of delegation and decisions
reserved to the Board;
• Terms of reference of Board and Governing
Council committees; and
• Codes of conduct.
The Directors consider that the Trust complies
with the provisions of the Code with the
exception of the requirement to have
arrangements in place to resolve disputes
between the Board and the Governing
Council. These arrangements will be in
place by December 2012.
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Governing Council
The Governing Council is comprised of
thirty-nine governors who represent the
Trust’s public and staff constituencies and
those stakeholder organisations who are
entitled to appoint governors under the terms
of the Trust’s constitution. In 2011/12 the
number of staff governors increased by two
to reflect the increase in the number of staff
working within the Trust following the
integration of community services.
The Governing Council has a number of
statutory duties, including the appointment
and removal of the Chairman and NonExecutive Directors, the appointment of
the Trust’s auditors and the approval of
changes to the constitution of the Trust.
They also hold to account the Board for its
management of the Trust. The Trust values
the contribution of its Governors and the
particular perspectives that they bring to the
development of services. Consequently, the

Governors are active in developing the Trust’s
strategies and its Annual Plan.
The Governing Council has strong working
links with the Board. A joint meeting with
the Board is held twice a year and Board
members attend relevant Governing Council
committees and participate in joint seminars.
Similarly, elected governors are fully engaged
in the different working groups established
by the Board. The Board considers that these
arrangements are an effective way to
understand the views of the Governing
Council and maintain engagement with the
Trust’s members.
Governors from the public and staff
constituencies are elected to office for varying
terms up to three years and may seek election
for further terms up to a maximum of three.
Elections were held in seven constituencies
during the year as shown in table 04

Table 04 - Elections to Governing Council 2011/2012
Date of election

Constituencies involved

Turnout (%)

05-Jul-2011

Staff – Administrative, Clerical and Managers

No nominations

05-Jul-2011

Staff – AHP’s Professional and Technical and Pharmacists

No nominations

05-Jul-2011

Staff – Medical

Elected unopposed

09-Dec-2011

Public – Chester-le-Street

No nominations

09-Dec-2011

Public – Darlington

29.6%

09-Dec-2011

Public – Derwentside

32.1%

09-Dec-2011

Public – Durham City

Elected unopposed

09-Dec-2011

Public – Sedgefield

22.6%

09-Dec-2011

Public – Wear Valley & Teesdale

24.1%

09-Dec-2011

Staff – Administrative, Clerical and Managers

No nominations

09-Dec-2011

Staff – AHP’s Professional and Technical and Pharmacists

No nominations

09-Dec-2011

Staff – Nursing and Midwifery

No nominations
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The overall make up of the Governing Council over the year together with details of the
appointments of individual governors and their attendance at council meetings is shown in table 05:
Table 05 - Governing Council Members 2011/2012
Governor

Appointment

Constituency

Meetings from 01 April
2011 to 31 March 2012

Adele Bone

3 years from February 2010

Chester le Street

5 out of 6

Bob Howard

3 years from February 2009

Chester le Street

1 out of 5 Resigned
December 2011

Marjorie Dunn

3 years from February 2011

Darlington

6 out of 6

Betty Hoy

Re-elected: 3 years from February 2012

Darlington

6 out of 6

Laurie McLeman

3 years from February 2011

Darlington

3 out of 4 Resigned
02 February 2012

Roy Beckwith

Re-elected: 3 years from February 2011

Derwentside

4 out of 6

Brenda Bell

3 years from February 2009

Derwentside

5 out of 5 Not-Returned
31 January 2012

Patricia Mason

3 years from February 2012

Derwentside

0 out of 1

Lawrence Welsh

3 years from February 2010

Derwentside

5 out of 6

Janet Brown

3 years from February 2010

Durham City

5 out of 6

Barbara Dyer

Re-elected: 3 years from February 2012

Durham City

5 out of 6

Public Governors

Robert Erskine

3 years from February 2011

Durham City

6 out of 6

Derek Atkinson

3 years from February 2011

Sedgefield

5 out of 6

Jean Brown

3 years from February 2009

Sedgefield

4 out of 7 Retired
31 January 2011

Bill Davies

3 years from February 2010

Sedgefield

2 out of 4 Resigned
25 November 2011

Linda Moore

3 years from February 2012

Sedgefield

1 out of 1

Alexander Murray

3 years from February 2010

Easington

6 out of 6

Oliver Schulte

3 years from February 2010

Gateshead,
South Tyneside
and Sunderland

5 out of 6

James Heap

3 years from February 2010

Hambleton,
Richmondshire,
Tees Valley and Beyond

5 out of 6

Ken Davison

3 years from February 2012

Wear Valley & Teesdale

1 out of 1

Ray Taylor

1 year from February 2012

Wear Valley & Teesdale

1 out of 1
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Governor

Appointment

Constituency

Meetings from 01 April
2011 to 31 March 2012

Ian Jennings

3 years from February 2009

Wear Valley & Teesdale

4 out of 5 Retired
31 January 2012

John Short MBE

Re-elected: 3 years from February 2011

Wear Valley & Teesdale

6 out of 6

Doug Forster

3 years from February 2010

Wear Valley & Teesdale

0 out of 4 Removed
14 September 2011

Gill Findley

3 years from February 2010

Administrative,
Clerical and Managers

2 out of 2 Retired
02 June 2011

Robert Kent

3 years from February 2010

AHPs, Professional &
Technical & Pharmacists

0 out of 2 Resigned
30 June 2011

Staff Governors

Keith Gunning

2 years from July 2011

Medical

2 out of 3

Kevin Hull

3 years from February 2010

Ancillary

3 out of 6

Carole Bailey

3 years from February 2010

Nursing & Midwifery

4 out of 6

Steven Coad

3 years from April 2011

Community Based Staff

4 out of 5

Amanda McEwan

3 years from April 2011

Community Based Staff

3 out of 5

Jean Fruend

3 years from February 2011

Nursing & Midwifery

4 out of 5 Retired
February 2011

Kay Stewart

3 years from February 2009

Nursing & Midwifery

3 out of 6 Retired
31 January 2012

Appointed Governors
Colin Burnett

3 years from February 2010

Appointed by North
East Chamber of
Commerce

6 out of 6

Councillor Veronica
Copeland

3 years from June 2011

Appointed by
Darlington Borough
Council

6 out of 6

Lesley Crawford

3 years from May 2011

Appointed by Tees Esk
and Wear Valleys
NHS FT

3 out of 6 Retired
23 February 2012

Councillor Eunice
Huntington

3 years from March 2009

Appointed by
Durham County
Council

0 out of 1 Retired
May 2011

Councillor Lucy
Hovvels

3 years from May 2011

Appointed by
Durham County
Council

3 out of 5

Prof Paul Keane
OBE

Re-appointed: 3 years from February 2010

Appointed by
Universities for the
North East

5 out of 6

Prof Royston
Stephens

Re-appointed: 3 years from February 2010

Appointed by North
East Strategic Health
Authority

2 out of 4 Retired
September 2011
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Governor

Appointment

Constituency

Meetings from 01 April
2011 to 31 March 2012

David Gallagher

3 years From October 2009

Appointed by Primary
Care Trusts

0 out of 1 Retired
May 2011

Dorothy Teasdale

Re-appointed: 3 years from March 2010

Appointed by North
East Ambulance
Service NHS Trust

3 out of 6

Dr Paul Walton

Re-appointed: 3 years from February 2010

Appointed by the
Co. Durham Local
Medical Committee

3 out of 5 Retired
30 December 2011

A register is maintained of the interests of governors in companies or related parties that are likely to
do, or may seek to do, business with the Trust. This register is available for inspection by the public
by arrangement with the Trust Secretary.

Presentation to Tree Tops – University Hospital of North Durham
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Membership
The Trust has two membership
constituencies: the public constituency
and the staff constituency.
Public membership is open to anyone
over the age of fourteen who resides within
the geographic area served by the Trust.
This constituency is divided into nine classes;
six of which reflect local authority borough
or ward boundaries with the remaining three
reflecting traditional links with our hospitals
either through the provision of sub-regional
services beyond our main catchment areas
or because of ease of access:

•
•
•
•
•
•
•
•

Chester-le-Street
Durham City
Darlington
Derwentside
Easington
Sedgefield
Wear Valley and Teesdale
Gateshead, South Tyneside,
Sunderland and beyond
• Tees Valley, Hambleton, Richmondshire
and beyond.
At 31 March 2012 there were 7,722
members in the public constituency as shown
in table 06 below.

Table 06 - Public Constituency Membership 2011/12
Public Constituency Membership 2011-2012
At year start (April 1)
New Members
Members leaving
At year end (March 31)

7340
704
322
7722

Members of Constituency Class
Chester-le-Street

502

6.50%

Darlington

1495

19.36%

Derwentside

1037

13.43%

Durham City

1639

21.23%

Easington

125

1.62%

Gateshead, South Tyneside, Sunderland & beyond

167

2.16%

Sedgefield

1139

14.75%

Tees Valley, Hambleton & Richmondshire & beyond

156

2.02%

Wear Valley & Teesdale

1462

18.93%

Grand Total

7,722

100.00%
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Staff who are employed directly by the
Trust on permanent contracts or who
are employed on temporary or fixed term
contracts for more than twelve months
automatically become members of the staff
constituency unless they inform the Trust
that they do not wish to do so. Staff who
work for Trust contractors such as our PFI
partners may join the staff constituency after
twelve months. The staff constituency is
split into classes which represent the major
staff groups in the Trust. As at 31 March
2012, there were 7792 members in the
staff constituency.

The Trust’s membership strategy envisages
strong and continued growth in the public
membership constituency. Delivery of the
strategy is led by the Governing Council
which has established a specific committee
to develop both new recruitment initiatives
and effective arrangements for keeping
members engaged. Successful recruitment
initiatives have seen the membership
sustained and grown in line with the
agreed target during the year.

Friends ENT presentation

with you

all the way

165

Statement of the Chief Executive’s Responsibilities
as the Accounting Officer of the County Durham
& Darlington NHS Foundation Trust
The NHS Act 2006 states that the chief
executive is the accounting officer of the NHS
foundation trust. The relevant responsibilities
of the accounting officer, including their
responsibility for the propriety and regularity
of public finances for which they are
answerable, and for the keeping of proper
accounts, are set out in the NHS Foundation
Trust Accounting Officer Memorandum
issued by the Independent Regulator of
NHS Foundation Trusts (“Monitor”).
Under the NHS Act 2006, Monitor has
directed County Durham and Darlington NHS
foundation trust to prepare for each financial
year a statement of accounts in the form
and on the basis set out in the Accounts
Direction. The accounts are prepared on an
accruals basis and must give a true and fair
view of the state of affairs of County Durham
and Darlington NHS foundation trust and of
its income and expenditure, total recognised
gains and losses and cash flows for the
financial year.
In preparing the accounts, the accounting
officer is required to comply with the
requirements of the NHS Foundation
Trust Annual Reporting Manual and in
particular to:
• observe the Accounts Direction issued by
Monitor, including the relevant accounting
and disclosure requirements, and apply
suitable accounting policies on a
consistent basis;

• state whether applicable accounting
standards as set out in the NHS Foundation
Trust Annual Reporting Manual have been
followed, and disclose and explain any
material departures in the financial
statements; and
• prepare the financial statements on a
going concern basis.
The accounting officer is responsible for
keeping proper accounting records which
disclose with reasonable accuracy at any time
the financial position of the NHS foundation
trust and to enable him/her to ensure that
the accounts comply with requirements
outlined in the above mentioned Act.
The Accounting Officer is also responsible
for safeguarding the assets of the NHS
foundation trust and hence for taking
reasonable steps for the prevention and
detection of fraud and other irregularities.
To the best of my knowledge and belief,
I have properly discharged the responsibilities
set out in Monitor's NHS Foundation Trust
Accounting Officer Memorandum.

Signed……………………….………..
Chief Executive
Date: 24 May 2012

• make judgements and estimates on a
reasonable basis;
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Annual Governance Statement
Scope of Responsibility

Capacity to Handle Risk

As Accounting Officer, I have responsibility
for maintaining a sound system of internal
control that supports the achievement of
the NHS Foundation Trust’s policies, aims
and objectives, whilst safeguarding the public
funds and departmental assets for which
I am personally responsible, in accordance
with the responsibilities assigned to me.
I am also responsible for ensuring that
the NHS Foundation Trust is administered
prudently and economically and that
resources are applied efficiently and
effectively. I also acknowledge my
responsibilities as set out in the NHS
Foundation Trust Accounting Officer
Memorandum.

As Chief Executive and Accounting Officer
I am responsible for risk management.
However, the day to day responsibility for
clinical risk is delegated to the Medical
Director and the Director of Nursing.
Responsibility for non-clinical risk was
delegated to me in my former role as Chief
Operating Officer until the end of February
2012 and I have continued to be responsible
for non-clinical risk management following
my appointment as Chief Executive.
Managers with responsibility for clinical and
non-clinical risk management, health and
safety, information governance and financial
risk support the Executive Leads on risk.
They also provide support to managers
across the Trust on risk assessment, risk
management, staff training and the
development of good practice.

The Purpose of the System
of Internal Control
The system of internal control is designed
to manage risk to a reasonable level rather
than to eliminate all risk of failure to achieve
policies, aims and objectives; it can therefore
only provide reasonable and not absolute
assurance of effectiveness. The system of
internal control is based on an on-going
process designed to identify and prioritise
the risks to the achievement of the policies,
aims and objectives of County Durham and
Darlington NHS Foundation Trust, to evaluate
the likelihood of those risks being realised
and the impact should they be realised, and
to manage them efficiently, effectively and
economically. The system of internal control
has been in place in County Durham and
Darlington NHS Foundation Trust for the year
ended 31 March 2012 and up to the date of
approval of the Annual Report and Accounts.
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Members of staff receive regular mandatory
training on the key aspects of the Trust’s risk
management strategy. In addition, a range
of training programmes have been delivered
throughout the year to raise clinical and
non-clinical risk management awareness
amongst staff and to ensure that individuals
achieve the appropriate levels of competence
and expertise.
During 2011/12, the Trust introduced a new
on-line incident reporting tool to further
enhance the arrangements for the reporting
of incidents within the Trust. All staff within
the Trust who have access to a computer are
in the process of being trained to use this
new system and the opportunity has been
taken once again to reinforce the Trust’s
commitment to openness in the area of
incident reporting.
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All of these processes are informed by the
analysis of incident reports, complaints and
survey feedback, risk identification exercises,
planning processes, national guidance and
studies of best practice. Wherever possible,
opportunities are taken to learn lessons from
adverse events and near misses.
Good risk management practice is shared and
disseminated across the Trust using a variety
of media including the publication of a risk
newsletter, good practice bulletins and the
established risk management intranet site.

The Risk and Control Framework
In readiness for the merger with County
Durham and Darlington Community Services
on 1st April 2011, the Trust, working closely
with community services colleagues,
reviewed and harmonised the two
organisations’ policy framework to ensure
that robust controls continued to be in place
for the crucial post-merger period. This
included the alignment of risk management
processes within which risk is managed.
The key elements of the combined risk
management strategy are:
• A clear framework of accountability and
responsibility for the management of risk;
• A clearly defined committee structure,
which supports timely decision making
in response to organisational risk;
• Robust systems for the identification,
analysis, prioritisation and mitigation
of risk;
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• Clinical and non-clinical risk teams to
support risk control processes and the
development of capacity within the
corporate divisions and clinical care groups;
• A mandatory training programme to
embed risk management processes into
the day to day activities of the Trust;
• Communication processes to ensure that
information about key risks and lessons
learned is disseminated at all levels
throughout the Trust; and
• External communication with
stakeholders and the general public
through established partnership forums
and the Governing Council.
The objectives of the risk management
strategy are to ensure the safety of patients,
staff and visitors, to ensure that the quality
of clinical care continues to improve and
to protect the Trust’s funds, assets and
reputation. The strategy has been reviewed
in-year and is published on the Trust’s
intranet site.
The Trust maintains a corporate risk register
which draws together the individual registers
maintained by the corporate divisions and
clinical care groups and the overarching
strategic risk identified by the Trust Board.
The register records the nature of each risk,
its relative priority with regards to other risks,
the risk owner and the action plan in place
to mitigate or manage it.
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Decision making during about risk
management priorities has been made by
the Risk Register Group. Priorities identified
by the group have been included in the
corporate risk register and fed into the Trust
Board in order to support decision making on
prioritisation and the allocation of resources.
The Risk Register Group has also
communicated with the Audit Committee
and the Quality and Healthcare Governance
Committee in relation to specific areas of risk.

Committee and the Workforce and
Organisation Development Committee.
These risk management arrangements are
embedded within the corporate divisions and
clinical care groups of the Trust but are also
used to provide an appropriate control
system around the Trust’s special projects or
programmes. Accordingly, risk registers and
Assurance Frameworks were maintained for
the projects associated with the Transforming
Clinical Services agenda.

Following a review of the Trust’s risk
management processes, these arrangements
have been streamlined for 2012/13 by the
establishment of a new sub-committee of the
Trust Board, the Risk Management
Committee, which will report directly to the
Trust Board on issues concerning risk.

In 2011/12, the Trust Board identified the
following high level strategic risks which
were managed dynamically through the
Corporate Risk Register with success being
measured against defined indicators:

The Assurance Framework provides
the Trust Board with assurance that
organisational risk is being managed
appropriately. The framework provides
a high level analysis of risks in relation to
the delivery of the Trust’s key objectives
across all areas of activity. For each risk,
the framework assesses the controls and
processes that are in place to ensure that the
risks are managed effectively and the specific
evidence that is available to give the Trust
Board the necessary assurance that the risk
management and control processes are
effective. Gaps in assurance are identified
in order to ensure that these are addressed.

• The risk of clinical services becoming
unsustainable as a result of a change of
clinical vision, a failure to engage partners
or changes to the commissioning process.
A further risk to clinical standards and
financial performance was identified if
clinical transformation was not delivered.
The Trust Board responded to these risks by
establishing the Clinical Services Task Force
under the leadership of the Chief Executive
to undertake a systematic and radical
review of services and to develop the
integrated Trust’s Clinical Strategy going
forward. The Task Force successfully
completed the work allocated to it and
was formally disestablished at the end of
the year as planned.

The Assurance Framework is monitored
by the Trust Board, the Audit Committee,
the Quality and Healthcare Governance
Committee, the Business and Operations
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• The risk to the delivery of high class health
services posed by the aging Darlington
Memorial Hospital and concern around IT
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resilience. These issues were addressed by
significant capital investment in the estate
at Darlington Memorial Hospital during the
year, with more investment planned, and
the continuing implementation of the
Trust’s IT strategy.
• The risk of a failure to deliver on financial
performance targets and on the Trust’s
challenging cost improvement programme
was managed through the application
of robust financial controls, the clear
communication of financial objectives
and targets, the flexing of budgets in
accordance with activity and a new system
of inter-divisional trading introduced at the
beginning of the year.
The Trust will continue to manage all major
risks going forward through the risk
management system.
The Trust recognises that it is not possible,
or always desirable, to eliminate all risks
and that systems should not stifle innovation.
When all reasonable control mechanisms
have been put in place there will inevitably
remain some residual risk and this level of
risk must be accepted. Risk acceptance
within the Trust is systemic and transparent.
Where residual risk remains, the risk is scored
“low” on the risk register. This ensures that
it is regularly reviewed through the control
system, as opposed to being removed from
the risk register and being lost from sight.
As a Foundation Trust, the Trust’s Board of
Directors is accountable to the Governing
Council. The Corporate Risk Register is
presented on a half yearly basis to the
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Governing Council’s Quality and Healthcare
Governance Committee. This Committee
also reviews the Complaints, Litigation,
Incidents and Patient Advice and Liaison
Service (CLIPs) report at every meeting and
reports on these matters to the Governing
Council. In addition, the Trust reports all
Serious Untoward Incidents to its
commissioners as part of its contractual
arrangements and works with the local
authority Overview and Scrutiny Committees
to address issues raised by the public or
local councillors.
The Trust has robust procedures in place
for the management of risks associated
with the holding and processing of personal
information. The Trust has a dedicated
manager with responsibility for information
governance and data security. Information
governance and data security are overseen
by the Chief Operating Officer, who is the
designated Senior Information Risk Owner,
and the Information Governance Steering
Group which reports via the Board’s Business
and Operations Committee to the Trust
Board. The Trust has in place a full
information risk management structure
with the Senior Information Risk Owner
being updated on all incidents and risks
monthly and Information Asset Owners
being responsible for the information held
in their areas, recording information on
Information Asset Registers, assessing risks
and implementing actions to mitigate that
risk as required.
As part of the “Being Open” Policy the Trust
encourages the reporting of information
incidents on its electronic incident reporting
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system and all incidents are investigated
within a short timeframe. Two projects have
also recently been approved to increase
security of information: a digital dictation
system to eliminate the use of dictation tapes
and an electronic document management
system to eliminate the use over time of
paper case notes.
In 2011/12 the Trust recorded 11 Serious
Untoward Incidents in relation to potential

information breaches. This was an increase
over the previous year but this increase was
expected as the Trust became responsible,
from 1 April 2011, for an additional 3000
members of staff operating from an
additional 80 or so sites. The Trust is
committed to ensuring the security of all
information, but particularly patient/personal
information, held and will be working hard
in 2012/13 to reduce the numbers of
incidents occurring.

Summary of Information Governance Reportable Incidents 2011/12
Strategic Health
Authority Grading

Nature of Incident

Total

0

Minor breach of confidentiality (single affected individual)

6

1

Potentially serious breach (less than 5 people affected)

1

2

Serious breach (up to 20 people affected)

4

3

Serious breach (less than 100 people affected)

0

4

Serious breach (up to 1000 people affected)

0

5

Serious breach (more than 1000 people affected)

0

Hospital Shuttle Bus
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The Trust conducts an annual review of
its arrangements using the Information
Governance Toolkit Assessment and was
rated “Green - Satisfactory” with 71 %
compliance against the relevant standards.
The Head of Internal Audit Opinion for
2011/12 identified the following as areas
of concern during the year where controls
were deemed to be in need of improvement,
although it should be noted that there were
no “no assurance” reports issued during
the year:
• During the year, the Trust was unsuccessful
in a level 3 assessment against the NHS
Litigation Authority’s Risk Management
Standards and implemented action plans
agreed with the Care Quality Commission
to ensure compliance with the
Commission’s Essential Standards of
Quality and Safety. In response to these
developments a significant amount of
effort has been devoted to strengthening
arrangements for compliance resulting in
successful level 1 assessments by the NHS
Litigation Authority for both Trust-wide and
Maternity services and the implementation
of more rigorous processes to monitor
Care Quality Commission compliance.
• Recommendations were made during
the year to ensure the more effective
identification and reporting of risks at
Clinical Care Group/Corporate Division
level, to ensure the prompt and effective
escalation of risks through to Board level
and to strengthen the monitoring of
significant risks by the Board subcommittees. These recommendations,
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together with issues identified in a
separate KPMG report, were taken
forward by a Task and Finish Group whose
proposed action plan was approved by
the Board in March 2012. A refreshed risk
management process is being rolled out,
led by bi-monthly meetings of the new Risk
Management Committee.
• The need to finalise and embed the
governance structures for the new
Clinical Care Groups was identified.
The implementation of these governance
structures will be monitored by the Quality
and Healthcare Governance Committee.
• The requirement to implement effective
procedures to maintain the Trust’s
electronic policy library within Clinical Care
Groups and Corporate Divisions together
with tighter controls on the use of local
copies held in paper form was identified.
The Business and Operations Committee
is monitoring the completion of a project
implementation plan.
• Clinical audit arrangements require further
development, in line with proposals agreed
with the Audit Committee, to support
Trust-wide assurance requirements.
The clinical Audit and Effectiveness Team
has implemented a range of initiatives
to assist in driving through completion
of plans within Clinical Care Groups.
Clinical care Groups have implemented
forums within their governance structures
to which progress on, and key matters
arising from, clinical audit work can
be reported.
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• Finally, it was identified during the year
that there continued to a need to reinforce
ownership of data quality policies at
speciality level, based on the findings of
a number of data validation assignments
covering local systems. Accordingly, data
quality compliance is being reinforced
through the Information Quality and
Assurance Group.
The Trust is fully compliant with the
registration requirements of the Care
Quality Commission.
As an employer with staff entitled to
membership of the NHS Pension Scheme,
control measures are in place to ensure
all employer obligations contained within
the Scheme regulations are complied with.
This includes ensuring that deductions
from salary, employer’s contributions and
payments into the Scheme are in accordance
with the Scheme rules, and that member
Pension Scheme records are accurately
updated in accordance with the timescales
detailed in the Regulations.
Control measures are in place to ensure
that all the organisation’s obligations under
equality, diversity and human rights
legislation are complied with.
The Trust has undertaken risk assessments
and Carbon Reduction Delivery Plans are
in place in accordance with emergency
preparedness and civil contingency
requirements, as based on UKCIP 2009
weather projects, to ensure that this
organisation’s obligations under the Climate
Change Act and the Adaptation Reporting
requirements are complied with.
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Review of Economy, Efficiency
and Effectiveness of the Use
of Resources
The Trust has robust arrangements in place
for setting financial objectives and targets on
a strategic and annual basis.
The Trust Board monitors performance
against the Trust’s Annual Plan on a monthly
basis, receiving detailed monthly reports
on financial performance, financial risk
and the actions in place to mitigate that risk
and delivery of the Cost Improvement Plan
throughout the year. The Trust Board is also
responsible for agreeing all plans for major
capital investment and disinvestment.
The Trust Board gains assurance from the
following sources via the work of the Audit
Committee:
• Internal audit reports, including
“value for money” audits;
• Counter-fraud investigations and
preventative work; and
• External audit reports.

Annual Quality Report
The Directors are required under the
Health Act 2009 and the National Health
Service (Quality Accounts) Regulations 2010
(as amended) to prepare Quality Accounts
for each financial year. Monitor has issued
guidance to NHS foundation trust boards
on the form and content of annual Quality
Reports which incorporate the above legal
requirements in the NHS Foundation Trust
Annual Reporting Manual.
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A number of steps have been taken to
provide assurance to the Trust Board that
the Quality Report for 2011/12 presents a
balanced view and that appropriate controls
are in place to ensure the accuracy of data.
These include the following:
• The Acting Director of Nursing continues
to provide leadership on all aspects of the
Quality Report;
• The Trust Board receives monthly
performance and patient safety reports,
the data from which is used to inform
the Quality Report;
• The Quality Report priorities are formulated
through discussion with the Trust Board,
the Governing Council, staff, the
commissioners, local LINks organisations
and the local authority Overview and
Scrutiny Committees;
• Assurance around the accuracy and
suitability of data is provided by the Quality
and Healthcare Governance Committee;
• Independence assurance around the
systems and processes in place to ensure
that the internal controls over the
collection and processing of data
underpinning the Quality Accounts are
adequate and effective is provided by
Internal Audit; and
• Additional external assurance is taken as
appropriate to address specific concerns.
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Review of Effectiveness
As Accounting Officer, I have responsibility
for reviewing the effectiveness of the system
of internal control. My review of the
effectiveness of the system of internal control
is informed by the work of the internal
auditors, clinical audit and the executive
managers and clinical leads within the NHS
foundation trust who have responsibility for
the development and maintenance of the
internal control framework. I have drawn on
the content of the quality report attached to
this Annual Report and other performance
information available to me. My review is also
informed by comments made by the external
auditors in their management letter and
other reports. I have been advised on the
implications of the result of my review of
the effectiveness of the system of internal
control by the Board, the Audit Committee,
the Quality and Healthcare Governance
Committee and the Risk Register Group
and a plan to address weaknesses and
ensure continuous improvement of the
system is in place.
The Trust Board and its sub-committees
have routinely reviewed the component
parts of the Trust’s system of internal control.
The Audit Committee has also scrutinised
and undertaken work to strengthen aspects
of the Trust’s system of internal control,
including reviewing the risk management
and Assurance Framework arrangements.
Internal audit has reviewed and reported
upon various aspects of the system of
internal control in accordance with the
audit plan approved by the Audit Committee.
That work was carried out in accordance with
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the Audit Code for NHS Foundation Trusts.
The implementation of agreed internal audit
recommendations has been monitored by
the Audit Committee.
The Head of Internal Audit opinion 2011/12
has been received on the effectiveness of
the system of internal control. The overall
opinion is that significant assurance can be
given that there is a generally sound system
of internal control, designed to meet the
organisation’s objectives, and that controls
are, in general, being applied consistently.
However, some weakness in the design and
inconsistent application of controls has been
identified so as to place the achievement of
particular objectives at risk. The Trust will
seek to address these issues in 2012/13.

Conclusion
The only significant internal control issues
identified during the year have been
described within this Annual Governance
Statement and action plans have been,
or are being, developed and implemented
to strengthen controls in these areas.
The benchmarking and external assessments
throughout the year continued to recognise
the Trust as a high performing and efficiently
managed NHS Foundation Trust.

Signed………………………………………
Sue Jacques
Chief Executive
Date: 24 May 2012

Trust Board and Governing Council
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1. Accounting policies and other information

Monitor has directed that the financial statements of NHS Foundation Trusts shall meet the accounting requirements of
the NHS Foundation Trust Annual Reporting Manual which shall be agreed with HM Treasury. Consequently, the
following financial statements have been prepared in accordance with the 2011/12 NHS Foundation Trust Annual
Reporting Manual issued by Monitor. The accounting policies contained in that manual follow International Financial
Reporting Standards (IFRS) and Government’s Financial Reporting Manual to the extent that they are meaningful and
appropriate to NHS Foundation Trusts. The accounting policies have been applied consistently in dealing with items
considered material in relation to the accounts.
2 Consolidation
Subsidiaries
Subsidiary entities are those over which the Trust has the power to exercise control or a dominant influence so as to
gain economic or other benefits. The income, expenses, assets, liabilities, equity and reserves of subsidiaries are
consolidated in full into the appropriate financial statement lines. The capital and reserves attributable to minority
interests are included as a separate item in the Statement of Financial Position.
The amounts consolidated are drawn from the published financial statements of the subsidiaries for the year.
Where subsidiaries’ accounting policies are not aligned with those of the Trust (including where they report under UK
GAAP) then amounts are adjusted during consolidation where the differences are material.
Until 31 March 2013 NHS charitable funds considered to be subsidiaries are excluded from consolidation in accordance
with the accounting direction issued by Monitor.
3 Income
Income in respect of services provided is recognised when, and to the extent that, performance occurs and is measured
at the fair value of the consideration receivable. The main source of income for the Trust is contracts with commissioners
in respect of healthcare services.
Where income is received for a specific activity which is to be delivered in the following financial year, that income is
deferred.
Income from the sale of non-current assets is recognised only when all material conditions of sale have been met, and is
measured as the sums due under the sale contract.
4 Expenditure on Employee Benefits
Short-term Employee Benefits
Salaries, wages and employment-related payments are recognised in the period in which the service is received from
employees. The cost of annual leave entitlement earned but not taken by employees at the end of the period is
calculated each year on an individual basis and recognised in the financial statements to the extent that employees are
permitted to carry-forward this leave into the following year.
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Pension costs
NHS Pension Scheme
Past and present employees are covered by the provisions of the NHS Pensions Scheme.
The scheme is an unfunded, defined benefit scheme that covers NHS employers, general practices
and other bodies, allowed under the direction of Secretary of State, in England and Wales. It is not
possible for the NHS Foundation Trust to identify its share of the underlying scheme liabilities.
Therefore, the scheme is accounted for as a defined contribution scheme.

Employers pension cost contributions are charged to operating expenses as and when they
become due. Additional pension liabilities arising from early retirements are not funded by the
scheme except where the retirement is due to ill-health. The full amount of the liability for the
additional costs is charged to the operating expenses at the time the Trust commits itself to the
retirement, regardless of the method of payment.
5 Expenditure on other goods and services
Expenditure on goods and services is recognised when, and to the extent that they have been
received, and is measured at the fair value of those goods and services. Expenditure is recognised
in operating expenses except where it results in the creation of a non-current asset such as
property, plant and equipment.
6 Property, Plant and Equipment
Recognition
Property, Plant and Equipment is capitalised where:
• it is held for use in delivering services or for administrative purposes;
• it is probable that future economic benefits will flow to, or service potential be provided
to, the Trust;
• it is expected to be used for more than one financial year; and
• the cost of the item can be measured reliably.
• it individually has a cost of at least £5000;
• it forms a group of Assets which individually have a cost of more than £250, collectively
have a cost of at least £5000, where the assets are functionally interdependent, they
have broadly similar purchase dates, are anticipated to have simultaneous disposal
dates and are under single managerial control;
• it forms part of the setting up cost of a new building or refurbishment of a ward or unit,
irrespective of their individual or collective cost;
Where a large asset, for example a building, includes a number of components with significantly
different asset lives e.g. plant and equipment, then these components are treated as separate
assets and depreciated over their own useful economic lives.
Measurement
Valuation
All property, plant and equipment assets are measured initially at cost, representing the costs
directly attributable to acquiring or constructing the asset and bringing it to the location and
condition necessary for it to be capable of operating in the manner intended by management.

All land and buildings are re-valued every year using professional valuations in accordance
with FRS 15. Valuations are carried out by professionally qualified valuers in accordance with
the Royal Institute of Chartered Surveyors (RICS) Appraisal and Valuation Manual.
The Trust valued its Land, Buildings and Dwellings as at 31 March 2012.
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The valuations are carried out primarily on the basis of a modern equivalent asset basis for
specialised operational property and existing use value for non-specialised operational
property. The value of land for existing use purposes is assessed at existing use value.
For non-operational properties including surplus land, valuations are carried out at open
market value.
Assets in the course of construction are valued at cost and are valued by professional valuers
during the annual revaluation or when they are brought into use.
Subsequent expenditure
Where subsequent expenditure enhances an asset beyond its original specification, the directly
attributable cost is added to the asset’s carrying value. Where subsequent expenditure is simply
restoring the asset to the specification assumed by its economic useful life then the expenditure is
charged to operating expenses.
Depreciation
Items of Property, Plant and Equipment are depreciated over their remaining useful economic lives
in a manner consistent with the consumption of economic or service delivery benefits.
Freehold land is considered to have an infinite life and is not depreciated.
Property, Plant and Equipment which has been reclassified as ‘Held for Sale’ ceases to be
depreciated upon the reclassification.
Assets in the course of construction are not depreciated until the asset is brought into use.

Buildings, installations and fittings are depreciated on their current value over the estimated
remaining life of the asset as assessed by the NHS Foundation Trust’s professional valuers.
Leaseholds are depreciated over the primary lease term.
Equipment is depreciated on current cost evenly over the estimated life. Each piece of new
equipment has its useful economic life assessed prior to capitalisation, however the range of
useful lives is shown below :
Medical Equipment is depreciated between 5 and 15 years with the exception of CT
Tubes which are depreciated over two years.
IT Equipment – PCs are depreciated over 6 years, Laptops over 4 years, and other
equipment is depreciated between 5 to 10 years.
Fittings are depreciated by aligning with the life of the building.
All other categories are depreciated between five and seven years.
Revaluation and impairment
Increases in asset values arising from revaluations are recognised in the revaluation reserve,
except where, and to the extent that, they reverse an impairment previously recognised in
operating expenses, in which case they are recognised in operating income.
Decreases in asset values and impairments are charged to the revaluation reserve to the extent
that there is an available balance for the asset concerned, and thereafter are charged to operating
expenses.
Gains and losses recognised in the revaluation reserve are reported in the Statement of
Comprehensive Income as an item of ‘other comprehensive income’.
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Impairments

In accordance with the FT ARM, impairments that are due to a loss of economic benefits or service
potential in the asset are charged to operating expenses. A compensating transfer is made from
the revaluation reserve to the income and expenditure reserve of an amount equal to the lower of
(i) the impairment charged to operating expenses; and (ii) the balance in the revaluation reserve
attributable to that asset before the impairment.

Other impairments are treated as revaluation losses. Reversals of ‘other impairments’ are treated
as revaluation gains.
De-recognition
Assets intended for disposal are reclassified as ‘Held for Sale’ once all of the following criteria are
met:
• the asset is available for immediate sale in its present condition subject only to terms
which are usual and customary for such sales;
• the sale must be highly probable i.e.:
- management are committed to a plan to sell the asset;
- an active programme has begun to find a buyer and complete the sale;
- the asset is being actively marketed at a reasonable price;
- the sale is expected to be completed within 12 months of the date of classification as
‘Held for Sale’; and
- the actions needed to complete the plan indicate it is unlikely that the plan will be
dropped or significant changes made to it.

Following reclassification, the assets are measured at the lower of their existing carrying amount
and their ‘fair value less costs to sell’. Depreciation ceases to be charged and the assets are not
revalued, except where the ‘fair value less costs to sell’ falls below the carrying amount. Assets are
de-recognised when all material sale contract conditions have been met.
Property, plant and equipment which is to be scrapped or demolished does not qualify for
recognition as ‘Held for Sale’ and instead is retained as an operational asset and the asset’s
economic life is adjusted. The asset is de-recognised when scrapping or demolition occurs.
Donated, government granted assets and other grant funded assets.

Donated and grant funded property, plant and equipment assets are capitalised at their fair value
on receipt. The donation or grant is credited to income at the same time, unless the donor imposes
a condition that the future economic benefits embodied in the grant are to be consumed in a
manner specified by the donor, in which case the donation or grant is deferred within liabilities and
is carried forward to future financial years to the extent that the condition has not yet been met.

The donated and grant funded assets are subsequently accounted for in the same manner as other
items of property, plant and equipment.
Private Finance Initiative (PFI) transactions
PFI transactions which meet the IFRIC 12 definition of a service concession, as interpreted in
Government Financial Reporting Manual (FReM), are accounted for as ‘on-Statement of Financial
Position’ by the Trust.
The underlying assets are recognised as Property, Plant and Equipment at their fair value. An
equivalent financial liability is recognised in accordance with IAS 17.
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The annual contract payments are apportioned between the repayment of the liability, a finance
cost and the charges for services. The finance cost is calculated using the implicit interest rate for
the scheme.

The service charge is recognised in operating expenses and the finance cost is charged to Finance
Costs in the Statement of Comprehensive Income.

Where the PFI contract includes an element of lifecycle replacement, this is capitalised as the
payments are made.
7 Intangible assets
Recognition
Intangible assets are non monetary assets without physical substance which are capable of being
sold separately from the rest of the Trust’s business or which arise from contractual or other legal
rights. They are recognized only where it is probable that future economic benefit can be measured
reliably.
Internally generated intangible assets
Internally generated goodwill, brands, mastheads, publishing titles, customer lists and similar items
are not capitalized as intangible assets.
Expenditure of research is not capitalised.
Expenditure on development is capitalised only where all of the following can be demonstrated :
The project is technically feasible to the point of completion and will result in an intangible
•
asset for sale or use;

•
•

The Trust intends to complete the asset and sell or use it;
The Trust has the ability to sell or use the asset;

How the intangible asset will generate probable future economic or service delivery
•
benefits e.g. the presence of a market for it or its output; or where it is to be used for internal
use, the usefulness of the asset;
Adequate financial, technical and other resources are available to the Trust to complete
•
the development and sell or use the asset; and
The Trust can measure reliably the expenses attributable to the asset during
•
development.
Software
Software which is integral to the operation of hardware e.g. an operating system, is capitalised as
part of the relevant item of property, plant and equipment. Software which is not integral to the
operation of hardware e.g. application software, is capitalised as an intangible asset.
Measurement
Intangible assets are recognized initially at cost, comprising all directly attributable costs needed to
create, produce and prepare the asset to the point that it is capable of operating in the manner
intended by management.
Subsequently intangible assets are measured at fair value.
Revaluation gains and losses and impairments are treated in the same manner as for Property
Plant and Equipment.
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Intangible assets held for sale are measured at the lower of their carrying amount or ‘fair value less
costs to sell’. Software licences are generally measured at the equivalent current cost of the
licence.
Amortisation
Intangible assets are amortised over their expected useful lives in the manner consistent with the
consumption of economic or service delivery benefits.
8 Government grants

Government grants are grants from Government bodies other than income from Primary Care
Trusts or NHS Trusts for the provision of services. Where the Government grant is used to fund
revenue expenditure it is taken to the Statement of Comprehensive Income to match that
expenditure.
9 Inventories
Inventories are valued at the lower of cost and net realisable value.
The cost of inventories is measured using the first in first out principle, where stocks are valued at
the most recent cost, other than Pharmacy Stocks which are valued at average cost.
10 Financial instruments and financial liabilities
Recognition
Financial assets and financial liabilities which arise from contracts for the purchase or sale of nonfinancial items (such as goods or services), which are entered into in accordance with the Trust’s
normal purchase, sale or usage requirements, are recognised when, and to the extent which,
performance occurs i.e. when receipt or delivery of the goods or services is made.

Financial assets or financial liabilities in respect of assets acquired or disposed of through finance
leases are recognised and measured in accordance with the accounting policy for leases described
below.
Regular purchases or sales are recognised and de-recognised, as applicable, using the Trade
date.

All other financial assets and financial liabilities are recognised when the Trust becomes a party to
the contractual provisions of the instrument.
De-recognition
All financial assets are de-recognised when the rights to receive cash-flows from the assets have
expired or the Trust has transferred substantially all of the risks and rewards of ownership.
Financial liabilities are de-recognised when the obligation is discharged, cancelled or expires.
Classification and Measurement
Financial assets are categorised as Loans and receivables
Financial liabilities are classified as ‘Other Financial liabilities’.
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Loans and receivables
Loans and receivables are non-derivative financial assets with fixed or determinable payments with
are not quoted in an active market. They are included in current assets.
The Trust’s loans and receivables comprise: current investments, cash and cash equivalents, NHS
debtors, accrued income and ‘other debtors’.
Loans and receivables are recognised initially at fair value, net of transactions costs, and are
measured subsequently at amortised cost, using the effective interest method. The effective
interest rate is the rate that discounts exactly estimated future cash receipts through the expected
life of the financial asset or, when appropriate, a shorter period, to the net carrying amount of the
financial asset.
Interest on loans and receivables is calculated using the effective interest method and credited to
the Statement of Comprehensive Income.
Financial liabilities
All financial liabilities are recognised initially at fair value, net of transaction costs incurred, and
measured subsequently at amortised cost using the effective interest method.
The effective interest rate is the rate that discounts exactly estimated future cash payments
through the expected life of the financial liability or, when appropriate, a shorter period, to the net
carrying amount of the financial liability.
They are included in current liabilities except for amounts payable more than 12 months after the
Statement of Financial Position date, which are classified as non current liabilities.

Interest on financial liabilities carried at amortised cost is calculated using the effective interest
method and charged to Finance Costs.
Impairment of financial assets

At the Statement of Financial Position date, the Trust assesses whether any financial assets, other
than those held at ‘fair value through income and expenditure’ are impaired.
Financial assets are impaired and impairment losses are recognised if, and only if, there is
objective evidence of impairment as a result of one or more events which occurred after the initial
recognition of the asset and which has an impact on the estimated future cashflows of the asset.

For financial assets carried at amortised cost, the amount of the impairment loss is measured as
the difference between the asset’s carrying amount and the present value of the revised future
cash flows discounted at the asset’s original effective interest rate. The loss is recognised in the
Statement of Comprehensive Income and the carrying amount of the asset is reduced directly.

The Trust creates a doubtful debt provision for the full value of any non agreed NHS Debtors, and
provides for Non NHS Debtors in the following bandings :
31 – 60 days overdue
61 – 90 days overdue
91 days + overdue

10% Provision
50% Provision
100% Provision

The Trust also creates a 24% doubtful debt provision for income due from the Compensation
recovery unit for outstanding claims. This is based on historic rates of claims withdrawals.
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11 Leases
Finance leases

Where substantially all risks and rewards of ownership of a leased asset are borne by the NHS
Foundation Trust, the asset is recorded as Property, Plant and Equipment and a corresponding
liability is recorded. The value at which both are recognised is the lower of the fair value of the
asset or the present value of the minimum lease payments, discounted using the interest rate
implicit in the lease. The implicit interest rate is that which produces a constant periodic rate of
interest on the outstanding liability.
The asset and liability are recognised at the inception of the lease, and are de-recognised when
the liability is discharged, cancelled or expires. The annual rental is split between the repayment of
the liability and a finance cost. The annual finance cost is calculated by applying the implicit
interest rate to the outstanding liability and is charged to Finance Costs in the Statement of
Comprehensive Income.
Operating leases
Other leases are regarded as operating leases and the rentals are charged to operating expenses
on a straight-line basis over the term of the lease. Operating lease incentives received are added
to the lease rentals and charged to operating expenses over the life of the lease.
Leases of land and buildings
Where a lease is for land and buildings, the land component is separated from the building
component and the classification for each is assessed separately. Leased land is treated as an
operating lease.
12 Provisions

The NHS Foundation Trust provides for legal or constructive obligations that are of uncertain timing
or amount at the Statement of Financial Position date on the basis of the best estimate of the
expenditure required to settle the obligation. Where the effect of the time value of money is
significant, the estimated risk-adjusted cash flows are discounted using HM Treasury’s discount
rate of 2.2% in real terms, except for early retirement provisions and injury provisions which both
use the HM Treasury’s pensions discount rate of 2.8% (2010/11 : 2.9%) in real terms.
Clinical negligence costs
The NHS Litigation Authority (NHSLA) operates a risk pooling scheme under which the NHS
Foundation Trust pays an annual contribution to the NHSLA, which, in return, settles all clinical
negligence claims. Although the NHSLA is administratively responsible for all clinical negligence
cases, the legal liability remains with the NHS Foundation Trust. The total value of clinical
negligence provisions carried by the NHSLA on behalf of the NHS Foundation Trust is disclosed at
note 25.
Non-clinical risk pooling
The NHS Foundation Trust participates in the Property Expenses Scheme and the Liabilities to
Third Parties Scheme. Both are risk pooling schemes under which the Trust pays an annual
contribution to the NHS Litigation Authority and in return receives assistance with the costs of
claims arising. The annual membership contributions, and any ‘excesses’ payable in respect of
particular claims are charged to operating expenses when the liability arises.
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13 Contingencies

Contingent assets (that is, assets arising from past events whose existence will only be confirmed
by one or more future events not wholly within the entity’s control) are not recognised as assets,
but are disclosed in note 26 where an inflow of economic benefits is probable.

Contingent liabilities are not recognised, but are disclosed in note 26, unless the probability of a
transfer of economic benefits is remote. Contingent liabilities are defined as:
-possible obligations arising from past events whose existence will be confirmed only by the
occurrence of one or more uncertain future events not wholly within the entity’s control; or
- present obligations arising from past events but for which it is not probable that a transfer of
economic benefits will arise or for which the amount of the obligation cannot be measured
with sufficient reliability.
14 Public dividend capital

Public dividend capital (PDC) is a type of public sector equity finance based on the excess of
assets over liabilities at the time of establishment of the predecessor NHS Trust. HM Treasury has
determined that PDC is not a financial instrument within the meaning of IAS 32.

A charge, reflecting the cost of capital utilised by the NHS Foundation Trust, is payable as public
dividend capital dividend. The charge is calculated at the rate set by HM Treasury (currently 3.5%)
on the average relevant net assets of the NHS Foundation Trust during the financial year.
Relevant net assets are calculated as the value of all assets less the value of all liabilities, except for :
donated assets
(i)
net cash held with the Government Banking Service accounts.
(ii)
PDC dividend balances receivable or payable.
(iii)

In accordance with the requirements laid down by the Department of Health (as the issuer of the
PDC), the dividend for the year is calculated on the actual average relevant net assets as set out in
the ‘pre-audit’ version of the annual accounts. The dividend thus calculated is not revised should
any adjustment to net assets occur as a result of the audit of the accounts.
15 Value Added Tax
Most of the activities of the NHS Foundation Trust are outside the scope of VAT and, in general,
output tax does not apply and input tax on purchases is not recoverable.
Irrecoverable VAT is charged to the relevant expenditure category or included in the capitalised
purchase cost of fixed assets. Where output tax is charged or input VAT is recoverable, the
amounts are stated net of VAT.
16 Corporation Tax
The Trust has reviewed its income generation schemes, and all schemes are outside of the criteria
for corporation tax liability.
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17 Foreign exchange
The functional and presentational currencies of the Trust are sterling.
Exchange gains or losses on monetary items (arising on settlement of the transaction or on retranslation at the Statement of Financial Position date) are recognised in income or expense in the
period in which they arise.
18 Third party assets

Assets belonging to third parties (such as money held on behalf of patients) are not recognised in
the accounts since the NHS Foundation Trust has no beneficial interest in them. However, they are
disclosed in a separate note to the accounts in accordance with the requirements of the
Government Financial Reporting Manual.
19 Losses and Special Payments

Losses and Special payments are items that Parliament would not have contemplated when it
agreed funds for the health service or passed legislation. By their nature they are items that ideally
should not arise. They are therefore subject to special control procedures compared with the
generality of payments. They are divided into different categories, which govern the way that
individual cases are handled. Losses and special payments are charged to the relevant functional
headings in expenditure on an accruals basis.

However the losses and special payments note is compiled directly from the losses and
compensations register which reports on an accruals basis with the exception of any provisions for
future losses.
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Mrs S Jacques - Chief Executive
Mr S Eames - Chief Executive
Mr T Hunt - Acting Finance Director
Mr W Headley - Director of Estates & Facilities
Dr RWD Mitchell - Medical Director
Ms C Lisle - Director of HR and OD
Ms L Robson - Director of Nursing
Mrs L Templey - Joint Acting Director of Nursing
Mrs D Murphy - Joint Acting Director of Nursing
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Independent Auditors Report
to the Board of Governors and
Board of Directors of County
Durham and Darlington NHS
Foundation Trust
We have audited the financial statements
of County Durham and Darlington NHS
Foundation Trust for the year ended 31
March 2012 which comprise the Statement
of Comprehensive Income, the Statement
of Financial Position, the Cash Flow
Statement, the Statement of Changes in
Taxpayers Equity and the related notes 1
to 36. The financial reporting framework
that has been applied in their preparation
is applicable law and the accounting policies
directed by Monitor – Independent
Regulator of NHS Foundation Trusts.
This report is made solely to the Board
of Governors and Board of Directors
(“the Boards”) of County Durham and
Darlington NHS Foundation Trust, as a body,
in accordance with paragraph 4 of Schedule
10 of the National Health Service Act 2006.
Our audit work has been undertaken so that
we might state to the Boards those matters
we are required to state to them in an
auditors report and for no other purpose.
To the fullest extent permitted by law, we do
not accept or assume responsibility to anyone
other than the trust and the Boards as a
body, for our audit work, for this report,
or for the opinions we have formed.
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Respective responsibilities of the
accounting officer and auditor
As explained more fully in the Accounting
Officer’s Responsibilities Statement, the
Accounting Officer is responsible for the
preparation of the financial statements
and for being satisfied that they give a true
and fair view. Our responsibility is to audit
and express an opinion on the financial
statements in accordance with applicable law,
the Audit Code of NHS Foundation Trusts and
International Standards on Auditing (UK and
Ireland). Those standards require us to
comply with the Auditing Practices Board’s
Ethical Standards for Auditors.

Scope of the audit of
the financial statements
An audit involves obtaining evidence about
the amounts and disclosures in the financial
statements sufficient to give reasonable
assurance that the financial statements are
free from material misstatement, whether
caused by fraud or error. This includes an
assessment of: whether the accounting
policies are appropriate to the trust’s
circumstances and have been consistently
applied and adequately disclosed; the
reasonableness of significant accounting
estimates made by the Accounting Officer;
and the overall presentation of the financial
statements. In addition, we read all the
financial and non-financial information in
the annual report to identify material
inconsistencies with the audited financial
statements. If we become aware of any
apparent material misstatements or
inconsistencies we consider the
implications for our report.
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Opinion on financial statements
In our opinion the financial statements:
• give a true and fair view of the state of
the trust’s affairs as at 31 March 2012
and of its income and expenditure for
the year then ended;

inconsistent with information of which
we are aware from our audit. We are
not required to consider, nor have we
considered, whether the Annual
Governance Statement addresses all risks
and controls or that risks are satisfactorily
addressed by internal controls;

• have been properly prepared in accordance
with the accounting policies directed by
Monitor – Independent Regulator of NHS
Foundation Trusts; and

• proper practices have not been observed
in the compilation of the financial
statements; or

• have been prepared in accordance with
the requirements of the National Health
Service Act 2006.

• the NHS foundation trust has not made
proper arrangements for securing
economy, efficiency and effectiveness
in its use of resources.

Opinion on other matters
prescribed by the National
Health Service Act 2006

Certificate

In our opinion:
• the part of the Directors’ Remuneration
Report to be audited has been properly
prepared in accordance with the National
Health Service Act 2006; and
• the information given in the Directors’
Report for the financial year for which
the financial statements are prepared is
consistent with the financial statements.

Matters on which we are
required to report by exception
We have nothing to report in respect of the
following matters where the Audit Code for
NHS Foundation Trusts requires us to report
to you if, in our opinion:
• the Annual Governance Statement does
not meet the disclosure requirements set
out in the NHS Foundation Trust Annual
Reporting Manual, is misleading or
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We certify that we have completed the
audit of the accounts in accordance with
the requirements of Chapter 5 of Part 2
of the National Health Service Act 2006 and
the Audit Code for NHS Foundation Trusts.

Paul Thomson ACA
(Senior Statutory Auditor)
For and on behalf of Deloitte LLP
Chartered Accountants and
Statutory Auditor
Newcastle, UK
24th May 2012
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Glossary of Terms
Accident and Emergency (A&E) - hospital
department that assesses and treats people
with serious injuries and those in need of
emergency treatment (also known as
Emergency Departments).
Acute – describes a disease of rapid onset,
severe symptoms and brief duration.
Agenda for Change (AfC) – NHS system
of pay that reflects job content, and the skills
and knowledge of staff.

Clostridium Difficle (C.Difficile or CDIFF)
– a health care associated intestinal infection
that mostly affects elderly patients with
underlying diseases.
Commissioning for Quality and
Innovation (CQUIN) – a payment
framework developed to ensure that
a proportion of a providers’ income is
determined by their work towards quality
and innovation.

Benchmarking – process that helps
professionals to take a structured approach
to the development of best practice.

Community based health services –
services provided outside of a hospital
setting, usually in clinics, surgeries or in
the patient’s own home.

BME – Abbreviation used to refer to Black
and Minority Ethnic groups

Community hospitals - local hospitals
providing a range of clinical services.

Board of Directors – the powers of a
trust are exercised by the Board of Directors.
In a foundation trust, the Board of Directors
is accountable to governors for the
performance of the trust.

DH – Abbreviation used for the Department
of Health

CDDFT – County Durham and Darlington
NHS Foundation Trust

Foundation Trust (FT) – NHS hospitals
that are run as independent public benefit
corporations and are controlled and
run locally.

CHKS Limited – a private company
which provides comparative information
on the NHS.
Care Quality Commission (CQC) –
the independent regulator of health
and social care in England.
Clinical Commissioning Groups –
Entities which will be responsible for
commissioning many NHS funded services
under the new Health and Social Care
Act 2012.
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ED – Abbreviation used for Emergency
Department

Freedom of Information Act (FOI) –
legislation giving a general right of access
to information held by public authorities.
Health and Social Care Act 2012 (HSCA)
– New legislation affecting the NHS given
Royal assent on 27 March 2012
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Healthcare Associated Infection (HCAI)
– infections such as MRSA or Clostridium
Difficile that patients or health workers may
acquire from a healthcare environment such
as a hospital or care home.
HDU – Abbreviation used for a High
Dependency Unit
IR1s – Abbreviation used for Incident
Reporting Process in the Trust

NHSCDD - NHS County Durham and
Darlington
NHS Constitution – establishes the
principles and values of the NHS. It sets
out the rights and responsibilities of public,
patients and staff to ensure that the NHS
operates fairly and effectively.
NICE - National Institute of Clinical Excellence
NIHR – National Institute for Health Research.

Infection Control – the practices used to
prevent the spread of communicable diseases.
Intensive Therapy Unit (ITU) – specialised
hospital department delivering life support
therapies to patients who are critically ill.

Non-Executive Directors (NEDs) of
foundation trusts – lay people appointed
by the Governors to sit on the Board of
Directors. The Chair of the foundation trust
will be a Non-Executive Director.

LINKs - Local Involvement Networks

NPSA - National Patient Safety Agency

Methicillin-Resistant Staphyloccus
Aureus (MRSA) – bacterium responsible
for several difficult to treat infections.

NRES – National Research Ethics Service

MHRA – Medicines in Healthcare Products
Regulatory Agency, a government agency
with responsibility for standards of safety
quality and performance.
Monitor – the independent regulator of
NHS foundation trusts that is responsible for
authorising, monitoring and regulating them.

NRLS - National Reporting and Learning
System
OSC - Overview and Scrutiny Committee
Patient Advice and Liaison Services
(PALS) – services that provide information,
advice and support t help patients, families
and their carers.
PAS - Patient Administration System

National tariff (tariff) – centrally agreed
list of prices for particular procedures; linked
to the Payment by Results policy.

PBR - Payment by Results

NCEPOD - National Confidential Enquiry
into Patient Outcome and Death

Payment by Results (PbR) – the rules based
system used for paying trusts that links the
allocation of funds to hospitals to the activity
they undertake.

230

www.cddft.nhs.uk

Annual Report and Annual Accounts 1 April 2011 – 31 March 2012

PPI - Patient and Public Involvement

Secondary care – care provided in hospitals.

Primary care – the collective term for family
health services that are usually the patient’s
first point of contact with the NHS; includes
general medical and dental practices,
community pharmacy and optometry.

SMR - Standardised Mortality Ratio

Primary Care Trusts (PCTs) – NHS bodies
responsible for the planning and securing
of health services in a local area. Scheduled
for abolition on 31 March 2013.

Strategic Health Authorities (SHAs) –
regional authorities tasked with providing
strategic management support to primary
care trusts and hospitals as they improve
and develop their services.

Quality, Innovation, Productivity and
Prevention (QIPP) – a framework adopted
by the NHS to deliver quality and efficiency
improvements.

Standardised Mortality Ratio – the
number of deaths in a given year as a
percentage of those expected.

Summary Hospital-level Mortality
Indicator (SHMI) – New indicator which
uses standard and transparent methodology
for reporting mortality at hospital level.

RAMI - Risk Adjusted Mortality Index
RAS – Readmission Avoidance Scheme
RfPB – Research for Patient Benefit, a
national programme to generate high quality
clinical research.
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UKCRN – United Kingdom Clinical
Research Network.
UTI - Urinary Tract Infection
VTE - Venous Thromboembolism
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How to find out more
Contact the Trust Secretary at the address,
email or telephone numbers listed below
for information about the Board of Directors
or the Governing Council or if you would
like to:
• become a member of the County Durham
and Darlington NHS Foundation Trust;
• view the register of Directors’ or
Governors’ interests;

Write to:

Foundation Trust Office
County Durham and
Darlington NHS Foundation Trust
Executive Corridor
Darlington Memorial Hospital
Hollyhurst Road
Darlington
DL3 6HX

Telephone: 01325 743 625
Email:
foundation@cddft.nhs.uk
Web:
www.cddft.nhs.uk

• contact the Chairman or a member of the
Board Directors or one of the Governors;
• receive detailed information about those
of our Board of Directors’ meetings which
are open to the public;
• receive detailed information about the
Governing Council meetings which are
open to the public. Details of all our
public meetings are displayed within
the Trust’s hospitals and are published
on the Trust’s website;
• receive further copies of this report.

This report can be made available, on
request, in alternative languages and
formats including large print and Braille.
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County Durham and Darlington
NHS Foundation Trust

County Durham and Darlington NHS Foundation Trust
Trust Headquarters
Darlington Memorial Hospital
Hollyhurst Road
Darlington
County Durham
DL3 6HX
Switchboard: 01325 380 100
Email: General.Enquiries@cddft.nhs.uk
Web: www.cddft.nhs.uk

