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Trust Board – 26th August 2020 


Item 5 –Report on Covid-19 Response and Next Stage Planning 


Open Session X Private & Confidential Session  


Authors Executive Directors  


Reason for 
Submission 
Tick all that apply 
If none of the above, 
please provide 
rationale for 
submission 


Standing item                                             


Development / approval or update on strategy                         
Decision reserved for Board                                
Statutory / regulatory requirement                                   
Oversight of significant risks                                  
Update on action log item                                                    
Requires Board approval e.g. policies or business cases    


Core performance information        


Other rationale, please state below: 
See purpose below  


Strategic Aim: 
 


To transform care pathways and develop services which deliver the  


best patient outcomes                               


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


provide the best patient experience                                         
To maximise our resources and relationships to sustain services and  


deliver best efficiency                                                                                   


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


are proud of – best employer                                          
Purpose of Report To enable to the Board to be fully sighted upon and able to scrutinise all aspects of 


the Trust’s response to the Covid-19 outbreak including performance against 
constitutional targets during the period.  


Positive 
performance / 
developments 
within this report   
 


Positive matters  Page 


The numbers of inpatients, new admissions and deaths have 
continued to reduce and are now minimal. 


3 


Capacity is being retained for COVID-19 and Non-COVID 
admissions and for non-invasive ventilation and intensive care 
across the Trust’s main sites.  


4 


 Perfect Ward COVID-19 assessments are now embedded – 46 
assessments completed for July with an overall compliance rate of 
99.8%. 


3 
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 Mortality reviews of COVID-19 deaths in April and May 2020 have 
not classified as any death as “preventable” and have found lots of 
evidence of good or excellent care. 


4 


 The Care Quality Commission reviewed the Trust’s use of and 
evidence in support of NHSE/I’s IPC Assurance Framework and 
concluded that the arrangements were sufficient to support the 
assurance provided to the Board, with no issues raised.  


4 


 Performance against A&E waiting times has exceeded the 95% 
target for a fourth consecutive month, despite increases in 
attendances towards pre-COVID levels. There is now some 
pressure on this target as a result of increased attendances and 
some patients’ needs being met over the telephone rather than 
through the Trust’s urgent care centres. 


7 


Key issues and 
actions within this 
report  


Issue and actions Page 


The number of patients with long waits for operations has continued 
to increase as a result of the national mandate to suspend routine 
operations in support of the COVID-19 pandemic response and 
constraints on capacity due to social distancing and infection control 
requirements. Referral to Treatment Times, Endoscopy and – to 
some extent – Outpatient appointments - remain challenged due to 
these constraints. NHS England and Improvement have published 
targets for activity in September and October (of between 90% and 
100% of prior year levels) which CDDFT - in keeping with a majority 
of other Trusts will find challenging.  
 


8-9 


 


 


 


Regulatory 
compliance 
implications 


Tick all that apply 
 


Tick for any implications for compliance with 


NHS Constitution     


Provider Licence (especially Condition 6)        


CQC Fundamental Standards of Care       


Health and Social Care Act         


Mental Health Act / Mental Capacity Act                         


Significant risks 
identified (if any) 


See Appendix 1.   


Action / decision 
required from the 
Board 


The Board is asked to note the report, to endorse the actions being taken by the 
Executive Directors and to request further information and explanations as 
necessary for the purposes of assurance.  
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TRUST BOARD – (26th August 2020) 


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


 


1. Introduction 


This report provides an update on the ongoing arrangements in place within the Trust to manage 
the continuing major incident, relating to the COVID-19 pandemic and the subsequent requirements 
to restart key services.  


2. Command and Control Arrangements 
 


From 1st August 2020, the COVID-19 pandemic has been re-graded from a Level 4 national 
incident, to a Level 3 incident requiring regional co-ordination. However, all Trusts have been asked 
to maintain their incident co-ordination arrangements for the time being. The local arrangements 
outlined to the Board in previous months have remained in place, in particular the Local Resilience 
Forum. The CEO sits on the Strategic Co-ordinating Group (SCG) which covers County Durham & 
Darlington, and reports into the regional SCG. In addition, the various professional groups at 
Executive level across the NHS in the North East and North Cumbria remain closely connected 
through a range of mechanisms and briefings and the Local Area Delivery Board chaired by the 
CEO has met with increased frequency to oversee the NHS and local authority response to dealing 
with non-elective activity during the course of the pandemic.  


The Trust’s Gold Command cell, comprising Executive Directors, the Trust Resilience Lead and 
Head of Communications has continued to meet, a minimum of twice per week. Meetings are 
formally minuted and decision and action logs kept. All key decisions are made by Gold Command 
and recorded in the meeting logs, for the duration of the incident response.  


The CEO continues to provide frequent briefings to the Chairman and Non-Executive Lead for 
Resilience, which have been supplemented by written briefings to the Non-Executive Directors and 
Governors. 


3. Update on management of COVID-19 


3.1 Case trends 


The numbers of inpatients have continued to reduce since the last Board meeting. As of 17th August 
2020, there were only three COVID positive patients in the Trust’s hospitals.  


The numbers of deaths have reduced significantly, with only four deaths reported in July 2020 and 
none in August.  


3.2 Quality and safety indicators / mortality rates 


The Trust has now fully rolled out the Perfect Ward COVID-19 module. The module covers 8 
domains, comprising: hand hygiene, PPE compliance, staff awareness, signage, patient safety and 
handling of actual and suspected cases. The overall compliance score from the July 2020 audits 
(covering 46 areas) was 99.8% with all areas scoring 95% or greater.  
 
The Infection Prevention and Control Assurance Framework, presented to the Board in June 2020, 
provided assurance that the Trust could evidence implementation of the infection control and 
management practices recommended by Public Health England. This was reviewed by CQC, as 
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part of their ongoing risk-focused work with all Trusts, and a meeting held on 16th July 2020 in which 
CQC sought further evidence and explanations. CQC have since produced a note of the meeting 
and the subsequent national review of the findings and they consider that the Trust has appropriate 
assurance arrangements in place and have raised no further issues.  
 
There is now a daily case review of COVID-19 infections to identify learning points and actions 
required, including any cases of nosocomial infection.   
 
The recruitment of PPE Monitoring Officers is continuing to proceed and it is hoped to have those 
officers in post by early September. Their role will be to monitor and support – through observations 
and coaching – compliance with the correct use of PPE in each area as well has hand hygiene and 
other infection control practices. This will reduce dependence on more senior members of the 
infection control team for such checking and support and increase the frequency of checking.  
 
As reported to the Board in July 2020, mortality reviews are being carried out for all COVID-19 
deaths, with over 100 reviewed for March and April 2020, with no deaths considered to be 
preventable. The clear majority of cases showed good, very good or excellent care; however, as 
would be expected with a new disease where the clinical understanding of the condition and 
treatment pathway have been continually refined, the reviews have identified some areas where 
care could have been improved.  
 


3.3 Capacity 


Capacity (respiratory and non-respiratory) remains on all sites. There is also capacity for non-
invasive ventilation at both UHND and DMH and both ITUs have retained capacity with the potential 
to escalate further as required.   


There are no issues with mortuary capacity and discharge processes have continued to work, with 
partner support, in line with the national guidance.  


Oxygen consumption on each site has been tracked – with the ability to escalate to Gold Command 
- with no issues arising. 


3.4 Staffing 


The numbers of staff off work associated with COVID-19 are now reducing. As of 17th August 2020 
were 416 staff members on sick leave (112 less than at the time of the last Board report) of which 
56 were shielding, 75 self-isolating and 35 symptomatic.  


The Nursing Workforce Group continues to manage requests to repatriate nursing staff in support of 
the restarting of services, in order to ensure that sufficient staff are retained to maintain the two 
streams required COVID-19 and non-COVID patients. There are some pressures on staffing on 
surgery and (as surgery nurses are being repatriated) medical wards, but these are being managed 
through the Matron structure. 


An extensive range of support for staff health and wellbeing remains in place; this has been 
enhanced to provide additional support to staff during the “recovery” phase. Our last report to the 
Board (July 2020) provided full details of the support being made available.  


NHSE/I have identified six staff groups with higher risk factors from COVID-19. The six groups are: 
those with underlying health conditions, BAME staff, male staff, those over 55 with comorbidities, 
those over 60 and expectant mothers. The Trust has now completed over 95% of risk assessments 
for staff from BAME backgrounds and 93% of the assessments due for all staff at risk. Gold 
Command has requested regular updates on the progress of the outstanding assessments. It 







 


Executive Director’s Report on Covid-19 response    5 


should be noted that the baseline used to determine the figures above, and to report to NHS 
England and Improvement did not include those staff who were off work due to sick leave at the 
time the work was to be completed. As staff return to work from sick leave or shielding they are 
being included in the programme of risk assessments. Work is also underway to embed risk 
assessment conversations into the induction process for any new staff joining the organisation. 


Staff returning to work from shielding are only allowed to work in COVID-secure areas in line with 
Government guidance. Any member of staff returning from shielding wishing to move back to the 
front-line will need review and risk assessment by Occupational Health prior to being deployed in 
such a role.   


3.5 Testing 


We have tested 2,527 staff for COVID19 to date and conducted over 3,000 tests for partner 
agencies. The number of tests completed in support of care homes is 1,257 at the time of writing.  


Antibody testing also continues. The Trust has expanded testing to meet requests for testing of 
military personnel based at Catterick and staff working in care homes and domiciliary care.  


3.6 Personal Protective Equipment (PPE) 


Supplies of PPE have been maintained with no shortages experienced to date. There remains a risk 
with respect to one specific model of respirator mask used by the Trust; however, this is being 
managed through the trialling of alternative models provided by the national supply chain, with the 
potential to acquire respirator hoods – as an alternative to masks - should they become necessary. 


Arrangements are being put in place to acquire and hold additional stocks of key lines of PPE, for 
resilience, ahead of winter. 


3.7 Workplace Safety and Home / Agile Working 


 The Trust has largely fully rolled out a policy to comply with the Government guidance “Working 
Safely during COVID-19”, which requires social distancing to be observed wherever possible and 
enforced through tangible measures including: changing the layout of offices, meeting rooms and 
hot desk rooms; establishing maximum numbers of staff allowed to use work and communal areas; 
clear signage and walking routes. This has also included putting in place arrangements to allow staff 
to work from home where appropriate, as the first stage in moving towards a more agile and flexible 
working policy for the Trust as a whole. 


All departments have conducted reviews to identify which staff can be enabled to work from home 
and we have agreed arrangements through Gold Command to enable them to do so. This allows us 
to use the space on our sites to accommodate staff needing to work on site with 2m social 
distancing as far as reasonably possible. The equipment to enable staff to work from home is being 
sourced and deployed. As outlined above, this is seen as the first step in implementing an Agile 
Working Policy, which has also been agreed through Gold Command and provides a framework 
within which staff may – subject to service requirements – be enabled to work in an agile fashion 
(including from home).  


The Health and Safety Team continues to carry out a programme of visits to all areas declared 
COVID-secure to check that the policy has been implemented appropriately, to provide ‘on the spot’ 
advice on any issues and barriers and to identify and escalate (as necessary) any more significant 
issues for resolution. This programme is ongoing but has covered the majority of the areas on our 
three main acute sites and a number of community sites, with remedial actions taken promptly. 
Additional posters, banners and ceiling hangers are being procured for all three main sites, to 
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visually reinforce the measures being taken and maintain the confidence of patients returning to 
hospital for appointments following the peak of the virus and / or shielding. We are also seeking to 
make arrangements for provision of masks at entries more robust through the sourcing and 
installation of mask dispensers in the coming weeks. Walk-arounds have been undertaken to 
assess ventilation and a task and finish group set up to ensure that ventilation meets Government 
recommendations in all areas.  


In clinical areas, staff will always wear PPE and we are in the process of appointing PPE Monitoring 
Officers (expected to start in September 2020) who will supplement the existing, frequent walk 
arounds from Infection Control, Executive Directors and Clinical Leaders to observe and support 
compliance with the use of PPE. Staff have been requested to use virtual media and to review 
working practices to maintain social distancing, in clinical areas, wherever possible.  


3.8 Assurance and risk log 


Risks continue to be managed and, as the numbers of cases reduce, risk ratings for risks relating to 
scarce staffing or equipment have reduced. The full risk log has been provided in the pack for the 
Private and Confidential session of the Board meeting, due to the inclusion of draft information and 
information which may be commercially sensitive. The most significant risk relates to the challenge 
of maximising elective procedures, and clearing backlogs, whilst maintaining infection control and 
social distancing, a challenge which is being experienced by all Trusts – see section 4 below for 
more detail.  


Since the last Board report new risks have been recognised with respect to: 


• The need for visible reinforcement of social distancing and hygiene measures on our sites to 
maintain the confidence of patients and visitors in coming back to our hospitals; 


• Contingency planning, to enable the Trust to obtain timely swab test results when the 
regional laboratory services used by the Trust are temporarily unavailable; 


• Further development and rehearsal of plans to manage the impact of any local outbreaks of 
COVID-19. 


The Board Assurance Framework continues to collate and report the outcomes of sources of 
assurance for five COVID-specific objectives, the first four of which will receive further scrutiny from 
IQAC on 25th August 2020.  


• Protecting patients and staff from COVID-19 infection. 
• Ensuring effective treatments for COVID-19 patients. 
• Building capacity and performance for restarting services. 
• Ensuring staff health and wellbeing. 
• Managing stakeholders to secure support for the Trust’s restart programme and planned 


developments. 


3.9 Support to Care Homes   


 The Trust continues to meet the national guidance with respect to the provision of testing for care 
home staff and residents, and in ensuring the testing of residents to be discharged to care homes 
prior to discharge. Data collected to respond to an FOI request, and queries form Durham County 
Council showed that – between the 16th April 2020 (when testing prior to discharge to care homes 
became mandatory for patients who had been admitted overnight) and 16th June 2020, some 212 
patients were discharged, of which 209 were tested.  
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4. Performance against Constitutional Targets 


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


 


Urgent and Emergency Care: Activity continues to increase, with DMH now seeing almost 87% 
and UHND seeing around 99% of pre-COVID levels of activity.  For the fourth consecutive month 
the Trust met the 4-hour wait standard, achieving 95.31%. Since 1st August, however, performance 
has fallen to around 92%, in part because many patients are no longer walking in to urgent care 
centres, or attending there for booked appointments. Instead they are receiving advice over the 
telephone or attending elsewhere. Work is being done to seek to identify those cases in which 
patients are receiving advice akin to that which they would receive in the Trust’s urgent care centres 
in order to count those cases in the performance calculation.   


Key reasons for performance being sustained at higher levels than last year, despite increased 
attendances include: the improvements in the discharge process implemented as part of the Trust’s 
COVID-19 response; similar strengthening of same day emergency care, increased access to front 
of house decision-makers and physiotherapy in the Trust’s A&E Departments and the reduced 
elective programme, as a result of which there remain beds available for medical patients helping to 
ensure patient flow.  


Referral to Treatment (RTT): With the majority of routine elective work paused since mid-March, 
the RTT position has fallen further to 42.90% (at the end of June, the last fully validated month) as 
forecast in previous reports to the Board.  The waiting list has started to increase again now that the 
Electronic Referral Service has been reopened for the substantial majority of services. Whilst 
provisional performance data suggests a drop to 35% in June, an increase to 44% is forecast for 
August as more capacity comes on line. The Medical and Nursing Directors have visited areas with 
constraints to help identify ways in which productivity can be safely improved, with a number of 
actions being agreed.  


The speed at which services can be restarted is constrained by the need for social distancing in 
outpatient departments, and between patients on wards, and the impact of additional infection 
control and decontamination requirements in theatres. This situation is being observed nationally 
and, as a consequence of which long waits are expected to continue to increase.  The Phase 3 
Planning Guidance from NHS England and Improvement encourages Trusts to be operating at 80% 
of the level of activity in the previous year by September and 90% by October, for both inpatient and 
day case procedures. The Trust is bettering its forecast submissions for day case activity, but is 
running behind forecast for inpatient elective procedures. In keeping with the majority of other 
Trusts, CDDFT will find these targets very challenging.  


As a consequence of the above challenges patients continue to wait longer for treatment with 
increasing numbers of patients currently waiting over 52 weeks for treatment in June. Consultants 
continue to undertake clinical harm reviews on backlog patients. No cases of major harm have been 
identified from the reviews completed to date. Patients are being scheduled for treatments taking 
account of the assessment of clinical harm and the Royal College of Surgery’s guidance on 
priorities.  


Month End Actual / Provisional Target Feb-20 Mar-20 Apr-20 May-20 Jun-20 Jul-20


RTT Incompletes 24,132 22,524 20,798 19,277 18,357 19,756
RTT % Within 18 Weeks 92.00% 86.06% 82.04% 74.30% 60.57% 42.90% 34.96%
A&E 4hr % (Inc All UCC) 95.00% 78.61% 83.11% 95.42% 96.96% 97.01% 95.31%
Diagnostics 6 Weeks 99.00% 0.80% 3.83% 44.00% 66.26% 77.64% 81.20%
Cancer 2 Week Wait 93.00% 91.34% 87.70% 82.00% 95.10% 85.90% 85.00%
Cancer 62 Day 2WW Ref To Treatment 85.00% 83.42% 85.50% 85.00% 72.30% 86.40% 78.20%


A
ccess Standards
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There are some challenges in migrating Outpatient activity towards virtual consultations, with many 
consultants continuing to favour face to face consultations. These concerns are being worked 
through with the relevant specialties. Phase 3 planning targets are for all Outpatient appointment 
activity to be fully in line with the prior year by September 2020, based on an assumed shift away 
from face to face consultations.  


The next forecast submission date is the end of August 2020.  


Cancer: Performance is, overall, being maintained, albeit with some volatility, with fewer referrals 
being received, although these are on the increase. There remains specific pressure on Endoscopy 
and Breast Services, impacting on two week waits.  


Diagnostics: Performance is currently 81.1%, which remains low due to limited Endoscopy 
capacity. Additional physical capacity and productivity improvements have been identified and plans 
signed off by the Operational Reset Programme Steering Group. These are now being implemented 
and are expected to lead to an improvement in performance going forwards.  Phase 3 planning 
includes targets for CT/MRI and endoscopy activity, to be at 90% of prior year levels by August and 
into September 2020. These are not being met for August and will continue to remain very 
challenging for September onwards.  


 
5 Finance 


As previously advised to the Board the Trust has been given a block level of NHS Income, which 
has been nationally determined based on the Trust’s actual November 2019 to January 2020 spend 
uplifted for inflation, but with no efficiency requirement applied. Any costs relating to Covid-19 
incurred above this level would then be reclaimed via a monthly top-up along with the impact of any 
lost income. 
 
Gold Command approves all revenue expenditure requests under COVID-19 funding criteria at each 
meeting, with approvals formally minuted. The additional expenditure informs top up claims made to 
NHSE/I. There is now a new approval process in place for capital expenditure allocated to COVID-
19, which requires regional support and national sign-off. Gold Command approves any 
submissions through this process.  
 
Appendix 1 provides details of the Trust’s Month 4 claim for top up funds.  
 
 


6 Operational Reset Programme 


Detailed plans have previously been presented to Trust Board in July 20, and continue to be 
managed through the Operational Reset Programme, 


The recovery, and operational reset of services is significantly more challenging than standing 
services down. The following, outlines the clinically driven approach adopted for the operational 
reset across CDDFT services, which is in line with national guidance and direction setting; 


 
The 6 Pillars 
The 6 pillars below provide the basis to which the clinical framework has been constructed: 
 


1. Infection prevention and control is central to everything we do;  
2. Just because it is elective does not mean it is not necessary; 
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3. In built adaptability and resilience is key;  
4. Workforce availability and capacity will drive the speed of the reset; 
5. Good and prompt is better than perfect and delayed; 
6. An established governance process is required to promote assurance and control of 1-5 


above. 
 


Core Priority Reset Principles: 
The following statements below, highlight the key core priority reset principles, linked to our clinical 
framework: 


• Retain 2 Emergency Department (ED) entrances and flow through Acute Medical Units 
(AMUs) (Respiratory and Non-respiratory) on both acute sites;  


• Retain senior decision makers at the front door of the acute sites; 
• Maintain a single multi-specialty Non Covid-19 Same Day Emergency Care (SDEC) 


provision on the acute sites co-located with the EDs; 
• Covid-19 multi-specialty SDEC identified patients to be treated within respiratory ED / 


respiratory AMU clinical pathways; 
• Retain additional ITU capacity to support the on-going management of Covid-19 patients 


and the stand up of Elective activity; 
• Urgent Care to continue to provide face to face appointments, telephone advice and home 


visits for patients at all 5 centres; 
• Nothing to remain / move to an Acute site that does not require Acute site provision (broad 


principle);  
• No designs have accommodated for service growth potential; and 
• Estate expansion is only included for those services required to accommodate Covid-19 


activity.  
  


7 Conclusion 


The Trust Board is asked to note the contents of this report and to seek any further information 
required for the purposes of assurance.  
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Appendix 1 – Top-up Claim and Financials for Month 4 
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Report into the Effect of COVID -19 on Falls Prevention in CDDFT April/May 2020 
 
At the end of March 2020 CDDFT began to implement its COVID -19 responses. This involved 
significant changes to ward structures and staffing. Specialist roles were stood down and staff 
redeployed clinically. This paper explores the effect that this situation has had on the falls 
prevention service and lessons learned which will inform future work streams. 
 
The falls leads were stood down from their role and moved into clinical roles, so there was no 
tangible support for falls prevention during the months of April and May although staffs were 
aware of where the Falls Leads were working during the pandemic. The falls lead role has now 
been partially reinstated, but will not be fully staffed until mid – July. 


During this time we have seen a small rise in the number of falls across the Trust – a 
continuation of the increase already seen earlier in the year due to winter pressures. 


 


 


                                        


 







 
 


   


 


In April and May, the Trust had a total of 307 falls reported with 112 reports of harm.  79 
patients who fell were COVID 19 positive from the 307 falls identified across the 
organisation.  


Whilst all acute sites have shown an increase in falls, there is a significant increase at BAGH, 
but 3 new wards were opened here over this period to support the trust response, so there was 
a large increase in inpatient numbers on this site. The wards were also staffed by a mixture of 
specialist nurses, retired staff returning to support the teams and bank staff which may have 
resulted in ward teams being less familiar with falls prevention strategies.  Individual review of 
each patient in depth related to falls and knowledge of the environment was limited. 


Similarly in the community hospitals, both Richardson and Chester – le – street hospitals had 
an extra ward opened for a short period of time which may have contributed to increased 
patient numbers and increased staffing requirements. On discussion with the ward manager at 
Sedgefield community hospital, who saw an increase in falls in May, the fact that many regular 
staff were off sick with COVID symptoms during this period meant that shifts were covered by 
bank staff or specialist nurses who were less familiar with the setting. This was felt in part to 
have contributed to the increase in falls with a similar explanation in all our community settings.   
Shotley Bridge and Weardale had a number of staff self-isolating with COVID and anxiety was 
high in all settings. 


There are several issues directly relating to COVID 19 precautions which may have impacted 
on number of falls: 


1. Time taken to put on PPE: 3 incident reports state that the patient had pressed the call bell 
to ask for help, but did not wait for staff to put on PPE, beginning to mobilise before staff 
were able to enter the room, resulting in a fall. 


2. COVID positive patients being nursed in side rooms with the door closed. 7 incident reports 
state that the patient was being 1:1 supervised in a side room with the door closed and staff 
observing from outside the room. This resulted in a delay in staff reaching the patient and a 
fall.  Wearing full PPE all the time is very uncomfortable for staff but in many cases very 
necessary. 


3. Community hospitals have commented on the positive impact that 7 day working by AHP’s 
has had on their patients. The reduction in time for a patient to have a mobility assessment 
and receive appropriate equipment has had a positive impact on their rehabilitation journey 
and also their falls risk.  


4. Conversely, group exercise classes and activities have not been able to run and this has 
led to increased isolation and reduced mobilisation for elderly patients, particularly those 
with dementia. This can lead to increased agitation and an increased falls risk. Work is 
beginning to look at how these activities may be restarted within current restrictions. 


5. The fact that the whole population could not exercise to the same extend and for our high 
risk members of society minimum input from normal support mechanisms was  not available 
so risk of muscle wastage and chronic pain exacerbation with some reviews in ED did take 
place.  







 
 


   


6. Mental health concerns have been noted with a number of high risk falls patients seen in 
ED on both sites, falls have reduced in home settings as mobilisation reduced when 
patients limited to stay at home only.  


7. Increased collaboration with social workers has led to earlier transfer to appropriate places 
of care from our community hospital which was noted by patients and staff working at 
Richardson, Weardale and Chester le Street as a very positive outcome.  Relatives were 
very concerned over their loved ones going into long term or temporary residential care 
over this period as they were unable to visit in hospital or in care homes so staff dealt with 
their concerns very efficiently during this time.   


8. Some care homes were very reluctant to accept patients from hospital settings both 
community and acute sites.  


9. The AMU at UHND changed its way of working and again due to different staff working 
within the team appeared to be more an admissions area waiting for Covid swabs to return 
to identify which areas to transfer the patient to with minimum exploration of falls prevention 
strategies.  Ward 15 at UHND raised concerns and Ward 2 about reduced level of review 
as patients were being transferred with delirium, and falls risks not stated during handovers.  


10. The Woodland Hospital took some of CDDFT patients they usually take surgical admissions 
and in the first month March and April had falls discussion took place with one of the Falls 
Leads and improvements  noted in May as more attention to individual patients 
presentation took place with rounding’s being put in place.  


Trust Falls March – May 2019                                                   Trust Falls March – May 2020 


                                 


Comparing falls for the period March to May 2019 and 2020 there is little difference in total 
number of falls over this period. The reduction in April 2020 can be accounted for by the 
significantly reduced number of admissions to the Trust during this period. 


As the Trust begins to open up and transition back to fully operational services there will 
undoubtedly be challenges for falls prevention as staff are learning new ways of working and 
wards and other environments need to change to adapt to these. The falls leads will continue to 
monitor and advise wherever possible. 


ACTION PLAN 


1. Provide additional support to community hospitals to enable rehab patients to have 
appropriate services whilst adhering to COVID-19 guidance 







 
 


   


2. Identify areas where the patient cohort has changed and staff may need additional support. 


3. Ensure training and support is available to those working in unfamiliar areas or with a 
different cohort of patients. 


4. Explore how extended therapy services can be facilitated to improve patient experience and 
prevent falls. 


5. Visit all areas so staff have the opportunity to raise any concerns and give any positive 
feedback to consider if we need to changes ways of working long term. 


 


 


 


 


 


 


 


  


 


 


 


 


 


 


 


 


 


 


 








 


Re-energising the Tees Valley Clinical Strategy 


Summary of key issues from the event on Thursday 2nd July 2020. 


 


1 Key messages from the four Chief Executives 


 We are committed to working collectively for the people of Tees Valley, putting aside a 
purely organisational focus 


 We will work closely with the clinicians to support the work, make swift decisions and 
ensure the right resource is made available to ensure rapid progress 


 Assume permission to get on with the job 
 Ensure that the whole pathway is the focus which includes primary care – primary care 


colleagues to be included in the work 
 We will keep bureaucracy to the minimum  - programme support rather than heavily 


programme management 
 You should hold us to account on the basis of what we have promised 


 


2 What the Chief Executives heard you ask for 


 To not go over old ground – build on progress and learning so far 
 This needs to be different to before – we will work together to get this done 
 Clinicians enabled to get on with it –working within the authority given by the leaders 


collectively 
 The need for all of the right support to be available – project management, modelling, 


finance etc.  
 Decision making forum to be clear, making rapid decisions with minimum bureaucracy 
 The commitment to enable working across the system 
 Changes to be ‘Rapid and Reasonable’  


 


3 Framing the scope and focus of the work 


Aim to: 


Deliver better outcomes, reduce health inequalities, improve staffing recruitment and retention, 
improve services, get better value for the Tees Valley pound.  


By: 


 Optimising productivity and efficiency within hospitals and across the system to achieve 
affordability 


 Reducing avoidable attendances and admissions 
 Organizing the work to drive better outcomes 


o  Reconfiguring acute services across sites to reduce variation 







 


o Reducing structural fixed costs through collaboration 
o Facilitating movement of staff to enable networking and delivery across the system 


 Building on the work already done  
 Integrating and consolidating learning from Covid 19 
 Focusing on patient outcomes, delivered sustainably for the health economy 
 Ensuring form fits function 
 Changes to be ‘rapid and reasonable’. 


4 Support Structure 


 SRO Acute project 
support 


Commissioning 
project support 


Other * see 
below 


Women and 
Children 


Julie Gillon Paul Frank Alex Sinclair  


Urgent and 
Emergency Care 


Sue Page Linda Hunter Craig Blair  


Stroke Dave Gallagher Linda Hunter Michael 
Houghton 


 


Elective Sue Jacques Tbc Tbc  
Diagnostics Dave Gallagher Tbc Tbc  


 


*Additional programme support is currently being confirmed. Any requests for support should be 
directed to Ali Wilson (ali.wilson@nhs.net and/or andrew.morgan9@nhs.net) 


Dr Chris Gray will continue to offer senior clinical advice and support to the programme. 


Additional support will include activity modelling, workforce, finance and contracting expertise.  


 


5 Work required over the next 6 weeks 


Work groups: 


 Groups to organise themselves to meet for design ‘sprints’ and completion of new or revised  
value Impact Assessment– see attached slide. Revised VIA pro forma will be circulated later 
this week.  


 Work with SROs for the work streams and/or Ali Wilson to draw down required resources 
 Two review discussions /challenge calls with Cap Gemini over next 4-6 weeks 


Leaders: 


 Make contact with work group leads to provide required support and capacity 
 Leaders to agree design principles for options appraisals 
 Refresh Tees Valley clinical strategy 
 Set up refreshed Clinical Strategy Board/System Transition Board 


  



mailto:andrew.morgan9@nhs.net





 


Appendix 1: Draft working design principles 


 The priority is sustainable acute services across the system as opposed to finding a 
configuration of services that sustains current organisational form 


 Services must be sustainable from a workforce perspective and not over-reliant on 
individuals or temporary staff.  


 The configuration of local hospital services must deliver a vibrant and viable offer that 
attracts staff 


 Creating an affordable, effective and financially sustainable system, that successfully 
reduces costs in the acute sector 


 Future services are clinically, operationally and financially sustainable in the short, medium 
and long-term 


 Match capacity (facilities and skilled workforce) to demand both across place and wider 
footprint 


 Changes that can be implemented without further investment of requiring public 
consultation should be progressed as soon as possible. 


 Major changes will ideally be achievable within three to five years, though this needs to be 
balanced with the availability of capital funds and realistic timescales around any estates 
developments 


 Organisational ‘form follows function’ and service structure (site configuration) will follow 
from the clinical strategy 


 Need to ensure impact on primary care and the community is clear and any proposal 
including plans to reduce hospital activity and/or bed numbers require evidence that 
alternative provision is in place where required 


 Patient pathways are organised around the needs of the individual (patient-centred), 
acknowledging service variation only where it is appropriate to population need and 
demographics 


 Needs-led services that cross organisational boundaries will be delivered.  
 Patient travel will be minimised but balanced with the need for services to be clinically, 


operationally and financially sustainable as well as safe, efficient and effective. In the vast 
majority of circumstances an adverse change in travel time must be outweighed by an 
improvement in the quality of care (i.e. outcomes trump access). 


 Residents will be offered informed choice and will be seen and treated locally where 
possible but quality, safety and achieving the best outcomes will be prioritised before choice 


 


 Compliance with relevant clinical standards/guidelines including those from relevant 
Medical Colleges and Advisory Bodies, NHS England, NICE and the CQC 


 Services which remain too specialised or small to provide locally should be consolidated to 
maintain quality, patient safety, and patient experience 


 Alignment with specialist commissioning strategy  
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Open Trust Board – 26th August 2020. Item 4 


 (Chief Executive Update) 


Open Session 


 


* Private & Confidential Session  


Author Sue Jacques, Chief Executive 


Reason for 
Submission 
Tick all that apply 
If none of the above, 
please provide 
rationale for 
submission 


Standing item                                           X 


Development / approval or update on strategy                       X 
Decision reserved for Board                                
Statutory / regulatory requirement                                   
Oversight of significant risks                               X   
Update on action log item                                                  X 
Requires Board approval e.g. policies or business cases    


Core performance information       X 


Other rationale, please state below: 
 


Strategic Aim: 
See overleaf for more 
information  


To transform care pathways and develop services which deliver the  


best patient outcomes                             x  


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


provide the best patient experience                                       x  
To maximise our resources and relationships to sustain services and  


deliver best efficiency                                                                                  x 


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


are proud of – best employer                                       x   


Purpose of Report  
To provide the Board with an (1) update on national, Cumbria and the North 
East ICS, southern and central ICP and sub-ICP developments, (2) other 
matters relevant for the Board and not substantively covered in the standard 
reports;  and the likely implications associated with them. In doing so, provide 
context to support strategic and planning decisions/discussions, allowing the 
Board to influence the developments as appropriate.  
  


Summary of Key 
Issues 


National Matters 
Whilst legislative change in respect of the NHS is now not expected to be 
proposed until the next calendar year, it is still anticipated that those legal 
changes previously advised to the Board will be supported by the DHSC.  
These include removing competition and procurement rules: allowing NHSI 
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and NHSE to merge; and enabling providers and commissioners to work 
closely together through joint committees. The proposed legislation is thought 
to include plans to create ICS’s as statutory organisations rather than having 
them act through joint committees in common formed by member 
committees. Such an arrangement would potentially herald significant 
changes to the powers of Foundation Trusts whereby they would be obligated 
by the decisions made by the local ICS. In practice the ICPs in North East 
and North Cumbria would largely be the vehicle by which such activities are 
transacted. It remains unlikely that any change will be made directly 
impacting on the legislature an which Foundation Trusts are founded, in 
which case, the relative responsibilities of the unitary Board and governing 
council would remain unchanged. Whether or not a power of direction for the 
Health Secretary over NHSE will be included is unclear. 
 
As further details emerge the Board will be updated and have opportunity to 
consider the operational and strategic implications of any such change in 
order to best position the Trust to enable it to continue to deliver the safest 
most compassionate and joined up care for the population it serves. 
 
North East and Cumbria ICS 
 


Under the system by default regime that was signalled before the onset of 
COVID19 the ICS, as described above, is likely to have increasing influence 
on matters across the North East and North Cumbria. The management 
group (largely compromised of the CEOs across the patch) has met weekly 
throughout COVID to consider a limited agenda each Friday. In June its 
formal meetings resumed. The key issues determined at that and the July 
meeting were as follows: 
 


I. Support to the launch of ‘Talk before your Walk’ in the North and 
Central ICP on the 2nd September 2020. See the COVID 19 
Management and Performance report 


II. The furtherance of the equality and diversity/BAME agenda, including 
a promise to the BAME staff from NENC. 


III. Agreement of the process for capital prioritisation in 20/21. 
IV. Agreement of a subscription model for 20/21 for the Great North Care 


Record.  
V. Agreement to collectively test winter plans for 20/21 including 


arrangements for flu and communications 
VI. Agreement to where, within the ICS infrastructure the various 


components of the people plan will be handled 
VII. That ICP organisational development will be prioritised moving 


forward over that of the ICS 
VIII. To support the bid for a COVID lab in Newcastle 
IX. Agreement in respect of the planning arrangements for the remainder 
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of 20/21 including Endoscopy recovery. 
 


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


 


Tees Valley Integrated Care Partnership (the Southern ICP) 


• The ICP is still awaiting a positive response to the funding 
requested through the Intensive support programme details of 
which was provided to the Board in June under appendix d. 


The ICP has continued to meet weekly in order to oversee        
relevant matters which, this month, have principally included 
the follow up to the clinical transformation workshop held on 
the 2nd July (appendix a) in preparation for the next event on 
the 7th September. (appendix b) Board members will recall that 
this is designed to provide accelerated execution of any 
collaborative plans that colleagues feel will benefit patients and 
deliver against phase 3 of the national response to COVID 19. 


Essentially the work is designed to deliver better outcomes, 
reduce health inequalities, improve staffing recruitment and 
retention, improve services and get better value for the Tees 
Valley pound. It intends to do so by: 


• Optimising productivity and efficiency within hospitals and 
across the system to achieve affordability 


• Reducing avoidable attendances and admissions 
• Organising the work to drive better outcomes 


o Reconfiguring acute services across sites to reduce 
variation 


o Reducing structural fixed costs through collaboration 
o Facilitating movement of staff to enable networking and 


delivery across the system 


• Building on the work already done 
• Integrating and consolidating learning from COVID19 
• Focusing on patient outcomes, delivered sustainably for the 
    health economy          
• Ensuring form fits function 
• Changes to be ‘rapid and reasonable’ 


Further to last month’s report the Trust has secured £1.435m for the 
development of ED at DMH as advised in July’s report. 


At time of writing there is no update on the other capital bids that had 
been prioritised. 
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Central ICP 
 
The Central ICP has met periodically during COVID including its most recent 
meeting held on the 19th June. It has principally focused on a level of 
oversight in respect of recovery planning and identifying capital investment 
priorities for 20/21.  
 
In respect of the latter, we still awaiting the outcome of national prioritisation 
albeit we have secured £2.307m for ED at UHND, slightly short of the 
£2.525m advised in July.  


 


Flowers vs East of England Ambulance Trust  


The impact of the above case has been recognised in 19/20 accounts as a 
contingent liability given the uncertainty around the value. This was agreed 
with the Auditors  


 


EPR 


Further to the report to the April Board EPT has been paused for 12 months 
and the associated costs of doing so recognised in our revised plans. 


 


International Nurse Recruitment 


The first cohort of 20 are scheduled to join #TeamCDDFT on the 24th August. 
Work is ongoing to establish revised baselines for nursing in all wards which 
will then inform a level of vacancies and thereby the number of additional 
Indian nurses we will seek to appoint. 


 


Organ donation 


Please see attached an update on how CDDFT has contributed to the UKs 
donation programme. From 12 consented donors CDDFT facilitated 9 actual 
solid organ donors resulting in 27 patients receiving a transplant during the 
time period. During the COVID19 pandemic (11th March – 31st May) the Trust 
facilitated one actual solid organ donor resulting in 3 patients receiving 
transplants. (appendix c) 


On the 20th May 2020 the organ donor (deemed consent) act 2019 known as 
Max and Keira’s LAW came into force in England. The Board has been 
updated on its content previously. NHS Blood and Transplant ask that we 
discuss the activity and quality data and continue to support our Organ 
Donation Committee Chair and the Clinical Lead for Organ Donation. A 
presentation to the Board will be scheduled over the forthcoming months. 
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Paul Forster-Jones, as chair of the Organ Donation Committee, is seeking a 
suitable location on the UHND site to install a memorial similar to that erected 
at DMH in November 2019 


 


Significant risks 
identified (if any) 


See above summary of risks  


Action / decision 
required from the 
Board 


The Board is asked to review the report and seek any other further 
information or clarification necessary to support its decision/ discussions and 
influence of these developments. 


 


 








  
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Director of 
Infection 
Prevention 
and Control  
A l R t 
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EXECUTIVE SUMMARY 
The purpose of the Director of Infection Prevention and Control DIPC annual report is 
to inform the Trust Board of the progress made against the 2019/2020 Infection 
Control Annual Work Programme in reducing Healthcare-Associated Infections 
(HCAI’s) and sustaining the improvements in infection prevention and control 
practices throughout the year.  
 
It also offers assurance that CDDFT is fully compliant with CQC Outcome 8 
Regulation 12 (a), 15 and 16,  
 
The Trust Board is requested to: 


• Receive this report 
• Decide if any if any further actions and/or information are required. 


 
Key Issues include:  


• Clostridium difficile year-end performance of 49 cases of CDI against an 
annual upper threshold of 45 using the set two categories 


*  Hospital onset healthcare associated: cases that are detected in the hospital 
three or more days after admission 


* Community onset healthcare associated: cases that occur in the community 
(or within two days of admission) when the patient has been an inpatient in the 
Trust reporting the case in the previous 28 days. 


• MRSA Bacteraemia cases exceeded the zero avoidable infection threshold by 6.  
• 25 inpatient areas have achieved 100% compliance with hand hygiene standards 


for the full year. 7 areas have maintained this for 2 years and 4 areas have been 
100% compliant with hand hygiene standards for 3 years. After this, they are 
presented with a certificate celebrating this achievement. 


• COVID19 or SAR-CoV-2 has dominated the last quarter, with cases peaking on 
06 April 2020.  
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List of Abbreviations used in this report 


AMR Antimicrobial Resistance 
AMS Antimicrobial Stewardship 
AMT Antimicrobial Team 
ARREST Adjunctive Rifampicin to reduce mortality from Staphylococcus Aureus Bacteraemia 
CAUTI Catheter associated urinary tract infection 
CCG Clinical Commissioning Group 
CDDFT County Durham & Darlington NHS Foundation Trust 
CELL Central Equipment Loan Library 
CPE Carbapenemase - producing Enterobactereacia 
CQC Care Quality Commission 
CQUIN Commissioning for Quality and Innovation 
CT Computerised Tomography 
DIPC Director of Infection Prevention and Control 
DMH Darlington Memorial Hospital 
DOH Department of Health 
ECOLI Escherichia Coli   
ED Emergency Department 
ENT Ear, nose & throat 
HBN Health Building Note 
HCAI Healthcare Associated Infections 
HII High impact interventions 
HTM Health Technical Memorandum 
IC Infection Control 
ICC Infection Control Committee 
ICT Infection Control Team 
IPC Infection prevention and control 
IV Intravenous 
JAG Joint Advisory Group 
KPC Klebsiella Pneumonia Carbapenemase 
MHRA Medicines & Healthcare Products Regulatory 
MRI Magnetic Resonance Imaging 
MRSA Meticillin-resistant Staphylococcus Aureus 
MSSA Meticillin sensitive Staphylococcus Aureus 
NIHR National Institute for Health Research 
#NOF Fracture neck of Femur 
OPAT Outpatient Antibiotic Therapy 
PA Programmed Activities 
PFT Private Finance Initiative 
PHE Public Health England 
PLACE Patient led assessments of the care environment 
PPS Point Prevalence Survey 
SAPG Scottish Antimicrobial Prescribing Group 
SOP Standard Operating Procedure 
SSD Sterile Supplies Department 
SSI Surgical Site Infection 
UCC Urgent Care Centres 
UHND University Hospital North Durham 
WHO World Health Organisation 
WSG Water Safety Group 
WTE Whole Time Equivalent 
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DIRECTOR OF INFECTION PREVENTION AND CONTROL ANNUAL REPORT 


2019-2020  
1.  INTRODUCTION  
The Health and Social Care Act 2008: Code of Practice on the prevention and control 
of infections and related guidance (DOH 2010) states that good infection control 
practices are essential in ensuring service users receive safe and effective care and 
that these practices must be applied consistently. The Trust Board has recognised 
and agreed its collective responsibility for minimising the risk of infection and has 
agreed the measures by which it prevents, controls and manages these risks. 
 
The responsibility for infection control has been designated to the Director of 
Infection Prevention and Control (DIPC) who is also the Executive Director of 
Nursing.  The DIPC’s annual report together with the monthly Healthcare 
Associated Infections (HCAI) Trust Board Reports and the Patient Safety Report 
are the means by which the Trust Board is assured that the risks are being 
managed effectively. 
 
This is the DIPC report for County Durham and Darlington NHS Foundation Trust. 
The report is prepared by Noel Scanlon as Executive Director of Nursing and Director 
of Infection Prevention and Control with input from members of the Infection Control 
Team.  Progress reports are also included from Estates and Facilities, the 
Decontamination Lead, the Antimicrobial Team and the IV Team. 
 
The purpose of the DIPC Report is to inform the Trust Board of the progress made 
against the 2019/2020 Infection Control Annual Work Programme in reducing 
Healthcare-Associated Infections (HCAI’s) and sustaining the improvements in 
infection prevention and control practices throughout the year.  
 
It also offers assurance that CDDFT is fully compliant with CQC Outcome 8 
Regulation 12 (a). 


 
1.1 Key Outcomes  


Key Issues include:  


• Clostridium difficile year-end performance of 49 cases of CDI against an annual 
upper threshold of 45.  


• Disappointingly, MRSA Bacteraemia cases exceeded the zero avoidable infection 
threshold by 6 cases. Post Infection Reviews (PIR) were carried out on all cases 
and identified that some of these were all complex cases with a number of risk 
factors and co –morbidities. Findings of the PIRs were shared with care group 
governance forum, ECL and Sisters away day.  Lessons to be learned were also 
identified and have been used to set out next year’s annual work programme. 


• The Urinary Catheterisation and Continence group have had another productive 
year promoting additional elements to the HOUDINI pneumonic and sharing 
education/training with link champions. 
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• Good Hand Hygiene remains top priority for the Trust and following a programme 
of quarterly audits in all inpatient areas, we continue to see improvements with 
compliance and we will be awarding 25 inpatient areas that have achieved 100% 
compliance with hand hygiene standards for the full year, including 7 areas for 2 
years and 4 areas that have been 100% compliant with hand hygiene standards 
for 3 years.  They are to be presented with a certificate celebrating this 
achievement.  


• The work of the Antimicrobial Team continues with strong focus on CQUIN targets 
resulting in further reductions of total antibiotic use and improved antibiotic review 
within 72 hours. 


• The Antimicrobial Team continues to manage multiple antimicrobial shortages 
ensuring stocks are managed, formularies updated and alternatives 
recommended. 


• The Antimicrobial Team has continued to support and deliver education sessions 
for multiple specialities.  


• European Antibiotic Awareness week in November proved successful. 
 


1.2  The Infection Control Team  


The Infection Control Team structure can be found on Page 9.  


All Consultant Microbiologists have 1 hour per week within their Job plans dedicated 
to infection control and 1 PA is allocated time to role of Infection Control Doctor. This 
is shared between 2 microbiologists. 


The current nursing and administration team establishment consists of 8 WTE 
Registered Nurses/ Assistant practitioner’s and 2 WTE admin staff (0.5 of admin 
hours is provided to microbiology laboratory and Consultant Microbiologists). 


There have been a number of changes to the structure of the team this year. The 
Senior Nurse for IPC left the Trust in the 3rd quarter and was not be replaced until 
March 2020. The Matron for IPC assumed leadership of the team in the interim 
period. 
 
1.3 Key Activities of the Infection Control Team  


• Provides expert advice and guidance to staff, patients/relatives and 
visitors in relation to infection prevention and control. 


• Participates in surveillance/investigation and management of healthcare 
acquired infections (HCAI) and infectious diseases. 


• Ensures that current legislation in relation to infection control is 
implemented and adhered to Trust wide. 


• Advises and assures the Trust Board on infection control legislation, 
its implementation and compliance. 


• Plans and implements strategies to reduce hospital acquired infection, 
including mandatory requirements. 


• Ensures that policies and procedures within the Infection Control 
Manual are up to date and are readily available on the Trust’s intranet.   
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• Provides education for all staff on all aspects of infection prevention 
and control in order to carry out safe and effective infection 
prevention and control measures, including hand hygiene. 


• Organises and conducts infection control audits and reports compliance 
in accordance with infection control policy. 


• The Infection Control Committee (ICC) meets quarterly to report on 
progress, review compliance with guidance and introduce new policies, 
procedures and guidelines. 
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1.4 Infection Control Team Organisation Chart 2019-2020 
 
  
 
 
 
 


 
 
 


 


 


2. INFECTION CONTROL ASSURANCE 
  
2.1 Infection Control Committee (ICC) 


The Infection Control Committee meets quarterly and membership of the Committee 
is listed in the terms of reference (Appendix 1). 
 


Infection Control/ 
Microbiology 
Secretaries 


Bev Hammond 
WTE 0.5 Afc B4 
Angelina Bacon 
WTE x1 AfC B3  


Jeanette Sinclair 
WTE 0.5 AfC B2 


Senior Nurse Infection 
Control Thomas Jacques 


    


 


  
Clinical Matron Infection Control 
Moira McCauley WTE 0.8 AfC 8a Clinical Matron  


Tissue Viability 
 


 


Senior Back Care 
Advisor. 


Back Care 
Ad i  S i  


Infection Control Nurse Specialist  
Wendy Todd WTE 0.85 AFC B7 


         Surveillance Nurse 
Claire Skull WTE 0.8 AfC 


B6 


 


Associate Director of Nursing 
Patient Safety & Governance 


Joanne Todd 
 


Infection Control 
Nurse      


Denise Whittaker WTE 
   


Infection Control 
Nurse      


Donna Rutter WTE 
   


Assistant Nurse 
Practitioner 


Lesley Moody WTE 1 xAfC 
 


Assistant Nurse 
Practitioner 


Jacqueline Hammond WTE 
    


Infection Control Nurse  
Barbara Russell 
WTE 0.4 Afc B6  


 
Infection 


 
 
 


 
  
  


 
 


AM
T 


Dr 
MO


  


 


 


 


 


 


 


Executive 
Director of 


 
  


 
  


 
  


  
 


Consultant 
Microbiologist
s Dr Malkin/ 


Dr 
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2.2  Reporting Line to Trust Board 


The Chief Executive is responsible for ensuring that there are effective infection 
control arrangements within the Trust. This is delegated to the Executive Director of 
Nursing as the Director of Infection Prevention and Control.  
 
The ICC reports to the Executive Patient Safety and Experience Committee 
(EPSEC), which is a Sub-Committee of Trust Board.  The Chief Executive, Executive 
Director of Nursing and Executive Medical Director are all members of the Infection 
Control Committee.  
 
The Decontamination Group, Ventilation group, Water Safety group, Antimicrobial 
Team, Health & Safety meeting and the 2 weekly HCAI reduction groups report to the 
Infection Control Committee (ICC) in line with Trust governance arrangements. 
 
2.3 Links to Clinical Governance/Clinical Standards and Therapeutics 


Dr Nayar and Dr Aldridge, Consultant Microbiologists, took the lead on the 
introduction of new antibiotics and other antibiotic issues within the Trust and also the 
Trust Antibiotic Guidelines and worked closely with the Lead Pharmacist, Mr Stuart 
Brown. This will now be led by Dr Catherine Molyneux. 


Dr Raviprakash and Dr Ftika share the Infection Control Doctor role. 


2.4 HCAI Reduction Group 


These meetings were held every two weeks membership included Executive Director 
of Nursing, Care Groups representatives, Infection Control Team and Commissioner 
Representation.  The HCAI agenda is discussed and lessons learned are shared.  
Any open action plans with regard to HCAI are discussed and agreed.  


 
2.5 Information for Patients and the Public 


Information is provided to patients and the public verbally by the Infection Control 
Team with visits to the ward areas and by telephone. In addition, patient information 
leaflets are available outlining the care and precautions needed to prevent infections, 
management of infectious diseases and care of patients with infectious diseases. 
Information is available to Trust staff via the intranet. Information has been developed 
and is made available to the public via the internet at www.cddft.nhs.uk 
 
2.6 External Assurance Visits 


An inspection of CDDFT was carried out by CQC in July 2019, found “The service-
controlled infection risk well. The service used systems to identify and prevent 
surgical site infections. Staff used equipment and control measures to protect 
patients, themselves and others from infection. They kept equipment and the 
premises visibly clean”. 
 


 



http://www.cddft.nhs.uk/
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2.7  Risk Register  
The Infection Control Risk Register identifies risks to the organisation in relation to 
HCAI for 2019-2020. These are the risk of exceeding the annual objectives of zero 
avoidable MRSA bacteraemia, the risk of exceeding the annual upper limit of 45 
Trust-apportioned Clostridium difficile cases, and the risk to the organisation from the 
spread of resistant organisms such as Carbapenemase-producing 
Enterobacteriaceae.  
 
 3. HEALTHCARE ASSOCIATED INFECTION STATISTICS 
 
 3.1  Mandatory Surveillance of Meticillin Resistant Staphylococcus aureus 


(MRSA) Bacteraemia and Reduction Targets 


CDDFT has reported 6 cases of MRSA Bacteraemia since April 2019 which puts the 
Trust above its annual threshold of zero avoidable infections.  Post Infection Reviews 
have been carried out on all cases as follows: 
 
Case 1 No root cause identified. Possible chest or urinary sepsis.  Chronic wound 


was ruled out as cause.   


Case 2 Identified that the source of bacteraemia was most likely due to chronic leg 
ulcers.  


Case 3 Identified that the bacteraemia was most likely caused from a recently 
inserted PEG which could not have been avoided. 


Case 4 Identified that this was a contaminated blood sample and not a bacteraemia 
in a patient with known colonisation. 


Case 5 Identified that the bacteraemia was most probably due following a traumatic 
re catheterisation.  The bacteraemia could not have been prevented. The 
patient subsequently died.  MRSA was recorded on Part 2 of the death 
certificate. 


Case 6 This case was identified following a blood culture taken in A&E and assigned 
to CCG. Following investigation it was felt to be a contaminated blood culture 
and therefore reassigned to the Trust. 


Key issues were identified and are being shared through the organisation as lessons 
to be learned.  
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3.2  SARS-CoV-2 (COVID-19) 


The Covid-19 pandemic has completely dominated Q4 of the reporting period. The 
effect on the organisation has been unprecedented, touching every person in every 
department. The IPC team has been central to all Trust response planning. This has 
taken every resource that the team has available. The team has been substantially 
bolstered in response in demand and workload. The organisation has transformed at 
pace to prepare for an unknown influx of patients suffering from covid-19 infection. 


Building work has been significant and completed at pace. IPC have provided 
oversight of the works, but these extraordinary times have meant that the team has 
been extremely stretched and compromises have been made. There will need to be 
remediation of some building work when there is time to pause. 


Managing PHE guidance and stocks of PPE has become a staple of the IPC team 
and has been extremely challenging throughout. The team has worked at its 
maximum capacity and beyond to ensure that the most up-to-date guidance and 
stocks of PPE reach those that need it. 


The table below shows a timeline of IPC interventions and key dates throughout the 
pandemic. This timeline continues to be updated and will feature in the Q1 20/21 
DIPC report. 


Date Action/Intervention 
30/01/20 First suspected case COVID-19 
12/03/20 Swabbing of all suspected cases with symptoms 
13/03/20 First confirmed case 
20/03/20 FIT testing in PODs 
23/03/20 Government Lockdown 
23/03/20 2 A/E Streams 
25/03/20 Visiting suspended 
25/03/20 PPE poster 2M/1M (no mask required if not within 2M 
26/03/20 Donning and Doffing messages 
27/03/20 FFP3 3M 8833 1st line, 3M 1863 2nd line (Easimask FSM16/18 exhauasted) 
28/03/20 Weekend FIT Testing 
30/03/20 All patients regarded as positive, PPE for all interventions 
31/03/20 Universal PPE all patient contacts  
 


Review of Covid-19 Patients from 13/03/2020 – 04/04/2020 


Since our first confirmed positive case of Covid-19 on the 13 Mar 20, we have had a 
total of 213 cases up to the end of Q4. The following report is an overview of the data 
that the IPC team has collated on these cases so far. 
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Total number of positive patients by date (Total 213) 


 


Number of positive samples taken within:  


Table 1 


 5 days  5-14 days  15 days plus 
Number 177 21 15 


Percentage 83% 10% 7% 
 


36 of the 213 patients (17%) were tested positive on day 5 plus of admission. 


A review was carried out into these 36 patients  


Male to Female ratio is shown below         Patients age group is shown below 


                                      


It was highlighted that a number of these patients were admitted following a fall. 


 


 


Samples were taken in various ward areas as outlined below. 


Of the 
patients who 
fell, 10 
suffered a 
fractured 
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Common inpatient areas where the patient had been nursed included: 


UHND 12/15, BAH 6/16, DMH 32. 


When reviewing the 36 patients (within the 5 to 14 days and 15 days plus bracket), 
11 of these patients had previously had a Covid-19 test that had tested negative.  If 
this test had been positive the numbers would read as below, table 2 (in comparison 
to table 1). 


Table 2 


 5 days  5-14 days  15 days plus 
Number 186 14 13 


Percentage 87% 7% 6% 
  


Patient outcomes 


Of the 36 patients, there were 19 discharges, 14 deaths and 3 remain as inpatients. 


 


A further review continues of cases from 5/4/2020 onwards. 


3.3 Mandatory Surveillance of Methicillin Resistant Staphylococcus Aureus.  


A zero tolerance policy applies to MRSA Bacteraemia. The year-end number of 
MRSA cases attributed to the organisation was 6. Benchmarking data below 
demonstrates that threshold has been exceeded. The Trusts performance in terms of 
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rate per 100,000 bed days remained below the national average for the first quarter 
of 2019/20 and then rose significantly above the national average in Quarters 2-4. 
 


 
 


 
 


3.4 Mandatory Surveillance of Clostridium difficile Infection Clostridium 
difficile 


From a trajectory of 45 cases, the year-end number of Clostridium difficile cases 
attributed to the organisation was 49. Benchmarking data below demonstrates that 
threshold has been exceeded. The Trusts performance in terms of rate per 100,000 
bed days, remained below the national average for the first 3 quarters of the financial 
year and marginally above the average in the latter quarter. 
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All hospital onset cases were subject to review and analysis of cause and lessons 
learned helped to develop the HCAI action plan actions to improve performance. This 
action plan was monitored at the 2 weekly HCAI Reduction Group. 
 
Areas of focus have included assessing patients with diarrhoea, isolating patients 
and stool sampling in a timely manner. 
 
3.5 Mandatory Surveillance of Meticillin Sensitive Staphylococcus Aureus 


Bacteraemia (MSSA) 


Since January 2011 the Trust has been reporting all MSSA bacteraemia in line with 
national guidance although, as yet, there is no national or contractual threshold for 
this infection. MSSA cases apportioned to the acute Trust for 2019/20 = 35.   
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All bacteraemia cases that were suspected to be Health Care Associated Infections 
(HCAI) are subjected to a case note review by the Infection Control Surveillance 
Nurse and are reported on the Trust Incident reporting system. Key issues were 
identified and concerns around care of cannulae and subcutaneous lines were 
identified, and shared through the organisation as lessons to be learned. 


A process has been developed to ensure timely reporting and closure of incidents.  
 


 
 


 
 


3.6 Mandatory Surveillance of Escherichia-coli (E-coli) Bacteraemia 


From 1st June 2011 the Trust has reported all E coli bacteraemia. This reporting 
does not currently require apportioning to acute or non-acute Trust.  


For the year 2019-2020 the Trust reported a total of 386 cases of E coli 
Bacteraemia and 48 hospital onset cases. This is a decrease in total cases and a 
reduction in hospital onset numbers from 2018/19. 
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Nationally there has been a year on year increase in the number of E coli 
Bloodstream infections. The most common source of infection being reported is the 
urogenital tract as a result, in March 2017 NHSI announced the ambition to halve 
healthcare associated Gram-Negative blood stream infections by March 2021, with 
immediate focus on reducing E coli Bloodstream infections. 


Escherichia coli (E coli) is the most common pathogen causing bacteraemia both in 
the community and healthcare setting. A bacteraemia usually develops as a 
complication of other infections most commonly sources are urinary tract, 
gastrointestinal and hepatobiliary infections. Medical and vascular devices can also 
be a source of infection. We have an investigative process in place to identify and 
review all E coli bacteraemia that are thought to be healthcare associated or device 
related. This again enables lessons to be learnt.  
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3.7  Outbreaks/Other Infections 


3.7.1 PII GAS 


Four patients in Maternity (wards 8/10) were identified with iGAS from clinical 
samples in April 2019. Observation of hand hygiene, PPE, equipment cleaning 
practices observed. Minor issues around PPE breaches identified and resolved at 
time. Time line identified no common areas or shared equipment. No staff had cared 
for all patients. Enhanced cleaning was commenced. Environmental swabs were all 
negative. Typing swabs identified 3 of the samples to be the same emm type, this 
type most common in the region. 


Staff screening was commenced and all samples were negative, staff testing was 
stood down when further testing identified the emm type were not genetically 
identical and therefore not related. 


 


3.7.2 Outbreak of CPE in ITU DMH 


Two cases of CPE identified in ITU DMH in July 2019. The first case identified in 
sputum and contacts were screened for CPE. A contact who had been in the 
adjacent bed identified as the same strain of CPE in a rectal swab. Enhanced 
cleaning and hand hygiene, PPE and cleaning audits continued for 28 days or until 
all audits were 100%. 


 


3.7.3 PII CPE CCU DMH 


Two cases of KPC CPE were identified from two gentleman who had both returned 
from JCUH following cardiac surgery. All patients from JCUH are screened for CPE 
on admission to CDDFT. The Unit commenced enhanced cleaning for 28 days and 
hand hygiene audits carried out until 100% achieved for 3 consecutive weeks. Typing 
was not carried out as the specimens had not been saved by the lab. One patients 
subsequently died but CPE was not mentioned on his death certificate. This was not 
identified as an outbreak. No further cases identified. 


 


3.7.4 Norovirus 


This year there have been 17 confirmed Norovirus outbreaks of diarrhoea and 
vomiting Trustwide, affecting 131 patients and 30 staff members. There has been a 
noted increase of reported outbreaks from the previous financial year.  
 
3.7.5 Clostridium difficile Periods of Increased Incidence  


There were two periods of increased incidence of CDI reported in May 2019 (UHND 
W16) and March 2020 (DMH W52). 


UHND Ward 16 May - 2019  
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2 patients identified CDI on same ward within 28 days of each other. Typing identified 
same strains demonstrating cross infection had occurred. Enhanced cleaning was 
implemented, hand hygiene assessment and audits were carried out until 100% 
compliant and no further cases identified. Antibiotic ward rounds were carried out 
which allowed the microbiologists to work with the junior medical staff and discuss 
prescribing issues.  


DMH Ward 52 March – 2020 
2 patients identified CDI on same ward within 28 days of each other. Typing was not 
carried out due to COVID19 so it was not possible to conclude whether these cases 
were related. Enhanced cleaning was implemented, hand hygiene assessment and 
audits were carried out until 100% compliant and no further cases identified. 
Antibiotic ward rounds were carried out which allowed the microbiologists to work 
with the junior medical staff and discuss prescribing issues.  
 
3.7.6 Increased Incidence of Seasonal Influenza 


The 2019/20 Influenza season came much earlier than the previous year and was 
not as disruptive as previously seen. 


The infection control team allocated ICN’s to focus on the management and 
placement of patients to reduce the risk of spread. The ICT implemented daily 
calls/visits to AMU, ED and ITU identifying new suspected cases and provided advice 
on patient management plans. This included working with wards to identify and 
manage contacts where possible, advice on infection control respiratory precautions, 
attending the daily patient flow conference calls to answer any issues and providing 
advice.  


The Consultant Microbiologist team supported the ICN’s with regular huddles and ad 
hoc advice, meeting with ED and AMU clinicians to discuss clinical diagnosis and 
appropriate management of confirmed and suspected cases, responding to 
increased demand for clinical and infection control advice from medical practitioners 
on a reactive, case by case basis in real time in a 24 hour availability.   


Posters were displayed outside ward doors and communication team placed banners 
at all hospital site entrances to advise visitors to stay away if unwell. Patient/visitor 
information leaflets have been distributed to affected ward areas. The Infection 
control team used every opportunity to advice unvaccinated staff that flu vaccination 
was still available.   
. 
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3.7.7  Vancomycin-Resistant Enterococci (VRE) 


VRE are enterococci that are resistant to an antibiotic called vancomycin. VRE are 
often resistant to other types of antibiotics and this can make them more difficult to 
treat. In 2018 we reported an increased incidence/outbreak of VRE on the top floor at 
UHND.  
 
Since then alert organism surveillance continues and one outbreak of VRE was 
identified on Wards14 and16 at UHND. 12 patients were identified over a period from 
April to August 2019. Seven patients were identified from clinical samples and five 
were identified as contacts. Five cases were identified as the same strain and had all 
been patients on Ward 16. Two other cases were identified as another strain and 
linked to Ward 14. Weekly outbreak meetings were held and actions undertaken. No 
more cases identified. 
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3.8  Hand Hygiene   


The ICT continues to carry out quarterly hand hygiene observational audits using the 
Lewisham tool which provides real-time feedback on poor practice or failure to 
comply with “Bare Below the Elbows and the World Health Organisations (WHO) “my 
5 moments for Hand hygiene”.  25 inpatient areas achieved 100% compliance with 
hand hygiene standards for the full year, 7 areas for 2 years and 4 areas have been 
100% compliant with hand hygiene standards for 3 years they are to be presented 
with a certificate celebrating this achievement.  


3.8.1 Hand Hygiene Results% compliance with WHO 5 Moments for Hand 
Hygiene for 2019-2020  


Hand Hygiene audits were suspended during Q4 due to COVID19 activity. All audits 
were suspended to reduce unnecessary movement of staff around clinical areas. 


Care group Q1 
2019/20 


Q2  
2019/20 


Q3 
2019/20 


Q4 –  
 2019/20 


Family Health 99% 95% 96% Incomplete 


Surgery  83% 92% 99% Incomplete 
Integrated Medical Specialities  95% 98% 98.5% Incomplete 
Community Services N/A        95% 100% Incomplete 


No data for Clinical Specialist Services 


Community Services were not audited during Q1 as they have been 100% compliant in the last 
three quarterly reports, therefore were moved to six monthly audits. 


 


3.8.2 Practical Hand Hygiene Assessment 2019-2020 


Care group Q1 Q2 Q3 Feb 2020 


Trustwide 84% 84% 92% 91% 


Clinical Specialist 
Services 


92% 94% 94% 93% 


Family Health 87% 91% 87% 86% 


Surgery 90% 92% 92% 93% 


Integrated Medical 
Specialities 


92% 93% 91% 90% 


Community Services 90% 92% 94% 93% 
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4. SURVEILLANCE   
4.1  Orthopaedic Mandatory Surveillance 


In April 2004, Surveillance of Surgical Site Infection (SSI) in Orthopaedic surgery 
became mandatory for all English NHS Trusts, with a minimum requirement of one 3 
month period of surveillance being performed in at least one of the Orthopaedic 
procedures listed below:     


• Total hip replacement 
• Total knee replacement 
• Repair of neck of femur 
• Internal fixation of long bones 


 
For the period October to December 2019 the chosen category for surveillance was 
repair of neck of femur and this was carried out on the DMH and UHND sites.   


Public Health England (PHE), formally the Health Protection Agency has formulated 
strict criteria for data collection and defining SSI and this was adhered to and the 
following data was collected.   


Repair of Neck of femur (Trust Wide) October- December 2019 
Surveillance 
Period 


Category Site Total 
number of 
patients 


Number of 
patients with 
SSI 


Per cent 
infected 


Oct -Dec 19 Repair of neck of 
femur 


UHND 87 2 2.29% 


Oct-Dec 19 Repair of neck of 
femur 


DMH 86 0 0 


Total   173 2 1.15% 


 


Aggregated rate for all hospitals is 1.1% 


The surgical site infection criteria are currently collected whilst patients are in hospital 
and post discharge.   
 
Of the 173 patients included in the Repair of Neck of Femur surveillance period, 2 
patients (1.1% developed surgical site infections. both of these were at the UHND 
site).   


This gives the Trust a rate of 1.1% which is in-line with that of the “all hospitals 
cumulative rate” which is currently at 1.1%  


The Trust is currently working in collaboration with the Surgery Care Group, 
Orthopaedic Consultants and Microbiologists/Infection Control Team in reviewing 
practices and focusing on Surgical Site Infections and Post Infection Reviews.   
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The Surgical Site Infection Group meets regularly and feeds into the Fractured Neck 
of Femur (#NOF) Steering Group, HCAI Reduction Group and Infection Control 
Committee. 


Comparable nationwide data is available on the Public Health England’s website.  


4.2 Surgical Site Infection Group (Orthopaedics)  


The Orthopaedic Surgical Site Infection Group continues to meet three times per year 
to discuss surgical site infection issues. They continue to work on issues such as;  


• Prophylactic Antibiotics Protocol 
• Post Infection Reviews 
• MRSA High Risk Patient Protocol  
• Patient Information Leaflet 
• Multidisciplinary Team meetings  


4.3 Data Collection 


Monthly data collection is being carried out and information collated on the following: 


• E coli Bacteraemia 
• MSSA Bacteraemia 


4.3.1 E coli Bacteraemia 


From 1st January 2011 the Trust has reported E coli bacteraemia cases in line with 
national guidance.  In the financial year 2019/20 the Trust has reported a total of 386 
cases of E coli bacteraemia as a single organisational figure with 48 of these being 
Trust apportioned.   


E coli is the most common pathogen causing bacteraemia both in community and 
healthcare settings, commonly with a source of either a urinary tract, gastrointestinal 
or hepatobiliary infection.   


From June 2014 a case note review of all E coli bacteraemia cases that were 
suspected to be Health Care Associated Infections (HCAI) (i.e. related to a 
procedure, device or healthcare intervention) was carried out by the Infection Control 
Surveillance Nurse and Infection Control Nurses and reported on the Trusts 
Incidence Reporting System.   


Following the NHS Improvement’s (NHSI) ambition to reduce healthcare associated 
gram negative blood stream infections (GNBSI) improvements have been made to in 
house monitoring and reporting systems in order to match the criteria outlined by 
NHSI.  In 2019/20 the main focus from NHSI has continued to be E coli and in 
particular urinary tract infections. 


Meetings as a whole health economy in the local area continued during 2019/20 and 
the collaboration work has continued. A number of projects have been adopted 
including: 


• Don’t use dipstick tests to diagnose UTI 
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• Houdini nurse led catheter removal protocol  
• Target UTI leaflets 
• Hydration messages 


 
Reduction of GNBSI continues to be the main part of our HCAI action plan which is 
discussed at the fortnightly HCAI meeting.  


4.3.2 MSSA Bacteraemia 


As with E coli Bacteraemia, since 1st January 2011 the Trust has been reporting 
Meticillin Sensitive Staphylococcus Aureus (MSSA) Bacteraemia in line with national 
guidance.  In the financial year 2019/20 the Trust has reported a total of 35 cases of 
MSSA bacteraemia that were Trust apportioned.   


Again, from June 2014 a case note review of all MSSA bacteraemia cases that were 
suspected to be Health Care Associated Infections (HCAI) (i.e. related to a 
procedure, device or healthcare intervention) was carried out by the Infection Control 
Surveillance Nurse and Infection Control Nurses and reported on the Trusts 
Incidence Reporting System and a process developed to ensure timely reporting and 
closure of incidents.     


Both the E coli and MSSA Bacteraemia data are fed into the HCAI reduction group 
on a quarterly basis. 


4.4 Catheter Group 


The Trusts Catheter Group continues to meet 4 times a year with the aim of ensuring 
a clinically effective, consistent approach to urinary catheter care (urethral and supra 
pubic) is applied across CDDFT.  The Chair of the group continues to be the Infection 
Control Surveillance Nurse, who has access to professional colleagues with 
specialist knowledge in continence and urology services within the Trust.  The 
membership of the group includes: 


• Continence Lead Nurse 
• Urology Specialist Nurse 
• Infection Control Nurses both acute and community 
• RGN’s/Matrons/Specialist Nurses 
• Community Nurses 
• Procurement Specialist Nurse 
• Medical Device Specialist Nurse 
• Patient Safety Manager 
• RGN’s from Care homes 


 
The functions of the group are: 


• Explore, consider and propose solutions to safe and appropriate urinary 
catheter care 


• Advise and implement a clinically consistent  approach to urinary catheter care  
• Review relevant audit reports and initiate improvements and action as required 
• Develop, review and amend relevant policies, procedures and documentation 
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• Identify areas of education and training on relevant clinical practice associated 
with catheter insertion and care as practice changes 


• Work closely with procurement services to rationalise urinary catheterisation 
equipment as far as possible across CDDFT. 


4.4.1 Projects 


Urine Dip Stick Testing 
National guidance no longer recommends urine dip stick testing to diagnose UTI in 
patients who are over 65 or those who have urinary catheters.  Instead if a UTI is 
suspected, a full clinical assessment should be performed and assessment made by 
focusing on the presence of clinical symptoms.   


Raising awareness of this has continued throughout the year in the form of ad hoc 
training, walk arounds and incorporating into various training sessions. The 
messages do seem to be getting out there however it is proving difficult to change in 
some areas and therefore raising more awareness is planned for the coming year. 


Catheter and Continence Awareness Walk Arounds 
Alongside the above mentioned UTI dip stick testing work, awareness raising 
sessions have been delivered throughout the Trust to wards, departments and 
community teams via walk arounds and education sessions and also within the 
community setting.  Other focuses now are around, early removal of catheters, 
hydration and hand hygiene messages.  


Newsletter 
A twice yearly catheter care newsletter is developed containing relevant messages, 
key dates etc. and this is distributed Trust wide. 


Urinary Catheter Care Champion Role  
As mentioned above, this role was re-launched this year and was delivered using a 
collaborative study event in conjunction with a number of other specialisms including 
palliative care, IV team, falls, nutrition, and dementia and tissue viability whilst also 
incorporating the role of the infection control champion. 


Patient Held Urinary Catheter Record 
CDDFT's patient held urinary catheter record continues to be used throughout the 
Trust and community services and have been updated and reprinted.   


These patient held records are essential in allowing the sharing of information 
between health and social care providers within hospital and community. The records 
are now being more widely used with our whole health economy.  


Education 
During 2019/20 the continence and urology resources remained tight as the urology 
services are now out sourced to neighbouring Trusts.  Despite this a number of 
training sessions were planned and delivered by members of the catheter group and 
attendance to the sessions was good.  Further sessions are planned for the 2019/20 
financial year. 
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Ad-hoc training is also organised as required by company representatives for specific 
areas. 


Catheterisation products 


During 2019/20 a review was carried out by the procurement team on the 
catheterisation equipment used by the Trust and it was decided to move away from 
the Bard catheterisation packs and to move across to individual catheterisation items.  
This has now been introduced and is working well within the Trust. 


Urinary Catheter Point Prevalence Survey 
During 2019 a urinary catheter point prevalence survey was carried out to ascertain 
the prevalence of catheters within the Trust and the associated CAUTI rates.   


The survey demonstrated that there were 801 in-patients across the Trust included in 
this survey.  Out of this sample, 112 in-patients had a urinary catheter; 92 had a 
newly inserted catheter and 20 in-patients were being cared for with long term urinary 
catheters. The overall percentage of patients who were catheterised in the Trust was 
14% which is a decrease on last year’s figure of 18%. 


On further investigation of the results there were a number of patients who had 
positive urine isolate since the catheter was in place and it was identified that 6.25% 
of patients were being treated for CAUTI which is the same figure as last year. 


Houdini nurse led catheter removal protocol 


The Houdini nurse led catheter removal protocol has been developed and launched 
during 2018 and during the 2019/20 period was introduced into the urinary catheter 
patient held record and catheter pathway.  The new catheter pathway (including 
HOUDINI) is currently in a trial phase within the Trust and is also being developed for 
the community services.  The protocol is a tool to be used to assist nurses in 
assessing the need for the urinary catheters and to help them in considering whether 
or not catheter can be removed.   


It is hoped that with the introduction of this tool, the decision to adopt early removal of 
unnecessary catheters can be made by nursing staff with the assistance of the 
clinical teams.  The Houdini tool relies quite heavily on the availability of bladder 
scanners for use in the post removal assessment.   


Bladder scanners 
It was identified that CDDFT had limited availability of bladder scanners to the acute 
inpatient areas, with only a handful of scanners (5) being available to staff.  These 
scanners had subsequently been often loaned out to wards that do not have access 
to one and subsequently returned on occasions to the owners broken.   


In order to be able to promote the Houdini protocol and also to aid clinical decision 
making and prevent unnecessary catheters being sited and staff being more aware of 
the training needs of the scanners, a business case was written and presented to the 
charitable funds committee to gain funding for 10 scanners.   
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The business case was successful and 10 scanners were ordered in 2019 for 
delivery to the Trust.  Prior to their placement on the wards, training was delivered to 
hospital staff on their use to avoid any unnecessary breakages and to ensure that 
staff are competent in their use.   


Areas have now been allocated scanners, however this is on the understanding that 
the scanners should be loaned out to areas that require them.  A full training 
programme will be delivered, train the trainer offered and a procedure for loaning out 
of scanners adopted.   


5. AUDITS  
The following audits have been undertaken during the period April 2019 to March 
2020 
 
Date of Audit Audit Ward & Site 


April 2019 ICNA DMH –  21 and 52 
UHND – wards 2, NNU, 12 and 15 
 


April 2019 Observational Hand 
Hygiene Audit 


Integrated Medical Specialities Trustwide 
 


May 2019 ICNA DMH – AMU ward and 31/CDU  
UHND – Wards 7, 9, 10, 16, Children’s 
OPD, theatres and DSU 
 


May 2019 Observational Hand 
Hygiene Audit 


Family Health Care Group Trustwide 
Community Services Care Group Trustwide 


June 2019 ICNA UHND – ED, ITU, 16 
ED – ITU 1&2, RAMAC, wards 23 and 33 
 


June 2019 Observational Hand 
Hygiene Audit 
 


Surgery Care Group  Trustwide 


June 2019 Commode Audit All care groups Trustwide  
 


July 2019 ICNA DMH – CCU, SSU, DSU and theatres 
UHND – wards 5, 6, 11/CCU, 14 and 
theatres 
WCH – ward 1 
 


July 2019 Observational Hand 
Hygiene Audit 
 


Integrated Medical Specialities Trustwide 
 


August 2019 ICNA UHND – Ward 8 
SBH – OPD Dept. 
DMH – wards 42, 51 and 64 
BAH – ward 18 and GUM 


August 2019 Observational Hand 
Hygiene Audit 
 


Family Health Care Group  Trustwide 
Community Services Care Group  
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September 
2019 


ICNA DMH – Ward 62 and SCBU 
UHND – Ward 1 
BAH – MARA Unit and Theatres 
SBH – Woodlands (chemotherapy unit) 


September 
2019 


Observational Hand 
Hygiene Audit 
 


Surgery Care Group Trustwide 


October 2019 ICNA DMH – Wheelchair Clinic. Paediatric OPD, 
wards 41, 44 and 61 
UHND – AMU and CDU/SAU 
 


October 2019 Observational Hand 
Hygiene Audit 
 


Community Services Care Group 
Family Health Care Group 


November 
2019 


ICNA DMH – Endoscopy and ward 32 
BAH – Endoscopy and ward 3/4 


November 
2019 


Observational Hand 
Hygiene Audit 


Integrated Medical Specialities Care Group 


December 
2019 


Observational Hand 
Hygiene Audit 


Surgery Care Group Trustwide 
 


December 
2019 


ICNA BAH – Ward 6 
SBH – UCC 
Lanchester Road – Wheelchair clinic 


December 
2019 


Commode Audit All care groups Trustwide 


ALL AUDITS BELOW CANCELLED DUE TO COVID-19 


January 2020 ICNA UHND – Dressing Clinic 
CLS – Colposcopy 
DMH – SOPD C Floor and D Floor 


January 2020 Observational Hand 
Hygiene Audit 
 


Integrated Medical Specialities Care Group 
Trustwide 


February 2020 Observational Hand 
Hygiene Audit 


Surgery Care Group Trustwide 


February 2020 ICNA UHND – X-Ray and GUM 
SBH – X-Ray 
DMH – Orthopaedic OPD and ward 54 
(MDU) 
 


March 2019 ICNA UHND – Main OPD, NNU, DSU/SSU 
DMH – Ward 43 and X-Ray 
SBH – Theatres 
 


March 2019 Observational Hand 
Hygiene Audit 


Family Health Care Group Trust wide 
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6. POLICY UPDATES   
The following policies have been updated and approved in the previous year. 
 


Policy No Policy Title Date of 
Approval 


POL/ICC/0017 Policy for the Management of Clostridium 
difficile Infection (CDI) 


May 2019 


POL/ICC/0026 Policy for Staff Screening in Outbreak 
Situations within CDDFT 


October 2019 


POL/ICC/0028 Policy for Urinary Catheterisation 
(Ongoing Care and Management) 


October 2019 


POL/ICC/0007 Policy for the care and screening of 
patients infected/ colonised with Meticillin-
Resistant Staphylococcus Aureus (MRSA) 
within County Durham & Darlington NHS 
Foundation Trust 


October 2019 


POL/ICC/0001 Policy for Principles of Infection Control 
and Guidance on Isolation 


February 2020 


POL/ICC/0011 Management of Inpatients to Prevent 
Transmission of Blood Borne Diseases 
such as Hepatitis B, Hepatitis C, HIV and 
Related Conditions 


February 2020 


POL/ICC/0005 Policy for the Categorisation of Biological 
Agents and Transport of Specimens 


Waiting for 
ratification to 
agree to a one-
year approval to 
enable any 
updates re. 
Covid-19 data 


POL/ICC/0032 Policy for Management and post-exposure 
prophylaxis for suspected cases of 
pertussis (Whooping Cough) 


Waiting for 
ratification 


POL/ICC/0018 Policy for the Control of Extended 
Spectrum Beta-Lactamase (ESBL) 
producing organisms and other multi-
resistant Gram negative organisms 


Awaiting 
ratification 


POL/ICC/0030 The Early Detection, Management and 
Control of Carbapenemase-producing 
Enterobacteriaceae (CPE) 


Agreed 6-month 
extension 
(waiting for 
guidelines to be 
updated) 
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7. EDUCATION  
The Trust implemented the UK Core Skills Training framework in 2017. 2019-20 was 
the 3rd year and the key learning outcomes for Infection Control for Level 2 staff was 
delivered ‘face-to-face.’   
 
The Infection Control Nurses delivered face to face training on the key learning 
outcomes for both Level 1 and Level 2 staff in Infection Prevention and Control at 
staff induction. The sessions have been standardised across the region to prevent 
duplication of training as staff move across Trusts. 
 
All staff and volunteers attending induction and essential training undertook the hand 
hygiene assessment.  Compliance stands at 90.98% across the Trust (as of Feb 
2020) 
 
The Infection Control Team provided teaching sessions for third year medical 
students, focusing on HCAI’s.  Methods used in their prevention and detection and 
surveillance were highlighted along with the principle methods of infection control 
employed in hospital and primary care and hand hygiene.  
 
The Infection Control Nurses also provide sessions with first year medical students at 
both UHND and DMH sites. This includes infection control principles and hand wash 
assessment. The first year students then spend time shadowing the Infection Control 
Nurses on a one to one throughout the year. 
 
Health Care Assistants Care certificate training was delivered by the Assistant 
Practitioners in Infection Control. This is modular based learning and continued 
throughout the year. All attendees were encouraged to undertake a hand hygiene 
assessment.  
 
The sessions were attended by approximately 90 IC Champions and all sessions 
evaluated really well at 96%. 
 
8. REPORT OF THE ANTIMICROBIAL STEWARDSHIP TEAM (AMT) 
During 2019/20 the key achievements for the stewardship team were: 


• Antimicrobial Team continues to provide support for OPAT pathways and has 
engaged with community teams to consider new models of work for the future 


• Executive led Walk rounds to discuss AMR and stewardship on both acute 
sites have continued in a rotational basis 


• Re-establishment of a rolling point prevalence antibiotic audits. 


• Trial commenced for the use of procalcitonin on ITU 


• The Antimicrobial Team continues to manage multiple antimicrobial shortages 
ensuring stocks are managed, formularies updated and alternatives 
recommended. 
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• The Antibiotic formulary has had multiple sections updated to reflect changes 
in guidance. New sections added to the formulary including frailty and infection 
and for the management of suspected bacterial infections secondary to 
COVID-19. 


• The Antimicrobial team has continued to support and deliver education 
sessions for multiple specialities.  


• The Antimicrobial team has supported the delivery of national CQUINs  


• Antibiotic Awareness Question Time event was held at all acute sites during 
2019 European Antibiotic Awareness week in November. 


9. DECONTAMINATION  
9.1 Committees/Groups 


9.1.1 Trust Decontamination Group 


• Meets 4 times per year or as required 
• Reports to the Infection Control Committee (which in turn reports to the   


Integrated Quality and Assurance  Committee IQAC via the Executive Patient  
Safety Experience Committee (EPSEC)) 


• The Decontamination Group manages the Decontamination Programme   
which provides a systematic approach to prioritised investment in 
decontamination related equipment and services across the Trust. Past 
developments have included improvements in Community Dental 
Decontamination, JAG conformance implementation and SOP’s for 
Nasendoscopes/Sentinel Probes/Ultrasound devices.  Other project areas are 
reviewed as required through changes in practice or service demand and HTM 
guidance is used to inform local site development.  


• An annual programme of decontamination audit is in place to maintain 
standards and monitor compliance across related decontamination aspects. 


• Assurance/Governance framework monitors decontamination issues across 
the Trust which is reported regularly to ICC and IQAC. 


• Estates and Facilities under SCL provide comprehensive performance reports 
for decontamination practices and procedures as well as production tracking 
and quality monitoring.    


• Review of decontamination policy including external changes to guidance 
documented and reported on behalf of the SCL/Trust.   
 


9.1.2 Medical Devices Group 


• Meets every two months 
• Reports to Safety Committee which in turn reports to the IQAC.     
• Multi-disciplinary group from across the Trust. 
• Remit is to provide the safe effective management and use of medical devices 


including decontamination, in order to ensure the safety of patients, staff and 
third parties. 
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9.1.3 Sterile Services Management Team Meetings 


• The Department’s operational management meeting is held monthly with 
operational issues managed on a daily basis across the teams. 


• The department feeds into the Decontamination Group for performance and 
decontamination related issues.  


• The team continue to maintain required certification to ISO 13485:2016 for 
compliance under the UK Medical Device Regulations 
 


9.1.4 Quality Review Meetings 


• Meets every six months (including annual review) or as required.  
• SSD and Clinical Engineering meet to discuss continued registration to ISO 


9001:2015 Quality Management Systems, ISO 13485:2016 Medical Devices 
Quality Management Systems (requirements for regulatory purposes) and the 
Medical Devices Directive 93/42/EEC. 


• Both standards require annual external audit provision via a notified body 
including unannounced visits that have taken place recently  
 


9.2 Quality Audits 


Through a stringent system of quality auditing, the Sterile Services 
Department    continue to successfully achieve and maintain certification to the 
international standards ISO 13485:2016.  Internal quality audits take place 
twice a year and a quality inspection is carried out annually by an independent 
external auditor.   
 
By maintaining compliance with the above international standards, continued 
compliance with the Medical Devices Directive 93/43/EEC can be 
demonstrated.  Compliance with the Medical Devices Directive 93/42/EEC is a 
mandatory requirement for Sterile Services facilities, and is governed through 
the Department of Health. 


 
9.3 Education 


• The Executive Director of Nursing carries out the duties of Decontamination 
Lead for the Trust. 


• The Head of Sterile Services is a full member of IDSc. 
• The Decontamination Services Manager’s role is a full member of the IDSc 


and will have a qualified new member of staff in post from May 2019. 
• All Sterile Services Department staff have in the past completed the Technical 


Vocational Qualification TVQ’s of the IDSc to levels 1, 2 and 3 respectively.  
This was converted subsequently to NVQ status on a phased basis for some 
staff and is continually reviewed in light of progression from IDSc to education 
and learning for SSD/Decontamination staff roles. Internal systems of 
decontamination staff training are being used currently. 
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9.4 General 


The Decontamination Group manages the Trust’s Decontamination Policy and 
subordinate documents found on the Trust intranet.  These documents form 
part of the Trust Assurance Framework for Decontamination.  HTM guidance 
documentation for decontamination management is in place internal 
appointments are in place to key roles within the governance structure to 
support the Trust approach to Decontamination.  This includes internal and 
external Authorised Persons and Authorising Engineer (Decontamination) 
respectively.  With the inception of the Trust wholly owned subsidiary company 
(County Durham & Darlington NHS Services) policies and procedures are in 
place and continue to be reviewed and updated as required. 


 
From June 2019 UHND site became the centralised, Trust wide, sterile 
services production facility with DMH plant being closed due to obsolescence 
and earmarked for future development as a centralised Endoscope 
decontamination facility. 


 
Capital investment in new instrumentation across all disciplines has been 
completed for three years of a rolling replacement investment. This initiative 
has replaced older instruments in use in the surgical theatres areas of the 
Trust.  This needs to be continued over the coming year to support the 
inventory refreshment programme. 
 


9.5 Decontamination in Endoscopy 


Internal Decontamination Compliance audits are now embedded and in place 
annually to meet JAG requirements.  Audits by the AE (D) are completed and 
managed with the Endoscopy Management Team for relevant action.  


 
Microbiological testing of the final rinse water is carried out weekly on all of the 
AER machines.  Improvements with water quality results are now evidenced 
on all sites through the Estates and Facilities Team. Continual monitoring is in 
place for reliability and performance and is reported to the Decontamination 
Group. Decontamination plant within the Endoscopy service is now being 
reviewed for replacement by the Endoscopy Management Team. Changes to 
a centralised decontamination model for Endoscopes is part of the project 
considerations.  
 


9.6 Central Equipment Loan Library (CELL) 


The CELL Service (originally established in 2005) is well established across all 
Trust sites now.  This confirmed the Trust’s commitment to improved 
management of pressure relief equipment and the associated improvement in 
decontamination standards.  The CELL service is now managed Trust-wide 
with a system covering the three main sites plus community based hospitals.  
The service is registered to ISO9001:2015 for quality assurance as part of the 
Clinical Engineering Department.   
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9.7 Surgical Theatre & Enhanced Mortuary Theatre Project (STEM) 


This project commenced work on site in November 2015, and was completed 
in December 2018. The project replaced, upgraded & increased the theatre 
provision from 9 to 12 theatres and provided a new mortuary facility, storage 
facilities and a new car park.  


 
This project required the demolition of the old Pierremont unit and Chapel and 
the construction of an extension to the existing theatre block, together with 
internal demolitions and remodelling of the existing theatre and ward facilities. 
As a whole the project addressed the significant backlog risk, theatre capacity 
issues and the long term site development needs of the DMH site.  


 
The scheme provided 6 new theatres built in a new building extension to the 
existing theatre block, 4 of these are clean air/laminar flow and fully HBN and 
HTM compliant, and 2 with traditional ventilation which will be for laparoscopic 
procedures.  The benefits of the project will:  
 


• Optimise patient flow  
• Optimise the patient experience  
• Resolve backlog maintenance and HTM/HBN compliance (with the 


exception of agreed derogations from HTM/HBN which are the result of 
site constraints e.g. operating room size) 


• Increase the physical capacity for Day Surgery  
• Enable the business change benefits to be delivered  
• A new Mortuary of 69 places, fully HBN and HTM compliant 
• Re-provision of the Medical Assessment Unit from Ward 14 on a level 


transfer basis & re-location of Ward 11 to the former Ward 14  
 


The demolition and the building works all posed infection control challenges, 
as such the infection control team were involved in this project from inception 
to completion and worked closely with all stake-holders throughout the 
development to ensure a safe and successful project. 
 
The new building housing the 6 new theatres and the mortuary below were 
handed over for use in June 2017, with the full project completion achieved in 
December 2018. Final minor defect liabilities were closed out in December 
2019. The Infection Control Team continues to be involved in the project, 
including the concluded snagging and design issues.  


 
9.8 Water Safety Group  


The Water Safety Group (WSG) was set up as a result of national guidance 
contained in HTM 04 – 01 the control of Legionella, hygiene, “safe” hot water, 
cold water and drinking water systems and is concerned with controlling and 
minimising the risk of morbidity and mortality due to water borne pathogens 
and provides guidance on assessing the risk to patients when water systems 
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become contaminated with these water-borne or other opportunistic 
pathogens.  


 
The (WSG) is an assurance forum which makes water safety more robust by 
strengthening the compliance framework and also sets out protocols for 
sampling, testing and monitoring water safety and undertakes appropriate risk 
assessments and developing water safety plans. The WSG normally meets 
four times a year and reports to the Infection Control Committee.   


 
Since its inception in 2012 the WSG has developed a Water Safety Policy and 
Water Safety Plan, and has tested water in augmented care units for 
pseudomonas and legionella at the UHND site. Since 2017 the WSG has 
extended the legionella testing from UHND to Trust wide on the 4 main sites. 


 
The Water Safety Group provides assurance on compliance with the Trust’s 
Statutory and HTM compliance to the Infection Control Committee. 
The group continues to develop with updated Terms of Reference and 
membership across this critical stakeholder group. 


 
9.9  Ventilation Group 


The Ventilation Group (VG) was set up to provide the same assurance as the 
WSG it follows the guidance of HTM 03 – 01 Specialised ventilation for 
healthcare premises and is concerned with controlling and minimising the risk 
of morbidity and mortality due to air borne pathogens and provides guidance 
on assessing the risk to patients when ventilation systems become 
contaminated with these air-borne or other opportunistic pathogens.  


 
As well as for the control and dilution of air-borne pathogens ventilation is 
used to dilute anaesthetic gases, odours and unwanted particulates in the 
clinical environment. The ventilation system ensures a cascade of air to 
produce a hierarchy of cleanliness that flows from clean to less clean areas. In 
many specialist areas the conditioning of the room is also done by the 
ventilation system in some cases with the clinical team having precise control 
of the internal environmental temperature. 


 
The VG has developed a Building Ventilation Policy which details the 
requirements of the management of ventilation systems. It also specifies the 
requirements for validation of new and refurbished ventilation system and 
ongoing verification of existing critical systems. 


 
All operating theatres are subject to annual verification and the scope of 
verifications increased from 2018 to include more critical care areas which rely 
on specialist ventilation. 


 
The VG provides assurance on compliance with the Trust’s Statutory and HTM 
compliance to the Infection Control Committee. 







38 
 


 
The group continues to develop with updated Terms of reference and 
membership across this critical stakeholder group. 


 
10. INTRAVENOUS (IV) TEAM REPORT   


10.1 Introduction 


The Intravenous (IV) and Outpatient parenteral antibiotic therapy OPAT Team 
role and service delivery was previous outlined in details in former DICP 
reports. This report simplifies the work achieved over the last 12 months 


 10.2 Clinical Work   
 The changes in the focus of the IV team have developed broadly in line with 


other IV teams in the country, where their work has altered from audit and 
education to clinical care. The provision of OPAT has also been widely 
implemented in other services both nationally and internationally. The graph 
below indicates the number of patients and days saved from early discharge 
home over the last 8 years.  


 
It is planned that a community OPAT team will be established during 2020-21 with its 
aim  to accommodate greater numbers of referrals and ultimately to be able to offer 
increased frequency that intravenous therapy can be administered into patients own 
homes than it can offer at present. We continue to receive many testimonies from 
patients and their family on the positive impact that this service has had for them.   


The OPAT referral process in collaboration with SPA and system mangers was 
reviewed and a new a dynamic referral programme went live by May 2019. This 
makes for a much more effective and a smoother referral process for clinicians. We 
think due to these changes we have had an increase in referrals and have been 
successful in facilitating early discharge home for patients. We continue to have 
many referrals from other trusts which contributes to acute bed days saving. The 
following graph breaks down the reginal hospitals who have referred patients who 
lives without the CDDFT catchment area. 
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The insertion and aftercare of midlines are the IV team’s highest clinical demand.  
However, approximately 15% of midlines inserted are in relation to OPAT patients in 
addition to the other OPAT work identified.  The demand for midlines has increased 
significantly during the time that the team has provided this service, and it is 
predicted that this figure will continue to rise with the increase in people requiring mid 
to long term antibiotics. We continue to assist ward staff with caring for central lines 
(excluding ITU and Haematology as central lines are used here for very specific 
reasons). Ensuring the correct procedure is carried out through ward based 
education sessions and encouraging decision for prompt removal of the device. In 
the middle of March this year the hospital changed significantly due to its response to 
the Covid19 crisis this impacted on the midline service which explains why the 
upward trend year on year did not follow that pattern this year as demonstrated in the 
graph below. 
 


 
 
Over the past year we have experienced greater numbers of referrals from wards and 
specialist services where their patients require a cannula by ultrasound guidance for 
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MRI, CT or endoscopy investigations. We have received some really good feedback 
from this group of patients who have an improved hospital experience as a result. We 
have also experienced increased referrals from wards where professionals have 
been unable to gain blood samples.  This also now includes referrals from GP 
practices that have sent their patients to the Trust’s bloods room, the phlebotomists 
then call us when they have been unable to obtain the patients bloods where the only 
solution is using ultrasound guidance phlebotomy.  
 
The graph highlights these extra activities. 


 
 


10.3 Education 
 
The IV team continues to provide formal and informal education.  This consists of 
taught courses, informal, ad hoc education on ward visits or with individuals following 
review of a patient, and speaking on courses run by other departments (specific 
training) e.g. infection control or sepsis study days or providing training for link nurses 
and departmental train the trainer.  Some education is provided ad hoc with individual 
staff in relation to specific patients or following review by the IV team, followed by IV 
team formal training courses. 
 
10.4 Reduction of line associated infections. 


Through the role of the intravenous specialist nurses we are in a position to influence 
the overall quality of intravenous care provided in the Trust.  We have worked with 
colleagues to develop organisational policy and contributed to a number of clinical 
governance and safety groups.  We use our knowledge and skills on a daily basis to 
provide effective treatment, maintain patient safety and enhance the quality of patient 
care for those patients with intravascular devices. 


One of the IV team’s original aims was to conduct daily visits to wards offering clinical 
support and education, particularly with the care of central lines.  However, due to the 
demand on the midline service it is becoming increasingly difficult to provide this 
additional support to the wards.  We have tried to create ward IV champions and 
trained trainers within departments with various degrees of success.  


The following table demonstrates the reduction in MRSA line related bacteraemia 
within CDDFT, especially since the team commenced in 2007/08 (see graph below). 
The number of implementations made since then have all contributed to the reduction 
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in line related MRSA bacteraemia. This year 2019/20 has seen 6 occasions of MRSA 
related bacteraemia but none which was associated with an intravenous device 
infection 


 


 


 


Following an MRSA bacteraemia due from the contamination of the blood culture 
bottle, the RCA outcome recommendation was to ensure find a way to ensure that 
those members of staff whose role this is should receive refresher training in order to 
guarantee that the correct standardised procedural procedure is carried out. Having 
liaised with the medical teaching fellows a re-fresher session is now part of the 
foundation doctor training. In additions to this a blood culture WASP competency 
assessment was designed for practitioners to be assessed which provide 
documentary evidence of assurance that the correct standards are being met. To 
also supplement the education a blood culture video was made in conjunction with 
microbiology and medical photography two years ago. This continues to be viewed 
on the trusts CDDFT YouTube site to complement classroom education sessions.  


 
Previously there have been a couple of central and midlines which have become 
colonised with other organisms this year. All of these cases have been thought to be 
related to artificial intravenous feeding (total parental nutrition or peripheral parental 
nutrition) which is reported to the nutrition steering group. We are endeavouring to 
continue to emphasise best practice of line care to try and reduce these numbers 
through nurse/doctor and patient education. 


 
11. CLEANING SERVICES  
The provision of a clean and safe healthcare environment remains a key priority 
for all healthcare organisations. It provides not only a foundation for effective 
infection prevention and control, one of the key elements for effective infection 
prevention and control, and also promotes patient confidence and demonstrates 
the existence of a positive safety culture.   
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The absolute requirement to provide clean, safe healthcare is now written into a 
range of key legal processes and documents which govern the delivery of NHS 
funded care. 


 
11.1 Accountabilities 


The Chief Executive is the designated Board nominee responsible for: 
• Ensuring that there are effective arrangements for infection prevention and 


control throughout the Trust as stated in the National Standards for 
Cleanliness in the NHS (NPSA2007) together with sufficient resources. This 
responsibility is supported by the Director of Infection Prevention and Control 
(DIPC) Nursing Director.  


 
The Facilities Department has responsibility for operational cleaning services to the 
premises, which are managed in house, and include: 


 
 Darlington Memorial Hospital 
 University Hospital North Durham (Wards only) 


 
The Trust has a number of sites operated under Private Finance Initiatives (PFI) with 
services provided by the appropriate ‘soft’ services provider. The premises under 
such agreements are: 


 
 Bishop Auckland Hospital – ISS  
 Chester le Street Hospital – Robertson’s FM 
 University Hospital North Durham (non-ward accommodation only) – Engie 


 
 


NHS Property Services (NHSPS) provides Facilities/Cleaning Services to: 
 Shotley Bridge Community Hospital 
 Richardson Hospital 
 Sedgefield Community Health 
 Weardale Community Hospital 
 Health Centre Premises 


 
11.2  The National Specifications for Cleanliness in the NHS 


In setting cleanliness standards the Trust uses as its reference point, the National 
Specifications for Cleanliness in the NHS 2007. 


 
11.3  Monitoring Arrangements 


Monitoring is conducted as per the requirements of The National Standards of 
Cleanliness 2007.  The Facilities Department is responsible for monitoring cleaning 
procedures and standards. A programme of audits is in place to monitor the 
performance and effectiveness of the service being delivered and to validate 
achievement of cleaning standards.   The system has three objectives:  
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1) To maintain consistently high standards and meet the required specification by 
means of inspection analysis and action.  


2) To identify any failures to meet the required level of service.  
3) To rectify any such failures.  


 
The audits include items cleaned by nursing staff, estates staff and nurses.  The 
target score is 90%.  The following table details the 2019-2020 scores per hospital 
site for all wards.  
 
National Specifications for Cleanliness Results 2019/20 for all ward areas 
 


 Quarter 
1 


Quarter 
2 


Quarter 
3 


Quarter 
4 


University Hospital North Durham 93.38% 93.95% 92.83% 93.29% 
Darlington Memorial Hospital 94.12% 94.64% 94.12% 93.61% 
Bishop Auckland Hospital 91.15% 92.14% 91.62% 92.71% 
Chester-Le-Street Community 
Hospital 92.57% 93.58% 92.20% 92.60% 
`Richardson Community Hospital 95.39% 90.97% 94.96% 94.50% 
Weardale Community Hospital 94.66% 94.17% 95.02% 94.64% 
Sedgefield Community Hospital 94.70% 95.23% 95.97% 94.26% 
Shotley Bridge Community 
Hospital 96.11% 96.98% 94.82% 93.68% 


 
11.4 Patient-Led Assessments of the Care Environment (PLACE) 


The Department of Health and the NHS Commissioning Board requires all hospitals, 
hospices and independent treatment centres to undertake an annual Patient Led 
Assessment of the Care Environment (PLACE).     


April 2013 saw the introduction of PLACE, which is the system for assessing the 
quality of the patient environment, replacing the old Patient Environment Action Team 
(PEAT) inspections. The assessments primarily apply to hospitals and hospices 
providing NHS-funded care in both the NHS and private/independent sectors but 
others are also encouraged and helped to participate in the programme.  


The aim of PLACE assessments is to provide a snapshot of how an organisation is 
performing against a range of non-clinical activities which impact on the patient 
experience of care, which include Cleanliness; the Condition, Appearance and 
Maintenance of healthcare premises; the extent to which the environment supports 
the delivery of care with Privacy and Dignity; how well the needs of patients with 
dementia are met; how well the needs of patients with a disability are met and the 
quality and availability of Food and Beverages.  


The table below details the dates on which the PLACE assessments were 
undertaken. 


Site Assessment Date 


Weardale 5 November 2019 
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Chester-le-Street 29 September 2019 


Shotley Bridge 24 September 2019 


Richardson 18 October 2019 


Sedgefield 8 November 2019 


Bishop Auckland 14 November 2019 


DMH  8 October 2019 


DMH 11 October 2019 


DMH – Food – (evening meal) 14 October 2019 


UHND 1 October 2019 


UHND 3 October 2019 


UHND – Food – (evening meal) 7 October 2019 


 


The teams consisted of Facilities and Clinical staff and Patient assessors who made 
up the 50% requirement within each team. Following completion of the site 
assessments, the information was inputted onto the central website hosted by the 
NHS Digital for analysis and publication by the required deadline date January 
2020.  Action plans were produced by ward/department. These will be tracked by 
CDDS Facilities Management to ensure actions are progressed. 
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Organisation 
Name 


Cleanliness Food Org Food Ward Food 


Privacy, 
Dignity and 
Wellbeing 


Condition 
Appearance 


and 
Maintenance Dementia Disability 


National Average 
2019 


98.62% 92.51% 91.37% 93.67% 87.52% 96.38% 83.47% 83.92% 


County Durham 
And Darlington 
NHS Foundation 
Trust  


99.45% 97.45% 97.09% 97.74% 85.32% 98.54% 78.56% 80.66% 


 


Site Name Cleanliness Food Org Food Ward Food 


Privacy, 
Dignity and 
Wellbeing 


Condition 
Appearance 


and 
Maintenance Dementia Disability 


Weardale Hospital 100.00% 97.31% 94.63% 100.00% 76.74% 95.19% 76.54% 78.64% 


Sedgefield 
Community Hospital 99.83% 95.79% 95.19% 96.43% 91.53% 99.15% 65.65% 69.12% 


University Hospital 
North Durham 98.98% 97.08% 97.22% 97.04% 85.73% 98.08% 78.09% 81.74% 


Bishop Auckland 
General Hospital 100.00% 98.61% 97.22% 100.00% 91.98% 99.28% 87.50% 85.27% 


Chester Le Street 
Community Hospital 100.00% 98.61% 97.22% 100.00% 95.06% 99.39% 87.65% 85.74% 


Shotley Bridge 
Community Hospital 100.00% 96.48% 95.19% 97.78% 86.84% 100.00% 77.66% 79.79% 


Richardson Hospital 99.71% 97.67% 95.19% 100.00% 90.20% 99.33% 77.17% 79.61% 


Darlington 
Memorial Hospital 99.75% 97.60% 97.22% 97.73% 82.63% 98.87% 77.14% 78.71% 


 
Scores highlighted in green indicate above the national average score. 
Scores highlighted in red indicate below the national average score







  
Northern Region Acute Trusts Organisational Scores  


Following completion of the site assessments, the information was inputted onto the central website hosted by the NHS Digital for analysis and 
publication by the required deadline. 
 
Action plans were produced by ward/department. These will be tracked by CDDS Facilities Management to ensure actions are progressed. 


 
  National Average 2019 98.62% 92.51% 91.37% 93.67% 87.52% 96.38% 83.47% 83.92% 


Code Organisation Name Cleanliness Food Organisation 
Food 


Ward Food Privacy, 
Dignity and 
Wellbeing 


Condition 
Appearance 


and 
Maintenance 


Dementia Disability 


R0B SOUTH TYNESIDE AND SUNDERLAND NHS 
FOUNDATION TRUST 


99.73% 93.79% 96.41% 93.57% 88.01% 98.60% 86.04% 89.63% 


RR7 GATESHEAD HEALTH NHS FOUNDATION 
TRUST 


99.96% 99.61% 98.37% 100.00% 98.39% 99.71% 97.59% 96.79% 


RTD THE NEWCASTLE UPON TYNE HOSPITALS 
NHS FOUNDATION TRUST 


99.66% 91.70% 83.95% 93.36% 87.39% 98.68% 66.23% 71.52% 


RTF NORTHUMBRIA HEALTHCARE NHS 
FOUNDATION TRUST 


99.97% 99.13% 98.15% 99.67% 95.39% 99.61% 97.14% 97.11% 


RTR SOUTH TEES HOSPITALS NHS FOUNDATION 
TRUST 


96.16% 94.37% 99.14% 93.30% 86.04% 93.26% 85.64% 89.22% 


RVW NORTH TEES AND HARTLEPOOL NHS 
FOUNDATION TRUST 


99.89% 95.93% 95.70% 96.01% 88.16% 99.72% 85.57% 84.73% 


RXP COUNTY DURHAM AND DARLINGTON NHS 
FOUNDATION TRUST 


99.45% 97.45% 97.09% 97.74% 85.32% 98.54% 78.56% 80.66% 


  National Highest Score 100% 100% 100% 100% 100% 100% 100% 100% 
  National Lowest Score 92.46% 79.03% 62.88% 71.6% 70.44% 84.45% 60.92% 58.64% 
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The results are given by organisation and individual site and are benchmarked against the national average.  Where there is more than one site in 
the organisation, the score is weighted using bed numbers as a proxy for size to ensure each site plays a proportional role in calculating the 
organisational score.  For those organisations with only one site the result for both site and organisation will be identical.  
Scores highlighted in green indicate above the national average score.  
The following table illustrates the final results for the Trust’s sites set against the national average: 
 
Organisation Name Cleanliness Food Organisatio


n Food 
Ward Food Privacy, 


Dignity and 
Wellbeing 


Condition 
Appearance 


and 
Maintenance 


Dementia Disability 


National Average 2019 98.62% 92.51% 91.37% 93.67% 87.52% 96.38% 83.47% 83.92% 
County Durham And Darlington NHS 
Foundation Trust - 2019 99.45% 97.45% 97.09% 97.74% 85.32% 98.54% 78.56% 80.66% 


Site  Cleanliness Food Organisatio
n Food Ward Food 


Privacy, 
Dignity and 
Wellbeing 


Condition 
Appearance 


and 
Maintenance 


Dementia Disability 


Weardale Hospital 100.00% 97.31% 94.63% 100.00% 76.74% 95.19% 76.54% 78.64% 


Sedgefield Community Hospital 99.83% 95.79% 95.19% 96.43% 91.53% 99.15% 65.65% 69.12% 


University Hospital North Durham 98.98% 97.08% 97.22% 97.04% 85.73% 98.08% 78.09% 81.74% 


Bishop Auckland General Hospital 100.00% 98.61% 97.22% 100.00% 91.98% 99.28% 87.50% 85.27% 


Chester Le Street Community Hospital 100.00% 98.61% 97.22% 100.00% 95.06% 99.39% 87.65% 85.74% 


Shotley Bridge Community Hospital 100.00% 96.48% 95.19% 97.78% 86.84% 100.00% 77.66% 79.79% 


Richardson Hospital 99.71% 97.67% 95.19% 100.00% 90.20% 99.33% 77.17% 79.61% 


Darlington Memorial Hospital 99.75% 97.60% 97.22% 97.73% 82.63% 98.87% 77.14% 78.71% 


 
Scores highlighted in green indicate above the national average score. 
Scores highlighted in red indicate below the national average score. 
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Appendix 1 


INFECTION CONTROL COMMITTEE 


CONSTITUTION AND TERMS OF REFERENCE 


 
1. CONSTITUTION 
 
1.1 The purpose of the Infection Control Committee is to provide a functional and 


accessible forum at which all concerns, issues and matters arising regarding 
Infection control can be discussed and addressed.   


 
1.2 Board Committees exist to support the Board in fulfilling its responsibilities for 


corporate and clinical governance.  The primary role of each Committee is to 
give assurance to the Board for its individual remit. 


 
1.3 The Infection Control Committee is a sub-committee of the Executive Patient 


Safety and Experience Committee (EPSEC) and has primary responsibility for 
maintaining an overview of Infection Prevention and Control priorities within the 
Trust. 
 


1.4 The Infection Control Committee is responsible for assuring the Board, through 
EPSEC and the Integrated Quality and Assurance Committee, that the 
organisation is compliant with the requirements of regulation 12; with regard to 
the Code of Practice for Health and Social Care on the prevention and control 
of infections and related guidelines. 


 
1.5 The Foundation Trust Board of Directors’ Executive Patient Safety and 


Experience Committee and Integrated Quality Assurance Committee are 
formally constituted under paragraph 5.9 of Standing Orders for the practice 
and procedure of the Board of Directors. 


 
Delegated Powers 
  
Under Standing Orders paragraph 4.3, the Board of Directors has delegated powers to 
be exercised by the Executive Patient Safety and Experience Committee and the 
Integrated Quality and Assurance Committee. 
 
2. TERMS OF REFERENCE 
 
The Committee’s Terms of Reference are: 
 
2.1 To oversee and monitor the effectiveness of arrangements in place to ensure 


that Care Quality Commission regulations and outcomes (Standards for Better 
Health) are met in respect of the Cleanliness and Infection Control Outcome 8. 
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2.2 To develop and implement strategies to meet local, regional and national 
priorities. 


2.3. Following the publication of local, regional and national documents related to 
Infection Control, to complete a gap analysis against service and care 
provision, and to formulate and implement action plans to ensure all standards 
are met. 


 
2.4 To ensure that the Trust Board, through IQAC, is fully appraised of the evident 


infection control risks within the organisation.   
 
2.5 To review any Root Cause Analyses following investigations and action plans 


to ensure actions will mitigate and prevent harm.  
 
2.6 To ensure that systems are in place to enable the Trust to respond to major 


incidents and outbreaks. 
 
2.7 To ensure that appropriate systems and actions are in place to learn lessons 


from any adverse incidents, complaints or legal cases with learning shared 
across the Trust and to the wider community including other stakeholders.   


 
2.8 To review and recommend approval for policies which fall within the remit of the 


Infection Control Committee to the Executive Patient Safety and Experience 
Committee.    


 
2.9 Monitoring the embedding of actions following root cause analysis of infection 


control incidents to mitigate risks for the organisation. 
 
2.10    To receive reports from Public Health England relating to public health that may 


affect infection control procedures within the trust. 
 
 
3. ACCOUNTABILITY, AUTHORITY AND FREQUENCY OF MEETINGS 


 
3.1 The Committee shall be accountable, via EPSEC to the County Durham and 


Darlington NHS Foundation Trust Board. 
 


3.2 The Committee is authorised, via EPSEC, by the County Durham and 
Darlington NHS Foundation Trust Board to investigate and address all matters 
within its Terms of Reference. 


 
3.3 The Committee is authorised to initiate and monitor any reasonable and legally 


appropriate action, which it considers necessary or desirable for compliance 
with legislation, subject to any authorisations required; for example, under the 
Trust’s Standing Orders of Financial Instructions 


 
3.4 The Committee is authorised to recommend amendments to the Infection 


Control Policies of County Durham and Darlington NHS Foundation Trust.  
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3.5 The Committee is authorised to recommend amendments to these Terms of 
Reference, for formal approval by EPSEC. 


3.6 The Committee shall receive and contribute to the formal Annual Report of the 
Director of Infection Prevention & Control for presentation to the County 
Durham and Darlington NHS Foundation Trust Board. 


 
3.7 The Infection Control Committee shall meet quarterly, and extraordinary 


meetings can be called at the behest of the Chairman or Vice-Chairman.  Every 
effort will be made to give adequate notice of these meetings.  


 
3.8 Any forum or person may place items on the agenda for a meeting of the 


Infection Control Committee, provided such matters are within the Terms of 
Reference of the Committee and agreed by the Chairman.  
 
 


4. MEMBERSHIP 
 
4.1 The Infection Control Committee Chairman will be the Executive Director of 


Nursing/DIPC 
 


In addition to the Chairman, the Infection Control Committee will consist of: 
 Medical Director  
 Consultant Microbiologists 
 Consultant in Health Protection (CHP) or deputy 
 Senior Nurse Infection Control (CDDFT) 
 Infection Control Clinical Matron (CDDFT) 
 Infection Control Nurses (CDDFT) 
 Health Protection Nurse 
 Infection Control Nurse Specialist from local Mental Health Care Trust 
 Infection Control Nurse Specialist representing CCG’s 
 Care Group Clinical Representative for Acute Emergency Care, Integrated 


Adult care, Family Health and Clinical Support Services   
 Staff Health and Well Being Representative 
 Associate Director of Facilities  
 Associate Director of Estates 
 Decontamination Lead 
 Non Clinical Risk Manager (Head of Assurance and Compliance) 
 Antibiotic Pharmacist 
 IV Nurse Specialist 


 
4.2 Additional Attendees 
 


Policy sponsors (authors) will be asked to attend the appropriate meeting to 
provide specialist advice/dialogue in relation to policies submitted for approval.   
 
Attendance at meetings of the Committee will be open to others where the 
Committee feels such attendance is relevant or necessary for the effective 
consideration of topics on the agenda. 


CDD Services  
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4.3 Co-option 
 


The Committee may co-opt relevant expertise to the membership, for example 
PFI providers as and when required.   
 
It is expected that all members will attend at least 75% of the Committee 
meetings per financial year.  If members are unable to attend they must send 
an appropriate senior deputy which will enable them to comply with this 
requirement.  


 
An annual attendance record will be recorded by the Committee agenda for 
information and action. 


 
4.4 Quorum  
 


The quorum is five members (to include representation from each Care Group).  
The Chairman will count towards the quorum. 


 
In the event that the Chairman and Deputy Chairman are absent from a 
meeting, or any part of a meeting, another committee member will be 
nominated by those present to Chair the meeting. 


 
4.5 Frequency of Meetings 
 


The Infection Control Committee will meet quarterly.  Meetings of the 
Committee shall be set at the start of the calendar year. Notice of each 
meeting, including an agenda and supporting papers, shall be forwarded to 
each member of the Committee not less than five working days before the date 
of the meeting. 


 
4.6 Reporting Arrangements 
 


The proceedings of each meeting of the Committee shall be reported to the 
next meeting of EPSEC following production of the minutes. The Chair of the 
meeting shall draw to the attention of EPSEC any issues that require disclosure 
or require executive action.  


 
4.7 Authority 
 


The Committee is authorised by EPSEC Committee to investigate any activity 
within its terms of reference.  It is authorised to seek the information it requires 
from any employee, and all employees are directed to co-operate with any 
request made by the Committee.  


 
4.8 Sub-Committees/groups 
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The Committee receives minutes from the following groups: 
• HCAI Reduction & Assurance Group 
• Decontamination Group             
• Water Safety Group 
• Urinary Catheter Group 
• Ventilation Group 
• Antimicrobial Team 
 


4.9 Voting 
 


Decisions on agenda items will require a majority of those attending.  The 
Chairman shall have a casting vote.   


 
5. SECRETARIAL SUPPORT 
 


a) Support to the Committee will be provided by an identified committee 
secretary.   


 
b) The committee secretary will be responsible for: 


• Arranging suitable venues for the meetings 
• Preparing agendas and minutes 
• Issuing agendas and supporting documentation prior to the meeting.  
• Recording the minutes 


 
c) The committee secretary will ensure the distribution of the agenda and 


supporting documentation by first class post or email to all members of 
the Committee at least seven days in advance of the meeting. 


 
6. CIRCULATION OF THE MINUTES 
 


a) The Chairman of the Committee will approve the minutes of each 
meeting within 10 working days. 


 
b) The approved minutes will be circulated to every member of the 


Committee who should ensure they are accessible for all staff of County 
Durham and Darlington NHS Foundation Trust. 


 
c) Minutes will be received by EPSEC 
 
d) The approved minutes will be posted on the Infection Control Team’s 


web page, on the intranet site for County Durham and Darlington NHS 
Foundation Trust.   


 
e) The approved minutes of the Infection Control Committee will be 


reported to EPSEC. 







 
 


www.cddft.nhs.uk 
Darlington Memorial Hospital, Hollyhurst Road 
Darlington, County Durham, DL3 6HX Tel: 01325 380100 


Page 53 of 55 


7. SUB-GROUPS OR WORKING GROUPS 
 


The Infection Control Committee reserves the right to establish time limited 
sub-committees or working groups to address/consider appropriate issues.  
The findings of these meetings will be referred to the Infection Control 
Committee for consideration, or committee membership ratification, or progress 
and necessary actions.  The membership of each such sub group or working 
groups will be agreed by the Infection Control Committee and need not reflect 
the quorum identified in section 4.4 of this document. 


 
 
8. REPORTING STRUCTURE 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
9. INTERPRETATION AND VARIATION 
 


a) Any queries as to the interpretation of the Constitution and Terms of 
Reference shall be referred to the Chairman of the Committee. 


 
b) Any variation or amendment to the Constitution and Terms of Reference 


may only be made by the agreement of the Committee and only after a 
proposal has been submitted to a previous meeting for discussion.  All 
variations and/or amendments agreed by the Committee will be subject 
to the approval of EPSEC. 
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10. REVIEW OF CONSTITUTION AND TERMS OF REFERENCE 
 


This document will be reviewed on a two yearly basis or as and when it 
becomes necessary if changes are required.   


 
  
Date ToR implemented:  June 2019   
Date ToR to be reviewed: June 2021 
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Item 9 – Register of Sealings 


Open Session x Private & Confidential Session  


Author Warren Edge, Senior Associate Director of Assurance and Compliance 


Reason for 
Submission 
Tick all that apply 
If none of the above, 
please provide 
rationale for 
submission 


Standing item                                             


Development / approval or update on strategy                         
Decision reserved for Board                                
Statutory / regulatory requirement                                   
Oversight of significant risks                                  
Update on action log item                                                    
Requires Board approval e.g. policies or business cases    


Core performance information        


Other rationale, please state below: 
 


Strategic Aim: 
 


To transform care pathways and develop services which deliver the  


best patient outcomes                               


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


provide the best patient experience                                         
To maximise our resources and relationships to sustain services and  


deliver best efficiency                                                                                   


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


are proud of – best employer                                          
Purpose of Report To update the Trust Board as to the entries made in the Register of Sealings 


during the periods 1st January 2020 to 31st March 2020 and 1st April 2020 to 
30th June 2020 (“Relevant Period”). 


Positive performance 
/ developments within 
this report   
 


Positive matters  Page 


Not applicable  


Key issues and 
actions within this 
report  


 


Issue and actions Page 


The Standing Orders for the Practice and Procedure of the Board 
of Directors, require that an entry of every sealing made using the 
Trust seal must be entered into a register and that a quarterly 
report is provided to the Trust Board on the documents that have 
been affixed with the Trust Seal. 


N/A 
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 The Trust Seal may only be affixed to documents where 
authorisation has been given by the Trust Board or one of its 
Committees or where authority to affix the seal is derived from a 
delegated power (currently to the Trust Secretary). 


N/A 


One document was sealed in Quarter 4, 2019/20 – a lease for a 
property at South Church Enterprise Park, Bishop Auckland 
following signature by the Chief Executive and Director of 
Finance.  


The seal was not used during Quarter 1, 2020/21. 


N/A 


Regulatory 
compliance 
implications 


Tick all that apply 
 


Tick for any implications for compliance with 


NHS Constitution     


Provider Licence (especially Condition 6)        


CQC Fundamental Standards of Care       


Health and Social Care Act         


Mental Health Act / Mental Capacity Act                         


Significant risks 
identified (if any) 


None 


Action / decision 
required from the 
Board 


The Board of Directors is requested to note the information contained within the 
report 
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REGISTER OF SEALINGS – Quarter 4, 2019/20 


Period of: 1st January 2020 to 31st March 2020 (Quarter 4) 


Serial 
number 


Date of 
Sealing 


Description of 


Document Sealed 


Parties to 
Document 


Contract Value 


(if applicable) 
(GBP£) 


Name of Director(s) 


Affixing seal 
Notes 


06/20 20/02/2020 


Contract for new lease, 
Innovation House, South Church 
Enterprise Park, Bishop 
Auckland 


1) The Trust 
2) The South 


Durham 
Enterprise 
Agency Ltd  


 


£11,906 annually 


D Brown, Executive 
Director of Finance 


S Jacques, Chief 
Executive 


Sealed by H Robertson, 
Corporate Affairs Manager 
on behalf of W Edge, Trust 
Secretary  


 


  


REGISTER OF SEALINGS – Quarter 1, 2020/21 


The seal was not used during this period.   
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TRUST BOARD ACTIONS AT 26 FEBRUARY 2020 (OPEN MEETING) 


Protocol: Actions confirmed as closed at the last Board Meeting are marked as ‘complete’ pending approval of the minutes of that meeting. Once the minutes 
are approved they are removed from the log.  A small number of actions where implementation is self-evident to the Board are also marked as complete and 
will be removed following the Board meeting.  Items on the agenda are marked.  Future dates are shown in green, overdue dates in red.   


No. Meeting Item Action Point Timescale Status Lead 


1)  25/09/19 130/20 Provide a summary of consequences of actions in respect of patient incidences in 
the IQAC preface Feb 2020 Complete – to 


be closed JF 


2)  27/11/19 169/20 Circulate the IMPs projects overview spreadsheet and progress reports to Board 
members, outwith the Board meeting Dec 2019 Complete – to 


be closed CL 


3)  27/11/19 170/20(a) Circulate revised trajectories for ED targets to Board members, outwith the Board 
meeting Dec 2019 Complete – to 


be closed SJ 


4)  27/11/19 170/20(c) Seek a further update from the Quality Assurance Committee on the quality issues 
with regard to medical equipment to children in the Community Jan 2020 Complete – to 


be closed NS 


5)  27/11/19 173/20 Bring a detailed report on the 2016 junior doctors contract revision and its 
implementation to the Board  Feb 2020 Complete – to 


be closed JC 


6)  27/11/19 175/20 Rework the chart on the workforce service report to demonstrate the position over 
time rather than by quarter Feb 2020 Action 


ongoing MS 


7)  27/11/19 181/20 Remove paragraph 5.2 in relation to deputies’ attendance of Nominations and 
Remunerations Committee Dec 2019 Complete – to 


be closed WE 


8)  26/02/20 238/20(a) Undertake further enquiries in respect of the impact of changes at Peterlee on staff April 2020  SJ 


9)  26/02/20 238/20(c) Include AHP, Palliative Care and Safeguarding conferences as part of the controls in 
relation to objective of right workforce skills in respect of the BAF   April 2020  WE 
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No. Meeting Item Action Point Timescale Status Lead 


10)  26/02/20 242/20 Review and determine the evidence that could be provided to illustrate the way 
patients in ED were prioritised by the Trust April 2020  CL 


11)  26/02/20 243/20 Confirm the amount of apprenticeship levy retained by the Trust in the year April 2020  MS 
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Item 7 – Patient Safety & Experience Report 


Open Session  Private & Confidential Session  


Author Tom Jacques, Joanne Todd, Noel Scanlon 


Reason for 
Submission 
 


Standing item                                             
Development / approval or update on strategy                         
Decision reserved for Board                                
Statutory / regulatory requirement                                   
Oversight of significant risks                                  
Update on action log item                                                    
Requires Board approval e.g. policies or business cases    
Core performance information        


Strategic Aim: 
 


To transform care pathways and develop services which deliver the  
best patient outcomes                               
To enable delivery of care by staff and in patient environments that   
provide the best patient experience                                         
To maximise our resources and relationships to sustain services and  
deliver best efficiency                                                                                   
To attract, support, engage and develop our staff to provide care they  
are proud of – best employer                                          


Purpose of Report To update the Trust Board on the position with regard to HCAI and serious 
incidents 


Positive performance 
/ developments within 
this report   
 


Positive matters  Page 
Proactive infection prevention & control measures with respect to 
COVID-19 


6 


Diminishing incidence of COVID-19 8 
Zero incidence of MRSA bacteraemia 10 


 Preparation for influenza activity underway. Currently no cases of 
influenza in the Trust 


11-12 


 Conclusion of antenatal and newborn screening audit completed 
with only 6 babies outstanding for follow up by Health Visitor 


18 


 Enhanced complaints data presented using SPC charts. Example 
shown for IMS and Surgery 


22-23 


 Large number of compliments for wellbeing for life, Joining the 
Dots, capacity building and social prescribing link workers 


29 


 Following suspension due to COVID-19, Friends & Family test will 
recommence in September 


33 


 Patient Experience Survey about the same or better than other 
organisations 


35 


Issue and actions Page 
Above threshold for Clostridium difficile             9 
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Noel Scanlon  P a g e   | 2 
 


Key issues and 
actions within this 
report  
 


Director of Infection Prevention and Control(DIPC) annual report 
shows: 
- above threshold for Clostridium difficile for 2019/20 period 49 
against threshold of 45) 
- MRSA bacteraemia exceeded zero tolerance by 6 


12 


Some slippage with completion of actions from serious incidents 
during quarter 1 (impacted due to COVID-19) 


17 


 Mental Health Act annual report showed remedial action required 
with regard to completion of 132b paperwork 


19 


 Complaints comparative data shows the Trust received the most 
complaints in quarter 3 in comparison with the region (Q4 not yet 
available) 


26 


Regulatory 
compliance 
implications 
 


Tick for any implications for compliance with 
NHS Constitution     
Provider Licence (especially Condition 6)     
CQC Fundamental Standards of Care    
Health and Social Care Act    
Mental Health Act / Mental Capacity Act                


Significant risks 
identified (if any) 


• Above threshold for cases of Clostridium difficile 
• Risk of second surge of COVID-19 


Action / decision 
required from the 
Board 


To receive the updated position on relation to HCAI and serious incidents; patient 
experience monitoring and annual reports and surveys as specified 
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EXECUTIVE SUMMARY 
 
The purpose of this report is to inform the Trust Board of the current position with regard to: 


• Healthcare Associated Infections including COVID-19  
• Current position with regard to key indicators for compliance with agreed standards. 


 
These include:  
 
Serious Incidents 
Information pertaining to serious incidents reported since last Trust Board meeting. The 
actions and learning are to be monitored through Integrated Quality Assurance Committee. 
 
Patient Experience Measures 
Information pertaining to patient experience measures, including complaint compliments and 
PALS 
 
Reports 
Director of Infection Prevention & Control (DIPC) report 
Mental Health Act Annual report 
Effect of COVID-19 on falls prevention 
Antenatal and Newborn Screening Hip Audit 
Mental Health Act Annual Report 
Patient Experience Survey 
 
Recommendations 
The Trust Board is requested to receive this report and 
• Decide if this report provides sufficient information and assurance and  
• Decide if any further information and/or actions are required. 
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HEALTHCARE ASSOCIATED INFECTION REPORT 
 
All CDDFT HCAI Summary: 
 
As the Trust moves towards winter, the focus of the Infection Prevention & Control Team has 
moved towards planning. The IPC team has flagged what we believe to be significant risks to 
the organisation in terms of isolation room capacity and the ability to test and distinguish 
between respiratory illnesses. Planning for the worst case scenario of a resurgence of Covid-
19, a heavy Influenza season combined with the normal winter pressures is going to be pivotal. 
Because respiratory viruses manifest with similar presentations, it is vital that we are able to 
isolate patients whilst microbiological testing is carried before moving patients to the 
appropriate isolation or cohort facility. 
 
The SARS-CoV-2 (widely referred to as COVI9) Pandemic continues to dominate the Infection 
Prevention & Control (IPC) agenda. Since the last report (01-30 June 2020), there have been 
a number of changes in PHE guidance and interventions introduced across the Trust, and 
operational restart programmes have become more advanced and mature. These changes 
are detailed later in this paper. The IPC team has had a hand in all restart programmes and 
these have often presented challenges to traditional ways of working. Flexibility, adaptability 
and innovation have been required to think around the problems.  
 
There has been a real shift in admissions from COVID to Non-COVID demand on beds. We 
have worked with Care Groups to ensure that we utilise all of the available valuable capacity 
in the bed base. This will likely result in a smaller COVID footprint with an eventual move to 
managing suspected and positive COVID patients within the existing side room capacity. 
 
The IPC team continues to play a vital and integral role in managing PPE. The fragility of NHS 
Supply chain continues. The IPC team has become an embedded conduit between 
procurement, hospital management and clinical areas, often coordinating, trouble shooting 
and managing the shortfalls in PPE.  We remain proud, that as a Trust, we have not yet run 
out of any items of PPE. 
 
We have also taken responsibility for running the operational element of the enhanced Fit 
Testing programme. This continues to be a challenge as we deal with the fragility of the NHS 
Supply Chain. 
 
Compared to this time last year, we have seen a distinct reduction in GNBI’s, MRSA, and 
MSSA cases. This may well be attributed to social distancing measures and the uptake in HH 
compliance nationally. We have also seen higher rates of Clostridium Difficile Infection (CDI) 
compared to the same time last year. Although not confirmed, this could be due to antibiotic 
prescribing practices throughout the pandemic period. 
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HCAI Summary 
 
The chart below gives an overview of all mandated HCAI surveillance until the end of June 
2020. 
 


 
 
 


SARS-CoV-2 (COVID19) 
 
The Pandemic has continued dominate IPC activity. There have been a number of important 
interventions both locally and nationally. The IPC team has started a ‘COVID Calendar’ to 
keep track of events as they occur. This information may be vital for any retrospective ‘look-
back’ exercises that may ensue. 
 
Each month The IPC team will report the calendar to the Executive Board of Directors. 
 
COVID Calendar July 2020 
 


03/07/20 Message sent that Inpatient tests to be sent before 10am 
03/07/20 Cardinal Health Type IIR FRSM  - removed from supply 
13/07/20 5-7 day flow chart introduced 
22/07/20 3M 9330+ Masks received by trust 
25/07/20 Spain removed from travel corridor 
22/07/20 Toilet posters introduced 
27/07/20 14 day quarantine from Spain 
27/07/20 ARU DMH changed to amber 
30/07/20 14 days quarantine for all staff following return from Spain 
31/07/20 Self-Isolation increased to 10 days for positive Covids 


 


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


MRSA 0 0 0 0


ECOLI 15 27 29 20


Trust Apportioned ECOLI 3 3 4 1


MSSA 0 1 5 6


CDIFF
COHA 1 4 2 1


CDIFF
HOHA 1 4 3 4
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County Durham & Darlington NHS Foundation Trust 
Apportioned HCAI cases.
April 2020 -March 2021 
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Executive led COVID-19 Review Group 
 
On 26 June 2020, the Executive led COVID-19 Review group was established to identify track 
and trace any nosocomial transmission of COVID-19 and closely observe the organisation for 
any early indications of an outbreak of the virus. The group, led by the DIPC, discusses 
anonymised information on positive staff members so that any unprotected patient contacts 
can be established. It also reviews all possible nosocomial cases of COVID-19. If a case is 
identified, and RCA investigation would be triggered along with contact tracing and isolation 
of contacts if necessary. 
 
This group reports its findings to the HCAI group for governance purposes and any lessons 
learned will be shared across the organisation through relevant forums. 
 
The Lead Nurse for IPC attends the North East North Cumbria regional outbreak group. 
Lessons learned from this broader group are bought back and shared at this meeting. 
 
Positive COVID-19 Specimens by date 
 
The number of COVID-19 patients has continued to decline throughout July 2020 
 


 
 
Positive COVID-19 inpatients by site 
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Clostridium Difficile (CDI) 
 
CDI objectives for 2020/2021  
 
Acute provider objectives for 2020/21 will be set using these two categories: 
 


•  Hospital Onset Healthcare Associated: cases that are detected in the hospital 
three or more days after admission 


 
•  Community Onset Healthcare Associated: cases that occur in the community (or 


within two days of admission) when the patient has been an inpatient in the Trust 
reporting the case in the previous 28 days. 


CDI Objectives for CDDFT have not yet been set but we are assuming that if recent trends 
are to be followed that our objective would be 44 cases. We continue to press to get our Trust 
targets. The last update from the North East Regional IPC Lead was that the Trust targets are 
with DHSC (06/08/20) for sign off. 
 


2020-2021 HOHA COHA 


April 1 1 


May 4 4 


June 3 2 


July 4 1 


 
The Trust is currently over trajectory for CDI. The table below demonstrates these figures 
along with where they should be. 
 
CDI seems to be the only reportable organism that is significantly over threshold. The reasons 
for this are unclear but potentially this could be due to antibiotic prescribing during the 
COVID19 pandemic. 
 Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar 
C Diff Monthly 
Target 


3.6 3.6 3.6 3.6 3.6 3.6 3.6 3.6 3.6 3.6 3.6 3.6 


C Diff 
Cumulative 
monthly target 


3.6 7.2 10.8 14.4 18 21.6 25.2 28.8 32.4 36 39.6 44 


Actual monthly 
total 


2 8 5 5 *        


Cumulative 
total 


2 10 15 20 *        


* Data up to 31st July 2020  
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MRSA Bacteraemia 
 


 
 
We currently do not have any cases of MRSA Bacteraemia in this financial year. 
  
 
E-Coli Bacteraemia  


 
 
 
All HCAI or device related E Coli Blood stream infections are subject to a review  
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MSSA Bacteraemia  
All of the MSSA cases (apportioned to acute Trust or not apportioned to acute Trust) are 
further investigated via electronic systems, patient visits and by contacting other health care 
providers to ascertain whether they were likely to be HCAI related.  
 


 
 
Data up to 31st July 2020 
 
Influenza 
 
The Trust currently has no cases of Influenza. 
 
Early indications from the Southern Hemisphere is that Australia is experiencing a lighter than 
normal Influenza season. IPC interventions put in place because of the SARS-CoV-2 
pandemic are being cited as the main contributory factors. 
 
The Trust must be prepared for the worst case scenario of seeing a resurgence of COVID-19 
combined with a heavy Flu season and annual winter pressures. Respiratory illnesses often 
present in a similar way. Distinguishing between Covid-19, Flu and other respiratory viruses 
is going to be extremely difficult and it is anticipated that this will cause significant operational 
flow challenges. 
 
The IPC team has already flagged that the side-room capacity and testing capability is 
currently inadequate. This will become more apparent as we move into the winter period. We 
are currently tracking the progress with a new PCR test that is reported to be rolled out 
throughout the NHS in September 2020. This could be a very significant improvement as this 
is conducted at the point of care. 
 
CDDFT is attending regional Flu steering groups as well as meeting regularly to formulate the 
2020/21 CDDFT Flu plan. 
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The attached letter from the Chief Medical Officer outlines the national aspirations from an 
Influenza vaccination perspective. Notably, there is an aspiration for 100% compliance with 
staff vaccination this year. 
 


CMO MD NHSEI 
Letter_040820 Annua 
 
DIRECTOR OF INFECTION PREVENTION AND CONTROL (DIPC) ANNUAL REPORT 
The annual report is included as Appendix A. In summary:  
 


• Clostridium difficile year-end performance of 49 cases of CDI against an annual upper 
threshold of 45 using the set two categories: 
 Hospital onset healthcare associated: cases that are detected in the hospital 


three or more days after admission 
 Community onset healthcare associated: cases that occur in the community (or 


within two days of admission) when the patient has been an inpatient in the Trust 
reporting the case in the previous 28 days. 


 
• MRSA Bacteraemia cases exceeded the zero avoidable infection thresholds by 6 
  
• 25 inpatient areas have achieved 100% compliance with hand hygiene standards for 


the full year. 7 areas have maintained this for 2 years and 4 areas have been 100% 
compliant with hand hygiene standards for 3 years. After this, they are presented with 
a certificate celebrating this achievement. 
 


• COVID19 or SAR-CoV-2 has dominated the last quarter, with cases peaking on 06 
April 2020. 
 


• Risk of second surge of COVID-19 
 
PATIENT SAFETY INCIDENTS MARCH – JULY 2020 
 
Serious Incidents (SIs) 
The following section brings to the Trust Board attention Serious Incidents (SIs) that have 
been reported to Trust Board for the period March – July 2020. The executive-led Patient 
Safety Forum now meets fortnightly and there is Consultant staff agreement to give assistance 
and advice regarding clinical cases.   
 
Each serious incident is reviewed by a root-cause analysis panel and actions are developed 
to try and prevent a recurrence.  The Patient Safety Forum is overseeing progress with the 
investigations and delivery of the required actions.  The Forum also reviews the Trust’s 
compliance with its Duty of Candour obligations.  
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It was agreed at Trust Board that learning and actions from previously reported serious 
incidents will be formally monitored via Integrated Quality Assurance Committee, a sub-
committee of Trust Board. 
 
New SIs – not reported to the Trust Board previously 
 
Ref: 2020/4379   
The patient was admitted to the ward with right sided pneumonia and possible effusion, briefly 
discharged from care and returned to the ward within a short period of time. The patient 
deteriorated and was transferred to a tertiary centre for ongoing management. Initial review 
identified a delay to identify hypo perfusion and sepsis. The patient spent an extended period 
in intensive care unit at the regional centre but was discharged subsequently. Review is 
underway. 
 


Ref: 2020/4892 
The patient was admitted after falling and being found by his carers with left sided weakness.  
His CT head showed no acute abnormality and he was clinically diagnosed as a right lacunar 
stroke, secondary diagnosis was urinary retention. The patient was known to be previously 
MRSA positive, admission screening was completed and showed a positive result to nose, 
groin and urine, decolonisation treatment was commenced. A second screening was taken 
which was showed a positive result to nose and groin, decolonisation treatment commenced.  
A further screen also identified MRSA colonisation. 
 
The patient became clinically unwell subsequently and blood cultures revealed MRSA 
bacteraemia. Initial review identified that the patient had ongoing issues with a urinary catheter 
and urosepsis, he had completed a course of antibiotics but trial without catheter had failed 
necessitating recatheterisation. Blood from penis and haematuria was noted following the 
procedure. The patient died subsequently. 


Ref: 2020/5028    
The patient was identified with pressure ulcer to heel and sacrum which was present on 
admission to hospital. On review there were incomplete care records to allow full assurance 
that pressure damage had not occurred in hospital.       
     


Ref:  2020/6053 
This patient appeared to collapse as he returned from the bathroom. This was witnessed by a 
Physiotherapist and a fellow patient.  The patient was observed to have fallen backwards, 
striking his head on the floor. Staff noted that his patient’s right ear was bleeding, he was 
unresponsive and a cardiac arrest call was made.  On review of this incident it was not possible 
to ascertain if the patient fell or collapsed however the CT results confirmed that the patient 
had suffered a bilateral traumatic subarachnoid and subdural haemorrhage accentuated on 
the right side.  The patient died subsequently. 
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Ref: 2020/6362            
The patient developed category 3 pressure damage to the left hip which required increased 
Community Nurse input for wound dressing and review.  
 
Ref: 2020/6374  
The patient sustained category 3 pressure damage to the right buttock and sacrum, this 
required increased bedrest and affected the patient’s mobility and independence.  
 
Ref: 2020/6378  
The patient suffered a category 3 pressure ulcer to the neck after being discharged with a 
neck brace in situ. Review is underway. 
 
Ref: 2020/6948            
Following the patient’s death in 2019, a mortality review was completed by the Trust, which 
identified concerns around incomplete physiological observations, and questioned whether 
the patient’s disabilities had impacted on the ability to obtain observations. A poor quality of 
documentation preceding the patient’s death was also identified. This was therefore reported 
as a serious incident, and a review is underway.  
 
Ref: 2020/7657  
The patient had a witnessed fall, tripping over the chair and falling to the floor. The patient did 
not immediately complain of any hip pain was able to mobilise and move all lower limbs.  An 
x-ray was ordered after the patient had increased pain, which confirmed hip fracture.  
 
Ref: 2020/7949   
The patient moved to the area from the south of the county and care transferred to a Team 
Around Patient (TAP); due to a diagnosis of Multiple Sclerosis the patient is also under the 
care of the Multiple Sclerosis Specialist Nurse. Whilst under the care of Trust staff the patient 
suffered pressure damage and this has deteriorated to category 4 to the left buttock. Review 
is underway. 
 
Ref: 2020/8002 (HSIB Case 2004-1988) 
The baby was born at full term, initially booked under midwife led care, referred at 32/40 for 
shared care due to increased carbon dioxide readings during pregnancy. The mother was 
admitted to the pregnancy assessment unit with query spontaneous rupture of membranes at 
38+3 weeks, the CTG was normal so they were discharged home. They had a further 
attendance at 39+6 weeks with history of reduced fetal movements and reporting a vaginal 
discharge. Meconium liquor was evident on speculum examination. Labour was augmented 
and artificial rupture of membranes undertaken. Pain relief was administered, and a Neville 
Barnes forceps delivery undertaken following a fetal bradycardia on commencing pushing. 
The infant was born in a poor condition, receiving resuscitation at 10 minutes of age, and was 
admitted to the neonatal unit for passive cooling. The infant was later transferred out to the 
tertiary unit for active cooling. 
 
The case was referred to HSIB on 30/04/2020; HSIB accepted the referral even though there 
was no evidence of neurological injury identified (which is their criteria for accepting cooling 
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referrals during COVID). This decisions was made due to indications on the MRI of a previous 
infection. The family are now unsure if they wish the investigation to go ahead, so it is on hold 
pending further communication by HSIB. If the review is not undertaken by HSIB then a review 
will be undertaken within the Trust. 
 
Ref: 2020/9790   
The patient attended the Emergency Department and were referred from here to the medical 
same day emergency care centre (which is currently operating within the multi-specialty area 
of the Emergency Department), for review of results and a medical opinion. On completion of 
the scan the patient was returned the waiting area, where they got up from their chair to ask 
the receptionist for an update, and as they got to the desk the patient reports that they felt 
their leg give way underneath them and fell to the floor. Following complaint of pain, a CT 
confirmed an impacted full-thickness fracture of the right neck of femur. Review is underway. 
 
Ref: 2020/10363 
The patient has Multiple Sclerosis and is dependent on her husband and carers for all care. 
The patient developed skin damage to the left ischial area which at first was thought to be due 
to trauma.  This was reported to the District Nursing team by her husband who is her main 
carer. The area continued to deteriorate despite increased preventative care and was reported 
as unstageable medical device related pressure damage. It was reported as this because her 
husband described that his wife was found to have sat on her catheter tubing for several hours 
during a four day period. The wound has since developed and is now a Category 4. The skin 
damage to her heel was present following discharge from recent Hospice care, and thought 
to be due to use of a different wheelchair whilst in the Hospice. Review is underway. 
 
Ref: 2020/10659 
The patient was escorted to the toilet by a Staff Nurse and, after using the toilet, her right leg 
appeared to ‘give way’ and she fell to the floor.  The nurse was still present at the time of the 
fall.  Post fall the patient complained of a tender right hip and, after a top to toe assessment, 
was safely hoisted back to bed. A doctor examined the patient and requested an x-ray to be 
performed and this confirmed a fractured neck of right femur. The patient was seen by the 
Orthopaedic Doctor and Anaesthetist and prepped for theatre. The patient has mild learning 
difficulties although fully able to understand what happened, aftercare, Duty of Candour and 
give consent for own operation. Review is underway. 
 
Ref: 2020/11069 
The patient was admitted with confusion, right sided weakness and slurred speech. Diagnosed 
with a left posterior parietal intracerebral haematoma and surrounding oedema.  The patient 
attempted to mobilise independently, staff witnessed patient falling outside the bathroom 
resulting in a fracture to the left hip. Review is underway. 
 
Ref: 2020/11236 DELOGGED  
The mother had an elective Lower Segment Caesarean Section (LSCS) due to previous LSCS 
and placenta praevia. The baby was born in poor condition, however responded well to initial 
resuscitation.  The baby was subsequently admitted to the special care baby unit and then 
transferred to a tertiary unit for active cooling. This case was originally reported as a serious 
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incident and reported to HSIB as it was believed the case met the Each Baby Counts referral 
criteria due to requiring active cooling. However, on further review and clarification the case 
does not meet the Each Baby Counts criteria due to this being following a LSCS and not 
following labour. The case has now been rejected by HSIB and de-logged as a serious incident 
by NECS, and will undergo a Care Group RCA at a moderate harm level.  
 
Ref: 2020/11322 
The patient was found on the floor after an unwitnessed fall. The patient reported that they 
were trying to walk with a zimmer frame independently, despite encouragement to ask for help 
to mobilise. The patient stated that she stepped sideways with walking frame but it got caught 
and she fell over. An x-ray of hip confirmed a transcervical fractured neck of femur on the right. 
Review is underway. 
 
Ref: 2020/11748  
The ward staff heard the patient shout out, and the patient was found sat on the floor at the 
nurse’s station. The patient stated that she had gone to sit on a chair and missed the chair 
and fell to the floor.  On examination the patient complained of groin pain but stated it was 
long standing.  The Medical team reviewed the patient and a pelvic x-ray was requested and 
identified fractured neck of femur. Review is underway. 
 
Ref: 2020/11815 
The patient was admitted from home with a palliative diagnosis of cancer of the lung, under 
the care of the palliative care GP. The patient had been treated for a respiratory tract infection, 
and plans were made for a supportive discharge to take place. The day prior to discharge the 
patient had a witnessed fall from bed to floor. Following a top to toe examination by the nursing 
staff he was found to have superficial injuries to his sacrum and arm. Observations were 
carried out at that point and post fall checklist performed, no other injuries were suspected 
and the patient was assisted to transfer back to his bed.  Once in bed the patient appeared to 
have rotation to his hip and was expressing pain.  Analgesia was given and ambulance called, 
and the patient was transferred to the Emergency Department in another Trust for assessment 
and treatment. The patient was found to have a fractured hip, which was treated conservatively 
in another Trust and the patient died two days later. CDDFT were not aware of the injury 
sustained until it appeared on a District Nurse discharge form. Review is underway.  
 
Ref: 2020/12639 (HSIB Case 2007-2237) 
The patient attended the pregnancy assessment unit in the latent phase of labour at 40+2 
weeks gestation. The CTG was classified as normal, contractions noted as 2:10. On 
examination the cervix was 1cm dilated; following oral analgesia the patient returned home to 
establish in labour. The following morning the patient contacted the acute hospital reporting 
decreased fetal movements. The hospital diverted the patient to the pregnancy assessment 
unit at the other hospital in the Trust due to heightened workload. On arrival intrauterine death 
was confirmed. Each Baby Counts criteria was met and referral to HSIB for review undertaken. 
 
Ref: 2020/14343 
Patient attended emergency services on three occasions with back pain and altered 
sensations to legs. Each time he was discharged to his GP for a referral for MRI. The patient 







 
Trust Board: 26/08/2020 Patient Safety & Experience Report 
  
  
  
  


Noel Scanlon  P a g e   | 17 
 


subsequently underwent an MRI organised by their GP, when cauda equina was identified, 
and they underwent surgery at the tertiary centre that evening. The patient continues to have 
mobility and bodily functions effects following this.  Review is underway with the involvement 
of the patient’s GP. 
 
SUMMARY OF ACTION MONITORING FOR QUARTER ONE 2020/2021 
The table below summarises the position of actions agreed at serious incident review. It is 
noted that some have fallen outside of the agreed timeframe and in the majority of cases the 
impact of this is due to COVID-19 and the preparations and management of this during quarter 
one. The position will be reported quarterly to Trust Board 
 


 


 


A report of serious incidents open actions is produced every fortnight for the Patient Safety 
Forum, with Care Groups expected to work through outstanding actions and close these 
directly on the Ulysses system once completed.  


A completed actions report is also presented with the documents for each fortnightly Patient 
Safety Forum, to provide assurance that actions are being closed appropriately. 
 
EFFECT OF COVID-19 ON FALLS PREVENTION 
 
All inpatient falls were reviewed for the period of April and May 2020 when there was increased 
activity due to Covid-19. During this time there was a perception that there had been an 
increase if falls within the Trust 
The report concluded: 


• Time to don personal protective equipment impacted the speed that staff took to reach 
the patient 


• An increase in the need to close doors to side rooms reduced visibility of the patient 
• Seven day working by Allied Health Professionals impacted positively on the 


management of the patients 
• Additional staff not familiar with the environment had been drafted in during the peak 


of activity and they were not as experienced in the routines of the ward environment 
• Increased collaboration with social services had a positive impact 
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• A review of the same period in the previous year showed that there was little increase 
in the number of falls during the period this year 
 


A detailed report is included as Appendix B. 
 
ANTENATAL AND NEWBORN SCREENING HIP AUDIT 
 
This Audit Report contains the findings from the NIPE Regional Hip Audit undertaken by 
CDDFT under the auspices of NHS England, NHS Improvement (North East and Yorkshire) 
and Public Health England (PHE) to detect the occurrence of non-adherence to the NIPE Hip 
Screening Pathway as per national guidance.  Failure to follow the correct pathways for 
identifying and investigating hip abnormalities or risk factors in the newborn has the potential 
for life-changing implications for babies, and would leave CDDFT vulnerable to reputational 
damage and legal proceedings, with the associated financial implications.  


 
A variety of IT systems were accessed to identify babies born during the audit period of 01 04 
18 – 31 03 18: 


• those with risk factors +/- positive screen findings,  
• those who had been referred in line with the current national pathway 
• those who had been either not identified correctly or not referred appropriately. 


 
A cohort of 46 babies was identified who had not been correctly recognised and referred, 
including 2 babies who had not followed the correct pathway after failing to attend their 
appointment.  The majority of these babies had been examined by Junior Paediatric Doctors 
and were breech presentation, either at delivery or after 36 completed weeks’ gestation. 


 
The parents/carers of all 46 babies were contacted by telephone and/or letter following a PHE 
agreed format and invited to attend for further investigation in the form of either hip ultrasound 
or pelvic X-ray, depending on the age of the child.  Eight babies have been removed from the 
figures as detailed in Recall of babies’ section on page 13, leaving a total of 38 babies for 
follow up. Of the 27 babies who have attended for further investigation, no evidence of 
Developmental Dysplasia of the Hip has been identified.   The parents/carers of the remaining 
11 babies have either declined to bring their child for assessment or have not responded to 
numerous attempts to contact. These babies were returned to the care of their GP with a 
request to re-refer if clinically necessary. 


 
The findings clearly demonstrate that in the absence of a Failsafe Officer there are insufficient 
checks in place across the antenatal and newborn periods to ensure babies enter and 
complete the correct pathway in line with national guidance.  There is insufficient training and 
support for newly appointed Junior Paediatric Doctors, and the current ratio of NIPE carried 
out by Paediatric Doctors and Midwives at CDDFT does not reflect the national trend. 


  
Looking ahead, implementation of the following recommendations will ensure a more robust 
pathway is available for NIPE Practitioners who are trained appropriately and maintain their 
competence, with support available Trust-wide: 


 
o Appointment of an Antenatal and Newborn Failsafe Officer;  
o Full review of the NIPE SOP/Pathways  
o Identify a NIPE Clinical Lead  
o Identify a NIPE Lead Midwife  
o Clear and equitable pathway for education, training and maintenance of 


competence for Paediatricians and Midwives.   
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o Relevant obstetric and family history to be obtained 
o Continuous rolling audit of the NIPE pathways 


It should be noted that the audit clearly identified a similar picture for all Trusts who took part 
in the audit; the overall picture in CDDFT is no worse than any other Trust in the region, 
however the detail of the risks may differ in other Trusts.  CDDFT were commended by PHE 
on the diligence of their audit and comprehensive findings. 


Some information in this report such as purpose and objectives have been taken from the 
regional report provided by NHS improvement, however some recommendations have been 
individualised to CDDFT.  


 
The full report is included as Appendix C. 
 
 
MENTAL HEALTH ACT ANNUAL REPORT 
 
MHA Legislation Report 
The annual report for 2019-2020 has been received from Mental Health Act Legislation lead 
from Tees Esk and Wear Valley NHS Foundation Trust (TEWV) 1983.  This report is 
embedded below but in summary; 


 
UHND 
Three patients placed under section 5(2)  
Three patients were placed under section 2 
Two patients were placed under section 3 
Two patients were placed under section 136 
 
DMH 
Eight patients were placed under section 5(2) 
Five patients were placed under section 2 
One patient was placed under section 3 
One patient was placed under section 136 
 
BAGH  
There were no uses of the MHA in Bishop Auckland notified to TEWV during this reporting 
period.  
 
In total, 18 patients were placed under a section (25 sections in total as 7 patients were 
placed under more than one section). Ten of these sections did not have 132b paperwork 
completed and there were delays in completion of two 132b papers  
 
A meeting has been held with TEWV to plan how to improve with required paperwork. Actions 
have been agreed, as follows: 


• Meeting to be held with Patient Flow Managers (September) to align the process for 
ensuring that required paperwork is correct and completed in a timely fashion 


• TEWV to provide an educational session at next Sisters Away Day with emphasis on 
completion of 132b papers 


 
The full report is included as Appendix D. 
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PATIENT EXPERIENCE MEASURES 
 
Complaints 


 
It is proposed that over the coming months, the presentation of the data and information 
presented within this report will be refreshed. The Patient Experience Team are exploring 
ways of undertaking a comprehensive review of each care groups’ complaints, PALS and 
compliments on a monthly basis. Where possible, the information will be presented using SPC 
charts and be triangulated with other patient experience information. One example included 
in this months’ report is the inclusion of an SPC chart for IMS as the number of complaints are 
increasing.  
 
The total number of formal complaints received into the Patient Experience Team in July 2020 
was 41.   
 
During 2019-20 the average number of complaints received per month was 44. However due 
to the impacts of COVID- 19 we recognise that this number is significantly deflated  


 
Year Average number of formal complaints received per month 
2012-13 49 
2013-14 46 
2014-15 52 
2015-16 53 
2016-17 54 
2017-18 44 
2018-19  Q1 49 
2018-19  Q2  43 
2018-19  Q3  43 
2018-19  Q4 56 
2019-20  Q1  50 
2019-20  Q2 51 
2019-20  Q3  54 
2019-20  Q1                              21 (COVID-19 Data) 


  
The graphs below compares the number of formal complaints compared to the no of patient 
episodes. 
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Surgery  
Future reports will present detailed information at care group and some speciality level. Below 
is an example for Surgery and Family Health 
 


 
 
Family Health  
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The cumulative complaints rates by care group for the current year are shown in the 
following graph:  


 
 
 


From the chart above, it is clear that IMS complaints are rising since COVID-19, which the 
chart below shows. However are not at the levels pre COVID- 19 (Feb 2020) 
 
Below are examples of SPC charts for IMS and Surgery  
 


 
 


1 2 3 22 1


7
21 2


3
98


9


15


25


1
1


2


1


0
0


0


1


APR-20 MAY-20 JUN-20 JUL-20 AUG-20 SEP-20 OCT-20 NOV-20 DEC-20 JAN-21 FEB-21 MAR-21


Care Group Complaints 


CDD Comm Svs Surgery Family Health IMS CSS CDD Services (Corp)


0


5


10


15


20


25


30


35


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


IMS complaints 2019-20 


Total Complaints Received MEAN UCL LCL SIGMA







 
Trust Board: 26/08/2020 Patient Safety & Experience Report 
  
  
  
  


Noel Scanlon  P a g e   | 23 
 


 
 
 


     Complaints performance  


 
The table above outlines that we still request a number of extensions. This is agreed with the 
patient prior to the extension and is subject to escalation process. The point of escalation is 
dependent on the number of previous extension requests. The main reason for request is the 
complexity of case. Therefore, in the revised policy we will look to increase response times for 
complex cases in line with serious incidents. This was agreed as good practice with the PHSO.  
Surgery and Family Health have been experiencing specific issues due to resource however, 
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Surgery complaints 2019-20


Total Complaints Received MEAN UCL LCL SIGMA


Care 
Group 


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


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


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


Number of 
second 
responses 
completed 


Actual % 
responded 
in initial 
timescale 


Number 
of 
working 
days to 
respond 
(average) 


Number of 
complaints 
closed 


Surgery  2/2 – 100% 6/8 – 75% 3/8 – 38% 1 62% 55 9 


IMS  25/25 – 100% 20/20 – 100% 7/20 – 35% 4 65% 54 20 


CSS  1/1 – 100% 1 / 2  - 50% 1 / 2 – 50% 0 50% 46 2 


CDD CS 2/2 100% 5/8 – 63% 6/8 – 75% 2 25% 63 8 


FH 8/9 – 89% 0/4 – 0% 4/4 – 100% 3 0% 86 3 


Corporat
e 


1/1 – 100% 0/0 – 0% 0/0 – 0% 0 0% 0 0 


Total 
 


40/41 98% 32/42 – 76% 21/42 – 50% 10 50% 51 42 
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this has now been addressed and we envisage improvement in response timescales moving 
forward.  


The top three categories overall, for complaints during July 2020 are:  
 


• Clinical treatment  
• Customer Care  
• Attitude of Staff  
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Clinical Treatment breakdown  
 
During July there have been 19 cases closed with Clinical Treatment as the primary code. The 
main themes can be sub categorised as:  
 
CDD Community Services  
 
There were three low risk complaints relating to PEAI (Procedure, Examination, Assessment 
& Investigation), End of Life and Equipment. No themes emerging from data.  
 
Clinical Specialist Services  
 
There was one moderate risk complaint relating to Nursing care, No themes emerging from 
data.  
 
Family Health  
 
There were three low risk and one moderate risk complaint relating to Nursing care, Missed 
diagnosis, PEAI and Delay in Diagnosis and Treatment, no themes emerging from data.  
 
Integrated Medical Specialities  
 
There were four low risk complaints and four moderate risk complaints. Issues range from 
Missed diagnosis, Delay in Diagnosis and treatment, Delay in procedure and PEAI. Three 
complaints relate to the Emergency Department, UHND. No other themes emerging from data.  
 
Surgery  
 
There was one high risk complaint relating to Delay in Diagnosis and treatment within 
Outpatients. There was also one low risk and one moderate risk complaint, issue range from 
Operation – adverse outcome and Delay in procedure. No other themes emerging from data.  
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Complaints Comparative Data  
 
The below graphs provided by NHS England/NHS Improvement show the comparison 
between neighbouring Trusts for Quarter 3, this shows our Trust received the most 
complaints compared to those within our region. Quarter 4 data not available at time of 
reporting.    
 
Q3 Data   
 


 
 
In order:  
1 North Tees, 2 Northumbria, 3 South Tyneside and Sunderland, 4 Newcastle, 5 CDDFT, 6 
South Tees, 7 Gateshead 
 
 


Patient, Advice and Liaison Service 
The graph below compares the number of informal patient concerns compared to the no. of 
patient episodes.  
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Surgery  


 


 


Family Health  


 


The top three categories for PALS during July 2020 are:   


• Customer Care 
• Appointments 
• Non Clinical 
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Compliments  
There was a total of 9941 compliments received in Quarter 1 20-21.   


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


 
Please note for Q1 – there was an extremely large number of compliments received for Wellbeing for Life, Joining the Dots, 
Capacity Building and Social Prescribing Link Workers (Trust-wide)  
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Parliamentary and Health Service Ombudsman (PHSO): July 2020    
The Parliamentary and Health Service Ombudsman (PHSO) is the second and final stage of 
the NHS complaints procedure and is responsible for reviewing complaints which have not 
been resolved locally. 


Of the 13 cases with the Ombudsman: 


New requests  


Two new requests for information were received (IMS). No cases have been closed in July 
and 11 cases are on-going.  


The below table and graph provides a comparison of PHSO outcomes from 2014-15 to 2017-
18, 2019-20 as well as current status from Q1 2020-21.  


 
Year Upheld Part upheld Not upheld Not investigated  
14-15 2 8 6 NA 
15-16 1 3 3 NA 
16-17 0 7 1 NA 
17-18 1 6 11 2 
   Q1 18-19 0 0 2 0 
   Q2 18-19  0 1 0 2 
   Q3 18-19 0 2 1 1  
   Q4 18-19  1    1 0  
   Q1 19-20 0 2 0 0 
   Q2 19-20  0 0 0 0 
   Q3 19-20  0 0 0 0 


 


 


Friends and Family (FFT) Update – July 2020         
All patients with an overnight stay in an acute inpatient ward, maternity ward, or a visit to an 
emergency department, day case service, outpatient appointment or community service 
across CDDFT are provided with the opportunity to complete a questionnaire asking if they 
would recommend the service they had received to a friend or family member. The data is 
collected monthly and response rates are returned to UNIFY, DoH. Comparative data is 
available via the NHS Choices website.  
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The response rate target of 20% is required for ED and UCCs and over 40% for inpatients and 
day cases.  
 
The number of surveys received per month is identified in the table below.  
 


 FFT Responses 2017-18 2018-19 2019-20 2020-21 
April 3977 4836 5452 214 
May 6306 4177 4385 255 
June 7498 4140 5062 384 
July 6045 3863 5899 600 
August 5341 4158 4893  
September 5267 3549 3821  
October 4673 3367 6049  
November 4232 5701 4069  
December 3270 4763 4798  
January 4154 5095 4282  
February 4017 4214 4235  
March 4395 5197 3732  


 
From late March, FFT was suspended across the Trust due to the COVID-19 pandemic. 
However, the monthly return is slowly starting to pick back up from July.  
 


The following table shows the Trust’s response rates from April 2019 as per UNIFY reporting 
structure. 


Month Inpatient 
ward and day 
case 
response rate 


Emergency 
Departments 
and UCC 
response rate 


Maternity 
response rate 
(commenced 
October 2013) 


Overall monthly 
response rate 
(Emergency 
Departments and 
Inpatients) 


Target response 
rate 


April 2019  25.5% 22.4% 12.7% 24% 20-30% (Inpt 40%) 


May 2019  29.4% 14.8% 13.5% 22.1% 20-30% (Inpt 40%) 


June 2019  29.4% 18.3% 12.4% 23.8% 20-30% (Inpt 40%) 


July 2019  35.5% 20.2% 14.5% 27.8% 20-30% (Inpt 40%) 


August 2019  32.6% 17.6% 5.6% 25.1% 20-30% (Inpt 40%) 


September 
2019 


27.5% 13.6% 10.8% 20.5% 20-30% (Inpt 40%) 


October 2019  29.4% 24.9% 6.2% 27.1% 20-30% (Inpt 40%) 


November 
2019  


26% 15.4% 7.6% 21% 20-30% (Inpt 40%) 
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FFT Headline Measure 
 
 
 
 


 


 


 


 


 


 


 


 


Friends and Family Test Engagement 
Work continues to raise awareness and promote engagement with the FFT with both staff and 
patients.  
 
“You said we did” posters are requested from ward and department managers on a monthly 
basis to highlight changes made following feedback. The posters are displayed in prominent 
areas of each ward and department.  
 
It has been announced by NHSE that there will be several changes to the way FFT is carried 
out across England which are to be effective as of 1 April 2020, new guidance published in 
September 2019 details the news changes to FFT. A new mandatory question has been 
formulated (“Overall, how was your experience of our service?”) with six new responses (very 
good, good, neither good nor poor, poor, very poor and don’t know). Patients will now be able 
to give feedback at any stage of their stay rather than upon discharge and the free text 
comment box will remain. The Trust will no longer report on compliance and will focus more 
on the patient feedback. The Trust is to continue with our current data collecting and reporting 
until further notice. 
 


December 
2019  


27.8% 20.8% Data not 
available at time 


of reporting  


24.3% 20-30% (Inpt 40%) 


January 2020  28.2% 18.4% 7.1% 25.1% 20-30% (Inpt 40%) 


February 
2020 


26.3% 20.0% 13.9% 23.1% 20-30% (inpt 40%) 


 
No data available from March due to COVID-19 


Month 
 


Inpatient A&E Maternity 
% Rec % Not % Rec % Not % Rec % Not 


April 2019 96% 1% 93% 1% 98% 1% 
May  2019 97% 1% 93% 1% 99% 1% 
June 2019  97% 1% 93% 1% 99% 0% 
July 2019  97% 1% 91% 1% 98% 0% 
August 2019 98% 1% 93% 1% 100% 0% 
September 
2019  


97% 1% 93% 1% 98% 0% 


October 2019  97% 1% 91% 2% 93% 2% 
November 2019  97% 1% 91% 2% 100% 0% 
December 2019 98% 1% 91% 1% Data not available at 


time of reporting  
January 2020  98% 1% 94% 1% 99% 1% 
February 2020 97% 1% 93% 1% 98% 1% 
March 2020  No data available from March due to COVID19 
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As a result of the above, work has been underway to develop new paper surveys incorporating 
the new question however, to augment this process we have developed an electronic version. 
The paper surveys will run alongside the electronic version however, it is hoped that patients 
will complete the survey electronically the majority of the time. We will be asking staff for their 
support in directing patients to the Trust’s website to leave their feedback and once a web link 
has been confirmed, posters and cards will be developed which will be displayed in each area.  
 
Update as of 5 August 2020  
 
The new electronic version of the Friends and Family has been on suspension since the end 
of March 2020 due to the COVID-19 pandemic. Although, there has been no formal 
announcement from NHS England, the Trust have made the decision to re-start the FFT and 
the planned launch date is 1 September 2020.  
 
A plan has been developed to roll out the new electronic version, along with paper surveys, 
posters, business cards and pull-up banners. All pull-up banners will be displayed in each 
main reception area within all hospital site (including Community), the display of the pull-up 
banners has been approved by Infection Control and Health and Safety and a cleaning regime 
has also been arranged in light of COVID-19.  
 
All ward managers/ward clerks have been advised that the new system is to go live on 1 
September 2020 and bulletins will be sent out via communications in the weeks before and 
after the launch.  
 
 


Mixed Sex Breach  
 
The Trust will comply with Department of Health Eliminating Mixed Sex Accommodation 
(EMSA) policy and guidance (2009, 2010, 2019). Patients who are admitted to any of our 
hospitals will only share the room where they sleep in accommodation shared only with 
members of the same sex, and same sex toilets and bathrooms will be close to their bed area. 
There may be acceptable justification where it is in the overall best interest of the patient, for 
male and female patients to be cared for in the same sleeping accommodation e.g. critical 
care. In these cases, privacy and dignity must be protected. Staff must always consider the 
impact on all patients involved, and patients must be moved to same-sex accommodation as 
soon as the acceptable justification ceases to apply. 
 
Month  Number of 


Breaches  
Area  Site  


April  0 NA NA  
May  0 NA NA 
June  0 NA NA 
July  0 NA NA 
Aug 3 ITU Durham  
Sept  0 NA NA 
Oct  0 NA NA 
Nov   0 ITU Durham  
Dec 0 ITU Durham 
Jan 4 ITU Durham  
Feb  0 NA NA 
Mar 0 NA NA 
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Apr  0 NA NA 
May  0 NA NA 
Jun 0 NA NA 
Jul  0 NA NA 
    


 
 
ADULT INPATIENT SURVEY 2019 
 
The 2019 Adult Inpatient Survey results are now available via the CQC website.  
 
For County Durham and Darlington NHS Foundation Trust, 560 inpatients responded to the 
survey and the response rate was 47.22% Our Trusts’ results were better than most Trusts 
for two questions: 
 


1) How do you feel about the length of time you were on the waiting list before your 
admission to hospital? 


2) Discharge delayed due to wait for medicines/to see doctor/for hospital transport  
 
Our results were about the same as other Trusts for 61 questions, however, zero questions 
were worse than most Trusts.  
 
Our Trust’s results were significantly higher this year for three questions:  
 


1) How do you feel about the length of time you were on the waiting list before your 
admission to hospital? 


2) How would you rate the hospital food? 
3) Were you offered a choice of food? 


 
Our Trust’s results were significantly lower this year for two questions: 
 


1) From the time you arrived at hospital, did you feel that you had to wait a long time to 
get a bed on a ward? 


2) Before you left hospital, were you given any written or printed information about what 
you should or should not do after leaving hospital?  


 
There were no statistically significant differences between last year’s and this year’s results 
for 56 questions.  
 
The timetable for the remainder of the surveys is as follow:  
 
Survey When will patients 


receive care? 
When will Trust’s 
collate samples? 


Fieldwork period 


Urgent and 
Emergency Care  


September 2020 October 2020 October 2020 – 
March 2021  


Adult Inpatient  November 2020 December 2020 January 2021 – May 
2021 


Children and 
Young People  


November and 
December 2020  


January 2021  February 2021 – 
June 2021  


 
The full survey is included as Appendix E. 
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COUNTY DURHAM AND DARLINGTON NHS FOUNDATION TRUST 
 


MENTAL HEALTH ACT 1983 
 


ANNUAL REPORT 
(1 April 2019 – 31 March 2020) 


 
1. BACKGROUND 
 
The purpose of this report is to provide activity management information in relation 
to the application of the Mental Health Act 1983 (MHA) at the hospital sites of  
Darlington Memorial Hospital (DMH), the University Hospital of North Durham 
(UHND) and Bishop Auckland General Hospital (BAGH) on behalf of County 
Durham and Darlington NHS Foundation Trust (CDDFT). TEWV also provides a 
Responsible Clinician (RC) for any patient subject to the MHA within CDDFT as 
required by the MHA. 
 
The report covers the 12 month period from 1 April 2019 to 31 March 2020. 
 
2. ACTIVITY 
 
2.1 Admissions 
 
An admission under the MHA relates to any patient who may have already been an 
‘informal’ (non-detained) in-patient who is subsequently made subject to the MHA, 
or one who has been admitted to hospital from the community subject to a section 
of the MHA, or formally transferred into hospital under section 19 MHA from 
another hospital (as opposed to being subject to section 17 leave to reside in 
another hospital).  All patients made subject to section 5(2) holding powers must 
already be in-patients. 
 
Section 2 MHA 
Section 2 MHA - Admission for Assessment (or for assessment followed by 
medical treatment); lasts for up to 28 days. This section cannot be renewed. Power 
to treat for mental disorder under Part 4 MHA. 
 
Section 3 MHA 
Section 3 MHA - Admission for Treatment; lasts for up to 6 months. Section 3 can 
then be renewed for a further 6 months and then for periods of 1 year after that. 
Power to treat for mental disorder under Part 4 MHA. 
 
Section 4 MHA 
Section 4 MHA – Admission for Assessment in cases of Emergency; lasts for up to 
72 hours and can be converted to Section 2 on receipt of a second medical 
recommendation. NO power to treat for mental disorder under Part 4 MHA. 
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2.2 Holding Powers 
 


Section 5(2) MHA 
Section 5(2) is a holding power which can be used by the doctor in charge of the 
treatment of an informal (non-detained) in-patient, or their nominated deputy, if 
they believe that an application for section 2 or 3 ought to be made and the patient 
may leave hospital before there is time to implement this. It lasts for up to 72 hours 
and cannot be renewed. NO power to treat for mental disorder under Part 4 MHA. 
 
 
Section 136 MHA  
Section 136 is the power given to a police constable to remove a person without 
warrant from anywhere, other than a private dwelling, to a place of safety any 
person who appears to be mentally disordered and in need of immediate care or 
control. The person can then be held at the place of safety for up to 24 hours to 
enable examination by a registered medical practitioner and interview by an 
Approved Mental Health Professional. NO power to treat for mental disorder under 
Part 4 MHA. 
 
 
2.3 Community Provisions 


 
Community Treatment Order 
An order which enables certain categories of detained patient to be discharged into 
the community subject to an Order of the MHA. This Order provides the RC with a 
power of recall to hospital if the patient once again requires medical treatment for 
mental disorder in hospital. Once recalled the CTO can be revoked and the patient 
is once again detained under the MHA.  
 
Section 17 leave of absence from hospital 
This allows the RC of a detained patient to grant leave to be absent from the 
hospital in which the patient is detained subject to any conditions the RC feels 
necessary. This could include leave from a mental health hospital to an acute 
hospital to receive medical care. 
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2.4 Details of those held under the MHA 1983 2019 – 2020 in University 
Hospital of North Durham 
 


Coloured cells indicate the same patient 
 


5(2) Holding Powers: 3 Patients 


Gender Age 


Duration Subject to 
MHA in UHND 
(hh:mm) Outcome Issues 


Female 46 
2:10 


Detained on S2 to 
UHND 


No 132b 


Female 47 
24:55 


Patient detained to 
TEWV 


None 


Female 33 
19:45 


Patient detained to 
TEWV 


No 132b 


 


Section 2: 3 Patients 


Gender Age 


Duration Subject to 
MHA in UHND 
(hh:mm) Outcome Issues 


Female 46 17:45 Transferred to TEWV No 132b 


Female 47 21:18 Transferred to TEWV None 


Female 15 


46:00 


Transferred to non-
TEWV MH hospital 


No 132b 


 


Section 3: 2 Patients 


Gender Age 


Duration Subject to 
MHA in UNHD 
(hours) Outcome Issues 


Female 13 


136:45 


Transferred to non-
TEWV MH hospital 


No 132b 


Male 69 283:12 Discharged onto a CTO None 


 


Recalled Patient: 2 


Gender Age 


Duration Subject to 
MHA in UHND 
(hours) Outcome Issues 


Female 13 1:00 CTO revoked None 


Male 69 2:23 CTO revoked None 


 


Section 136: 2 Patients 


Gender Age 


Duration Subject to 
MHA in UHND 
(hours) Outcome Issues 


Male 27 3:35 Detained to TEWV None 


Male 27 
4:00 


Returned to the 
Community 


None 
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2.5 Details of those held under the MHA 1983 2018 – 2019 in Darlington 
Memorial Hospital 
 


5(2) Holding Powers: 8 Patients 


Gender Age 
Duration Subject to 
MHA in DMH (hours) Outcome Issues 


Female 19 
13:45 


Discharged Original received from 
AMHP 


Female 19 13:00 Discharged None 


Female 20 2:20 Detained on S2 to DMH No 132b 


Female 82 


4:45 


Detained to TEWV Papers delayed. Rectifiable 
errors  


Female 59 7:15 Detained to TEWV None 


Female 24 32:25 Detained to TEWV Not informed by DMH 


Female 37 9:07 Discharged Papers delayed. 


Female 23 34:00 Detained to DMH Rectifiable error. 


 


Section 2: 5 Patients 


Gender Age 


Duration Subject to 
MHA in DMH 
(hh:mm) Outcome Issues 


Female 45 9:28 Transferred to TEWV No 132b 


Female 20 17:35 Transferred to TEWV None 


Female 76 76:05 Transferred to TEWV None 


Female 16 42:10 Transferred to TEWV H3 delayed. No 132b 


Female 23 11:00 Transferred to TEWV H3 delayed. No 132b 


 


Section 3: 1 Patient 


Gender Age 
Duration Subject to 
MHA in DMH (hours) Outcome Issues 


Male 74 
70:00 


Discharged from Section 
3 


No 132b 


 


Section 136: 1 Patient 


Gender Age 
Duration Subject to 
MHA in DMH (hours) Outcome Issues 


Female 63 2:25 Detained to TEWV None 


 
 


2.6 Details of those held under the MHA 1983 2018 – 2019 in Bishop 
Auckland General Hospital 


 
There were no uses of the MHA in Bishop Auckland Hospital that were notified to 
TEWV during this reporting period. 
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3. SCRUTINY AND MANAGEMENT OF STATUTORY DOCUMENTATION 
 
As per Code of Practice guidance, both administrative and medical scrutiny of all 
statutory detention documentation was undertaken to ensure accurate completion 
and to confirm that the information provided on the medical recommendations was 
sufficient to satisfy the requirements for detention under the MHA.  
 
The procedure as outlined under section 15 MHA was followed where any 
rectifiable errors on forms were identified; the forms were returned to the author of 
the form to amend within the statutory time frame of fourteen days.  Any non-
rectifiable errors were also identified and the process within section 15 MHA 
adhered to. This can involve contacting the Approved Mental Health Professional 
to obtain a further medical recommendation from a doctor, or a completely new 
MHA assessment.  
 
Files were created for each detained patient to ensure their statutory and other 
documents were stored safely and securely in a locking filing cabinet within the 
secure file storage area of the TEWV MHL Departments which are situated in West 
Park Hospital in Darlington and in Lanchester Road Hospital in Durham. 


 
4. RESPONSIBLE CLINICIAN 
 
The patients detained under section 2 and section 3 were allocated a Responsible 
Clinician (RC), as required by the MHA, who had overall responsibility for that 
patient’s care. There are certain activities under the MHA that are reserved to the 
RC only and include authorising of leave, consent to treatment requirements, 
discharge from detention and application for and recall and revocation of 
Community Treatment Orders. 
 
5. SECTION 132 DUTY OF MANAGERS OF HOSPITALS TO GIVE 


INFORMATION TO DETAINED PATIENTS 
 
Upon detention each patient must be given their rights under the MHA by a 
member of the nursing staff, both verbally and in writing using the relevant leaflet 
provided, who then must complete a 132A form (to be kept on the patient’s file) 
and a 132B form to be forwarded to the MHL Department.  
 
The 132B form contains essential information regarding the patient’s wish to 
appeal against their detention to the First Tier Tribunal and/or the Hospital 
Managers, as well as their preference as to whether or not their ‘nearest relative’ 
should be informed of their detention. It also identifies whether or not the patient 
would like access to an Independent Mental Health Advocate 
 
Once TEWV MHL Department were informed of a patient being held or detained 
under the MHA, ward staff were reminded of the necessity to ensure that the 
patient was aware of their rights and to confirm this by completing the appropriate 
documentation. Unfortunately, there were occasions where there was not always 
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evidence that this was carried out and reminders were necessary, not always 
resulting in the evidence being obtained.  
 
6. EXPIRY AND RENEWAL 
 
Detention expiry dates were entered onto a ‘bring forward’ system to ensure that 
the RC was contacted as appropriate to remind of the imminent expiry of the 
authority to detain. In the case of the section 3s this would be no earlier than 2 
months prior to the expiry date with a view to renewing the authority for detention 
as per guidance under Section 20 MHA.  
 
There were no section 3 patients detained with CDDFT long enough to require a 
renewal. 
 
7. HOSPITAL MANAGERS 
 
In England, NHS hospitals are managed by NHS Trusts and NHS Foundation 
Trusts. For these hospitals, the trusts themselves are defined as the Hospital 
Managers for the purposes of the Act.  
 
Hospital managers have the authority to detain patients under the Act. They have 
the primary responsibility for seeing that the requirements of the Act are followed. 
In particular, they must ensure that patients are detained only as the Act allows, 
that their treatment and care accord fully with its provisions, and that they are fully 
informed of, and are supported in exercising, their statutory rights. In practice, most 
of the decisions of the hospital managers are actually taken by individuals (or 
groups of individuals) on their behalf. 
 
Special rules apply to the exercise of the Hospital Managers’ power to discharge 
patients from detention. This power can be delegated only to managers’ panels 
made up of people appointed specifically for the purpose who are not officers or 
employees of the organisation concerned (commonly called Associate Hospital 
Managers). 
 
All of the Associate Hospital Managers (AHMs) of Tees Esk and Wear Valleys 
NHS Foundation Trust are co-opted by the Board of CDDFT to enable them to 
carry out the functions of AHMs for CDDFT. Details have been recorded to enable 
TEWV to provide a full and comprehensive service for all of their detained patients. 
No patient detained in CDDFT appealed to the Hospital Managers during the 
reporting period. 
 
8. CONSENT TO TREATMENT 
 
Any patients detained at CDDFT under section 2 or 3 would have been subject to 
the MHA Part IV requirements relating to Consent to Treatment; therefore notice 
was taken of the first time medication was administered for their mental disorder, to 
enable 3 months to be calculated after which time the patient’s consent to 
treatment or a second opinion from an independent Second Opinion Appointed 
Doctor would be required and arranged.  As all patients were either discharged or 
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transferred prior to the 3 month period, neither the patient’s formal capable consent 
recorded on a T2 nor a SOAD authorisation on a T3 was required  
 
 
9. TRANSFERS 
 
Seven patients were transferred from CDDFT to a hospital within TEWV under 
section 19 MHA (ie to a hospital with different Hospital Managers). Two patients 
were transferred to non-TEWV mental health hospitals. 
 
10. ADVICE 
 
Advice was provided on several occasions by the MHL Officers and MHL Advisor 
regarding both basic and complex issues, how to complete documentation and 
specific MHA processes.  
 
11. KP90 – ANNUAL REPORT 
 
Data for the statutory annual return for 2019/20 regarding information about 
Admissions, Changes in Status and Detentions under the Mental Health Act would 
normally be forwarded to the Information Centre for Health and Social Care within 
the required time by TEWV on behalf of CDDFT NHSFT. We have attempted to do 
so this year but have been informed that this will be captured within the Acute Care 
MDS completed by acute Trusts.  
 
 
12.  TRAINING 
 
Refresher Training around use of the Mental Health Act 1983, including the 
interface with Mental Capacity Act and DoLS, was provided at CDDFT on 7 
occasions in 2019/20. Each session was for half a day and all sessions were well 
attended and feedback was positive. Registers were taken and provided to staff 
within CDDFT.  
 
13. IMPLICATIONS / RISKS: 
 
Quality:  
Medical and administrative scrutiny and appropriate MHA processes and 
procedures were correctly carried out by experienced and qualified staff to ensure 
high standards were maintained, promoting fairness and lawfulness.  
 
Financial:  
There is a cost attached to the provision of the MHA administration service 
provided by TEWV, however, this cost represents less that it would cost to employ 
an experienced member of staff to carry out this function in-house. Ensuring that 
MHA processes are carried out in accordance with legislation also minimises the 
risk of litigation and associated costs. 
 
Legal and Constitutional:  
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It is essential that where the MHA is used it is fully compliant with the legislation 
and associated Code of Practice. The Mental Health Legislation Department of 
TEWV closely monitor all statutory documentation and legal processes to ensure 
compliance with Act, incorporating any relevant case law that may impact on 
CDDFT.  
 
CDDFT are registered with the CQC for the regulated activity of ‘Assessment or 
Medical Treatment of persons detained under the Mental Health Act’, as all acute 
hospitals should be, and as such it is essential that they are able to carry out this 
regulated activity lawfully to ensure that they are not made subject to any financial 
or other sanctions. 
 
Equality and Diversity:  
All MHA policies and procedures in use within TEWV and used for MHA 
administration for CDDFT are subject to an Equality Impact Assessment.   
 
 
14. CONCLUSIONS  
 
The MHL Department in TEWV have ensured through their involvement that all the 
patients subject to the MHA 1983 in CDDFT, as detailed above, were held legally 
and all the relevant statutory procedures were undertaken to protect both the 
patients’ rights and the Trust. 
 
Staff in CDDFT will require on-going advice, guidance, training and assistance 
regarding the implementation of the statutory processes of the MHA and welcome 
the input and advice from staff in the MHL Department of TEWV NHS FT. 
 
 
15 RECOMMENDATIONS 


 
15.1 The Board of Directors are asked to receive and note the assurance report 


and conclusions. 
 


Author: Mark McCauley 
Role:  Mental Health Legislation Practitioner, TEWV 
 








 


1 
 


Trust Board – 26th February 2020 


Item 4a – Care Quality Commission Update 


Open Session X Private & Confidential Session  


Authors Warren Edge, Senior Associate Director of Assurance and Compliance  


Reason for 
Submission 
Tick all that apply 
If none of the above, 
please provide 
rationale for 
submission 


Standing item                                             


Development / approval or update on strategy                         
Decision reserved for Board                                
Statutory / regulatory requirement                                   
Oversight of significant risks                                  
Update on action log item                                                    
Requires Board approval e.g. policies or business cases    


Core performance information        


Other rationale, please state below: 


Strategic Aim: 
 


To transform care pathways and develop services which deliver the  
best patient outcomes                               


To enable delivery of care by staff and in patient environments that   
provide the best patient experience                                         
To maximise our resources and relationships to sustain services and    
deliver best efficiency                                                                                   


To attract, support, engage and develop our staff to provide care they  
are proud of – best employer                                          


Purpose of Report To: 


• Provide assurance to the Board with respect to the progress on the ‘Must Do’ 
and ‘Should Do’ actions from CQC’s most recent inspection. 


• To share the outcome of CQC’s review of the Trust’s assurance arrangements 
with respect to Infection Prevention and Control.  


• Provide an update on sharing of intelligence from CQC Insights and CQC 
provider engagement events.  


Positive performance 
/ developments within 
this report   
 


Positive matters  Page 


CQC raised no issues with respect to the completion and 
evidence supporting the Infection Prevention and Control 
Assurance Framework 


3 


 A majority of Must Do actions are complete 3 and 4 


There has been progress in implementing Should Do actions 
despite formal monitoring being stood down during the COVID-19 
response period  


4 and 
Appendix 1 
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Key issues and 
actions within this 
report  


 


Issue and actions Page 


There remain two Must Do actions and 11 Should Do actions to 
be implemented, and a number are subject to planned audits to 
provide further assurance that changes are embedded in practice. 
 
Formal monitoring of the action plan has been stood down but will 
resume in September 2020.   
 


3, 4 and 
Appendix 1 


 Monitoring of CQC Insights reports has recently resumed and a 
full report will be provided in September, once responses to 
queries and supporting evidence have been received from Care 
Groups and specialties.  
 


5 


Regulatory 
compliance 
implications 


Tick all that apply 
 


Tick for any implications for compliance with 


NHS Constitution     


Provider Licence (especially Condition 6)        


CQC Fundamental Standards of Care       


Health and Social Care Act         


Mental Health Act / Mental Capacity Act                         


Significant risks 
identified (if any) 


None.  


Action / decision 
required from the 
Board 


The Board is asked to note the attached report and to seek any further information 
required for the purpose of assurance.  
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CQC Regulatory Regime 
 
CQC stood down inspections from March. Video conferences have been used to replace engagement 
meetings, with the Director of Nursing and Senior Associate Director of Assurance and Compliance in the 
interim. 
 
CQC have also sought (and received) assurance in respect of risk-based enquires on patient safety matters. 
These have related, primarily, to the patient death from a fall covered by the recent Regulation 28 notice. 
Assurance has been provided to CQC on record-keeping to advise staff of falls risks and the arrangements 
in place to ensure that patients do not share walking aids. No further queries have been received in respect 
of the evidence provided.  
 
The current regulatory approach is based on an “Emergency Response Framework” which will enable risk-
based assessments to be made with respect to providers. The first enquiry under this framework focused on 
the implementation, within the Trust, of the Infection and Prevention Control (IPC) Assurance Framework 
(issued by NHS England and Improvement), previously presented to the Board. A meeting was held – by 
video-conference – with the inspection manager and manager on 16th July 2020 to review the Trust’s 
assurance arrangements based on the framework and a range of supporting evidence submitted in advance 
of the meeting. CQC have provided a subsequent report of their enquiries confirming that they had no 
concerns with respect to the assurance arrangements in place for IPC under the direction of the Trust Board 
and no issues were raised.  
 
CQC are now in the early stages of reviewing and re-defining their inspection approach for the future, which 
will build on changes introduced under COVID-19 to introduce a more streamlined, risk-focused and data 
driven approach. Their aim is – whilst maintaining a rigorous approach capable of supporting risk ratings – 
to reduce the burden on providers. Key lines of enquiry, and the use of the Provider Information Request, 
will, in particular, be subject to review. Emma Carter and I have attended early engagement events to inform 
CQC’s work.  
 
Inspection Action Plan 
 
Formal monitoring of the CQC Action Plan was stood down from March 2020, because of the COVID-19 
pandemic and is shortly to be resumed. However, there has continued to be good progress on ‘Must Do’ 
actions as outlined below.  
 
Table 1 – Must Do Actions 


Action Status 
 


1. The Trust’s Fit and Proper Persons Test 
should cover all statutory requirements 


• The Trust’s Fit and Proper Test Procedure has 
been amended and now covers all requirements. 
Previous gaps have been remediated.  
 


2. Increase the coverage of training in the Mental 
Capacity Act and Deprivation of Liberty 
Safeguards 


• The Trust trains all staff in Safeguarding Adults 
and in the core requirements of the MCA and 
DOLS. Additional training is provided to specialist 
staff and the Trust met the overall target for 
2019/20, albeit with some variation between 
different staff groups. 
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Action Status 
 


3. Ensure compliance with training targets for 
the above 
 


• See above.  


4. Ensure consistent compliance with policy for 
syringe driver checks 
 


• The policy has been reviewed, updated and 
republished and audits are planned to measure 
and improve compliance over time. 
 


5. Ensure consistent compliance with policy for 
pain assessments / action (end of life care) 
 


• The policy has been reviewed, updated and 
republished and audits are planned to measure 
and improve compliance over time. 
 


6. Ensure safe and secure storage of medicines 
in all areas 


• This was a specific issue related to pain 
assessments which has been addressed as part 
of the work outlined above. 
 


7. Continue to strengthen paediatric nursing and 
medical staffing in A&E Departments 


• The Trust continues to pursue a wide range of 
initiatives to strengthen medical staffing 
including: international recruitment; use of 
specialist agencies; using the CESR training 
scheme to develop our own consultants and 
development of advanced nursing practitioner 
roles. A number of posts are presently out to 
advert. 


• Plans are in place to expand the hours of opening 
of the Paediatric Assessment Unit at UHND, 
once reinstated as part of the Operational Reset 
Programme, which will address the first part of 
this action. Further work is being undertaken to 
increase access to paediatric nursing specialists 
for children attending the A&E Department at 
DMH. This may be within the Department, or 
through rapid transfer to back of house Paediatric 
Assessment Unit.  
 


8. Ensure consistent compliance for Oxygen 
prescribing with British Thoracic Society 
(BTS) recommendations 


• We have introduced new functionality in our 
Electronic Prescription Management and 
Administration System, together with periodic 
audits, which have resulted in much improved 
compliance with the BTS recommendations. 
Audits are planned for later in the year to seek 
assurance of on-going compliance.  
 


9. Ensure the availability of paediatrics-trained 
clinicians for children streamed away from the 
A&E Department  
 


• See the commentary under 7 above. 


 
Some 12 out of 23 ‘Should Do’ actions were fully completed by mid-March, prior to the stand down of formal 
monitoring, subject to audits or third party reviews required for assurance purposes. A number of the well-
led actions concerning strategy and quality improvement will need to be reviewed and reinterpreted in the 
context of the new operating environment post Covid-19. Appendix 1 provides more detail. Board members 
are reminded that ‘Should Do’ actions are improvement points and do not imply any risk of regulatory breach.  
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CQC Insights 
 
The Head of Assurance and Compliance is analysing Insights Publications produced during the COVID-19 
period and a full analysis of the movement in indicators will be reported to the Trust Board in September 
2020, following collation of responses to, and evidence in respect of, queries, from specialties and Care 
Groups.  
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APPENDIX 1 – SHOULD DO ACTIONS STATUS 


Service  Ref Category Action  Source  Status 


Tr
us


t w
id


e 


SD
1 


Sh
ou


ld
 D


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


17 Well 
led+E3:F16 


Complete - including the new approach to 
the BAF and key risk reviews with 
Executive Directors previously outlined to 
the Board 


Tr
us


t w
id


e 


SD
2 


Sh
ou


ld
 D


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


27 Well 
Led 


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


Tr
us


t w
id


e 


SD
3 


Sh
ou


ld
 D


o 


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


5 Well led Not complete. COVID-19 has impacted on 
the revision to Trust strategy and further 
work will be required in this area. 


Tr
us


t 
w


id
e 


SD
4 


Sh
ou


ld
 


D
o 


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


7 Well Led Complete - this was related to a specific 
issue in one Care Group which has now 
been addressed. 


Tr
us


t w
id


e 


SD
5 


Sh
ou


ld
 D


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


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


Tr
us


t w
id


e 


SD
6 


Sh
ou


ld
 D


o 


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


8 Well Led Not complete - needs to be revisited 
following a resumption of more usual 
financial planning and performance 
monitoring following the COVID-10 
pandemic. 


Tr
us


t w
id


e 


SD
7 


Sh
ou


ld
 D


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


17 Well led Complete - included in the new approach 
to the BAF and key risk reviews with 
Executive Directors as outlined above. 


Tr
us


t w
id


e 


SD
8 


Sh
ou


ld
 D


o 


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


25 Well led Partly complete - new arrangements in 
place but need to go further. Delayed due 
to COVID-19; however, there have also 
been some excellent surveys of patients 
views e.g. the "5 for 5" cancer patient 
surveys in the interim. 


Tr
us


t w
id


e 


SD
9 


Sh
ou


ld
 D


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


28 Well 
Led 


Partly-complete - impacted by COVID-19. 


En
d 


of
 L


ife
 


C
ar


e 


SD
10


 


Sh
ou


ld
 D


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


163 UHND 
EOLC 
298 DMH 
EOLC 


Partly complete - related to the Must Do 
action to roll out the new policy. Audits are 
planned for the reminder of the year.  


En
d 


of
 L


ife
 


C
ar


e 


SD
11


 


Sh
ou


ld
 D


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


EI 294 
(DMH 
EOLC) 


Partly complete - ongoing work. 
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Service  Ref Category Action  Source  Status 
Su


rg
er


y 


SD
12


 


Sh
ou


ld
 D


o 


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


58 UHND 
Surgery 
206 DMH 
Surgery 


Partly complete - linked to a business case 
to extend Pharmacy service cover.  


Su
rg


er
y 


SD
13


 


Sh
ou


ld
 D


o 
The service should continue to 
monitor and improve the data 
quality surrounding the 
average length of stay for 
elective and non-elective 
patients, to improve 
performance standards 
measured against the England 
national average. 


31 UHND 
Surgery  
49 DMH 
Surgery 
(main 
report) 


Partly complete - the reasons for data 
quality issues identified by CQC have been 
investigated and are understood. However, 
work has been impacted by the need to 
respond to the COVID-19 pandemic. 


Su
rg


er
y 


SD
14


 


Sh
ou


ld
 D


o 


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


79 UHND 
Surgery 


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


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


87 UHND 
Surgery 
197 DMH 
Surgery 


The new policy is now fully rolled out and 
audits of compliance are included in the 
clinical audit programme. Complete. 
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o The service should ensure 
pain care assessments and 
plans are completed 
consistently in all patient 
records as per the trust policy 


204 DMH 
Surgery 


This will be addressed by the new policy 
introduced under the 'Must Do' action. 
Audits of compliance are included in the 
annual clinical audit programme. 
Complete. 
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o 


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


45 UHND 
Surgery 


This has been addressed - the Trust's 
policy is compliant with national guidelines 
and has been reaffirmed following the CQC 
visit. Local audits - to ensure continued 
compliance will take place. Complete.  
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o The department should review 
signage for patient’s attending 
the ‘see and treat’ area. 


100 UHND 
UEC 


Signage has been reviewed. Complete. 
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o 


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


101 UHND 
UEC 


Checks are being aligned between the two 
departments and an audit tool is in 
development. Substantially complete.  
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o The department should ensure 
that plans to improve the 
experience for children 
attending the department are 
implemented 


132 UHND 
UEC 


This has been addressed through the 
Paediatric Assessment Area Model at 
UHND. Complete.  
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o 


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


127 UHND 
UEC 
268 DMH 
UEC 


The Trust met the training targets for MCA 
training for 2020/21. Complete.  







 


8 
 


Service  Ref Category Action  Source  Status 
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o 


The department should 
continue to work to reduce the 
number of patients waiting 
more than four hours from the 
decision to admit until being 
admitted. 


131 UHND 
UEC 
275 DHM 
UEC 


Partly complete - this is subject to ongoing 
work with improved performance (over 
95%) from April to July 2020.  
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o 
The department should ensure 
regular governance meetings 
are taking place. 


141 UHND 
UEC 


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


 








www.nhsbt.nhs.uk
June 2020


Dear Mrs Jacques and Mr Cundall,


The COVID-19 pandemic has had a significant impact on organ donation and transplantation across the UK. I
would like to take this opportunity to thank you and your organisation for your ongoing support throughout the
year and especially during these unprecedented times. Every donation is a reflection of the altruism of the
patient and their family and a testament to the care and professionalism of colleagues across the NHS who
facilitate this lifesaving process. During the COVID-19 pandemic we saw the number of potential donors
decrease because people who die with, or suspected to have the infection cannot be considered as organ
donors. Despite this, hospitals across the UK have continued to support organ donation and transplantation, and
that support has ensured that between 11 March and 31 May, 153 organ donors were facilitated, resulting in 388
lifesaving organ transplants.


This letter explains how your Trust contributed to the UKs donation programme.


Organ donation and transplantation activity – 2019/20
From 12 consented donors, County Durham and Darlington NHS Foundation Trust facilitated 9 actual solid
organ donors resulting in 27 patients receiving a transplant during the time period. During the COVID-19
pandemic (11 March and 31 May) your Trust facilitated one actual solid organ donor resulting in 3 patients
receiving a transplant.


Quality of care in organ donation - Apr 2019 to Feb 2020
Quality of care data relating to organ donation, presented for your Trust, relates to the period 1 April 2019 to 29
February 2020 and therefore excludes the period most significantly impacted by COVID-19.


The referral of potential organ donors to NHS Blood and Transplant's Organ Donation Service and the presence
of a Specialist Nurse for Organ Donation when approaching families to discuss organ donation are key steps in
ensuring the success of organ donation.


• Your Trust referred 44 patients to NHSBT's Organ Donation Services Team; 23 met the referral criteria and
were included in the UK Potential Donor Audit. There was a further 1 audited patient that was not referred.
• A Specialist Nurse was present for 13 organ donation discussions with families of eligible donors. There was 1
occasion when a Specialist Nurse was absent for the donation discussion.


What we would like you to do
• Ensure your Trust supports your Organ Donation Committee and Clinical Lead for Organ Donation in promoting
best practice as they seek to minimise missed donation opportunities.
• Discuss activity and quality data at the Board with support from your Organ Donation Committee Chair and
Clinical Lead for Organ Donation.
• Recognise any successes your Trust has had in facilitating donation or transplantation, especially during the
COVID-19 pandemic.


Organ Donation (Deemed Consent) Act 2019 - England
On 20 May 2020 the Organ Donation (Deemed Consent) Act 2019, known as Max and Keira’s Law, came into
force in England. This means that all adults in England will be considered to have agreed to be an organ donor
when they die unless they have recorded a decision not to donate or are in one of the excluded groups. In an opt
out system people still have a choice about whether or not to donate and can record their decision at any time.
Where donation is a possibility, families are always consulted to ensure we know the views of the person who
has died. Our hope is that the new law will help save and improve even more lives moving forward.


Thank you once again for your vital ongoing support for organ donation and transplantation.


Yours sincerely,


Anthony Clarkson
Director of Organ and Tissue Donation and Transplantation
NHS Blood and Transplant
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BOARD OF DIRECTORS 


 
Draft Minutes of the Meeting of the Board of Directors of County Durham and Darlington 


NHS Foundation Trust held on Wednesday 26th February 2020 from 09:00hrs  
Executive Boardroom, Darlington Memorial Hospital 


Part One (Open) 
 
Present: 
Prof Paul Keane OBE  Chairman 
Mr Michael Bretherick  Non-Executive Director  
Mr Steve Crosland  Non-Executive Director 
Ms Jenny Flynn MBE  Non-Executive Director 
Mr Paul Forster-Jones Non-Executive Director 
Mr Simon Gerry  Non-Executive Director 
Ms Sue Jacques  Chief Executive 
Mr David Brown  Executive Director of Finance 
Ms Carole Langrick  Executive Director of Operations 
Mr Noel Scanlon  Executive Director of Nursing 
 
In Attendance: 
Ms Morven Smith  Director of Workforce & Organisation Development 
Mr Warren Edge  Senior Associate Director of Assurance and Compliance 
Ms Alison McCree  Managing Director – CDD Services 
Ms Hayley Robertson  Corporate Affairs Manager (Minute Taker) 
 
One member of the public was in attendance as an observer of the meeting. 
 
  Action 
232/20 Welcome and Apologies for Absence 


 
The Chairman welcomed Board members and others present.  
Apologies for absence had been received from Mr Jeremy Cundall, 
Executive Medical Director. 
 


 


234/20 Declarations of Interest 
 
Any Board Member who was aware of a conflict of interest relating to 
any item on the agenda was required to disclose it at this stage or 
when the conflict arose during consideration of a particular item.  
 
Mr Forster-Jones, Mr Crosland and Ms McCree declared their 
interests as Directors of Synchronicity Care Ltd (SCL).  Mr Edge 
confirmed that there were no items on the agenda, or from the 
previous minutes, which presented a conflict of interest for Mr Forster-
Jones, Mr Crosland or Ms McCree. 
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235/20 
 
 
(a) 
 
 
 
 
 
 
 
(b) 
 
 
 
 
 
 
(c) 


Minutes and Matters Arising from the Previous Meeting held on 
Wednesday 27th November 2019 
 
Accuracy 
The minutes were agreed as an accurate record of the meeting, 
subject to the following amendments: 
Item 174/20, Integrated Quality and Performance Report: Page 16, 
penultimate paragraph: To read: “In respect of Finance, Mr Brown 
advised that the report included the metrics for September 2019; 
however, a verbal update was available for October 2019”. 
 
Matters Arising from the Minutes 
Item 173/20 Medical Management and Mortality: Ms Jacques 
reiterated that coding was accurate within the Trust but was 
sometimes missing the richness of data.  A further update on 
discussion in respect of coding would be held in the private and 
confidential section of the meeting. 
 
Action Log 
Those actions ‘greyed out’ were accepted as complete: Actions 1 
(78/20), 2 (82/20), 3 (126/20), 4 (131/20(b)) and 5 (133/20). Updates 
were noted for the remaining actions as follows: 
Action No.6 (130/20), provide a summary of consequences of actions 
in respect of patient incidences in the IQAC preface: Action 
complete. 
Action No.7 (169/20), circulate the IMPs projects overview 
spreadsheet and progress reports to Board members, out with the 
Board meeting: Action complete. 
Action No.8 (170/20a), circulate revised trajectories for ED targets to 
Board members, out with the Board meeting: Ms Jacques confirmed 
that this was now included in the monthly reporting. Action complete. 
Action No.9 (170/20c), seek a further update from the Quality 
Assurance Committee on the quality issues regarding medical 
equipment to children in the community: Mr Scanlon advised that a 
formal contract review was due to take place in March 2020. Action 
complete 
Action No.10 (173/20), bring a detailed report on the 2016 Junior 
Doctors contract revision and its implementation to the Board: It was 
noted that this had been completed and was included as an agenda 
item. Action complete 
Action No.11 (175/20), rework the chart on the workforce service 
report to demonstrate the position over time rather than by quarter: Ms 
Smith advised that the action was not yet complete. Action ongoing 
Action No.12 (181/20), remove paragraph 5.2 in relation to deputies’ 
attendance of Nominations and Remunerations Committee: Mr Edge 
confirmed the action was complete. Action complete 
 
 
 
 
 


 
 
 
 
 


FTO 
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236/20 
 
 
 
 
 
 
 
 
 


Board Visits to Wards and Teams, Member Events and Governor 
Views 
 
The Chairman advised that he and Ms Jacques had undertook many 
visits to wards and departments to talk to staff about the Trust’s CQC 
inspection outcome. Additionally, along with Ms Langrick and Ms 
Jacques, the Chairman had undertaken visits in respect of the Trust’s 
annual staff awards. 
 
The Chairman advised that no member events had taken place in the 
period; however, a detailed plan for the year ahead had been 
presented to the Council of Governors at their meeting on 12th 
February, which meant that for the first time, a full calendar schedule 
of engagement was in place along with a platform to build on further. 
 
Mr Forster-Jones reflected on discussion which had taken place at the 
recent Council of Governors meeting in respect of Ward 6 at Bishop 
Auckland Hospital.  Mr Forster-Jones concluded that the Trust had 
acted accordingly and had changed its strategy appropriately to reflect 
patient numbers; however, it appeared that some Governors were still 
unable to grasp the reasoning behind the Trust’s actions.  He 
questioned whether the Trust was being as clear as it possibly could 
be with Governors in terms of helping them to understand the Trust’s 
decisions and communicating to stakeholders and members on the 
Trust’s behalf.   
 
Ms Jacques advised that a number of the Trust’s Governors had acted 
as Mr Forster-Jones had suggested and were advocates for the Trust 
in their communities.  There were, however, many different 
motivations in place and individuals became Governors for a variety 
of reasons.  The Trust’s declaration of interests’ form was to be 
updated to draw out political affiliations and membership of pressure 
groups, which would enable the Trust to be even more transparent.    
 
The Trust Board NOTED the updates from the Chairman relating to 
Board Visits, Member Events and Governor Views.  
  


 


237/20 
 
 


 
 
 
 
 
 
 
 
 
 
 


National Patient Survey Results 
 
Mr Scanlon presented the report, which was for the purpose of 
appraising the Board of the outcomes, findings and responses to the 
National Maternity Survey 2019. 
 
Mr Scanlon advised that, overall, the results for CDDFT were 
extremely positive for all 19 indicators and CDDFT was rated about 
the same or better than other organisations.  The results of the survey 
demonstrated that women received a good service from maternity 
services within the Trust and received relevant information to support 
them, pre-natally and post-natally, attended to by a skilled and 
professional workforce that promoted confidence in the care they 
received.   
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 Mr Scanlon advised that the survey results had been shared with the 
Care Group, and whilst there were no obvious gaps in service delivery, 
the Care Group were reviewing the results and developing a plan to 
address any areas for improvement where scores sat in the lower 
centile.  Action plans would then be monitored by the Executive 
Patient Safety and Experience Committee (EPSEC) and the 
Integrated Quality and Assurance Committee (IQAC). 
 
The Trust Board NOTED the findings of the National Maternity Patient 
Survey. 
 


238/20 
 
(a) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Chief Executive’s Report 
 
CEO Update 
Ms Jacques provided the following updates: 
 


• National Matters – NHSE/I published the operational planning 
and contracting guidance for 2020/21 on 30th January 2020.  
The guidance detailed requirements for both NHS Providers 
and Commissioners covering; system planning; finances; 
operational performance and workforce.  Key requirements 
were outlined in the paper and further details were available at 
www.longtermplan.nhs.uk. 


• NHS Providers: Today’s Health News – legislation was to be 
introduced in 2020 which would include powers for ministers 
to give orders to Simon Stevens, NHS England and 
Improvement Chief Executive.  By 2021, Sir Stevens aimed for 
all areas of the country to be part of an ‘integrated care system’ 
which planned collectively, and laws would make the voluntary 
forums legal bodies with budgetary powers.  Integrated care 
was widely supported by health experts, who believe that 
linking hospital, GP and social care was crucial with an ageing 
population. 


• Pensions and Medical Staff and Flexibilities – as Board 
members were already aware, both national and local pension 
tax dispensation had been offered to senior clinical staff.  The 
Trust was unable to ascertain take up of the national scheme.  
Both schemes were scheduled for review at the end of March 
2020. 


• Sustainability – the second meeting of the Sustainable 
Development Group, chaired by Ms Jacques, met on 4th 
February 2020.  The group was working on prioritising a list of 
key actions and objectives which would be presented to the 
Board in March or April 2020.  Sustainability was now 
embedded as an objective in the Board Assurance 
Framework. 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



http://www.longtermplan.nhs.uk/





Draft Trust Board Minutes (Part 1: Open): 26 February 2020                                                   Page 5 of 19 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


• Consultations and Overview and Scrutiny: 
Friarage Consultation 
The consultation on the future of key services at the Friarage 
Hospital closed on 17th January 2020.  The Trust had made 
representation and the outcome and final reports were 
expected to be published in the spring. 
Ward 6 and Stroke 
As Board members were aware, due to unprecedented 
demand on inpatient hospital beds, and taking into 
consideration patient, carer and stakeholder feedback, the 
NHS CCGs in County Durham had taken the decision to stop 
the consultations on stroke rehabilitation and Ward 6 at Bishop 
Auckland Hospital. 
Peterlee Out of Hours Service Overnight 
The Peterlee Urgent Treatment Centre had moved to a home 
visiting model from the hours of midnight to 8am, from 5th 
January 2020.  Public engagement and consultation had been 
held prior to the new model by the CCG and to date there had 
been no incidents raised as a concern. 
Shotley Bridge Hospital 
£20.1m had been secured via NHSE to be accessed through 
NHS Property Services.  The business case was in 
development and was expected to be finalised by end of June 
2020.  The current plan was to begin public consultation in 
early September 2020.  Productive conversations with service 
leads and CCG clinical leads on the clinical model had been 
held.  A potential site shortlisting exercise had been 
undertaken with three sites shortlisted.  There was now more 
work underway on the viability of the sites for inclusion or 
exclusion as part of the consultation.  The current timescales 
indicated build completion in 2023. 


• Quarterly Review Meeting - the Trust had received feedback 
on the quarterly review meeting held on 10th December 2019.  
The Trust remained in segment 2 of the Single Oversight 
Framework.  The letter was included as an appendix to the 
paper. 


• Spend Analysis Report - a revised date of 31st March 2020 had 
been agreed in respect of the Procurement Strategy refresh. 


• Staff Survey - the National Staff Survey data was published on 
18th February and the Trust had issued several 
communications, which were appended to the report for 
information.  The Trust’s response rate had significantly 
increased from 26% to 44% against a national average of 46% 
which was a substantially improved position.  Key headline 
messages were outlined and included an increase by 9% of 
people recommending the Trust as a place to work.  


 
Ms Smith advised that the reference within the paper to access to 
physiological therapies, in respect of actions around staff wellbeing, 
should read psychological therapies. 
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In respect of the changes at Peterlee, Mr Bretherick advised that a 
concern had been raised at the CoG Quality and Healthcare 
Governance Committee in respect of the lack of consultation with staff.  
Ms Jacques advised that she was not aware of any such issues and 
had spoken to a staff governor who worked at the site, who had given 
no indication of any issues.  Nevertheless, Ms Jacques agreed to 
undertake further enquiries.   
 
In respect of the spend analysis report referred to within the report, Mr 
Forster-Jones asked whether the Trust had received a response to its 
letter about procurement savings.  Mr Brown advised that the Trust 
had received a response; however, no assurance had been provided, 
nor would there be any change in terms of the ethos of the national 
work ongoing.  Mr Forster-Jones highlighted that the Trust was 
currently putting more into the work than it was getting back out.  Ms 
Jacques reminded colleagues that the Trust’s contributions were not 
voluntary, and all Trusts were required to contribute.    
 
The Chairman commented on the significant improvement in the staff 
survey results compared with previous years and he shared that he 
was pleased to note that staff felt supported during difficult times.   
Having read through the questions, the Chairman felt that the 
responses in relation to discrimination of ethnic minority groups and 
disabilities was contradictory depending on the question and it 
appeared there was further work to do in these areas.  Ms Smith 
advised that both groups were included in the work which was 
commenced in the past year; the establishment of network groups 
such as closed Facebook groups and it was anticipated that the Trust 
would begin to see the impact of the work shortly.  Ms Smith agreed 
that there appeared to be some inconsistency in the staff survey 
results, in respect of the questions referred to, which made it difficult 
to target the specific issues.  Ms Smith advised that the Trust’s overall 
approach was one of inclusivity. 
 
Mr Crosland noted that the results indicated that the quality of 
appraisal conversations required improvement.  Ms Smith advised 
that the measurement from the staff survey was consistently very low 
and the last revision of the Trust’s appraisal process was initiated 
following the previous year’s staff survey.  The results unfortunately 
were not as the Trust had anticipated and a further review to improve 
the quality of the experience would take place.  The measure would 
consistently be through the staff survey.  Additionally, a larger piece 
of work would be carried out in respect of leadership targeting Bands 
five to seven. 
 
Ms Jacques commented on the importance of staff engagement, 
which was shown by all major research to have a direct correlation to 
good quality care. 
 
 
 


 
 
 
 


SJ 
(April 
20) 
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(b) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
(c) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Care Quality Commission (CQC) Update 
Ms Jacques introduced the report, which was for the purpose of 
providing assurance to the Board with respect to the progress on the 
‘Must Do’ and ‘Should Do’ actions from the CQC’s most recent 
inspection and to share intelligence from CQC Insights and CQC 
publications. 
 
Mr Edge advised that all actions were progressing well against their 
targets.  A proactive approach to early identification and mitigation of 
potential risks had been taken, which was reflected in the status 
column in the attached action plan update.  Two actions were 
inherently challenging and carried greater risk: Paediatric staffing in 
A&E and role-specific training.  The reasons for this were outlined in 
the report and Mr Edge advised that both were subject to proactive 
monitoring and support from the Assurance and Compliance Team 
and Executive Directors. 
 
It was noted that the Board had agreed its priorities, to consolidate 
and improve upon the good rating from the 2019 inspection, in a 
seminar in January 2020, and work was being undertaken with 
Executive Directors to develop specific actions which would form part 
of the Capacity and Capability update to be brought to the Board in 
March 2020, by the Chief Executive. 
 
The Chairman enquired in respect of the Paediatric staffing position 
and recruitment efforts.  Mr Scanlon advised that the department had 
been pleased with the quality of nursing graduates; however, only one 
in every 10 graduates was employed by the Trust at the end of their 
training.  This was due to graduates choosing to work at other Trusts 
in the region.    
 
Board Assurance Framework (BAF) 
Ms Jacques invited Mr Edge to summarise the main updates to the 
BAF.  Mr Edge advised that the purpose of the report was to provide 
the Trust Board with: 


• an analysis of the movement in risk scores over the last 
quarter and the resulting Red, Amber, Green (RAG) ratings 
for the strategic risks which the Board managed through the 
Board Assurance Framework.  Movements were based on the 
underlying level of assurance; 


• the updated Board Assurance Framework – providing a 
‘helicopter view’ of the level of assurance available for each of 
the Trust’s 16 principal business objectives including any gaps 
in controls or assurance and associated action plans; and, 


• a summary of key risks (those above tolerances set by the 
Board), together with their mitigating actions. 


 
It was noted that eight of the 16 principal business objectives were 
being managed in line with the target risk score and a further three 
objectives were being managed to the expected trajectory.   A new 
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objective ‘Sustainable Use of Resources’ had been added to the BAF, 
as requested by the Board.  No risk management trajectory had been 
proposed, pending the development of a sustainability strategy and 
agreement of key objectives.  The Trust had, however achieved some 
notable improvements in prior years which were captured in the 
commentary.   
 
Ms Jacques advised Board members that, following the Trust’s Well 
Led review; a more systematic review of items being discussed 
through the Executive was underway and further discussion would 
take place in the P&C session of the Board to follow. 
 
In respect of the minimising avoidable deaths objective, the likelihood 
score had been reappraised and increased from one to two, due to 
the inherent risk in delivering healthcare, which made it unlikely that 
the risk would be fully eliminated. The Board was therefore asked to 
consider resetting the target score to 10 in view of the constraint.   
 
Ms Flynn asked whether target dates also needed to be reset, given 
that they were currently set at April 2020.  Ms Jacques advised that 
further discussion would take place in the private session of the Board 
as there were commercial considerations to take account of in respect 
of some of the objectives.   Mr Edge added that the Board Seminar in 
March 2020 would be used to review the Board’s risk appetite and 
target dates and scores and there was therefore no pre-empting of 
discussion in the report.   
 
Mr Edge advised that there were no risks included in reference to 
Covid-19, which was due to a time lag.  Ms Langrick’s team were 
currently collating risks and responding to national guidance.  There 
were some specific rick factors to capture and mitigate more fully, in 
addition to enacting national guidance, which would be addressed in 
a future report. 
 
Mr Gerry advised that the move to a more systematic approach had 
been discussed at the recent Audit Committee meeting and the 
consensus was that the move was in the right direction.    
 
The Chairman observed that the proposed changes to risk scores 
were not an indicator of lack of organisation resilience but a refinement 
to improve the appropriateness of risk scores.    
 
Mr Bretherick advised that the BAF had been discussed at the IQAC 
meeting held that week and the Committee had endorsed the 
recommendations.  The Committee had discussed the reasons for 
revisiting and reviewing scores and it was agreed that it was important 
for such refinement to take place.  Mr Crosland agreed with Mr 
Bretherick’s comments, adding that rigid, fixed scores would be more 
of a cause for concern.    
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d) 
 
 
 
 
 
 
 
 
 
 
 


The Chairman referred to the Trust’s investment in the Acute 
Intervention Team which had been a significant factor in minimising 
avoidable deaths; asking whether the team was still as effective as it 
had been when it was first introduced.   Ms Jacques shared her belief 
that the team remained effective, and its work around cardiac arrest 
prevention had secured national recognition.  The Trust’s CQC 
“Outstanding” rating in relation to End of Life Care was significant, 
given the work of that team around such patients, particularly 
overnight, as the team enabled hospitals to run effectively taking tasks 
that junior doctors found repetitive and unrewarding and freeing up 
some of their time.  Trainees and medical staff were also attracted into 
organisation as a result of the team, which was a further benefit.  Mr 
Scanlon added that the Acute Intervention Team had transformed 
quality of care and saved lives.  He referenced a recent Freedom of 
Information request that the Trust had responded to, documenting the 
number of avoidable deaths over a five-year period. A significant 
reduction had been seen, which Mr Scanlon felt was largely 
attributable to the Acute Intervention Team.    
 
The Chairman suggested that the AHP, Palliative Care and 
Safeguarding conferences should be included as part of the controls 
in relation to objective of right workforce skills.   
 
In respect of risk reference 2300, which was regarding the acceptance 
of the offer to accommodate increasing numbers of medical students, 
the Chairman commented that the Trust was already experiencing 
some difficulty in accommodating students.  Ms Jacques advised that 
the Trust had made the commitment as it was assessed as 
achievable; however, the wider estates strategy which looked at the 
Trust sites overall, would pick this up.    
 
Quarterly Review Meeting  
Ms Jacques referred to the letter; Summary of the Quarterly Review 
Meeting (QRM) held on 10 December 2019, included within the pack.  
The letter confirmed the key points and action from the discussion held 
with NHSE/I colleagues.  The Trust remained categorised in Segment 
Two of the Single Oversight Framework and the achievement of the 
Trust in maintaining the position, given the current operating 
environment, was recognised. 
 
The Trust Board RECEIVED and NOTED the reports and briefings 
from the Chief Executive.  
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 


WE 
(April 
20) 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 


Patient Safety & Quality 
 


 


239/20 Integrated Quality Assurance Committee (IQAC) Preface 
 
Mr Bretherick presented the IQAC preface, which provided an 
overview of the meeting which had been held on 25th February 2020.  
The following updates were provided: 
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• Patient Stories: The Committee reviewed the essence of 
complaints from a family with a relative on end of life care and 
received assurance of subsequent learning and action. 


• Community Services Care Group: An update was received 
from Executive Directors on their oversight of the Care Group 
and the outcome of the most recent performance review and 
an overview from Care Group leaders on achievements, future 
plans, and challenges.  The session was underpinned by a 
detailed assurance report, which had been very positive.  


• Update from Executive Committees: The Medical Director had 
provided assurance with respect to significant, subsequent 
progress on job planning.  The main areas where more work 
was required were Surgery and Orthopaedics, where there 
were significant changes taking place, impacting on those 
plans. 


• CQC Update: Assurance on the progress of the action plan 
agreed with CQC following the last inspection, which was also 
included on the Open Board agenda and had been discussed 
under the previous item. 


• Perfect Ward/Quality Matters: Results for Perfect Ward overall 
had been mainly green with a few amber areas (no reds) in 
December.  The Committee had received assurance with 
respect to work being undertaken in those areas with amber 
results. 


• Serious Incidents/Never Events/Patient Safety: The 
Committee received a presentation on a quality improvement 
project to examine the impact of red zimmer frames in reducing 
falls on Ward 1, which had just commenced.  The status of 
action plans for a sample of previously reported serious 
incidents was received and the Committee had been assured 
that actions were being taken as planned. 


• Integrated Performance Report: The Committee noted the 
ongoing challenges with respect to A&E performance, 
including improvements in February 2020, referral to treatment 
times and cancer services. 


• Workforce Reports: The Committee endorsed the terms of 
reference for the Workforce Committee and reviewed the 
Workforce Performance Report for quarter two in detail.  


• Mortality Trends: The Committee noted that SHMI was above 
statistical parameters, with the main issues continuing to be 
AKI and depth of coding (driven by the detail and quality of the 
underlying notes).  A Task and Finish Group was in place to 
look at coding and the North East Quality Observatory had 
been asked to do a ‘deep dive’ into cases impacting SHMI to 
identify any further necessary actions. 


• Clinical Audit: The Committee had received assurance as to 
progress against clinical audit plans and was advised of three 
areas of risk / outlier status identified from audits.  Two of those 
had already been reviewed in detail by the Clinical 
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Effectiveness Committee and the third would be reviewed in 
April. 


• NICE compliance: The Committee had been assured as to the 
position.  There were only two non-compliant guidelines 
relating to rehabilitation after critical illness where there was an 
agreed position with commissioners.  A business case for a 
modified, pilot approach, using a co-ordinator, was being 
worked on and commissioners would be asked to support that 
approach. 


• BAF: The Committee had endorsed the BAF content and risk 
scores for the objectives in its remit  


 
No questions or comments were raised.  
 


240/20 
 
(a) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


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


• A decreasing incidence of influenza nationally, with all 
indicators below baseline thresholds. 


• Successful management of suspected cases of Covid-19.  The 
Trust continued to receive suspected cases admitted to A&E / 
Assessment Pods and referred from NHS 111.  To date all 
cases had been identified as negative.  All patients were 
assessed and returned home to self-isolate pending the 
communication of results within 24 hours.  The Infection 
Control team were supporting areas receiving patients, 
continuing ongoing training in PPE including fit testing and 
ensuring updated PHE guidance was shared with relevant staff 
and teams. 


• Maternity CQC survey results, as discussed in the earlier part 
of the meeting. 


• A total of 5266 compliments had been received in Q3 2019/20.  
A chart was included in the report illustrating the number of 
compliments received per 1000 episodes. 


 
The following key issues and actions were highlighted: 


• The Trust was above thresholds for MRSA Bacteraemia and 
close to the threshold for Clostridium Difficile infections.  In 
respect of MRSA Bacteraemia, five cases had been reported 
to date and the details of each case, along with issues 
identified and actions from post infection reviews. 


• Several serious incidents had occurred during the period and 
were outlined within the report.  Each serious incident was 
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reviewed by a root-cause analysis panel and actions were 
developed to try to prevent a recurrence.  The Patient Safety 
Forum was overseeing progress with the investigations and 
delivery of required actions. 


• In respect of a serious incident reported in June 2019, a 
decision had been taken by the CCG to record it as a Never 
Event for the Trust.  The patient had presented as hypoxic and 
was inadvertently given medical air and not oxygen.  This had 
been attached to the ambulance service.  Root cause analysis 
meetings were undertaken by both CDDFT and North East 
Ambulance Service. 


• The Trust had received a Regulation 28 letter from HM 
Coroner, in respect of a review which had concluded that 
existing patient record systems failed to ensure that important 
and urgent information was brought, in a timely way, to the 
attention of those who need it and that vulnerable patients 
were obliged to share walking aids on hospital wards.  A full 
response would be completed by the Trust following an in-
depth review. 


 
Questions and comments were invited. 
 
Mr Bretherick commented on the ongoing staff vacancies in respect of 
the Lead Infection Control Nurse and Microbiologist, asking whether 
the vacancies had impacted upon the HCAI position.  He also noted 
that there had been some reported issues in an area where a manager 
had been on long term sick.  Mr Scanlon advised that the discussion 
at IQAC around sickness of managers had been in relation to 
resilience and monitoring of sickness. Mr Bretherick shared his view 
that a system of having a reserve manager in place or a reappointment 
of responsibilities to share the load would be beneficial.  Mr Scanlon 
advised that both points were being looked at. 
 
The Trust Board RECEIVED and NOTED the report from the 
Executive Director of Nursing. 


241/20 
 
 
 
 
 
 
 


Medical Management and Mortality  
 
Mr Scanlon spoke on behalf of Mr Cundall, advising that there were 
no items to escalate from the Medical Directorate. 
 
Trust Board Members NOTED the update on behalf of the Medical 
Director. 
 


 
 
 
 
 


 
 


Compliance and Performance Management 
 


 


242/20 
 
 
 
 


Integrated Quality and Performance Report 
 
Integrated Quality and Performance 
Ms Langrick introduced the Integrated Quality and Performance 
Report, which was for the purpose of informing the Board of 
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performance across key indicators mainly covering the months of 
December or January.  The key issues were as follows: 


• The Trust remained ahead of the NHSI Finance Plan.  Cost 
improvement savings were also in line with the plan. 


• All other access standards were behind plan, including 
Diagnostics due to pressures in Endoscopy.  There continued 
to be increased efforts placed on delivery of key actions 
contained within the UEC summit action plan and improvement 
was expected in cancer 62 days due to the securing of external 
pathology reporting capacity.  Spotlight reports were provided 
for; A&E 4 hour standard; RTT and Patient Waiting List; 
Cancer and HSMR and SHMI. 


• The counting methodology anomaly which Board members 
had been briefed on many times, involving pre-planned 
patients calling 111 and presenting in ED, had now been 
resolved and the Trust was legitimately allowed to account for 
the activity which was beginning to make an impact on 
performance. 


 
Ms Langrick advised that the February position was starting to look 
better than January and some OPEL 1 positions were being seen. 
 
Ms Langrick advised Board members that the trust had unfortunately 
experienced its first 12-hour trolley breach in four years.  Ms Langrick 
expressed her disappointment on behalf of the Trust and for the 
patient and staff who were doing all they could to avoid the breach.   
Many actions were already in train to avoid any further occurrences 
and included the Same Day Emergency Care Business Case.     
 
Mr Forster-Jones commented on news coverage in respect of ED, 
which suggested that the most serious patients were being kept 
waiting for many hours across Trusts. He asked if it was possible for 
the Trust to illustrate or evidence the way that the grading of the 
waiting list was prioritised.  Ms Langrick advised that it was possible 
to describe a patient’s pathway and highlight the points at where 
patients streamed to other services or where redirected.  She advised 
that the more serious patients were always on a bespoke pathway.  
Ms Langrick undertook to review the request and determine what 
could be provided to evidence the fact.   
 
Mr Gerry enquired with respect to future planning and activity phasing 
based on historic activity; asking how the numbers played into 
planning for the subsequent year and what the latest assumption was 
in relation to activity and actuals versus the plan.  Ms Langrick advised 
that the Local Area Delivery Board had been reporting a picture of 
demand and capacity across the region.  A business case had been 
presented in September on the basis of a scenario asking the question 
of what would be required to be put into place across the board to 
continue to meet the demand should the current levels of demand 
continue in the future.  A meeting of the System Assurance Group 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


CL 
(April 
20) 


 
 
 
 
 
 
 
 
 
 
 







Draft Trust Board Minutes (Part 1: Open): 26 February 2020                                                   Page 14 of 19 


(SAG) was planned for the following day to review scenario with 
partners.  This would then link to the planning round, which had been 
progressively developed each year to become more sophisticated.  
The possibility of calculating activity to meet demand versus workforce 
versus money to develop a more joined up plan which matched the 
trajectory would be developed as a scenario two, with a plan to submit 
to NHSI/E and will also be part of discussion at SAG tomorrow.  It was 
expected that judgements and compromises would need to be made 
at that point, which would play in constraints and provide a level of 
transparency to set out clearly what could be delivered based on the 
workforce and financial resource available.  Ms Jacques added that 
there was lots of challenge both internally and externally and moving 
things further would be system owned; scenario two would cover all 
the minimum requirements and there would be significant opportunity 
to critique and discuss the plan. 
 
Mr Crosland was pleased to note that there would be transparency in 
planning as a system and linking performance to resource.  Ms 
Jacques advised that in the previous year, a system wide response 
was agreed; however, for the year ahead, the system was in a better 
position to factor in the work done for the LADB. 
 
In relation to the RTT position, Ms Langrick advised that there had 
been no improvement.  The Board were well rehearsed in the various 
factors that had impacted the position; however, there were further 
constraints in relation to the pressures discussed.   Ms Langrick 
reported that a question had been asked at the IQAC meeting in 
relation to cancelled operations not reappointed within 28 days. The 
Trust’s position was nine people which put it at the highest level it have 
been at all year.  To assist in alleviating this position, the Trust had 
received funding from NHSI/E to send patients to the private sector 
where necessary, targeting longer waiting patients.  In terms of 
planning for 2021, scenario two as discussed would get the Trust to a 
92% position which would also address cancer targets. 
 
Ms Langrick handed over to colleagues; Mr Scanlon; Mr Brown and 
Ms Smith to provide an update on other aspects of the report. 
 
Mr Scanlon provided an update on the nursing workforce section of 
the report.  The recruitment team had recently returned from India and 
it was anticipated that two intakes of 15 nursing recruits would be 
brought on board during April and May 2020. 
 
Mr Gerry commented that the report had appeared repetitive for the 
last 12 to 18 months, in terms of wards in UHND experiencing staffing 
difficulties; however, the latest report appeared to show a different 
picture.  Mr Scanlon advised that there was a somewhat variable 
picture in respect of Orthopaedics and some other specialties which 
were historically difficult to recruit to, and an improvement had been 
seen in some areas.  A bespoke approach was taken as necessary.    
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Mr Crosland commented on the measure put in place to address staff 
shortages in the Trust’s operating theatres; the 25% uplift to pay for a 
period of time.  He asked whether the measure could result in staff 
leaving the trust after a period of time.  Mr Scanlon advised that the 
bank rates increase had been approved and should it improve the 
uptake to the bank, it could address some of the other issues; 
however, in terms of morale, there was a risk that other staff would be 
impacted negatively.  The measure was a time limited intervention to 
attempt to restore the position and would be evaluated accordingly.  
Ms Jacques added that differential rates were being paid by other 
Trusts and the private sector for theatre staff and the Trust was not an 
outlier in that respect. 
 
The Chairman commented on the seven delayed delivery inductions 
at DMH reported; asking whether there was a risk to mothers and 
babies.  Mr Scanlon assured Board members that the Trust would not 
allow such a risk and the delayed inductions were part of contingency 
plans in place to manage throughput and maintain safety.   
 
Mr Forster-Jones asked for an update on the Trust’s retention rate in 
relation to its Italian nurses.  Mr Scanlon advised that the retention rate 
had reduced somewhat due to the changes related to nurses’ ability 
to complete the English language test, rather than as a result of Brexit.   
 
Moving on to financial performance, Mr Brown advised that the trust 
was £106k ahead of the plan for the year to date and the full position 
had been reviewed by the Finance Committee.  Cost reduction plans 
of £16.2m had been delivered year to date, which had resulted in 
£18.45m removed from budgets over the entirety of the year.  The 
agency position continued to remain below the cap and cash remained 
ahead of the level planned which was predominantly driven by the 
capital programme being behind plan.  Significant expenditure on 
capital was due to come through in the remaining months of the year, 
which was aligned with the plan. 
 
Mr Forster-Jones updated colleagues on the position regarding 
historic debt from South Tees NHS Foundation Trust.  Despite the best 
efforts of Trust staff to reduce the amount of debt, it remained static at 
£4.5m. 
 
Mr Gerry commented on the Statistical Process Control (SPC) charts 
for RN and HCA vacancies, asking whether the position was a 
reflection of reality.  Ms Jacques advised that the charts were not 
changed due to one off improvements and the position would work 
through to the charts eventually.   
 
The Trust Board NOTED the contents of the Integrated Performance 
Report. 
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243/20 
 
a) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Workforce Reports 
 
Workforce and OD Reports 
 
Ms Smith introduced the Workforce and OD Report, which was 
provided for the purpose of highlighting workforce activity across the 
Trust and to provide further detail behind the KPIs reported via the 
Integrated Operational Performance Report. 
 
The following positive matters were noted: 


• The Trust had been successful in recruiting to substantive 
Consultant and senior medical staff positions in: Emergency 
Medicine, Elderly Care, Rheumatology, Dermatology and 
Radiology. 


• Overall compliance in respect of Core Essential Training for 
quarter three stood at 93%; an increase on the 89.7% reported 
at the end of quarter two. 


• The Role Specific Training completion rate for the Trust was 
80.13% at the end of the quarter; an increase on the 77.75% 
reported at the end of the previous quarter. 


 
Key issues and actions were noted as follows: 


• The appraisal completion rate for the Trust had decreased 
from 75% to 71% in the quarter. 


• Data Security and Protection was the area of lowest 
compliance at 75.89%.  This had been escalated formally 
through the Executive and Clinical Leaders Group and internal 
feedback had indicated difficulty using the e-learning only 
approach to the training.  The policy lead had agreed a strategy 
with the Senior Information Risk Owner to facilitate locally 
managed face to face sessions to improve the rate of 
compliance for quarter four. 


• The Trust sickness absence rate was above target at 5.77%.  
The HR management team continued to undertake detailed 
reviews of absence patterns and hotspots to ensure 
compliance with policy. 


 
Comments and questions were invited. 
 
Mr Forster-Jones asked whether the Trust could do more to publicise 
the availability of apprenticeships to local people.  Ms Smith agreed 
that there was always opportunity to do more; however, there was 
already significant work ongoing in the area.  Mr Scanlon added that 
the Trust carried out significant work to market Durham and Darlington 
as a great place to work, with universities, colleges and other groups.  
The Trust was always looking to expand opportunities, such as that of 
the cadet model which was being explored. 
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Ms Smith advised that another key area of work was focussed on 
building better relationships with Teesside Enterprise Partnerships; 
the body crafting the local skills plan for the locality. 
 
The Chairman advised that he had recently been contacted by the 
former chair of South Tees NHS Foundation Trust who had indicated 
a desire to work with the Trust on engaging the youth of Bishop 
Auckland.  Additionally, the Chairman noted that there had been a 
number of changes in staffing and in the focus of the Health and Social 
Care department, at Teesside University and enquired whether the 
Trust had maintained sufficient links.  Mr Scanlon advised that the new 
Dean had been in post for around five months.  Mr Scanlon had met 
with the Dean and a good dialogue had been held around 
collaboration. A further, follow up meeting would be arranged. 
 
In respect of apprenticeships, Mr Bretherick noted that the programme 
had evolved significantly in recent years and was not solely for young 
people.  He suggested that the Trust could consider what strategies 
the Trust’s subsidiary and PFI providers employed to attract young 
people.  Ms McCree advised that the region was well known for having 
the best apprenticeship programme in Estates, which was hosted by 
South Tees NHS FT. 
 
The Chairman advised colleagues that he and Mr Scanlon had 
attended the Trust’s apprenticeship awards in the previous week, and 
it had been impressive to see the contribution the apprentices were 
making. 
 
Ms Jacques asked whether the Trust had retained the full amount of 
apprenticeship levy in the year.  Ms Smith was under the impression 
the Trust had maintained the full amount of levy; however, she agreed 
to check and confirm.    
 
Ms Smith highlighted a further positive development; the Trust’s 
success in moving towards a resolution procedure from a traditional 
grievance procedure.  This was starting to be clearly evidenced by the 
reduction of the number of grievances and the increase in mediation 
cases.  The focus was on what, rather than who was responsible for 
the issue. 
 
Mr Gerry enquired with respect to SPC charts and absence rates, 
asking what the driver of the step change in the mean in May 2019 
had been.  Ms Smith advised that absence recording in ESR became 
the norm at that point and historically the Trust could not be assured 
that it was capturing the absences in a consistent way. 
 
Mr Crosland was particularly encouraged to read the reference to the 
health and wellbeing portfolio available to staff.  The question for Mr 
Crosland was whether the Executive were comfortable that the 
amount of resource dedicated was at the right level, given the size of 
the problem so that the Trust became proactive rather reactive in this 
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b) 


area.  Ms Smith advised that several groups were looking at the issue 
and the newly appointed Occupational Health Consultant would also 
be engaged in the work, on taking up her post.  Mental health first 
aiders were also being trained across the Trust. 
 
Staff Matter Update 
In respect of the Staff Matter update, Ms Smith advised that an 
informed discussion had been held at the Strategic Change Board 
meeting where the report was presented.  The discussion had 
focussed on how the reporting of assessment could be improved.  It 
was worthy of recognition in Ms Smith’s view, that over the three years 
the strategy had been in place, other reporting had changed 
significantly.  Ms Smith highlighted the three amber actions of; core 
essential training; ESR and e-rostering system and job planning. 
 
Following the discussion referred to, Ms Smith advised that going 
forward an alternative approach to evaluation would be trialled.   
 
The Trust Board RECEIVED the Workforce and OD Report and Staff 
Matter Quarter Three update. 
 


Other Business 
 


 


179/20 Register of Sealings 
 
Mr Edge presented the report, which was for the purpose of updating 
the Trust Board as to the entries made in the Register of Sealings 
during the period 1st October 2019 to 31st December 2019. 
 
The Trust Board RECEIVED and NOTED the entries made in the 
Register of Sealings for the period. 
 


 


180/20 Non-Executive Directors’ Training Register 
 
Mr Edge presented the report, the purpose of which was to update the 
Trust Board on the training and development activities undertaken by 
Non-Executive Directors for the period.   
 
Board members were asked to note the information provided and 
advise whether any further training or development had been carried 
out which required capturing within the report.   
 
Mr Edge advised that the Trust Board seminar held in January would 
be added to the log as risk management and Freedom to Speak Up 
training had been delivered at the meeting. 
 
The Trust Board RECEIVED and NOTED the Non-Executive 
Directors’ Training Register. 
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183/20 Other Business 
 
The Chairman provided the opportunity for other items of business to 
be raised.  No other items of business were raised. 
 
The Chairman provided the opportunity for the member of the public 
to ask any questions.  No questions were asked.   


 
 
 


 


184/20 Motion to Exclude Press & Public 
 
The Chairman moved the following motion. 
 
“That representatives of the press and other members of the public be 
excluded from the remainder of this meeting having regard to the 
confidential nature of the business to be transacted, publicity on which 
would be prejudicial to the public interest.” 
 
There were no objections to this motion. 
 


 


185/20 Close and Announcement of Next Public Meeting 
 
There being no further business, the Chairman announced the date of 
the next meeting, as noted below and declared the meeting closed at 
12:20hrs. 
 
Open Trust Board Meeting 
Date: Wednesday 29th April 2020 
Time: 09:00hrs 
Venue: Seminar Rooms 5,6 & 7 Prospect House, Durham 
 


 


 
 
 
 
 
Chair – Prof Paul Keane OBE ……………………………. 
 
Date:  …………………………………………………..  2020 
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Newborn Infant Physical 
Examination (NIPE) Hip Audit 
Report  
 
Auditor: Joanne Priestley, Deputy Antenatal and Newborn Screening midwife 
with Support following audit from Sheila Reed Specialist Midwife Antenatal and 
Newborn Screening  
 
Report written by: Sheila Reed and Joanne Priestley 
 
Date: 28/2/2020  
1/5/2020 amendments following Family Health Governance meeting 
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Executive Summary  
 
This Audit Report contains the findings from the NIPE Regional Hip Audit undertaken by CDDFT under 
the auspices of NHS England, NHS Improvement (North East and Yorkshire) and Public Health 
England (PHE) to detect the occurrence of non-adherence to the NIPE Hip Screening Pathway as per 
national guidance.  Failure to follow the correct pathways for identifying and investigating hip 
abnormalities or risk factors in the newborn has the potential for life-changing implications for babies, 
and would leave CDDFT vulnerable to reputational damage and legal proceedings, with the associated 
financial implications.  
 
A variety of IT systems were accessed to identify babies born during the audit period of 01 04 18 –  
31 03 18: 


• those with risk factors +/- positive screen findings,  
• those who had been referred in line with the current national pathway 
• those that had been either not identified correctly or not referred appropriately. 


 
A cohort of 46 babies was identified who had not been correctly recognised and referred, including 2 
babies who had not followed the correct pathway after failing to attend their appointment.  The majority 
of these babies had been examined by Junior Paediatric Doctors and were breech presentation, either 
at delivery or after 36 completed weeks’ gestation. 
 
The parents/carers of all 46 babies were contacted by telephone and/or letter following a PHE agreed 
format and invited to attend for further investigation in the form of either hip ultrasound or pelvic X-ray, 
depending on the age of the child.  Eight babies have been removed from the figures as detailed in 
Recall of babies’ section on page 13, leaving a total of 38 babies for follow up. Of the 27 babies who 
have attended for further investigation, no evidence of Developmental Dysplasia of the Hip has been 
identified.   The parents/carers of the remaining 11 babies have either declined to bring their child for 
assessment or have not responded to numerous attempts to contact. These babies were returned to 
the care of their GP with a request to re-refer if clinically necessary. 
 
The findings clearly demonstrate that in the absence of a Failsafe Officer there are insufficient checks 
in place across the antenatal and newborn periods to ensure babies enter and complete the correct 
pathway in line with national guidance.  There is insufficient training and support for newly appointed 
Junior Paediatric Doctors, and the current ratio of NIPE carried out by Paediatric Doctors and Midwives 
at CDDFT does not reflect the national trend. 
 
Looking ahead, implementation of the following recommendations will ensure a more robust pathway 
is available for NIPE Practitioners, who are trained appropriately, to maintain their competence, with 
support available Trust-wide: 
 
• Appointment of an Antenatal and Newborn Failsafe Officer;  
• Full review of the NIPE SOP/Pathways  
• Identify a NIPE Clinical Lead  
• Identify a NIPE Lead Midwife  
• Clear and equitable pathway for education, training and maintenance of competence for 


Paediatricians and Midwives.   
• Relevant obstetric and family history to be obtained 
• Continuous rolling audit of the NIPE pathways 


 
 
 


NIPE Regional Hip Audit  
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It should be noted that the audit clearly identified a similar picture for all Trusts who took part in the 
audit; the overall picture in CDDFT is no worse than any other Trust in the region, however the detail 
of the risks may differ in other Trusts.  CDDFT were commended by PHE on the diligence of their audit 
and comprehensive findings. 


 
Some information in this report such as purpose and objectives have been taken from the regional 
report provided by NHS improvement, however some recommendations have been individualised to 
CDDFT.  
 
Background 


A regional audit has been completed to retrospectively review Developmental Dysplasia of the Hip 
(DDH) screening in response to a serious incident in a Trust within the North East region. The incident 
involved a baby who presented with DDH; the practitioner who performed the Newborn Infant Physical 
Examination (NIPE) routinely carried out within 72 hours of birth had failed to correctly identify the risk 
factors for DDH which were noted to be present in retrospective specialist review of the case. This 
meant the baby was not referred for hip ultrasound within six weeks as per national DDH guidelines. 
The delay in treatment may have a dire or potentially lifelong impact for this child.  


Due to the serious consequences of this missed diagnosis, and the fact that there were risk factors 
evident in this case, an audit of local cases over an 18month period was performed by the Trust.  The 
findings indicated there were several similar cases where risk factors for DDH had been present but 
not acted upon in accordance with national guidelines. A recommendation for wider review was made 
due to the potential risk of a more widespread problem associated with DDH screening at birth.  


NHS England and NHS Improvement (North East and Yorkshire) and Public Health England (PHE), 
Screening Quality Assurance Service (North)(SQAS) were concerned that similar situations may have 
occurred within Trusts across the North East.  In order to assess the likelihood of this, a regional audit 
was commissioned at the same time a root cause analysis (RCA) was performed. Expert consultation 
was sought in the development of the audit parameters from SQAS, the National NIPE programme 
team and clinical experts. The audit was performed in all Trusts in the Cumbria and North East Region.  
Funding was provided by NHS Improvement for a single band 6 WTE midwife over a 1-month period 
to perform the audit. NHS Improvement also provided the template and direction for the audit to ensure 
consistency across the region. However, differences in Trust monitoring and storage systems resulted 
in some unavoidable variation.  


Purpose and objectives 


To review DDH screening practice across the North East and assess adherence to NIPE Hip Screening 
pathway as per national guidance.  


The audit objectives were to  


· review the effectiveness of DDH screening in the newborn; specifically the correct identification of 
risk factors with or without positive examination   


· identify babies for whom the pathway had not been followed and ensure an appropriate course of 
action initiated  


· identify issues or barriers that may contribute to the pathway not being followed appropriately to 
inform the RCA  
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Findings & recommendations 


• 46 babies at CDDFT identified who had risk factors +/- a positive screen who had not been identified 
and referral not sent  


 
• Babies who were “breech at or after 36 weeks” were not reliably identified 


 
• Hip risk factors were not correctly identified at the time of the examination from the obstetric history  
 
• No Failsafe Officer or NIPE Lead with dedicated time for this role, currently in place to monitor 


process and provide assurance that pathway is robust 
 
• There are vast differences in training and maintenance of competence for staff performing the NIPE   
 
• First degree family history of hip problems in early life is not accurately identified or recorded   
 
• There are insufficient checks in place across the antenatal and newborn periods to 


o Ensure babies that require hip ultrasound for positive screen and/or risk factors 
have been identified at NIPE 


o Ensure referral has been completed and sent  
o Ensure an appointment has been made,  
o Check attendance at hip scan appointment  
o Check outcome is recorded on SMART 4 NIPE 


                         (All of these could be mitigated with the appointment of a Failsafe Officer). 
 


• There are no national recommendations for the referral of clicky hips, leading to variable local 
pathways  


 
• Some babies who were not brought to their appointment were not followed up in line with local 


policies. 
 
All Trusts involved in the audit have been advised to develop pathway amendments to ensure that all 
eligible babies receive an ultrasound scan, in accordance with the guidance in the national NIPE 
Service Specification, National Standards and NIPE Programme Handbook.   
 
When considering the findings of the audit both regionally and within CDDFT, the following is 
recommended: 


 
• Appointment of an Antenatal and Newborn Failsafe Officer;  
• Full review of the NIPE SOP/Pathways  
• Identify a NIPE Clinical Lead with time allocated to this 
• Identify a NIPE Lead Midwife with time allocated to this  
• Clear and equitable pathway for education, training and maintenance of competence for 


Paediatricians and Midwives.   
• Relevant obstetric and family history to be obtained 
• Continuous rolling audit of the NIPE pathways 


 
Conclusion 
 
It is clear from the audit and incidental findings that there are several areas in the NIPE pathway which 
require review and improvement. There are national guidelines and standards to follow to ensure a 
robust pathway for the NIPE with some mandated criteria which CDDFT are currently not fully compliant  
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with.  The pathways are currently not robust and there is the potential for identifiable conditions to be 
missed, which could have life-changing implications for babies and would leave CDDFT vulnerable to 
reputational damage and legal proceedings, with the associated financial implications.  
 
It should be noted that the audit clearly identified a similar picture for all Trusts who took part in the 
audit; the overall picture in CDDFT is no worse than any other Trust in the region, however the detail 
of the risks may differ in other Trusts.  CDDFT were commended by PHE on the diligence of their audit 
and comprehensive findings. 
 
An action plan has been created and is being monitored quarterly via the Family Health Governance 
meeting.   


End of Executive summary  


 


Addendum (added 30/7/2020) 
 


This report has been shared widely within Family Health with presentation and discussion at the Joint 
Obstetric and Paediatric SAGE meeting on 24th January 2020.  
 
Following discussion at CDDFT Screening Programme Board meeting on 17 July 2020, it was decided 
that, for those babies who have been identified during the audit but have not been brought for hip x-
ray, contact should be made by Health Visitor or GP to ensure child is walking with no concerns; this 
will provide reassurance that no further action is necessary at this point.  The Screening Programme 
Board meeting is attended by members of the Public Health England Regional Quality Assurance Team 
and the NHS England Screening and Immunisation Team who endorsed this action. 


 
An action plan has been created and is being monitored quarterly via the Family Health Governance 
meeting.   
 
11/08/2020 see table below for summary of follow up: 
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Summary of Outcomes 
 
 


 
 


 


 


 


 


 


 


 


Total babies = 46 Number 
of 


babies 


Comments No of babies 
who still 


need x-ray 
Under six months – scanned organised  2 Scans NAD 44 
Wrongly recorded as breech in Viewpoint 2  42 
Parents declined X-ray 2  40 
Scanned elsewhere in correct timeframe 2 Scans NAD 38 
Successful contact by telephone made  27 11 unable to contact  38 
Babies brought for X-ray after contact 20 All x-rays NAD 18 
Appointment for X-ray made but baby was not 
brought (WNB) (x 3 appointments)  


1 Letter to GP   


Babies not brought after initial telephone contact, 
therefore further search and letter sent to parents  


6 Letter to GP   


Unable to contact by phone - letter to parents with 
apology and details of how to make appointment. 


11 Letter to GP  


Babies brought for X-ray following initial apology 
letter  


7 6 babies X-ray NAD,  1 
baby needed repeat due 
to quality of X-ray this has 
been done and was NAD  


11 


Babies brought following 2nd letter or letter to GP  5 All X-rays NAD  6 


Parents we have been unable to contact at all 
despite several attempts by telephone and by 2 
separate letters.   


4 Letter to GP   


Outstanding Babies - to be followed up by Health 
Visitor welfare check as suggested by PHE and 
NHS England 17th July 2020 – note this figure 
includes the baby who WNB to 3 separate 
appointments 


6 HOM arranging with HV 
manager for this to take 
place.  


6 
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Background information relating to the Newborn Infant Physical 
Examination Pathway and the audit findings in detail 


NIPE - top to toe examination of a baby which should take place before the baby is 72 hours old and 
has 4 screening elements:  


• Eyes  
• Hearts 
• Hips  
• Testes in boys   


National Standards 


Developmental Dysplasia of the Hips, (DDH) is a congenital condition where the hip joint does not form 
properly, and the femur can easily dislocate as the socket of the hip is too shallow.   


• DDH can affect one or both hips 
• is more common in girls  
• affects around 1-2 per 1000 babies born 


Early diagnosis and treatment have been demonstrated to be effective for most children who will 
develop normally and have full range of movement in their hips.   


Without diagnosis and treatment there is a risk of developing problems later in life such as:  


• walking with a limp 
• hip pain – especially during the teenage years  
• painful and stiff joints (osteoarthritis) 


National Screening Referral Criteria
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First degree family history of hip problems in early life. This includes babies with parents or siblings 
who have had a hip problem that started as a baby or young child that needed treatment with a splint, 
harness or operation. 


Breech presentation at or after 36 completed weeks of pregnancy, irrespective of presentation at 
birth or mode of delivery, including breech babies who have had a successful external cephalic version 
(ECV). 


Breech presentation at birth after 28 completed week’s gestation 


Multiple pregnancy: where any of the NIPE hip risk factors are present, all babies from that pregnancy 
should receive a hip ultrasound. 


Clicky Hips – local pathway is for babies to be referred for ultrasound scan within 6 weeks 


 
Standards  
 
NIPE-S03: diagnosis/intervention: timeliness of intervention for developmental dysplasia of the 
hip (DDH) 
The proportion of babies who have a positive screening test on newborn physical examination and 
undergo assessment by specialist hip ultrasound within 2 weeks of age 
 
NIPE-S04: diagnosis/intervention: timeliness of intervention for DDH risk factors 
The proportion of babies who have a negative screening test on newborn physical examination but 
have identified risk factors and undergo assessment by specialist hip ultrasound within 6 weeks of age. 
 
Source: 
Public Health England: Guidance Newborn and infant physical examination screening 
programme handbook. April 2018.  
Available from: https://www.gov.uk/government/publications/newborn-and-infant-physical-
examination-programme-handbook/newborn-and-infant-physical-examination-screening-programme-
handbook 
(Accessed 13.03.2019) 
 


Diagnosis  


Diagnosis is by ultrasound scan at 2 weeks of age for a screen positive +/- risk factors at Newborn 
Infant Physical Examination (NIPE) or by 6 weeks of age if risk factors identified with a negative screen. 


Treatment 


Treatment is usually with a Pavlik harness which is a fabric splint used to secure both of baby’s hips in 
a stable position, which allows them to develop normally.  The Pavlik harness needs to be worn for 
several weeks and can be adjusted as needed.   


If DDH is diagnosed after 6 months of age or the Pavlik harness has not worked, surgery may be 
necessary.  DDH cannot be screened for after 6 months of age by ultrasound scan therefore a hip x-
ray is necessary at this point.  



https://www.gov.uk/government/publications/newborn-and-infant-physical-examination-programme-handbook/newborn-and-infant-physical-examination-screening-programme-handbook

https://www.gov.uk/government/publications/newborn-and-infant-physical-examination-programme-handbook/newborn-and-infant-physical-examination-screening-programme-handbook

https://www.gov.uk/government/publications/newborn-and-infant-physical-examination-programme-handbook/newborn-and-infant-physical-examination-screening-programme-handbook
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Some children may also require bone surgery (osteotomy) during an open reduction, or later to correct 
any bone deformities. 


 


Pavlik Harness 


Audit 


Babies born between 1
st
 April 2018 and 31


st
 March 2019 were audited.  The findings of the audit were 


scheduled to be shared with the SQAS by 31st August 2019.  
 
A pathway and decision tree with agreed actions was provided by NHS England. Reference codes 
were attached to actions in the decision tree which were assigned to babies who fell into each criterion.   
 
G:\Maternity\Shared\ANNB Screening\Screening\Audit\NIPE Hip Audit\FINAL - NIPE Audit pathway 
(V13).docx 


 
Letter templates were provided by NHS England for making contact with parents of babies identified 
for recall, as well as for communicating with GPs and Health Visitors. 
 
G:\Maternity\Shared\ANNB Screening\Screening\Audit\NIPE Hip Audit\Letter Templates\Letter 
A.docx 
 
G:\Maternity\Shared\ANNB Screening\Screening\Audit\NIPE Hip Audit\Letter Templates\Letter 
B.docx 
 
G:\Maternity\Shared\ANNB Screening\Screening\Audit\NIPE Hip Audit\Letter Templates\Letter 
E.docx 
 
G:\Maternity\Shared\ANNB Screening\Screening\Audit\NIPE Hip Audit\Letter Templates\Letter 
F.docx 


 
G:\Maternity\Shared\ANNB Screening\Screening\Audit\NIPE Hip Audit\Letter Templates\Letter 
K.docx 
 
G:\Maternity\Shared\ANNB Screening\Screening\Audit\NIPE Hip Audit\Letter Templates\Letter 
L.docx 
 
G:\Maternity\Shared\ANNB Screening\Screening\Audit\NIPE Hip Audit\Letter Templates\Letter 
M.docx 


 
G:\Maternity\Shared\ANNB Screening\Screening\Audit\NIPE Hip Audit\Letter Templates\Letter 
N.docx 
 



file://isilon/data/Maternity/Shared/ANNB%20Screening/Screening/Audit/NIPE%20Hip%20Audit/FINAL%20-%20NIPE%20Audit%20pathway%20(V13).docx

file://isilon/data/Maternity/Shared/ANNB%20Screening/Screening/Audit/NIPE%20Hip%20Audit/FINAL%20-%20NIPE%20Audit%20pathway%20(V13).docx

file://isilon/data/Maternity/Shared/ANNB%20Screening/Screening/Audit/NIPE%20Hip%20Audit/Letter%20Templates/Letter%20A.docx

file://isilon/data/Maternity/Shared/ANNB%20Screening/Screening/Audit/NIPE%20Hip%20Audit/Letter%20Templates/Letter%20A.docx

file://isilon/data/Maternity/Shared/ANNB%20Screening/Screening/Audit/NIPE%20Hip%20Audit/Letter%20Templates/Letter%20B.docx

file://isilon/data/Maternity/Shared/ANNB%20Screening/Screening/Audit/NIPE%20Hip%20Audit/Letter%20Templates/Letter%20B.docx

file://isilon/data/Maternity/Shared/ANNB%20Screening/Screening/Audit/NIPE%20Hip%20Audit/Letter%20Templates/Letter%20E.docx

file://isilon/data/Maternity/Shared/ANNB%20Screening/Screening/Audit/NIPE%20Hip%20Audit/Letter%20Templates/Letter%20E.docx

file://isilon/data/Maternity/Shared/ANNB%20Screening/Screening/Audit/NIPE%20Hip%20Audit/Letter%20Templates/Letter%20F.docx

file://isilon/data/Maternity/Shared/ANNB%20Screening/Screening/Audit/NIPE%20Hip%20Audit/Letter%20Templates/Letter%20F.docx

file://isilon/data/Maternity/Shared/ANNB%20Screening/Screening/Audit/NIPE%20Hip%20Audit/Letter%20Templates/Letter%20K.docx

file://isilon/data/Maternity/Shared/ANNB%20Screening/Screening/Audit/NIPE%20Hip%20Audit/Letter%20Templates/Letter%20K.docx

file://isilon/data/Maternity/Shared/ANNB%20Screening/Screening/Audit/NIPE%20Hip%20Audit/Letter%20Templates/Letter%20L.docx

file://isilon/data/Maternity/Shared/ANNB%20Screening/Screening/Audit/NIPE%20Hip%20Audit/Letter%20Templates/Letter%20L.docx

file://isilon/data/Maternity/Shared/ANNB%20Screening/Screening/Audit/NIPE%20Hip%20Audit/Letter%20Templates/Letter%20M.docx

file://isilon/data/Maternity/Shared/ANNB%20Screening/Screening/Audit/NIPE%20Hip%20Audit/Letter%20Templates/Letter%20M.docx

file://isilon/data/Maternity/Shared/ANNB%20Screening/Screening/Audit/NIPE%20Hip%20Audit/Letter%20Templates/Letter%20N.docx

file://isilon/data/Maternity/Shared/ANNB%20Screening/Screening/Audit/NIPE%20Hip%20Audit/Letter%20Templates/Letter%20N.docx
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Information gathered 
 
Several Trust information systems were searched and results crosschecked against each other.  This 
was necessary as there is no single IT system where information is stored within the Trust. 
  
 
NIPE SMART 
 
The nationally mandated NIPE SMART system which was used at that time to record the NIPE was 
searched to identify all babies born within the audit period.  Records were examined to identify babies 
who had risk factors +/- abnormalities identified and  
 
 Had been correctly identified, referral completed and who had attended a scan appointment  
 Had been correctly identified but referral not completed and did not have scan appointment 


arranged 
 Had not been correctly identified, referral not completed, and scan appointment not arranged  
 Had not been correctly identified but baby had been referred and baby had attended scan 


appointment 
 Did not have risk factors identified or abnormalities but had been referred by another pathway 


and had attended scan appointment 
 
Babies who had not had NIPE completed were extracted and if risk factors were identified iSOFT 
records were searched to determine if an ultrasound scan had been performed for any reason. 
 
 
CSC (maternity information storage system) 
 
The maternity system CSC was interrogated to obtain figures for babies who were breech at delivery, 
including twins (one or both babies).  Results were cross referenced with NIPE Smart to ensure risk 
factor had been correctly identified and a referral sent.  The CSC system was also used to obtain 
information regarding women where risk factors for DDH (e.g. family history) were identified at the 
booking appointment.  
 
 
Viewpoint (ultrasound data storage system) 
 
Figures were obtained from Viewpoint for babies presenting as breech at 36/40 or later, using the 
period 18 02 18 – 31 03 19 to encompass those babies born within the audit period but who may have 
been breech prior to 01 04 18. 
 
Duplicates were eliminated (multiple scans of the same baby) and mother’s record accessed on CSC 
to determine baby’s date of birth; those babies born outside of the audit period were removed.  The 
remaining babies were cross checked against babies born breech to eliminate duplicates.  
 
Records were checked for women referred for breech position on palpation after 36 weeks, where the 
presentation of baby was subsequently confirmed as cephalic on ultrasound scan.  
  
Babies identified on NIPE Smart as being breech were cross checked against the final Viewpoint list 
of breech babies to ensure all babies had been captured. 
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Data Discrepancies and exclusions  


The figures from CSC regarding family history were checked against figures from NIPE SMART where 
family history had been recorded as a risk factor. There were huge discrepancies in these figures, it 
was evident that the CSC figures were unreliable and were consequently discarded.  


Discrepancies seen between figures; i.e. more breech babies identified on ultrasound than had been 
referred at NIPE. 


Cohort 


Once all the above had taken place a final list of babies was generated who were at risk and born 
between 01/04/18 – 31/03/19 which included: 


• breech presentation on ultrasound scan at 36/40 or more 
• any breech delivery including those born at <36/40 (including LSCS) 
• babies with family history identified at NIPE 
• screen positive babies  
• babies referred for hip scan with or without abnormality/risk factor 


 
This list of babies was cross checked against NIPE Smart and iSOFT (results system) to determine 
whether abnormality and or risk factors were correctly identified at NIPE, referral sent, appointment 
made, appointment attended and outcome of appointment.  Also considered were babies who were 
correctly identified and referred but not brought for appointment; in these cases evidence was sought 
that the Did Not Attend process was correctly followed.  


Finally, it was ascertained whether outcome of appointment was entered on NIPE Smart system as per 
national guidance. 


Results  
 
During the audit period  
 


o 4662 babies were born 4646 of these had the NIPE examination performed and 
correctly entered into the NIPE SMART system,  


 
o 11 had NIPE performed but not recorded on the SMART system, paper records were 


used for these.   
 


o 5 babies had no evidence of NIPE examination being completed, on further 
investigation these babies had been transferred elsewhere before examination was 
carried out, e.g. to tertiary unit for medical reasons, all these babies had an examination 
completed elsewhere.  (see fig 1) 
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Fig 1 


 
 


Risk factors (RF) and referrals  


The final cohort was made up of 336 babies; 
 


• Of these 336, risk factors were correctly identified, referrals sent, and 
ultrasound scan completed for 242 (72%) babies 
 


• 18 (5%), babies had a positive screen for DDH and were referred appropriately 
 


• One baby had a positive screen and was not referred 
 


• 9 babies had risk factors identified but not referred  
 


• 46 babies with risk factors were not identified or referred  
 


• 8 babies were referred by another method e.g. GP at 6-8 week examination  
 


• 12 babies were referred for the wrong reason but did need a scan (fig 2) 
 
 
Fig 2 


 
 
One aspect considered during the audit was the babies who were referred for ultrasound but were not 
brought to the appointment; 12 babies were identified in this category - 10 of these babies had the 
correct DNA process followed but the other 2 did not.  


4662


4646


11


5


0 2000 4000 6000


Babies born


NIPE recorded on SMART


NIPE performed but not recorded on SMART


No record of NIPE examination - performed elsewhere
Babies born and examinations completed 


72%


14%
3%


5% 2%


4%


COHORT TOTAL 336 BABIES 


RF identified correctly referred (n.242)
RF not identified or referred (n.46)
RF identified BUT not referred (n.9)
Abnormal exam correctly referred (n.18)
Abnormal exam not referred (n.1)
Other method of referral e.g. GP (8)
Referred for wrong reason but did need scan (12)
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Fig 3 


There were 46 babies in total at 
CDDFT who had not been 
identified and/or referred 
correctly and required further 
review as part of the audit 
Two of these babies were under 6 
months old and were invited to 
attend for a hip scan.  One of the 
babies had a hip scan which was 
normal.  The other baby had 3 
appointments sent but was not 
brought for scan. 


The remaining 44 babies were over 6 months old where ultrasound scan is no longer possible to detect 
DDH therefore hip x-rays were needed. (fig 3) 


SQAS recommended a pathway for recall of these babies who were now over 6 months old, which 
included clinical assessment and referral for hip X-ray if necessary following examination.  After much 
discussion and in consultation with Orthopaedic colleagues, at CDDFT a decision was made to invite 
all the babies for hip x-ray to avoid potentially missing DDH on clinical examination.  Those babies with 
an abnormal hip X-ray would be invited to have a further discussion with an Orthopaedic Consultant.  
 
Contact information for parents and carers was checked against Child Health Records and parents 
were contacted by a Consultant Paediatrician or Senior Midwife to offer a full explanation, apology and 
appointment for a hip x-ray.  At this stage some parents declined X-ray as their child was mobilising 
without difficulty and they had no concerns.  
 
Parents then received a letter with instructions of how to arrange a hip X-ray at their nearest unit.  
Results were sent to an identified Paediatric Consultant and a follow up letter sent to the parents with 
the results.  To date no cases of DDH have been identified in any of the missed babies, however some 
parents have not brought their baby for X-ray despite repeated attempts to contact by telephone and 
letter.  In these cases, a letter has been sent the baby’s GP asking them to refer if they attend with any 
clinical features or suspicion of clinical features of DDH.  
 
Recall of babies  
 
There were 46 Babies identified during audit for further follow up. 2 babies were under 6 months of age 
therefore an USS appointment was arranged for them, 1 of these babies was brought to appointment 
and USS was normal and no further action was necessary.  The other baby was not brought to 
appointment or subsequent appointments despite repeated attempts, this baby has not had an USS or 
Hip X-ray, GP is aware. This left 44 babies to be followed up. 
 
The Child Health Information Service (CHIS), were asked to review the information held for the babies 
and update any change of address or circumstances that were recorded on System One; this was 
invaluable as, given the age of the babies, several had changed circumstances, names and/or 
addresses.   
 
 
Of the remaining 44 babies  
 
Parents were contacted initially by telephone to explain the situation and offer an apology on behalf of 
the Trust, and instructions of where/when to take their baby for hip X-ray.  During this contact it was 


37


2


4
3


Reasons USS needed


breech presentation antenatally
Family History
Breech Delivery
Multiple Birth
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found that 2 babies had been wrongly recorded on antenatal ultrasound as breech presentation after 
36 weeks, apologies were offered to these women and the babies removed from the audit.   
A further 4 babies were removed from the audit; the parents of 2 babies declined hip x-ray as baby was 
mobile and they had no concerns and 2 babies had USS scans in the correct timeframe elsewhere e.g. 
RVI.   
 
This brought the total number to be contacted to 38; successful contact was made by telephone with 
the parents of 27 babies. A follow up letter was then sent with instructions for attendance at X-ray.  


Following this 20 of the 27 babies 
attended for X-ray, all of which were 
normal. 1 baby WNB to 3 separate 
appointments and the 6 remaining 
parents did not make an 
appointment despite our 
recommendation. A further contact 
and safeguarding search was 
completed and an additional letter 
sent to these 6 parents.  When no 
response was received following the 
second letter, a letter was sent to the 
GP to highlight that parents had 
been contacted but the baby had not 
been brought for hip X-ray, and a 


request submitted for the GP to kindly refer if the baby attended the surgery for any reason.   
 
We were unable to contact the parents of 11 babies by telephone, despite several attempts, therefore 
a letter of apology and explanation was sent. Following this letter 7 of these babies subsequently 
attended for X-ray which was normal in 6 cases and a repeat needed for one baby due to quality of X-
ray.  This left 4 parents we were unable to contact despite several telephone attempts and two letters, 
again letters were sent to the baby’s GP to highlight this.  
 


 
In total 27 (70%) babies have had X-rays 
with a normal result and have been 
discharged from care.  11 babies have not 
had an X-ray despite repeated attempts, 
letters have been sent to GP for all 11 
babies.  Following discussion with the 
Orthopaedic Consultant, 1 baby who has 
attended for an X-ray needs a repeat as 
the original films were of poor quality and 
therefore difficult to interpret – repeat x-
ray revealed no evidence of DDH. No 
babies to date have been identified with 
DDH.  
  
  


Findings 
 
There were 46 babies at CDDFT identified who had risk factors +/- a positive screen who had not been 
identified and referral not sent.  
 
Babies who were “breech at or after 36 weeks” were not reliably identified; often this was because the 
baby was born cephalic and the standards were misinterpreted by the NIPE Practitioner. 
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Hip risk factors were not identified by the NIPE Practitioner from the obstetric history at the time of the 
NIPE. 
 
No recognised NIPE Lead.  
 
There are vast differences in training and maintenance of competency of NIPE Practitioners: 
 
Paediatric trainee doctors currently undertake the majority of NIPE within CDDFT, their training often 
consists of a demonstration of how to perform the examination at their induction to CDDFT after which 
they are then rostered to perform examinations independently.   
 
Midwife NIPE Practitioners must attend a university accredited course which takes a year to complete. 
This involves 4 days theory in a classroom setting at university followed by around 40 examinations, 
supervised and unsupervised, with final assessment and sign off by an experienced NIPE Practitioner. 
 
There are recommendations in place for midwives to maintain competence with ongoing learning but 
there is currently no similar recommendation for paediatricians.  
 
First degree family history of hip problems in early life is not accurately identified or recorded.  Many 
babies were referred for family history reasons which do not meet the criteria, including non-specific 
conditions and family members outside of 1st degree.  
 
In the absence of a Failsafe Officer there are insufficient checks in place across the antenatal and 
newborn periods to 


• Ensure babies that require hip ultrasound for positive screen and/or risk factors have been 
identified at NIPE 


• Ensure referral has been completed and sent  
• Ensure an appointment has been made,  
• Check attendance at hip scan appointment  
• Check outcome is recorded on SMART 4 NIPE 


(All of these could be mitigated with the appointment of a Failsafe Officer). 
 


There are no national recommendations referring to clicky hips leading to variable pathways across the 
region which causes confusion for rotating paediatricians and results in errors occurring.  
  
Some babies who were not brought to their appointment were not followed up in line with local policies. 
 
 
Incidental findings from the audit 
 
Whilst carrying out the audit there were several incidental findings which didn’t impact the audit findings 
but do impact on the overall implementation of the NIPE pathway: 
 


• Referrals outside national guidance  
 


In addition to the national screening referral criteria, there are locally recognised risk factors 
which the regional Orthopaedic consultants agree are indicative of referral for hip ultrasound 
scan, including ‘clicky hips’, all multiple pregnancies (irrespective of concurrent risk factor in 
one or both babies), oligohydramnios and lower limb abnormalities. However, there were also 
several referrals identified as part of the audit for reasons outside of both regional and national 
guidance.  
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• Outcomes  
 


The national service specifications state that outcomes of referrals should be recorded in the 
NIPE SMART system this is not currently done routinely. 


 


 
Why is this important? 
  


o Ensure compliance with the pathway and confirmation the process is correct 
o Close the loop/ finishing pathway 
o Audit effectiveness of programme 
o Audit performance of individual practitioners for learning purposes  


 
 


• NIPE Practitioner carrying out exam 
 


NIPE can be carried out by midwives who have completed a University accredited course or 
paediatricians.  Whilst traditionally the examination was carried out by paediatricians there is a 
national shift in the examination being carried out by midwives; in the majority of Trusts around the 
country there is a 80/20 split with 80% of examinations being carried out by midwives and 20% by 
paediatricians, however in CDDFT this picture is reversed with 87% of examinations being carried 
out by paediatricians and 13% by midwives.  


 
• Timing of hip scans against national standards 


 
At CDDFT we meet the national standard for risk factors 70% of the time (ultrasound scan within 6 
weeks) but do not meet the standard for positive examination (ultrasound scan within 2 weeks). 
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Research evidence does not support the current national standard, therefore PHE intend to 
change this standard in April 2020.  This change in standard is supported by the Orthopaedic 
Consultants at CDDFT.  


 
• No scan before 4 weeks of age 
• Scans should be carried out between 4-6 weeks 
• Age corrected from Estimated Delivery Date (EDD)  


 
 
Recommendations  
 
All Trusts involved in the audit have been advised to develop pathway amendments to ensure that all 
eligible babies receive an ultrasound scan, in accordance with the guidance in the National NIPE 
Service Specification, National Standards and NIPE Programme Handbook.   
 
Taking into account the findings of the audit for both the region and CDDFT the following is 
recommended: 
 


• Appointment of an Antenatal and Newborn Failsafe Officer; most Trusts in the country have 
failsafe officers in place to monitor the identification and implementation of appropriate screening 
pathways, and ensure that the appropriate screening pathway has been completed for all babies.  
 


• Full review of the NIPE SOP/Pathways to identify current limitations and where improvements 
can be made.  This should include all screening elements of the NIPE e.g. eyes, heart and hips in 
all babies and testes in male babies. 
 


• Identify a NIPE Clinical Lead across the Trust to provide clinical support with training, education 
and implementation of revised pathways. 
 


• Identify a NIPE Lead Midwife to work alongside the Clinical Lead with adequate time to carry out 
role and the ability to initiate change included in their role specification.  
 


• Clear and equitable pathway for education, training and maintenance of competence for 
Paediatricians and Midwives.   
 


• Agree within Trust the local pathway for ‘breech from 36 weeks’ – is this to be implemented 
following palpation only or confirmed on scan (this is not decisive in national pathway) 
 


• Agree local pathway for identification and management of ‘clicky hips’  
 


• Consider introducing mandatory field on maternity IT system to accurately record relevant 
family history identified in the antenatal period and NIPE hip status at postnatal discharge 


0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%


Positive examination


Risk factors
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• Consider introducing script for staff and parents to explain risk factors, particularly family 


history, to be used at time of conducting NIPE 
 


• Relevant obstetric and family history to be obtained (from the maternity notes or from the 
parents) at the time of conducting NIPE 


 
• Continuous rolling audit of the NIPE pathways to be introduced to monitor effectiveness 
 
 
Without implementing these recommendations the pathway will continue to be lacking in fortitude and 
assurance cannot be given that an identifiable condition will not be missed.  
 
Some of these recommendations have already been completed or are in progress such as 
appointment of NIPE Clinical Lead, review of the pathway and improvement to the training 
programme, particularly for paediatric staff.  


 
Implementing the recommendations  


 
• Task and Finish group has been set up 


• Mandatory annual completion of the national E-learning programme for all NIPE 


Practitioners has been implemented  


• Buddy system for experienced NIPE Midwives to support newly appointed paediatric staff 
is awaiting senior approval and implementation 
 


• A written prompt for the NIPE Practitioner to accurately identify risk factors at the time of 
the NIPE is awaiting approval 


 
• Once pathway review and gap analysis of the service is completed the guidelines should 


be updated in line with PHE National Screening Committee changes and Service 
Specifications   


 
• Standard Operating Procedure to be devised  


• Improve communication and collaborative working between all staff involved in the pathway  
 


• Trust to agree and appoint an Antenatal and Newborn Failsafe Officer (band 4) 
 


• Trust to identify a trust-wide NIPE Lead Midwife with adequate time to carry out role and 
the ability to initiate change included in their role specification.  


 
• Trust to facilitate more midwives performing the examination in line with other Trusts, (60/40 


split compared to CDDFT 88/12) 
 
 
Conclusions  
 
There are national guidelines and standards to follow to ensure a robust pathway for the NIPE with 
some mandated criteria which CDDFT are not fully compliant with.  It should be noted that the audit 
also showed a similar picture for all Trusts who took part in the audit; the overall picture in CDDFT is 
no worse than that identified at other Trusts however the detail of the risks may be different in other 
Trusts.  CDDFT were commended by PHE on the diligence of their audit and comprehensive findings. 
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It is clear from the audit and incidental findings that there are several areas in the NIPE pathway which 
require review and improvement. There are national guidelines and standards to follow to ensure a 
robust pathway for the NIPE with some mandated criteria which CDDFT are currently not fully compliant 
with.  The pathways are currently not robust and there is the potential for identifiable conditions to be 
missed, which could have life-changing implications for babies and would leave CDDFT vulnerable to 
reputational damage and legal proceedings, with the associated financial implications.  
 
After review the recommendations outlined above have been made to mitigate the risks. Until changes 
are implemented the risks will remain within the NIPE pathway.  
 


 
 
Addendum (added 30/7/2020) 
 


This report has been shared widely within Family Health with presentation and discussion at the Joint 
Obstetric and Paediatric SAGE meeting on 24th January 2020.  
 
Following discussion at CDDFT Screening Programme Board meeting on 17 July 2020, it was decided 
that, for those babies who were identified in the audit but had not been brought for hip x-ray, contact 
should be made by Health Visitor or GP to ensure child is walking with no concerns; this will provide 
reassurance that no further action is necessary at this point.  The Screening Programme Board meeting 
is attended by members of the Public Health England Regional Quality Assurance Team and the NHS 
England Screening and Immunisation Team who endorsed this action. 


 
An action plan has been created and is being monitored quarterly via the Family Health Governance 
meeting.   
 


NIPE Hip Audit 
Action Plan.docx  
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131 trusts sampled additional months because of small patient throughputs.


NHS Patient Survey Programme
Adult Inpatient Survey 2019


Care Quality Commission
The Care Quality Commission (CQC) is the independent regulator of health and adult social care in
England. We make sure health and social care services provide people with safe, effective,
compassionate, high-quality care and we encourage care services to improve. Our role is to register
care providers, and to monitor, inspect and rate services. If a service needs to improve, we take
action to make sure this happens. We speak with an independent voice, publishing regional and
national views of the major quality issues in health and social care.


Adult Inpatient Survey 2019
To improve the quality of services that the NHS delivers, it is important to understand what people
think about their care and treatment. One way of doing this is by asking people who have recently
used health services to tell us about their experiences.


The 2019 survey of adult inpatients (the seventeenth iteration of the survey) involved 143 acute and
specialist NHS trusts. 76,915 people responded to the survey, yielding an adjusted response rate of
45%.


Patients were eligible for the survey if they were aged 16 years or older, had spent at least one night
in hospital and were not admitted to maternity or psychiatric units. Trusts sampled patients
discharged during July 20191. Trusts counted back from the last day of July 2019, including every
consecutive discharge, until they had selected 1,250 patients (or, for a small number of specialist
trusts who could not reach the required sample size, until they had reached 1st January 2019).
Fieldwork took place between August 2019 and January 2020.


Surveys of adult inpatients were also carried out in 2002 and annually from 2004 to 2018. Although
questionnaire redevelopments took place over the years, the survey results for this year are largely
comparable to those from previous iterations.


The Adult Inpatient Survey is part of a wider programme of NHS patient surveys which covers a
range of topics, including children and young people’s services, community mental health services,
urgent and emergency care services and maternity services. To find out more about the programme
and to see the results from previous surveys, please see the links in the ‘Further information’
section.


CQC will use the results from the survey in the regulation, monitoring and inspection of NHS acute
trusts in England. We will use data from the survey in our system of CQC Insight, which provides
inspectors with an assessment of performance in areas of care within an NHS trust that need to be
followed up. Survey data will also be used to support CQC inspections. NHS England and NHS
Improvement will use the results to check progress and improvement against the objectives set out
in the NHS mandate, and the Department of Health and Social Care will hold providers to account
for the outcomes they achieve.


This research was carried out in accordance with the international standard for organisations
conducting social research (accreditation to ISO20252:2012; certificate number GB08/74322).


Interpreting the report
This report shows how your trust scored for each evaluative question in the survey, compared with
other trusts that took part. It uses an analysis technique called the ‘expected range’ to determine if
your trust is performing ‘about the same’, ‘better’ or ‘worse’ compared with most other trusts. For
more information on the expected range, please see the 'methodology' section below. This
approach is designed to help understand the performance of individual trusts, and to identify areas
for improvement.
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This report shows the same data as published on the CQC website
(https://www.cqc.org.uk/surveys). The CQC website displays the data in a more simplified way,
identifying whether a trust performed ‘better’, ‘worse’ or ‘about the same’ as the majority of other
trusts for each question and section.


Standardisation
People’s characteristics, such as age and gender, can influence their experience of care and the
way they report it. For example, research shows that men tend to report more positive experiences
than women, and older people more so than younger people. Since trusts have differing profiles of
people who use their services, this could potentially affect their results and make trust comparisons
difficult. A trust’s results could appear better or worse than if they had a slightly different profile of
patients.


To account for this, we ‘standardise’ the data, which means we apply a weight to individual
responses to account for differences in demographic profile between trusts. For each trust, results
have been standardised by age, gender and method of admission (emergency or elective) of
respondents to reflect the ‘national’ age-gender-admission type distribution (based on all
respondents to the survey). This helps to ensure that no trust will appear better or worse than
another because of its respondent profile. It therefore enables a more accurate comparison of
results from trusts with different population profiles. In most cases this standardisation will not have
a large impact on trust results; it does, however, make comparisons between trusts as fair as
possible.


Scoring
For each question in the survey, the individual (standardised) responses are converted into scores
on a scale from 0 to 10. A score of 10 represents the best possible response and a score of 0 the
worst. The higher the score for each question, the better the trust is performing.


It is not appropriate to score all the questions in the questionnaire. For example, some questions are
descriptive, such as Q1, which asks respondents if their inpatient stay was planned or an
emergency. Other questions are ‘routing questions’, which are designed to filter out respondents to
whom the following questions do not apply. An example of a routing question is Q44 “During your
stay in hospital, did you have an operation or procedure?”. For full details of question scoring please
see the technical document (see ‘Further information’ section).


Section scoring is computed as the arithmetic mean of question scores for the section after
weighting is applied.


Graphs
The graphs in this report show how the score for the trust compares to the range of scores achieved
by all trusts taking part in the survey. The black diamond shows the score for your trust. The graph
is divided into three sections:


• If your trust’s score lies in the grey section of the graph, its result is ‘about the same’ as most
other trusts in the survey.


• If your trust’s score lies in the orange section of the graph, its result is ‘worse’ compared with
most other trusts in the survey.


• If your trust’s score lies in the green section of the graph, its result is ‘better’ compared with
most other trusts in the survey.


The text to the right of the graph states whether the score for your trust is ‘better’ or ‘worse’
compared with most other trusts. If there is no text, the score is ‘about the same.’ These groupings
are based on a rigorous statistical analysis of the data, as described in the following ‘Methodology’
section.


Methodology
The ‘about the same,’ ‘better’ and ‘worse’ categories are based on an analysis technique called the
‘expected range’ which determines the range within which the trust’s score could fall without
differing significantly from the average, taking into account the number of respondents for each trust


3



https://www.cqc.org.uk/surveys





2The section score is not displayed as it would include fewer questions compared with other trusts.


and the scores for all other trusts. If the trust’s performance is outside of this range, it means that it
performs significantly above or below what would be expected. If it is within this range, we say that
its performance is ‘about the same’. Where a trust is identified as performing ‘better’ or ‘worse’ than
the majority of other trusts, the result is unlikely to have occurred by chance.


In some cases, there will be no orange and / or no green area in the graph. This happens when the
expected range for your trust is so broad it encompasses either the highest possible score for all
trusts (no green section) or the lowest possible score for all trusts (no orange section). This could be
because there were few respondents and / or a lot of variation in their answers.


Please note that if fewer than 30 respondents have answered a question, no score will be displayed
for this question (and the corresponding section the question contributes to2). This is because the
uncertainty around the result is too great.


A technical document providing more detail about the methodology and the scoring applied to each
question is available on the CQC website (see ‘Further information’ section).


Tables
At the end of the report you will find tables containing the data used to create the graphs, the
response rate for your trust and background information about the people that responded.


Scores from last year's survey are also displayed where available. The column called 'Change from
2018' uses arrows to indicate whether the score for this year shows a statistically significant
increase (up arrow), a statistically significant decrease (down arrow) or has shown no statistically
significant change (no arrow) compared with 2018. A statistically significant difference means that
the change in the result is very unlikely to have occurred by chance. Significance is tested using a
two-sample t-test with a significance level of 0.05.


Please note that comparative data is not shown for sections as the questions contained in each
section can change year on year.


Where a result for 2018 is not shown, this is either because the question was new this year, or the
question wording and / or the response categories have been changed. Where the question wording
or response options were modified, it is not possible to compare the results because any score
change could be caused by alterations in the survey instrument, rather than variation in a trust's
performance.


Comparisons are also not able to be shown if a trust has merged with other trusts since the 2018
survey, or if a trust committed a sampling error in 2018.


Notes on specific questions
Please note that a variety of acute trusts take part in this survey and not all questions are applicable
to every trust. The section below details modifications to certain questions, in some cases this will
apply to all trusts, in other cases only to some trusts.


All trusts
Q50 and Q51: The information collected by Q50 “On the day you left hospital, was your discharge
delayed for any reason?” and Q51 “What was the main reason for the delay?” are presented
together to show whether a patient's discharge was delayed by reasons attributable to the hospital.


The combined question in this report is labelled as Q51 and is worded as: “Discharge delayed due
to wait for medicines/to see doctor/hospital transport.”


Q52: Information from Q50 and Q51 has been used to score Q52 “How long was the delay?” This
assesses the length of a delay to discharge for reasons attributable to the hospital.


Q53 and Q56: Respondents who answered Q53 “Where did you go after leaving hospital?” with “I
was transferred to another hospital” were excluded from the scoring of Q56 (“Before you left
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hospital, were you given any written or printed information about what you should or should not do
after leaving hospital?”).


Trusts with female patients only
Q11: If your trust offers services to women only, the score for Q11 “While in hospital, did you ever
share a sleeping area, for example a room or bay, with patients of the opposite sex?” is not shown.


Trusts without an A&E department
Q3 and Q4: The results to these questions are not shown for trusts that do not have an A&E
department.


Notes on question comparability
The following questions do not have historical comparisons because they were substantially
modified for the 2019 questionnaire:


Q51: “What was the main reason for the delay”, where the third response option was modified from
“I had to wait for an ambulance” to “I had to wait for hospital transport”.


Q66: “After being discharged, was the care and support you expected available when you needed
it?” where the stem “after being discharged” was added.


For more information on questionnaire redevelopment and the reasons for modifying questions
please see the Survey Development Report, available here:
https://nhssurveys.org/wp-content/surveys/02-adults-inpatients/01-design-development/2019/
Survey%20development%20report.pdf


Further information
The full national results are on the CQC website, together with an A to Z list to view the results for
each trust (alongside the technical document outlining the methodology and the scoring applied to
each question):
https://www.cqc.org.uk/inpatientsurvey


The results for the adult inpatient surveys from 2015 to 2018 can be found at:
https://nhssurveys.org/data-library/


Full details of the methodology for the survey, including questionnaires, letters sent to patients,
instructions for trusts and contractors to carry out the survey, and the survey development report,
are available at:
https://nhssurveys.org/surveys/survey/02-adults-inpatients/


More information on the NHS Patient Survey Programme, including results from other surveys and a
schedule of current and forthcoming surveys can be found at:
https://www.cqc.org.uk/content/surveys


More information about how CQC monitors hospitals is available on the CQC website at:
https://www.cqc.org.uk/what-we-do/how-we-use-information/monitoring-nhs-acute-hospitals
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Section scores
S1. The Accident & Emergency Department
(answered by emergency patients only)


S2. Waiting list or planned admissions
(answered by those referred to hospital)


S3. Waiting to get to a bed on a ward


S4. The hospital and ward


S5. Doctors


S6. Nurses


S7. Your care and treatment


S8. Operations and procedures (answered by
patients who had an operation or procedure)


S9. Leaving hospital


S10. Feedback on care and research
participation


S11. Respect and dignity


S12. Overall experience


Adult Inpatient Survey 2019
County Durham and Darlington NHS Foundation Trust


Best performing trusts


About the same


Worst performing trusts


‘Better/Worse’ Only displayed when this trust is better/worse than
most other trusts
This trust's score (NB: Not shown where there are
fewer than 30 respondents)
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The Accident & Emergency Department (answered by emergency patients only)
Q3. While you were in the A&E Department, how
much information about your condition or
treatment was given to you?


Q4. Were you given enough privacy when being
examined or treated in the A&E Department?


Waiting list or planned admissions (answered by those referred to hospital)


Q6. How do you feel about the length of time
you were on the waiting list? Better


Q7. Was your admission date changed by the
hospital?


Q8. Had the hospital specialist been given all
necessary information about your condition/illness
from the person who referred you?


Waiting to get to a bed on a ward
Q9. From the time you arrived at the hospital, did
you feel that you had to wait a long time to get to a
bed on a ward?


Adult Inpatient Survey 2019
County Durham and Darlington NHS Foundation Trust


Best performing trusts


About the same


Worst performing trusts


‘Better/Worse’ Only displayed when this trust is better/worse than
most other trusts
This trust's score (NB: Not shown where there are
fewer than 30 respondents)
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The hospital and ward


Q11. Did you ever share a sleeping area with
patients of the opposite sex?


Q13. Did the hospital staff explain the reasons
for being moved in a way you could
understand?


Q14. Were you ever bothered by noise at night
from other patients?


Q15. Were you ever bothered by noise at night
from hospital staff?


Q16. In your opinion, how clean was the
hospital room or ward that you were in?


Q17. Did you get enough help from staff to wash
or keep yourself clean?


Q18. If you brought your own medication with you
to hospital, were you able to take it when you
needed to?


Q19. How would you rate the hospital food?


Q20. Were you offered a choice of food?


Q21. Did you get enough help from staff to eat
your meals?


Q22. During your time in hospital, did you get
enough to drink?


Q72. Did you feel well looked after by the
non-clinical hospital staff?


Doctors
Q23. When you had important questions to ask a
doctor, did you get answers that you could
understand?


Q24. Did you have confidence and trust in the
doctors treating you?


Q25. Did doctors talk in front of you as if you
weren't there?


Adult Inpatient Survey 2019
County Durham and Darlington NHS Foundation Trust


Best performing trusts


About the same


Worst performing trusts


‘Better/Worse’ Only displayed when this trust is better/worse than
most other trusts
This trust's score (NB: Not shown where there are
fewer than 30 respondents)
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Nurses
Q26. When you had important questions to ask a
nurse, did you get answers that you could
understand?


Q27. Did you have confidence and trust in the
nurses treating you?


Q28. Did nurses talk in front of you as if you
weren't there?


Q29. In your opinion, were there enough nurses
on duty to care for you in hospital?


Q30. Did you know which nurse was in charge of
looking after you? (this would have been a different
person after each shift change)


Adult Inpatient Survey 2019
County Durham and Darlington NHS Foundation Trust


Best performing trusts


About the same


Worst performing trusts


‘Better/Worse’ Only displayed when this trust is better/worse than
most other trusts
This trust's score (NB: Not shown where there are
fewer than 30 respondents)
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Your care and treatment


Q31. Did you have confidence and trust in any
other clinical staff treating you?


Q32. In your opinion, did the members of staff
caring for you work well together?


Q33. Did a member of staff say one thing and
another say something different?


Q34. Were you involved as much as you wanted
to be in decisions about your care and
treatment?


Q35. Did you have confidence in the decisions
made about your condition or treatment?


Q36. How much information about your
condition or treatment was given to you?


Q37. Did you find someone on the hospital staff
to talk to about your worries and fears?


Q38. Do you feel you got enough emotional
support from hospital staff during your stay?


Q39. Were you given enough privacy when
discussing your condition or treatment?


Q40. Were you given enough privacy when
being examined or treated?


Q42. Do you think the hospital staff did
everything they could to help control your pain?


Q43. If you needed attention, were you able to get
a member of staff to help you within a reasonable
time?


Operations and procedures (answered by patients who had an operation or procedure)
Q45. Did a member of staff answer your questions
about the operation or procedure in a way you
could understand?


Q46. Were you told how you could expect to
feel after you had the operation or procedure?


Q47. Afterwards, did a member of staff explain
how the operation or procedure had gone in a way
you could understand?


Adult Inpatient Survey 2019
County Durham and Darlington NHS Foundation Trust


Best performing trusts


About the same


Worst performing trusts


‘Better/Worse’ Only displayed when this trust is better/worse than
most other trusts
This trust's score (NB: Not shown where there are
fewer than 30 respondents)
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Leaving hospital


Q48. Did you feel you were involved in
decisions about your discharge from hospital?


Q49. Were you given enough notice about when
you were going to be discharged?


Q51. Discharge delayed due to wait for
medicines / to see doctor / hospital transport. Better


Q52. How long was the delay?


Q54. After leaving hospital, did you get enough
support from health or social care professionals to
help you recover and manage your condition?


Q55. When you left hospital, did you know what
would happen next with your care?


Q56. Were you given any written or printed
information about what you should or should not
do after leaving hospital?


Q57. Did a member of staff explain the purpose of
the medicines you were to take at home in a way
you could understand?


Q58. Did a member of staff tell you about
medication side effects to watch for when you
went home?


Q59. Were you given clear written or printed
information about your medicines?


Q60. Did a member of staff tell you about any
danger signals you should watch for after you went
home?


Q61. Did hospital staff take your family or home
situation into account when planning your
discharge?


Q62. Did the doctors or nurses give your family,
friends or carers all the information they needed to
help care for you?


Q63. Did hospital staff tell you who to contact if you
were worried about your condition or treatment
after you left hospital?


Q64. Did hospital staff discuss with you whether
additional equipment or adaptations were needed
in your home?


Adult Inpatient Survey 2019
County Durham and Darlington NHS Foundation Trust


Best performing trusts


About the same


Worst performing trusts


‘Better/Worse’ Only displayed when this trust is better/worse than
most other trusts
This trust's score (NB: Not shown where there are
fewer than 30 respondents)


11







Q65. Did hospital staff discuss with you whether
you may need any further health or social care
services after leaving hospital?


Q66. After being discharged, was the care and
support you expected available when you
needed it?


Feedback on care and research participation
Q69. During this hospital stay, did anyone discuss
with you whether you would like to take part in a
research study?


Q70. During your hospital stay, were you ever
asked to give your views on the quality of your
care?


Q71. Did you see, or were you given, any
information explaining how to complain to the
hospital about the care you received?


Respect and dignity


Q67. Overall, did you feel you were treated with
respect and dignity while you were in the hospital?


Overall experience


Q68. Overall...


I had a very poor
experience


I had a very good
experience


Adult Inpatient Survey 2019
County Durham and Darlington NHS Foundation Trust


Best performing trusts


About the same


Worst performing trusts


‘Better/Worse’ Only displayed when this trust is better/worse than
most other trusts
This trust's score (NB: Not shown where there are
fewer than 30 respondents)
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The Accident & Emergency Department (answered by emergency patients only)
S1 Section score 8.4 7.6 9.0


Q3 While you were in the A&E Department, how much information
about your condition or treatment was given to you?


7.9 6.8 9.0 330 8.2


Q4 Were you given enough privacy when being examined or treated
in the A&E Department?


8.9 7.8 9.5 371 9.0


Waiting list or planned admissions (answered by those referred to hospital)
S2 Section score 9.0 7.7 9.6


Q6 How do you feel about the length of time you were on the waiting
list?


8.9 6.3 9.6 118 8.0


Q7 Was your admission date changed by the hospital? 8.9 8.0 9.8 129 8.8


Q8 Had the hospital specialist been given all necessary information
about your condition/illness from the person who referred you?


9.0 8.2 9.5 131 9.5


Waiting to get to a bed on a ward
S3 Section score 7.0 5.8 9.3


Q9 From the time you arrived at the hospital, did you feel that you had
to wait a long time to get to a bed on a ward?


7.0 5.8 9.3 540 7.4


Adult Inpatient Survey 2019
County Durham and Darlington NHS Foundation
Trust


or Indicates where 2019 score is significantly higher or lower than 2018 score
(NB: No arrow reflects no statistically significant change)
Where no score is displayed, no 2018 data is available.
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The hospital and ward
S4 Section score 8.0 7.3 9.0


Q11 Did you ever share a sleeping area with patients of the opposite
sex?


9.5 7.6 9.8 547 9.4


Q13 Did the hospital staff explain the reasons for being moved in a way
you could understand?


6.4 5.3 8.7 163 7.1


Q14 Were you ever bothered by noise at night from other patients? 6.2 5.1 9.1 543 6.1


Q15 Were you ever bothered by noise at night from hospital staff? 7.8 7.3 9.2 545 7.9


Q16 In your opinion, how clean was the hospital room or ward that you
were in?


9.1 8.2 9.8 550 8.9


Q17 Did you get enough help from staff to wash or keep yourself
clean?


8.3 6.2 9.4 289 8.1


Q18 If you brought your own medication with you to hospital, were you
able to take it when you needed to?


7.2 5.9 8.6 269 7.4


Q19 How would you rate the hospital food? 6.4 4.5 7.9 517 5.9


Q20 Were you offered a choice of food? 9.1 7.8 9.6 534 8.8


Q21 Did you get enough help from staff to eat your meals? 7.4 5.1 9.4 100 7.5


Q22 During your time in hospital, did you get enough to drink? 9.6 8.7 9.9 526 9.7


Q72 Did you feel well looked after by the non-clinical hospital staff? 9.3 8.3 9.8 509 9.4


Doctors
S5 Section score 8.8 8.1 9.5


Q23 When you had important questions to ask a doctor, did you get
answers that you could understand?


8.3 7.4 9.4 465 8.4


Q24 Did you have confidence and trust in the doctors treating you? 9.1 8.4 9.8 535 9.0


Q25 Did doctors talk in front of you as if you weren't there? 8.9 7.8 9.4 539 8.7


Adult Inpatient Survey 2019
County Durham and Darlington NHS Foundation
Trust


or Indicates where 2019 score is significantly higher or lower than 2018 score
(NB: No arrow reflects no statistically significant change)
Where no score is displayed, no 2018 data is available.


14







Nurses
S6 Section score 8.2 7.3 9.1


Q26 When you had important questions to ask a nurse, did you get
answers that you could understand?


8.5 7.4 9.2 461 8.6


Q27 Did you have confidence and trust in the nurses treating you? 9.1 7.9 9.7 544 9.1


Q28 Did nurses talk in front of you as if you weren't there? 9.0 8.0 9.6 541 9.1


Q29 In your opinion, were there enough nurses on duty to care for you
in hospital?


7.8 6.2 9.0 538 7.7


Q30 Did you know which nurse was in charge of looking after you? (this
would have been a different person after each shift change)


6.6 4.9 8.4 538 6.7


Adult Inpatient Survey 2019
County Durham and Darlington NHS Foundation
Trust


or Indicates where 2019 score is significantly higher or lower than 2018 score
(NB: No arrow reflects no statistically significant change)
Where no score is displayed, no 2018 data is available.
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Your care and treatment
S7 Section score 8.2 7.4 9.1


Q31 Did you have confidence and trust in any other clinical staff
treating you?


8.9 7.9 9.5 305 9.1


Q32 In your opinion, did the members of staff caring for you work well
together?


8.9 7.7 9.6 518 8.9


Q33 Did a member of staff say one thing and another say something
different?


8.4 7.4 9.1 541 8.3


Q34 Were you involved as much as you wanted to be in decisions
about your care and treatment?


7.6 6.5 8.8 537 7.5


Q35 Did you have confidence in the decisions made about your
condition or treatment?


8.5 7.6 9.4 542 8.5


Q36 How much information about your condition or treatment was
given to you?


8.8 8.2 9.7 520 9.0


Q37 Did you find someone on the hospital staff to talk to about your
worries and fears?


5.5 4.3 7.7 312 5.8


Q38 Do you feel you got enough emotional support from hospital staff
during your stay?


7.3 5.9 8.6 306 7.5


Q39 Were you given enough privacy when discussing your condition or
treatment?


8.5 7.9 9.5 535 8.5


Q40 Were you given enough privacy when being examined or treated? 9.5 9.1 9.9 542 9.6


Q42 Do you think the hospital staff did everything they could to help
control your pain?


8.2 6.6 9.5 311 8.1


Q43 If you needed attention, were you able to get a member of staff to
help you within a reasonable time?


8.1 7.0 9.0 470 8.1


Operations and procedures (answered by patients who had an operation or procedure)
S8 Section score 8.5 7.7 9.3


Q45 Did a member of staff answer your questions about the operation
or procedure in a way you could understand?


9.1 8.6 9.7 230 9.4


Q46 Were you told how you could expect to feel after you had the
operation or procedure?


7.9 6.9 8.9 239 7.8


Q47 Afterwards, did a member of staff explain how the operation or
procedure had gone in a way you could understand?


8.4 7.3 9.2 240 8.2


Adult Inpatient Survey 2019
County Durham and Darlington NHS Foundation
Trust


or Indicates where 2019 score is significantly higher or lower than 2018 score
(NB: No arrow reflects no statistically significant change)
Where no score is displayed, no 2018 data is available.
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Leaving hospital
S9 Section score 7.2 6.3 8.4


Q48 Did you feel you were involved in decisions about your discharge
from hospital?


7.4 6.0 8.5 522 7.2


Q49 Were you given enough notice about when you were going to be
discharged?


7.6 6.2 8.7 536 7.4


Q51 Discharge delayed due to wait for medicines / to see doctor /
hospital transport.


7.4 5.0 8.5 511


Q52 How long was the delay? 8.3 6.2 9.3 508 8.1


Q54 After leaving hospital, did you get enough support from health or
social care professionals to help you recover and manage your
condition?


6.8 5.0 8.2 276 7.0


Q55 When you left hospital, did you know what would happen next with
your care?


6.7 5.8 8.4 456 7.1


Q56 Were you given any written or printed information about what you
should or should not do after leaving hospital?


5.9 4.6 9.2 499 6.7


Q57 Did a member of staff explain the purpose of the medicines you
were to take at home in a way you could understand?


8.2 7.3 9.5 365 8.5


Q58 Did a member of staff tell you about medication side effects to
watch for when you went home?


4.8 3.5 7.4 307 5.4


Q59 Were you given clear written or printed information about your
medicines?


7.5 6.5 8.7 329 7.7


Q60 Did a member of staff tell you about any danger signals you should
watch for after you went home?


5.7 4.1 7.9 368 6.0


Q61 Did hospital staff take your family or home situation into account
when planning your discharge?


7.4 5.4 8.8 317 7.5


Q62 Did the doctors or nurses give your family, friends or carers all the
information they needed to help care for you?


6.2 4.6 7.9 342 6.5


Q63 Did hospital staff tell you who to contact if you were worried about
your condition or treatment after you left hospital?


7.8 6.5 9.7 471 7.9


Q64 Did hospital staff discuss with you whether additional equipment or
adaptations were needed in your home?


8.2 6.8 9.4 151 7.7


Q65 Did hospital staff discuss with you whether you may need any
further health or social care services after leaving hospital?


8.3 4.4 9.5 265 8.4


Q66 After being discharged, was the care and support you expected
available when you needed it?


8.4 6.4 9.5 317


Adult Inpatient Survey 2019
County Durham and Darlington NHS Foundation
Trust


or Indicates where 2019 score is significantly higher or lower than 2018 score
(NB: No arrow reflects no statistically significant change)
Where no score is displayed, no 2018 data is available.
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Feedback on care and research participation
S10 Section score 1.5 0.8 3.7


Q69 During this hospital stay, did anyone discuss with you whether you
would like to take part in a research study?


1.2 0.5 3.8 462 1.2


Q70 During your hospital stay, were you ever asked to give your views
on the quality of your care?


1.5 0.5 3.5 482 1.6


Q71 Did you see, or were you given, any information explaining how to
complain to the hospital about the care you received?


1.7 0.8 4.3 439 1.6


Respect and dignity
S11 Section score 9.0 8.4 9.7


Q67 Overall, did you feel you were treated with respect and dignity
while you were in the hospital?


9.0 8.4 9.7 540 9.2


Overall experience
S12 Section score 8.1 7.4 9.2


Q68 Overall... 8.1 7.4 9.2 528 8.1


Adult Inpatient Survey 2019
County Durham and Darlington NHS Foundation
Trust


or Indicates where 2019 score is significantly higher or lower than 2018 score
(NB: No arrow reflects no statistically significant change)
Where no score is displayed, no 2018 data is available.
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Adult Inpatient Survey 2019
County Durham and Darlington NHS Foundation Trust


Background information
The sample This trust All trusts
Number of respondents 560 76915


Response Rate (percentage) 47 45


Demographic characteristics This trust All trusts
Gender (percentage) (%) (%)


Male 47 48


Female 53 52


Age group (percentage) (%) (%)


Aged 16-35 5 5


Aged 36-50 9 8


Aged 51-65 23 22


Aged 66 and older 63 65


Ethnic group (percentage) (%) (%)


White 97 92


Multiple ethnic groups 0 1


Asian or Asian British 0 2


Black or Black British 0 1


Arab or other ethnic group 0 0


Not known 3 3


Religion (percentage) (%) (%)


No religion 14 18


Buddhist 0 0


Christian 82 74


Hindu 0 1


Jewish 0 0


Muslim 0 2


Sikh 0 0


Other religion 1 1


Prefer not to say 2 3


Sexual orientation (percentage) (%) (%)


Heterosexual/straight 95 93


Gay/lesbian 1 1


Bisexual 1 1


Other 1 1


Prefer not to say 3 4
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A meeting of County Durham and Darlington NHS Foundation Trust Board of Directors  
held at Prospect House at Durham  


on Wednesday 26th August 2020 at 10:00hrs – 12:00hrs 
Part One (Open)  


 
AGENDA  


Item No Title of Item Presented By / Status 


Item 1  Welcome & Apologies for Absence 


Item 2  
Declarations of Interest – Any Board member who is aware of a private or personal conflict of interest 
relating to any item on the agenda will be required to disclose it at this stage or when the conflict arises 
during consideration of the item. 


Item 3   
Minutes & Matters Arising – From the Trust Board meeting(s) held on: 
 Open Trust Board Meeting – 26th February 2020 
 Action Log – 26th February 2020 


 Chief Executive’s Update    


Item 4    
10.10 


Chief Executive’s Report 
 CEO Update 
 CQC Update 


 
SJ  


 
Attached For assurance 


 COVID-19 Trends, Incident Management and Performance    


Item 5    
10.35 


Executive Directors Report on COVID-19 management, 
performance, finance and reset programme Execs Attached For assurance 


 Patient Safety & Quality    


Item 6    
11.05 IQAC Preface MB To follow For assurance 


Item 7     
11.10 Patient Safety and Experience  NS 


 
Attached 


 
For assurance 


Item 8    
11.30 Medical Management  JC 


 
Verbal 


 
For assurance 


 Other Board Business    


Item 9   
11.45 Register of Sealings WE Attached For 


Assurance 
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Item No Title of Item Presented By / Status 


 Other Business     


Item 10     
11.50 Any Other Business ALL   


Item 11 


Announcement of Next Public Meeting(s) 
 
Trust Board 
Date: Wednesday 30th September 2020 
Time: from 09:00hrs 
Venue: Seminar Rooms 5,6 & 7 Prospect House, Durham 
 


   


Item 12 


Motion to Exclude Press/Public 
Notice is hereby given that the Chairman at this point in 
proceedings will move the following motion: 
 
“That representatives of the press and other members  
of the public be excluded from the remainder of  
this meeting having regard to the confidential nature  
of the business to be transacted, publicity on  
which would be prejudicial to the public interest”.  
 
If carried, representatives of the press and public shall be 
required to leave the meeting.  


   


     Lunch Break 


 
 


 


 


 


 


  





