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

held in the Boardroom, Executive Corridor, DMH on Wednesday 29th September 2021 at 

09.00hrs – 12:00hrs 

Part One (Open) 

Agenda 
 

Item No Title of Item 
 

Presented By / Status 
 

Item 1 Welcome & Apologies for Absence 

Item 2 

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

Item 3  

 

Minutes, Matters Arising and Action Log – From the Trust Board meeting(s) held on: 
3a. Open Trust Board – 28th July 2021 
3b. Action Log – 28th July 2021 

Item 4  

 

Chief Executive’s Report  
 CEO Update (including Care Quality 

Commission Update) 
 Board Assurance Framework 

 

SJ 
Attached/ to 

follow 
For 

information 

 
Patient Safety & Quality 

 

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

For 
assurance 

Item 6 IQAC Preface  MB To follow 
For 

assurance 

Item 7  

Medical Management / Mortality 

a) Job planning 
b) Medical Examiners  
c) Guardian of Safe Working, Q1  

JC 
 

Attached 
 

For 
assurance  
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Item No Title of Item 
 

Presented By / Status 
 

Item 8   

Patient Safety and Experience – to include             

a) Patient safety & experience report  
b) IP&C Assurance Framework 
c) Annual Chaplaincy Report 
d) Complaints Annual Report 
e) DPR Year End Report 

NS 

 
 

Attached 
 
 

For 
assurance 

 
Compliance & Performance Management 

 

Item 9 OPAC Preface 
PFJ To follow 

For 
Assurance 

Item 10 Integrated Performance Report  
Execs Attached 

For 
assurance  

Item 11 

Workforce &OD 
a) Quarterly Assurance Staff report 
b) Gender Pay Gap 
c) WRES 
d) WDES 

MS Attached 
For 

Assurance 

 
Other Business  

   

Item 12 Any Other Business ALL Verbal 
For 

information 
 

 
Declaration to exclude the public  

   

Item 13 

 

Motion to Exclude Press/Public 
Notice is hereby given that the Chairman at this 
point in proceedings will move the following 
motion: 
 
“That representatives of the press and other 
members of the public be excluded from the 
remainder of this meeting having regard to the 
confidential nature of the business to be 
transacted, publicity on which would be 
prejudicial to the public interest”.  

Committee 
Chairs 

Attached For noting 
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Board of Directors 
Draft Minutes of the Meeting of the Board of Directors of County Durham and Darlington 

NHS Foundation Trust held on Wednesday 28 July 2021 from 09:00hrs 
Rooms 5 to 7, Prospect House and Via MS Teams 

Part One (Open) 
 
Present: 
Prof Paul Keane OBE  Chairman 
Mr Michael Bretherick  Non-Executive Director 
M Stephen Crosland  Non-Executive Director 
Ms Jenny Flynn MBE  Non-Executive Director 
Mr Paul Forster-Jones  Non-Executive Director 
Dr Richard Scothon  Non-Executive Director 
Ms Sue Jacques  Chief Executive 
Mr David Brown   Executive Director of Finance 
Mr Jeremy Cundall  Executive Medical Director 
Ms Carole Langrick  Executive Director of Operations 
Mr Noel Scanlon  Executive Director of Nursing 
    
In Attendance: 
Ms Morven Smith  Director of Workforce & Organisation Development 
Ms Alison McCree  Managing Director – CDD Services 
Mr Warren Edge  Senior Associate Director of Assurance and Compliance 
Mr Peter Dixon   Corporate Affairs Lead (Minute Taker) 
Ms Helen Liddell  Committee Administrator (Observer) 
Ms Rachel Stray  Communications and Engagement Manager (Observer) 

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

 

56/22 Welcome and apologies Action 

 

 
The Chairman welcomed Board members and others present as well as Ms 
Liddell, who had recently joined the Foundation Trust and Secretariat Office and 
was in attendance to observe.  
 
The Chairman clarified that the meeting was being undertaken in accordance with 
Covid-19 social distancing guidelines and was being recorded, with the recording 
to be published, due to the public being unable to attend.  
 
No apologies had been received 
 

 

57/22 Declarations of Interests Action 

 

 
Any Board Member who was aware of a conflict of interest relating to any item on 
the agenda was required to disclose it at this stage or when the conflict arose 
during consideration of a particular item. 
 
Ms McCree and Mr Crosland both declared their interests as officers of 
Synchronicity Care Limited (SCL). The Chairman confirmed that there were no 
agenda items for the open part of the meeting that created a conflict for SCL 
officers. 
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58/22 
Minutes & Matters Arising from the Previous Meeting held on Wednesday 26 
May 2021 

Action 

 

Accuracy 
The minutes of the meeting held on Wednesday 26 May 2021 were approved 
further to the following amendments: 
 
In Attendance, Ms Featherstone’s role to read: Lead Governor and Public 
Governor for Chester le Street. 
 
Matters Arising 
There were no matters arising from the previous minutes. 
 
Action Log 
Those actions ‘greyed out’ were accepted as complete and could be closed: 
Action 1 (141/12), Action 5 (175/21) and Action 9 (176/21). 
 
Action 2, 174/21, Present the Board with a proposal for a memorial to be held in 
Durham. Mr Forster-Jones confirmed that he had a proposal to present with 
respect to the organ donation memorial; however, as this was very much at an 
early stage and subject to internal consultation and refinement, he would do so in 
the Private and Confidential session of the Board. Action Complete 
 
Action 3, 175/21, Provide the Board with a verbal update on the IQAC review of 
the Winter Plan. Mr Edge advised that elements of the winter plan had been 
brought forward due to ongoing pressures and the Integrated Quality and 
Assurance Committee (IQAC’s) review of active elements of the plan was 
continuous. Action Complete. 
 
Action 4, 175/21, The BAF report to be updated with an additional column to 
demonstrate progress against the risks which required further mitigation to reach 
the target score. Mr Edge advised that this had been addressed in the BAF report 
to the Private and Confidential Board meeting in June 2021. Action Complete 
 
Action 6, 175/21, The BAF report to be updated to include an explanation of any 
risks outside of tolerance. Mr Edge advised that this had been addressed in the 
BAF report to the Private and Confidential Board in June 2021. Action Complete 
 
Action 7, 176/21, Review to be undertaken of the mortality and complication cases 
of emergency laparotomies as identified in the C2-AI report. Mr Cundall confirmed 
that the outcomes from this review were included in his mortality report under item 
7 on the agenda. Action Complete 
 
Action 8, 176/21, To provide the Board with an explanation as to the position of 
the Family Health Care Group in relation to their priority reviews, as outlined in the 
2020/21 Learning from Deaths report. Mr Cundall confirmed that this was included 
in his mortality report under item 7 on the agenda. Action Complete 
 
Action 10, 178/21, Make the necessary amendments to the new IQAC terms of 
reference (officers to be in attendance and inclusion of medical and nursing staff 
revalidation and appraisal). Mr Edge confirmed that the changes had been made 
and that the terms of reference would be taken to the August meeting of IQAC to 
have them approved. Action Complete 
 
Action 11, 18/22, Provide the Board with an update and the detail of the grant 
awarded to assist with fossil fuel replacements. Ms Jacques confirmed that this 
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had been included in Mr Brown’s report to the Board during the June 2021 Private 
and Confidential meeting. Action Complete 
 
Action 12, 19/22, Provide the Board with an update on the full service review of 
A&E with respect to the outcome and the impact or potential impact for the two 
ED rotas. Mr Cundall explained that due to a delay this would be presented to the 
Board in August. Action Deferred 
 
Action 13, 20/22, Provide a summary paper for the Board to demonstrate the 
change in vacancy reporting; what had changed, exactly what the new method 
demonstrated and how the Trust would monitor vacancies going forward. Ms 
Jacques confirmed that this had been included in the Integrated Quality and 
Performance Report provided to the June 2021 Private and Confidential meeting. 
Action Complete 
 

59/22 Chief Executive’s Report Action 

 

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

 Guidance was still awaited in relation to the design framework for Integrated 
Care Systems (ICS) and was expected to be released over the summer.  

 The legislation in respect of the statutory position of the ICS had been through 
a second reading in Parliament and was on schedule to be in place by the end 
of the financial year. As such the changes required for the ICS to become a 
legal entity and for the Clinical Commissioning Groups (CCG) to be 
disestablished were expected to be completed as of 1 April 2022. 

 
System Oversight Framework 

 The consultation on the framework had previously been reported to the Board 
along with the Trust’s responses to the questions posed in the consultation. 
The information provided in the consultation had provided the basis of the 
implementation framework and there appeared to be nothing unexpected in 
the final publication.  

 The performance team were in the process of developing reports in order for 
the Trust to be able to report against the framework. 

 The Trust aimed to retain its historic rating of two under NHS England and 
Improvement’s Single Oversight Framework (SoF). From a review of the 
criteria to reach SoF one, it was unlikely that this would be possible in the 
coming year for the Trust or any of its regional partners.  
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ICS 

 The ICS had been focusing on implementing the arrangements required to 
establish itself as a statutory entity. While the key components of the ICS 
arrangements had been specified in national guidance, in the guidance 
provided scope to tailor how the ICS was set up and how it would operate, 
recognising that different ICS’s would vary in size and scope. In July, the ICS 
had held a set of engagement events with stakeholders to ensure that 
stakeholder views were considered. All parties agreed that a continued focus 
on place-based work was to be paramount.   
 

Provider Collaborative 

 The Collaborative had met in July and had considered: 
o Elective recovery/waiting times performance, which had been 

considered to be on plan at that time. This work had included a focus 
on urgent cancer patients and how to ensure equal access through the 
two cancer hubs.  

o Urgent and emergency pressures and winter planning, which was 
being coordinated across the constituent members; this was in light of 
the impact of the paediatric respiratory virus likely to present more 
cases this year and how to manage this influx.  

o A proposed estates planning and prioritisation approach, which was 
agreed. 

o An approach to reviewing clinical networks which was supported. 
o The next step in agreeing the collaborative plan including the 

production of a prospectus. 
o Capacity and resourcing proposals, which were broadly supported.  

 
Integrated Care Partnerships (ICP) Arrangements 

 The Central ICP had not met since the last report to Board. 

 The Southern ICP continued to focus on the clinical service strategy and the 
work streams which had previously been reported to the Board. In the most 
recent meeting of the ICP in July, work had also restarted to advance any 
further opportunities for collaborative working for the benefit of patients across 
clinical specialties.  

 
EPR 

 The project continued to develop in line with the agreed plan. Work had almost 
concluded on the forward plan which had been agreed to encompass 
approximately 77 weeks, some 10 weeks longer than the original proposed 
timeframe, to take account of learning from other projects and the complexity 
of some of the work to tailor the system to the Trust’s specific needs. Further 
discussion on the cost implications of this would be undertaken in the Private 
and Confidential session.  

 The focus of the current work in the project related to the future state review 
to determine how the system should best be configured to meet the Trust’s 
specific requirements; this work would conclude in late summer. Following the 
future state review, including testing, the Trust would have a version of the 
system that colleagues would have an opportunity to interact with and that 
would form the basis upon which, following necessary tweaks, the system 
would be configured.  
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Green Plan 

 Implementation of the initiatives in the Green Plan had progressed slightly 
ahead of the target timescales previously reported to Board with nearly 30% 
of the objectives having been delivered in the first quarter.  

 Training for sustainability had been added to staff profiles on ESR and the 
Trust had received praise from our local authorities for this as well as the 
general progress of the project and overall achievements.  

 The next meeting of the Sustainability Board was set for October and would 
be a change in format, to examine exceptions rather than performance. In 
addition the Board would review successes to date to determine how best to 
continue and maintain the current pace and enthusiasm.  

 Mr Forster-Jones, as the NED representative on the Sustainability Board, 
noted that this was one of the most exciting and enthusiastic groups he had 
been a part of in his five years with the Trust and commended the level of 
motivation. He explained that, often in projects such as this, the easier 
objectives were tackled first but that this was not the case here and Dr Richard 
Hixson, the Clinical Lead for the programme, had set out to approach the 
difficult and thorny issues head on from the start and this was refreshing and 
reassuring to see.  

 
Staff Survey 

 Further to the Statement of Intent which had been reported to Board earlier in 
the year, the Trust had made progress in a number of areas: 

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

o A zero-tolerance campaign had been commenced in the Trust 
emergency departments with a wider roll out to follow.  

o ‘Your story is our story’ had been launched as phase two of #100faces 
– which was a learning intervention as to how an individual’s behaviour 
could make others feel. 

o The Trauma Incident Management (TRIM) resource to support staff 
and teams had been launched in July and had been received as a 
welcome addition to the current support on offer.  

o The first quarterly staff survey had closed on 26 July 2021 and would 
provide a temperature check on how well the Trust was doing in 
relation to staff engagement. Draft information would be shared in the 
Private and Confidential session.  

 
Shotley Bridge 

 Work continued to progress regarding the replacement of Shotley Bridge 
Hospital which was part of the national New Hospital programme and was 
scheduled to open in early 2024. 

 
Durham Locality 

 The County Durham Partnership Executive arrangements continued to work 
well. 

 Work was ongoing to review the 22 health and social care objectives that 
formed the Durham Plan (which covered the five year period of 2020-2025) to 
incorporate priorities arising from Covid-19 and the associated recovery. 
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Darlington Locality 

 Ms Jacques and Ms Langrick had been working closely in the Darlington 
locality in order to formalise partnership working and, while less structured 
than the Durham locality, the agreed format was appropriate for the smaller 
size.  

 The locality had agreed four priorities: 
o Hospital Discharge and Intermediate Care; 
o 2 Hour Community Response; 
o Covid-19 Recovery; and 
o Demand Management.  

 
Care Quality Commission (CQC) Update 

 The Trust had provided a response to the CQC consultation, and had 
welcomed the focus on people and communities, smarter regulation, safety 
through learning and accelerating improvement, together with the wider scope 
of enquiries to consider system-based working and tackling inequalities.  

 The Trust had provided comment during the consultation, mainly concerned 
with the need for the regulatory approach to: give credit for good and 
outstanding services; to be based on reliable, validated intelligence and 
information; and be proportionate in the way that service users’ views were 
taken into account.  

 For hospital based services the CQC’s current risk based approach to 
regulation remained in place with inspection activity being undertaken where 
there was a clear risk to safety. CQC also planned to: 

o Return to inspect and rate Trusts and independent healthcare services 
that were rated as inadequate or requires improvement.  

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

o Prioritise high risk independent healthcare services for inspection. 
o Closely monitor how hospitals were ensuring robust infection 

prevention and control and carry out focused IPC inspections where 
there were concerns. 

o Carry out focused inspection activity in emergency departments where 
data monitoring and local intelligence indicated that increased 
pressure was having a direct impact on the quality and safety of care. 

o Roll out a programme of focused inspections of safety in NHS 
maternity services where data and local intelligence identified 
concerns about quality and care.  

 
CQC Action Plan from last inspection 

 Further to the Board meeting, Mr Edge would be meeting with Family Health 
to review access to registered children’s nurses in the A&E departments, to 
assess how far current arrangements were in line with the arrangements 
described in the CQC’s inspection guide. This would ensure that this ongoing 
action was concluded appropriately.  

 The Trust had recruited another dual-trained (adult and paediatric medicine) 
Emergency Department (ED) consultant, who would shortly take up their 
position at UHND resulting in both EDs having a dual trained member of the 
consultant team.  

 
CQC Engagement Meetings and Enquiries 

 The Trust had met with the CQC at the end of June and were again advised 
that the Trust was not flagging risk at that time.  
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 The CQC had requested and received a presentation on the approach to 
discharge at DMH, further to several enquiries to the CQC, which they had 
forwarded to the Trust, related to perceived issues with communication. This 
was found to be influenced by the difference in how the local authorities for 
County Durham and Darlington handled safeguarding enquiries; Durham 
County Council did not report such enquiries unless a threshold was met, while 
Darlington Borough Council reported all such enquiries. The CQC accepted 
the information and explanations from the Trust and no further queries had at 
that time arisen further to the meeting.  

 
CQC Insights Report 

 There was no movement within the report to update the Board on at that time.  
 
Questions were invited from the Board. 
 
Dr Scothon sought clarification as to whether there would be any impact on the 
Trust during the work to change over from the CCG to the ICS. Ms Jacques 
responded that while this was a big task, there were no direct implications for the 
Trust. 
 
Dr Scothon enquired whether Trust Governors would be able to influence or feed 
into the ICS work from either a local or national level. Ms Jacques explained that 
the Trust had provided feedback on the ICS work based on comments and 
questions raised by CDDFT Governors during Council meetings and briefings 
around the ICS work. She added that, as further guidance was released, she 
expected more information to be included which would enable wider stakeholder 
engagement but, in the meantime, the Trust would continue to feed governor 
views into ICS work.  
 
Mr Crosland requested clarity on the level of stakeholder engagement the ICS had 
undertaken, specifically which stakeholders had been involved. Ms Jacques 
responded that this had included all NHS health providers, local authorities and 
organisations such as Healthwatch. In addition any third sector organisations 
which worked closely with health services had also been included. Ms Jacques 
assured the Board that, in her opinion, the stakeholder involvement in the North 
East had been comprehensive.   
 
Mr Forster-Jones sought an understanding as to whether the change in 
commissioning leadership from CCGs to the ICS would enable the Trust to acquire 
any staff who were displaced. Ms Jacques clarified that as this was a national 
process and that all staff outside of the very senior posts in the organisations 
affected had received employment promises and a national human resources 
process was ongoing. In the short term all staff were being transferred to the ICS 
and no individuals would be moved into different work. The hope was that, where 
multiple CCG’s were merging into one ICS, some staff may be released to provide 
resource for service improvement but this was not guaranteed. Overall, the way 
in which staff were being transferred from the CCG to the ICS was positive as it 
enabled localities to continue to benefit from their knowledge and experience for 
better collaborative working.  
 
Ms Flynn requested clarification on the 77 week timescale for the EPR project and 
the anticipated end date. Ms Jacques confirmed that the timescale began at the 
signing of the contract and would conclude on or around the 27 June 2022. This 
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information would be included in the upcoming communication releases on the 
project.  
 
The Chairman noted that the Council of Governors had asked questions on the 
benefits of the EPR project and enquired as to whether a presentation or report 
could be prepared for the October Council meeting. Ms Jacques agreed that the 
Trust would revisit the original business case for EPR with the council and remind 
long-serving council members as well as advising the newer members of the 
benefits expected. As the future state review would be concluded by that time she 
would also seek to include some clinicians to be able to give a frontline account 
of the expected benefits.  
 
Mr Bretherick sought assurance as to whether the future state review would 
include functionality to address current issues with the completeness of data 
capture for comorbidities impacting on coding. Ms Jacques confirmed that the 
system allowed a more sophisticated method to draw on clinical records. She 
recognised that Mr Bretherick’s query was related to the mortality coding, on which 
the Board had been regularly updated, and explained that, while not in the original 
business case as a benefit, it had been identified and would be a benefit that the 
project would draw out of the system.  
 
Ms Flynn asked whether the abuse of staff noted in the A&E Departments was by 
patients towards staff behaviour or involved staff to staff behaviour. Ms Jacques 
confirmed that, principally, it involved patients’ and relatives behaviour towards 
staff members. The campaign was designed to demonstrate that there would be 
zero tolerance regardless of the source and had commenced in the A&E 
Department because that was where such behaviour was most prevalent.  
 
Mr Forster-Jones asked if the Board could have sight of the Shotley Bridge 
Hospital timeline with milestones outlined to enable a better understanding of the 
project and its progress. Ms Jacques advised that she would present this at the 
next meeting.  
 
There were no further questions. The Chairman thanked Ms Jacques for her report 
and the Board noted the contents.  
 

 
 
 
 
 

WE/SJ 
(Oct-21) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

SJ 
(Sep-21) 

60/22 Patient Safety and Quality  

 

Executive Director’s Report on Covid-19, activity and reset programme 
Ms Jacques presented the report which had been prepared to enable the Board 
to be fully sighted upon and able to scrutinise all aspects of the Trust’s response 
to the Covid-19 pandemic.  
 
The following points were highlighted: 

 The Trust continued to modify its incident arrangements over time including 
the command and control arrangements.  

 As at the date of the meeting the Trust had 62 Covid-19 inpatients; 32 in DMH, 
28 in UHND and four in the community hospitals. There were 12 in critical care 
and this was the highest number for some time. Mr Cundall confirmed that - at 
the peak of the last wave - the Trust had 14 critical care Covid-19 patients.  

 Arrangements continued to be in place to preserve and protect as much 
elective activity as possible. As a result, activity remained close to the recovery 
plan expectations even though the plan had not accounted for a further wave 
of Covid-19 cases.  
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 The numbers of staff self-isolating had been posing a significant challenge to 
the Trust’s ability to staff clinical services. However, as of 19 July 2021 the 
Government had announced a change of policy enabling staff to continue to 
work after a NHS Covid-19 app notification if they followed specific 
requirements. Mr Scanlon and the Local Authority Public Health team had 
undertaken work to clarify the process for staff and a flowchart had been 
issued to ensure staff understanding. In order to remain at work following a 
notification staff had to: 

o Have had both doses of the vaccine; 
o Have undertaken a PCR test which yielded a negative result; 
o Undertake daily lateral flow tests; and 
o Not work with immunosuppressed or extremely vulnerable patients. 

 Overall staff absence due to Covid-19 or track and trace contacts had reduced 
and as at 28 July 2021 there were 128 staff absent compared with 203 at the 
beginning of July.  

 The Trust continued to be extremely busy due to non-Covid-19 demand with 
activity levels around the same as the Trust had seen during the 2019/20 
winter. As a result teams were bringing winter plans forward across the Trust 
and the Executive team were working to understand the consequences and 
how the Trust would manage the recovery of the elective workload if the 
heightened activity level continued.  

 
Questions were invited from the Board.  
 
Mr Crosland noted other Trusts had moved to cancel some elective activity due to 
staffing and demand pressures. He asked whether the Trust’s elective programme 
was at risk of disruption. Ms Jacques acknowledged that the Trust was at risk of 
some disruption of elective activity, in specific areas. She noted that the reduction 
in staff sickness absence and self-isolation was a positive change and would have 
a positive impact which may improve the situation further. Critical Care capacity 
was, however, the most likely factor to impact on the elective programme, if cases 
increased. The DMH ITU had had to expand into the recovery space which 
affected both space utilisation and the resources required to manage the 
increased number of patients. If cases continued to reduce then it was expected 
that the Trust would stay on track.   
 
Dr Scothon enquired as to the split between administrative and clinical staff for 
those absent due to Covid-19 or track and trace. Ms Smith confirmed that of the 
49 staff absent due to Covid-19 at that time, nine were from the administrative 
staff group with the remainder clinical staff with the majority of those (37) Health 
Care Assistants. Of the 67 staff isolating at that time, 11 were due to track and 
trace contacts. Seven of the staff were from the administrative group, one was 
from the estates staff group and the remainder were clinical staff. 
 
Ms Flynn sought an understanding as to the patient make up and whether the 
vaccination was seen to be having an impact. Ms Jacques stated that she would 
ensure further detail was included in the next report. However she explained that 
around 25% of the Covid-19 patients seen were either not vaccinated or their 
vaccination status could not be determined, though work was underway to ensure 
the vaccination status of all patients was known. It was important to note that a 
significant number of the cases involved patients who were admitted for other 
conditions who, during the standard screening process, were found to have had 
Covid-19. The Covid-19 patients who had been double vaccinated, were, 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

SJ 
(Sep-21) 
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generally speaking, less ill and were having shorter lengths of stay in general and 
in ITU.  
 
The Chairman noted that colleagues from NECS had been present in the Trust’s 
A&E Departments to speak with patients about their reasons for attendance and 
where appropriate had signposted patients to alternative sources of care. He 
sought an understanding of the benefit, if any, the Trust had realised from this 
piece of work. Ms Jacques explained that NECS worked with the Trust as part of 
the Local A&E Delivery Board (LADB) and were a different resource able to view 
activity and processes with fresh eyes. The Trust had invited them to attend in 
order for the local system as a whole to understand what could be done to relieve 
pressures. Ms Langrick added that observational work such as this usually 
resulted in interventions which provided marginal gains which were extremely 
helpful to the Trust. This piece of work had been no different and NECS had been 
able to suggest some interventions which could provide such gains. In addition 
there continued to be wider work in relation to a rebalancing of the urgent and 
emergency care regional system which had begun over two years ago. There was 
opportunity to re-focus on more strategic pieces of work as well as prioritising 
where the ICS should concentrate on providing resources to meet demand. This 
was particularly important for both the Trust and for South Tyneside and 
Sunderland NHS FT as the ICS needed to acknowledge the imbalance between 
the capacity and resources available to those trusts compared to the demand from 
both patients and the Ambulance service.  
 
Dr Scothon enquired as to whether the Trust contributed to any BAME related 
research with respect to Covid-19 patients. Ms Jacques confirmed that, as part of 
the national reporting on Covid-19 the Trust did share information. In addition, as 
a region there had been outreach work undertaken on the education of the 
importance of the Covid-19 vaccine and, while not evident in the footprint of the 
Trust, this work could be seen in the regional hotspots such as Gateshead and 
Teesside. Mr Cundall added that there was ongoing work by the Trust 
communications team and Darlington GP’s to find unvaccinated patients who had 
been in ITU in order to share their story of how they wish they had had the vaccine. 
It was hoped that such a hard hitting campaign may increase uptake in those 
areas with lower vaccinated individuals.  
 
Dr Scothon sought an understanding of how the Trust contributed to health 
inequality work. Ms Jacques explained that, through the work of Dr Edward 
Kunonga as Public Health Consultant and with the local authorities the Trust had 
assisted in developing resources for health inequality work. Ms Smith added that 
this was part of the Health Inequalities agenda which had previously been 
presented to the Board. Ms Jacques elaborated stating that the work referred to 
by Ms Smith was less Covid-19 related but looked at how different groups within 
a population accessed services. This viewed the population through a number of 
lenses such as ethnicity and economic status. Indeed it had shown that the more 
deprived an individual was, the less likely people were to seek treatment and, in 
some cases, life expectancy could vary by up to 15 years. Ms Jacques assured 
the Board that this work was a focus of the ICS and would continue to be a central 
priority for the region.  
 
Mr Bretherick sought assurance as to the safety of discharging patients with 
Covid-19 into the ring fenced care home beds for patients with Covid-19. Ms 
Jacques explained that there were two CQC-registered facilities, one in Darlington 
and one in County Durham, with around 20 beds between them. Both were 
established when it was determined that such a facility would reduce bed blocking. 
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As a result, there were more than sufficient beds which to date had not been full 
at any one time. The level of testing and robust nature of the discharge process 
which had been improved meant that the process of discharging patients to these 
facilities was safe. Mr Scanlon added that the process had been rigorously 
planned and was regulated.   
 
There were no further questions. Ms Jacques was thanked for her report and the 
Board noted the contents and endorsed the actions being taken by the Executive 
Directors.  
 
IQAC Preface 
Mr Bretherick presented the report which had been prepared to update the Board 
on the business of the Integrated Quality and Assurance Committee further to the 
meeting on 20 July 2021. 
 
The following points were highlighted: 

 The patient story shared with the Committee had concerned a young man with 
learning difficulties and was delivered through a video developed with the 
involvement of the family. The Committee noted that, in the particular case, 
staff had not given time to understanding the patient’s needs and asked 
whether this was a lack of compassion. Assurance was received, externally 
corroborated through inspection, that the care had been compassionate but 
that there could be occasions where staff were pressured and may not give 
sufficient time to patients with additional needs.  

 The Committee received a detailed briefing into the work of the Trust’s two 
specialist learning disability nurses, noting their role in supporting and 
educating staff on wards in looking after patients and their involvement in the 
planning, delivery and follow up of care of patients with complex needs.  

 The Committee was briefed as to the use of the SBAR approach to clinical 
handovers. A decision made by the Senior Nurses Leadership Group, to cease 
the pilot of the SBAR tool in the Nerve Centre (nursing observations) system 
was explained due to the upcoming EPR implementation. In the meantime, 
training in the SBAR approach to handover would continue outside of the 
electronic format in order to embed the methodology until such a time that the 
EPR functionality was rolled out. 

 Mr Scanlon clarified for the Board that SBAR stood for Situation, Background, 
Assessment, Recommendation and was a communication tool established by 
the US naval fleet to disclose critical information in a timely and succinct way. 
It had since been adapted into healthcare as a communication and handover 
tool. 

 
There were no questions. Mr Bretherick was thanked for his report and the Board 
noted the contents.  
 
Medical Management and Mortality 
 
Job Planning 
Mr Cundall presented the report which had been prepared update the Board on 
the Trust position in respect of job planning.  
 
The following points were highlighted from the report: 

 IMS were behind schedule; however, that care group had been the hardest hit 
by demand during the pandemic and a recent surge in cases has slowed their 
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progress with job plan work. However, Mr Cundall was confident that they 
would catch up in the weeks following the Board meeting.  

 CSS were also behind plan; however, they were also expected to catch up 
once one particular senior manager returned from leave to complete the 
processes he was required for.  

 There continued to be a focus on implementation of Employee Online and 
Health Roster for the entire medical workforce. Work was ongoing to 
communicate the benefits of the system for the medical workforce in order to 
improve engagement with the process.  

 
Questions were invited from the Board. 
 
Ms Flynn noted the success of the Community Care Group for job planning and 
enquired as to whether there was an opportunity for shared learning to improve 
how other care groups approached the process. Mr Cundall clarified that while the 
Community Team were excellent, their percentage was deceiving due to only 
having 8 medical staff. As such it was much easier to achieve their target and was 
not due to a different way of working.  
 
There were no further questions. Mr Cundall was thanked for his report and the 
Board noted the contents.  
 
Mortality Report 
Mr Cundall presented the report which had been prepared to update the Board on 
the Trust’s mortality performance and the outcomes of learning from deaths 
reviews.  
 
The following points were highlighted from the report; 

 The Trust’s Summary Hospital Mortality Index (SHMI) remained high; while it 
had dropped slightly since last reported, the Trust remained a national outlier. 
As previously advised to the Board there were some acknowledged issues 
with the SHMI calculation methodology; however, the Trust had undertaken a 
wide range of analysis and qualitative reviews to seek assurance that there 
was no underlying issue relating to the quality of care.   

 There were other indicators to provide assurance on the Trust’s mortality 
performance in addition to SHMI. The Hospital Standardised Mortality Ratio 
(HMSR) for the Trust was in line with the average when compared with other 
Trusts and highlighted no issues. In addition data used in the “Copelands Risk 
Adjusted Barometer” (CRAB) tool, to identify both mortality and complications 
had flagged no concerns other than the need to improve care for those with 
acute kidney injury (AKI) which the Trust had begun to address through the 
appointment of specialist AKI nurses to improve training, education and 
support to ward-based staff on each site.   

 Coding issues and the short stay unit at UHND were known contributors to the 
Trust’s SHMI score. It was often only when a patient reached the specialist 
back of house ward that their diagnosis could be confirmed; however, the Trust 
interpreted the coding rules such that only the first two finished consultant 
episodes (FCEs) – usually relating to care in A&E and in the Acute Medical 
Unit or Surgical Assessment Unit – were allowed to be coded. Together with 
issues with the capture of comorbidities in clinical records, this approach 
resulted in some patients being allocated to low risk diagnosis groups when 
their actual, underlying condition was more serious and more likely to involve 
a higher risk of mortality. There was a known issue with the use of the short 
stay rooms in A&E at Durham, in that patients on end of life care were often 
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accommodated overnight and their diagnosis related only to their presentation 
in A&E on that occasion. Their mortality risk did not, therefore, take into 
account their underlying condition.  

 Clinical Leads had been appointed and were working with clinical teams to 
help ensure more complete recording of comorbidities in clinical notes.  

 North Tees also had a short stay unit but were significantly better in their SHMI 
performance. The Trust was in the process of approaching North Tees to 
understand their approach to coding and any other factors which may lead to 
an improved SHMI result compared to CDDFT.  

 The Trust had, on several occasions, sought expert advice on its SHMI results 
from Mr Tony Roberts, a national adviser on Mortality working with the North 
East Quality Observatory; in particular, with regards to whether any underlying 
quality of care issues were highlighted. Mr Roberts had reviewed the Trust’s 
data in the summer of 2020 and had recently met with Ms Jacques and Mr 
Cundall. In all instances, Mr Roberts had found no issues with the care of 
patients other than the potential to improve the care of those with AKI. He 
concurred with the Trust’s view that the underlying issues were likely to relate 
to coding and the capture of comorbidities, rather than quality of care. He 
regarded the scope and depth of the mortality reviews undertaken by the Trust 
to be among the best in the region and took assurance that the reviews 
completed had not identified significant numbers of cases with poor care.  
Reviews of deaths coded to acute bronchitis and in other low risk diagnosis 
groups had tended to support the Trust’s hypothesis, with few examples of 
poor care being identified, but several examples of patient’s whose diagnosis 
did not reflect their underlying pathology.  

 Work continued with respect to coding issues and the impact on mortality 
reporting though it was expected that the implementation of EPR would 
resolve the coding issues. The Trust was among the worst in the region for 
coding of non-elective admissions, and while it had made some improvement, 
so too had other organisations which had resulted in the Trust’s ‘ranking’ to 
remain static.  

 There had been two actions for Mr Cundall in the Board action log, both 
addressed through the papers he had provided in the Board pack: 

o The Family Health reviews had been undertaken and the learning from 
deaths dashboard now reflected the outcomes.  

o Mortality reviews and laparotomy audits had been undertaken 
following an action received at Board and no issues or concerns had 
been raised as a result. 

 
Questions were invited from the Board.  
 
The Chairman noted that the clinical coding champions had originally been funded 
through the Charitable Fund Committee for a fixed term and sought an 
understanding as to how the roles would be sustained until the EPR solution came 
into place. Mr Cundall explained that, as part of the funded work an extra 
document was to be added to the clerking documentation as an interim measure. 
In addition those in the funded posts were to attend the governance meetings of 
all departments to propagate the new document to improve engagement in 
preparation for the end of their funding and until EPR went live.  
 
Dr Scothon sought assurance that EPR would improve or rectify the coding issues 
currently experienced. Mr Cundall advised that EPR would enable full patient 
information to be available to the clinician and as such they would be in a better 
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position during those first two FCE’s. In addition, if the discussion with North Tees 
was fruitful, the Trust’s position could improve significantly.  
 
Ms Jacques reiterated that during the conversation with Mr Roberts, he had stated 
that the Trust was one of the best at reviewing deaths and taking learning from 
mortality reviews.  
The Chairman sought assurance as to the whether Mr Cundall’s work for the 
relevant Board action points had revealed any ward level issues. Mr Cundall 
confirmed that no issues had been identified and the cases, when reviewed had 
not been preventable.  
 
Mr Forster-Jones thanked Mr Cundall for his explanations around the Trust’s 
SHMI position but noted that he remained uncomfortable that the Trust could be 
investigated due to their outlier position and enquired if there was further work 
which should be undertaken whilst the EPR solution was awaited. Mr Cundall 
clarified that outside of the known AKI issue for which there was an action plan in 
place the Trust had been unable to find other causes for the SHMI trend except 
for recording of comorbidities and coding. In addition Mr Roberts had 
independently examined Trust data within the last year and had also found no 
issues or recommendations he could make to improve the SMHI. Mr Cundall 
reiterated that there was a plan in place for coding, a long term solution in the EPR 
system and that the Trust would seek to work with North Tees to understand if 
there was another way to improve the SHMI trend. Mr Bretherick added that, from 
his perspective as Chair of IQAC, he was satisfied with the position of the Trust in 
relation to SHMI. IQAC had given a significant amount of time to mortality and had 
been fully assured in respect of the work on coding, the data in the learning from 
deaths dashboard, the outcome of the Trust’s review of any patient with a less 
than 10% chance of mortality, HSMR data and CRAB data. It was Mr Bretherick’s 
opinion that while he shared Mr Forster-Jones’ frustration with the Trust’s SHMI 
position he was confident and assured that all other mortality data received by 
IQAC and produced by the Trust demonstrated a very different picture. Dr Scothon 
echoed Mr Forster-Jones’ concern and the impact the SHMI data could have on 
the Trust’s public reputation but stated that he was encouraged and assured by 
the work that was ongoing and the reports Board had received.  
 
Mr Crosland added that he too was assured by the reports from Mr Cundall and 
Mr Bretherick, whilst sharing Mr Forster-Jones’ view that the Trust may be flagged 
for inspection because of the indicator. He sought further assurance that the Trust 
had an audit trail should it be required which demonstrated the results of Mr 
Roberts’ review in 2020. Mr Cundall confirmed that the Trust did indeed have a 
record of the outcome of the formal review by Mr Roberts and NEQOS and he 
would ensure that there was a record of the discussion both he and Ms Jacques 
had with Mr Roberts in the past two months.  
 
Ms Flynn, as a member of IQAC, reiterated the assurance that Mr Bretherick had 
shared with the Board and commended Mr Cundall and his team on the work they 
were undertaking. Mr Cundall thanked Ms Flynn for her comments and added that 
should an external inspection be required that he would not be concerned as he 
was confident in the level of scrutiny with which the Trust had approached 
mortality. 
 
There were no further questions from the Board. The Chairman thanked Mr 
Cundall for his report and the Board noted the contents.  
 
Medical Examiner 
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Mr Cundall presented the report which had been prepared to update the Board on 
the Medical Examiner Service.  
 
The following points were highlighted from the report: 

 There were currently four Medical Examiners and one Medical Examiner 
Officer. A further four Medical Examiners had been appointed and were 
undergoing pre-employment checks, with an expected start date of August 
2021.  

 The roll out of the programme would begin in DMH to cover five days a week 
by the end of August, with a UHND roll out anticipated for the autumn.   

 At that time there was no space for the service at UHND and without space it 
would not be possible to expand out into the community. Work was ongoing 
to resolve the space issue. 

 From March 2022 trusts would be required to review all deaths in the 
community. Currently the Trust only reviewed around a third of deaths. There 
was a large amount of work to complete within the next six months in order to 
get the Medical Examiners and Medical Examiner Officers, in post and with 
adequate facilities to be able to manage the anticipated volume of work. 

 
There were no questions from the Board. The Chairman thanked Mr Cundall for 
his report and the Board noted the contents.  
 
Patient Safety and Experience Report 
Mr Scanlon presented the report which had been prepared to update to the Board 
on the position of the Trust with regard to HCAI and serious incidents.  
 
The following points were highlighted from the report: 

 Each month the IPC team focused on a subject which could make a difference 
to IPC related issues in clinical practice. In June there had been a focus on 
catheter awareness. Engagement with staff and training had been informed 
through a randomised catheter compliance audit which provided an informed 
plan for the event.  

 Hand hygiene compliance was over 93% for the month with one care group, 
Community, at 100% compliance.  

 Included in the Board pack was a benchmarking report, covering never events 
and serious incidents, which provided information on how the Trust compared 
with the region.  

 Formal complaints received by the Trust had fallen when compared year on 
year, while PALS and informal contacts had risen. This was a positive result 
for the Trust as PALS enabled the Trust to resolve or address concerns or 
issues before they escalated and became a formal complaint.  

 Volunteers had begun to return to hospital radio, the Macmillan service and 
outpatients; however, progress had been hampered through being unable to 
undertake face to face training.  

 The Trust had continued to reinforce requirements for masks and social 
distancing since the wider public change to Covid-19 restrictions on 19 July 
2021. Support had been provided to reception staff and other appropriate 
areas; to date, they had not seen the level of violence or aggression which 
had been anticipated.  

 As the Board was already aware controls were in place to ensure the safety 
of the water supply at DMH, where the presence of legionella had been 
detected, and a proactive press release had been activated. Patients and staff 
were being protected from harm; however, there was some detriment to the 
patient experience, as the point of use filters in place to cleanse the water 
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supply had caused a drop in pressure which, in turn, meant that it was not 
possible for women using maternity services on the sixth floor of the Tower 
Block to shower without going down to the third floor. A solution had been 
found on the fifth floor and would be active imminently.  

 Incident 2021/10265, which had originally been listed as a never event due to 
a retained foreign object post operation had been de-listed by the MHRA due 
to the device in question having been found to be faulty.  

 
Questions were invited from the Board. 
 
Mr Forster-Jones sought an understanding as to how the patients on the sixth floor 
had been communicated with and the reassurance that had been given to them. 
Mr Scanlon explained that the Trust had originally avoided the use of the specific 
term, legionella, as it had not wanted to panic patients or the public, when safety 
measures were in place. Patients had been advised that there was a problem with 
the water supply and that, due to filters fitted to outlets, the pressure had dropped 
and the showers were unable to be used. Further to an approach from the 
Northern Echo and a local MP, the decision had been made to release a proactive 
and explanatory press release. The focus of follow up press activity had revolved 
around the poor experience of the maternity patients which was acknowledged. 
As the closest shower was on the third floor this meant that mothers had to be 
separated from their new born babies or their visitors and new-born during what 
was valued and crucial family time. Additional staff had been brought in to support 
the women and look after babies while the mothers showered. The solution on the 
fifth floor would be an additional wet room and was expected to be operational 
within the week.  
 
Ms Jacques asked that Mr Scanlon provide some clarity on the level of risk to both 
patients and staff from the water. Mr Scanlon explained that there was no risk. 
There had been raised counts of legionella in places in the water system and this 
had been determined to be linked to a biofilm in the water tanks. Regretfully it was 
not possible to replace the tanks quickly due to the considerable work and capital 
involved. As such there had been interventions put in place to mitigate any risk. 
The first was the dosing of the water with chemicals to supress the legionella 
counts which was now automated on a continuous basis. Secondly filters had 
been placed on every outlet in the hospital to filter out any contaminants. Water 
coolers had been decommissioned as they did not sufficiently filter the water to 
keep it safe and the birthing pool had also been decommissioned. Patients who 
wished to have a water birth were being redirected to UHND for the births. To date 
there had been no legionella infection in staff or patients. Dr Scothon added that 
he was assured and impressed with how transparent the Trust had been with both 
the media and the public as well as the work undertaken.  
 
Mr Bretherick noted that there was a new method of investigation in use for serious 
incidents and sought assurance that this was as effective as the root cause 
analysis (RCA) approach that had been in use to date. Mr Scanlon explained that 
the change in approach was a move to a more forensic investigation with a focus 
on individual interviews, rather than the RCA approach of a collective 
methodology. The new approach could have some downsides and Mr Scanlon 
advised that the key would be combining the best of the RCA approach into the 
new methodology with a collective debrief followed by a detailed forensic and 
formal investigation. It would be a challenge moving forward as there was a risk 
that the new approach may alienate staff and even dissuade reporting; however 
there were pilots ongoing to help identify and implement the optimum approach. 
 

Ite
m

 3
 -

 2
8 

Ju
ly

 2
02

1 
M

in
ut

es
F

IN
A

L

Page 18 of 386



 

17 

The Chairman sought assurance as to whether, during the catheter awareness 
work led by the IPC team, the Trust had been able to determine that catheters 
were only being inserted when clinically appropriate. Mr Scanlon confirmed that 
through the use of the HOUDINI pneumonic, staff were able to ensure that 
catheters were clinically appropriate. 
 
Mr Crosland requested an understanding of the timescale for the replacement of 
the water tanks. Mr Scanlon advised that it was a £2m and six month project which 
would require water to be re-routed but there would be many benefits to the 
project. Ms McCree confirmed that it was going to plan and in addition the Trust 
had reached out to other Trusts and had been reassured that they had done 
everything they should have in the meantime. This had also been reaffirmed by 
the Authorised Engineer for the Trust.  
 
There were no further questions. Mr Scanlon was thanked for his report and the 
Board noted the contents.  
 

61/22 Compliance and Performance Management  

 

Operational Performance and Assurance Committee (OPAC) Preface 
Mr Forster-Jones presented a verbal report which had been prepared to advise 
the Board on the business of the Operational Performance Assurance Committee 
further to its most recent meeting on 26 July 2021. 
 
The following points were highlighted to the Board: 

 The Committee had reviewed the IQPR in respect of ED in detail and had been 
assured that all mitigations and interventions possible were either already in 
place or were planned to be implemented imminently.  

 There continued to be a lack of clarity on a national level re: the funding 
framework for the second half of the year (H2) and there had been an unusual 
retrospective change to the Elective Recovery Fund (ERF).  

 Further assurance had been requested for the August meeting in respect of 
plans for Improving Quality and Eliminating Waste as the identified schemes 
did not yet provide the overall savings required in the Trust’s financial plan. 
Progress would be reviewed in more detail in the next meeting.  

 
There were no questions and Mr Forster-Jones was thanked for his report. The 
Board noted the content.  
 
Integrated Quality and Performance Report (IQPR) 
The Executive Directors presented the report as a collective, with each leading on 
the area relating to their remit, summarising the Trust’s performance in relation to 
key performance measures including national access standards. 
 
Ms Langrick presented the Trust’s performance on restoration of activity and 
constitutional targets. The following points were highlighted from the report: 

 The Board’s attention was drawn to page four of the report and it was 
explained that the chart provided a pictorial view of the number of Covid-19 
inpatients.  

 The overall position of the Trust in respect of the delivery of the elective 
programme restart was good, especially in the context of non-Covid-19 
demand and the rising pressure of Covid-19. The Trust had made progress in 
reducing waiting lists and had kept up with new referrals.  

 The July data table provided in the report was incomplete and was not fully 
reflective of the month as a whole. The activity threshold for access to the 
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elective recovery fund for July 2021 was challenging as, for the Trust July 2019 
was the month with the highest activity levels and, as such to achieve the 
target percentage of that activity, with the backdrop of Covid-19, would always 
have been demanding.  

 There had also been a change to the ERF which had originally offered financial 
awards for performance where activity exceeded 85% of the 2019/20 baseline, 
across the ICS. The percentage required had been increased to 95%, which 
was likely to be too demanding for the region especially in consideration of the 
larger Trusts. 

 The level of A&E demand was as high as expected during winter and as 
previously discussed the winter plan had been brought forward. This had, 
however, raised the question of what further action would need to be taken in 
winter, should the demand not reduce. The Executive Team were exploring 
options as too were the LADB.  

 RTT performance was gradually improving and the waiting list profile was 
making steady improvement with 73.44% of patients now seen within 18 
weeks of referral. There were still some 52 and 104 week waits on the list; 
however, these patients were a focus of the elective performance work and 
progress was being made according to plan. 

 Cancer services performance was not yet back to the level the Trust aimed for 
and provisions continued to be made to support endoscopy which, as 
previously discussed with the Board, was key in ensuring a smooth and timely 
cancer pathway for many patients. There continued to be an improvement in 
the performance against the 62 day waiting times target and the Trust was no 
longer an outlier nationally.   

 Despite the background of Covid-19 pressures diagnostic recovery continued 
to have a strong performance. 

 
Questions were invited from the Board 
 
Dr Scothon enquired as to how the Trust’s performance for July 2021 compared 
with July of 2018/19 and if this would show a different picture. Ms Langrick 
responded that she did not have those figures to hand but would source them and 
share with the Board.  
 
There were no further questions on this section of the report.  
 
Mr Scanlon presented the section of the report relating to Safe Staffing and 
highlighted the following points: 

 The Trust had been successful in recruiting all but one of the graduating class 
from Teesside Universities Adult Nursing and Paediatric Nursing programmes 
as well as all of the Midwifery programme graduates. In addition, the Trust had 
also recruited nine graduates from other universities which was encouraging.  

 The Trust planned to reach out to the Dean of the School of Healthcare at 
Teesside University to help review the attrition level for the nursing courses 
which had dropped to 45%. The reason for this decrease were as yet unknown 
but the Trust were keen to explore this with the University.  

 The next cohort of international nurses was expected to commence 
employment in August as planned.  

 Temporary staff fill rates were not strong and work was underway to seek to 
increase these in order to support wards which had been expanded to meet 
demand.  

 The resilience of midwifery staffing was expected to increase following the 
next graduate recruitment. As set out in the report, there were several 
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occasions on which action had needed to be taken to ensure that staffing 
matched patient demand and acuity. In addition maternity staffing would be 
under review in order to facilitate the national continuity of carer expectation.  

 
Questions were invited from the Board. 
 
Mr Forster-Jones enquired as to whether there was any indication as to the reason 
that nursing programme attrition rates had fallen so low. Mr Scanlon explained 
that, at that time no reason could be determined.  
 
Mr Forster-Jones enquired whether a report could be provided to the Board on 
how the Trust was approaching staff retention. He explained that this would be a 
useful source of assurance. Mr Scanlon responded that retention was a focus of 
the Trust and there had been a significant amount of work undertaken including 
the communication and engagement with staff and acting on feedback across the 
organisation. Ms Smith added that staff retention was a key part of the People 
Matter Strategy. She confirmed that a high level report would be included in the 
September Board report and a more detailed report would be presented at OPAC 
in September.  
 
There were no further questions on this section of the report.  
 
Ms Smith presented the section of the report relating to Workforce and OD and 
highlighted the following points: 

 Focused work was underway to recover the Trust’s appraisal performance 
with an emphasis on the quality of the appraisal discussion. Appraisals were 
to incorporate a wellbeing discussion and a risk assessment. This was to 
maximise the benefit for the staff. 

 Voluntary staff turnover continued to be under target. 

 The IQPR report now included slides to demonstrate the impact of the 
increase in nursing establishments on vacancies which had been requested 
in Board previously and would now be a standard part of the report.  

 
There were no questions.  
 
Mr Brown presented the section of the report which pertained to finance and the 
following points were highlighted: 

 The financial position of the Trust had been discussed in detail during the July 
OPAC meeting. 

 The planning framework for H2 had still not been released and this was not 
expected to be announced until September 2021. 

 The Month 3 position showed a deficit against the breakeven plan of £0.144m 
after adjustments were made for the impact of capital donations on the income 
and expenditure account.  

 As at the 30 June 2021 the CDDFT Group cash balance was £37,197k which 
was a £13,207k reduction from the previous month. This was due to the 
advanced payment of the quarterly PFI invoices and settlement of prior year 
capital creditors.  

 As at Month 3, capital expenditure totalled £4,771k compared to the planned 
level of £4,867k.  

 The change to the ERF framework meant that the Trust now expected £1m 
less income in quarter two and £2.6m less in H2. As a result work was 
underway to review plans and amend with the new forecasted figures.  
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There were no questions for this section of the report.  
The Chairman thanked the Executive Team for their respective reports and the 
Board noted the content and endorsed the actions being taken.  
 

62/22 Other Business  

 

Register of Sealings 
Mr Edge presented the reports which had been prepared for the purpose of 
updating the Board as to the entries made in the Register of Sealings in the 
relevant periods.  
 
Mr Edge apologised for the late production of the 2020/21 quarter four report. 
There had been a higher than usual number of documents sealed in the quarter 
due to the Trust relocating services and lease agreements requiring the seal.  
 
The quarter one report for 2021/22 contained the use of the seal for the enactment 
of a provision relating to shareholder rights for Healthcall Solutions Limited and 
for a letter of variation which had been approved previously through the Board.  
 
There were no questions. Mr Edge was thanked for his report and the Board noted 
the contents.  
 
Any Other Business 
 
No business was raised.  
 

 

63/22 Time and Date of next meeting  

 
The next public meeting of the Trust Board would be on 29 September 2021. This 
was expected to be held virtually. 

 

64/22 Declaration to exclude the public  

 

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

 

65/22 Meeting Closed at  11:52  
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Trust Board Action Log          Page 1 of 2 

TRUST BOARD ACTIONS FOR 29 SEPTEMBER 2021 (OPEN MEETING) 

Protocol: Actions confirmed as closed at the last Board Meeting are marked as ‘complete’ pending approval of the minutes of that meeting. Once the minutes 

are approved they are removed from the log.  A small number of actions where implementation is self-evident to the Board are also marked as complete and 

will be removed following the Board meeting.  Items on the agenda are marked.  Future dates are shown in green, overdue dates in red.   

No. Meeting Item Action Point Timescale Status Lead 

1)  31/03/2021 174/21 Present the Board with a proposal for a memorial to be held in Durham May 2021 
Complete to 
be closed 

PFJ 

2)  31/03/2021 175/21 Provide the Board with a verbal update on the IQAC review of the Winter Plan June 2021 
Complete to 
be closed 

MB/WE 

3)  31/03/2021 175/21 
The BAF report to be updated with an additional column to demonstrate progress 
against the risks which required further mitigation to reach the target score 

June 2021 
Complete to 
be closed 

WE 

4)  31/03/2021 175/21 
The BAF report to be updated to include an explanation of any risks outside of 
tolerance 

June 2021 
Complete to 
be closed 

WE 

5)  31/03/2021 176/21 
Review to be undertaken of the mortality and complication cases of emergency 
laparotomies as identified in the C2-AI report 

May 2021 
Complete to 
be closed 

JC 

6)  31/03/2021 176/21 
To provide the Board with an explanation as to the position of the Family Health Care 
Group in relation to their priority reviews, as outlined in the 2020-21 Learning From 
Deaths Report.  

May 2021 
Complete to 
be closed 

JC 

7)  31/03/2021 178/21 
Make the necessary amendments to the new IQAC terms of reference (officers to be 
in attendance and inclusion of medical and nursing staff revalidation and appraisal) 

May 2021 
Complete to 
be closed 

WE 

8)  26/05/2021 18/22 
Provide the Board with an update and the detail of the grant awarded to assist with 
fossil fuel replacements.  

July 2021 
Complete to 
be closed 

SJ 

9)  26/05/2021 19/22 
Provide the Board with an update on the full service review of A&E with respect to 
the outcome and the impact or potential impact for the two ED rotas.  

July 2021 
Deferred to 
August P&C 
Meeting 

JC 
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Trust Board Action Log          Page 2 of 2 

No. Meeting Item Action Point Timescale Status Lead 

10)  26/05/2021 20/22 
Provide a summary paper for the Board to demonstrate the change in vacancy 
reporting; what had changed, exactly what the new method demonstrated and how 
the Trust would monitor vacancies going forward. 

July 2021 
Complete to 
be closed 

NS/MS/DB 

11)  26/05/2021 21/22 Provide the Council of Governors with an update on the work of the BAME committee October 2021  WE 

12)  26/05/2021 21/22 
To work with Governors with an aim of broadening the diversity of the Council of 
Governors 

October 2021  RS 

13)  28/07/2021 59/22 
To provide the Council of Governors with a presentation or report on the benefits of 
the EPR project further to the completion of the future state review. Clinicians would 
be invited to attend to provide a front line perspective of the benefits.  

October 2021  WE/SJ 

14)  28/07/2021 59/22 
To provide the Board with a timeline and milestone report for the Shotley Bridge 
Hospital project to enable a better understanding of the project and its progress 

September 
2021 

 SJ 

15)  28/07/2021 60/22 
To include in the Executive Director’s Report on Covid-19, activity and reset 
programme a breakdown of the patient makeup to include vaccination status.  

September 
2021 

 SJ 

16)  28/07/2021 61/22 
Provide out with the meeting, July 2018/19 performance figures to provide context of 
the 2019/20 and 2020/21 performance and targets 

August 2021  CL 

17)  28/07/2021 61/22 
To provide the Board with an update on staff retention work and the People Matter 
Strategy further to the in depth report to OPAC in September 2021 

September 
2021 

 MS 
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Trust Board – [29th September 2021] 

Chief Executives Update 

Open Session * Private & Confidential Session  

Author 

 

Reason for 

Submission 

Tick all that apply 

If none of the above, 

please provide 

rationale for 

submission 

Standing item                                           x  

Development / approval or update on strategy                       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: 

 

To transform care pathways and develop services which deliver the  

best patient outcomes                             x  

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

provide the best patient experience                                      x   

To maximise our resources and relationships to sustain services and  

deliver best efficiency                                                                                 x  

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

are proud of – best employer                                      x   

Purpose of Report 

 

 

 

 

 

 

 

 

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

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

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

the likely implications associated with each. In doing so, provide context to support 

strategic and planning decisions/discussions, allowing the Board to influence the 

various developments as appropriate and be assured that our response to them 

is furthering our aim of providing the safest most compassionate and joined up 

care. 

Text in green italics is information that has previously been shard with the Board 

in August when it met only in private 

Ite
m

 4
a 

- 
C

E
O

 B
oa

rd
 P

ap
er

Page 25 of 386



    

Summary of Key 

Issues 

National Matters  

 

Following the publication of the ICS design framework, NHSE/I has published 

further guidance on provider collaboratives, which is summarised in the NHS 

Providers briefing attached at appendix a. The guidance builds on what is largely 

recognised as the good collaboration during Covid, and specifically opportunities 

to reduce unwarranted variation, reduce health inequalities and build better 

resilience.  The Key points are as follows: 

 

1. Provider collaboratives are described as involving at least two Trusts 

working at scale with a shared purpose and effective decision making 

arrangements. Our NENC collaborative comprises of 11 Trusts (8 acute 

and community, 2 mental health and 1 ambulance Trust). As the Board is 

aware progress is being made on a shared purpose through the 

agreement of constituent boards to its purpose and function (agreed at our 

July Board), and the development of a prospectus and which will also 

begin to outline decision making arrangements which are not yet 

developed.  

2. Whilst acute and mental health Trusts are expected to be part of one or 

more provider collaborative by April 2022, community and ambulance 

Trusts are asked to do so only where it is beneficial for patients. The former 

distinction is irrelevant in NENC where there are no separate community 

Trusts. 

3. As well as detailing the benefits of collaboration, referred to above, the 

guidance sets out key enablers and examples. The enablers are largely 

evident in our own arrangements compromising partnership building, 

programme delivery, shared governance (not to any real extent yet), peer 

support and mutual accountability, joined up working and quality 

improvement. 

4. This year, with support from NHSI/E, regions will be expected to identify 

shared goals, objectives, membership and the governance of each 

collaborative. They need also to define responsibilities and ways of 

working between the ICS, place, networks and other collaborations. 

Professor Sir Liam Donaldson is leading the work with ICS and place (see 

ICS Update) and the collaborative are reviewing the clinical networks as 

previously reported. 

5. Three models are proposed – the provider leadership Board, lead provider 

and shared leadership model with several decision making models and 

staff resourcing requirements. Our model is aligned with the former and 

the Board will note the ask that consideration is given to the involvement 

of NEDs in providing scrutiny and challenge. There will be opportunity 

to discuss this further at the meeting. 

 

Further guidance has been issued on ICS implementation which is summarised 

below 

 

Guidance on place based partnerships as part of statutory ICSs:  

1. Place based partnerships are collaborative arrangements formed by the 
organisations responsible for arranging and delivering health and care 
services in a locality or community. 

2. Place based partnerships will remain the foundation of ICSs.  
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3. System partners will determine the footprint of each place based 
partnership. Their geography should be understood by communities in the 
way that local authorities are. This accords with the place based 
partnerships we have established locally in County Durham and Darlington 
and that have been reported to the Board. 

4. Detail is provided on function and governance arrangements. Currently 
both the local authority partnerships that we work with are favouring a form 
of Joint Committee. 

 

Guidance on working with people and communities: 

1. ICBs are expected to develop a system wide strategy for engaging with 
people and communities beginning with the following 10 principles 
a. Put the voices of people and communities at the centre of decision 

making and governance at every level of the ICS 
b. Start engagement early and feedback on how engagement has 

influenced activities and decisions 
c. Understand the community’s needs, experience and aspirations for 

health and care and use engagement to find out if change is having 
the desired effect. 

d. Build relationships with excluded groups, especially those affected by 
inequalities 

e. Work with Healthwatch and the voluntary, community and social 
enterprise sector as key partners 

f. Provide clear accessible public information about vision, plans and 
progress, to build understanding and trust 

g. Use community development approaches that empower people and 
communities, making connections to social action 

h. Use co production, insight and engagement to achieve accountable 
health and care systems 

i. Co-produce and redesign services to tackle system priorities in 
partnership with people and communities 

j. Learn from what works and build on the assets of all ICS partners – 
networks, relationships, activity I local places 

2. ICBs should work with partners to ensure integrated care partnerships and 
place based partnerships have representation from local people and 
communities in priority setting and decision making forums.  

       

Guidance on effective clinical and care professional leadership 

1. Five core design principles for effective leadership have been developed 
a. Ensure that the full range of clinical and professional leaders from 

diverse backgrounds are integrated into system decision making at all 
levels, supporting this with a flow of communication and opportunity for 
dialogue 

b. Nurture a culture that systematically embraces shared learning, 
supporting clinical and care professionals to collaborate and innovate 
with partners including patients and local communities 

c. Support clinical and care professional leaders throughout the system 
to be involved and invested in ICS planning and delivery, with the time, 
support and infrastructure to do so 

d. Create a support offer for all clinical and care professional leaders at 
all levels, allowing them to learn and develop alongside non clinical 
leaders including those in local government and the voluntary sector. 
Provide training and development opportunities that recognise the 
different leadership skills required to work across organisational and 
professional boundaries 
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e. Adopt a transparent approach to identifying and recruiting leaders 
promoting equity of opportunity and creating a diverse talent pipeline 
reflecting the makeup of the community and ensuring that 
appointments are based on ability and skillset to perform the intended 
function 

2. ICSs must agree an initial local framework for clinical and care professional 
leadership based on these principles 

 

Guidance on partnerships with the voluntary, community and social enterprise 

sector: 

1. ICBs must have a formal agreement for engaging and embedding VCSE 
sector in system-level governance and decision making arrangement. 

2. These arrangements should build of the involvement of VCSE partners in 
relevant forums at place and neighbourhood level 

 

Interim guidance on the functions and governance of the ICB (Integrated Care 

Board) 

1. ICBs will become statutory organisations to bring the NHS together locally 
to improve population health and connecting to partnerships across the 
ICS 

2. Each ICB must have its governance and leadership arrangements in a 
constitution formally approved by NHSE/I 

3. While preparations are made for these new arrangements all NHS 
organisations must continue to operate within the current legislative 
framework 

4. ICP guidance will be issued but proposed legislation is as previously 
reported to the Board - membership must include as a minimum local 
authorities and the local NHS, and it will have responsibility for developing 
an integrated care strategy which must show how the Joint Strategic 
Needs Assessments are to be met. 

5. The minimum membership of the ICB is again as previously reported - one 
chair, 2 or more non executives, a chief executive, a chief finance officer, 
a director of nursing, a medical director , a minimum of 3 partner members 
(one from a trust, one from primary care and one from a local authority)  

 
Guidance supporting the successful transition of people into integrated care 

boards 

1. Essentially this takes the form of an HR framework with 5 sections 
a. Staff engagement and partnership working 
b. Looking after our people 
c. Belonging in the NHS 
d. Managing the change for board- level colleagues 
e. Safe transfer of all people 

 
The guidance applies to NHS organisations directly affected by the 

proposed legislative changes and principally the ICS. It’s scope therefore 

does not include the Trust. 

Guidance on the ICS people function 

Building on the ICS Design Framework and the People Plan it describes 10 

outcome based functions to make the local area a better place to live and work 
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through the governance and accountability arrangements for people and 

workforce functions in the ICS. Those 10 functions are 

1. Supporting the health and wellbeing of all staff 
2. Growing the workforce for the future and enabling adequate supply 
3. Supporting inclusion and belonging for all and creating a great experience 

for staff 
4. Valuing and supporting leadership at all levels 
5. Leading workforce transformation and new ways of working 
6. Educating, training and developing people, and managing talent 
7. Driving and supporting broader social and economic development 
8. Transforming people services and supporting the people profession 
9. Leading coordinated workforce planning using analysis and intelligence 
10. Supporting system design and development 

 

The Board is asked to note the additional guidance and its consistency with 

the priorities that the Board identified when responding to the ICS national 

consultation earlier this year.  

 
ICS  

 

In July the ICS has held a set of engagement events with stakeholders to ensure 

that stakeholder views are considered when developing our ICS in the context of 

the emerging national guidance and flexibilities therein. 

 

Design meetings are being held to consider the relevant guidance and begin to 

set out how our ICS and IC will function. We are one of the larger ICSs nationally. 

The trust is feeding into this work through the Provider Collaborative and has led 

the financial proposals that collaborative agreed in September. 

 

The ICS Management Group next meets on the 24th September when it is focusing 

further on our approach to tackle inequalities, a deep dive in respect of winter 

planning, considering H2 planning and seeking feedback from the Provider 

Collaborative on the ICS design.  A verbal update will be provided at the Board. 

 

The Board is asked to note the progress in designing our ICS.  

 

Provider Collaborative  

 

The Provider Collaborative met in September and agreed priorities against the 

next round of the national hospital building programme and a proposed financial 

framework to feed into the ICS system design work. It also held a development 

session where it focused on its approach to three key programmes of work 

considering how it might organize govern and run each of these programmes. 

These were our clinical services strategy, workforce, and financial delivery and 

risk sharing. 

 

The Board is asked to continue to support the work of the collaborative 

which is in accordance with the priorities previously agreed and signed off 

by the Board earlier this year. 
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Collaborative work between CDDFT, South Tees and North Tees / Southern 

ICP  

 

The ICP met in September when it considered the following: 

 A proposal for bidding against 21/22 capital HEE workforce development 
funding which was supported and provides resource into the clinical work 
programme 

 An updated financial forecast for H1 in which a surplice of £2m is expected 
against a planned surplus of £0.4m. Please note that the financial 
performance of CDDFT is not included in the above as it is reported in its 
totality in the central ICP 

 A performance summary  

 A proposed way forward for pulling together the various strands of  the 
strategy for the Tees Valley coordinating place based plans and the NHS 
planning response to national guidance – which was supported 

 A briefing for the Health Inequalities Advisory Group for the North East and 
North Cumbria that had held in inaugural meeting focusing on leveling up 
and eradicating the health inequalities that have traditionally blighted the 
region. The report highlighted the marked regional difference in life 
expectancy and that mortality rates had increased for people aged 45-49. 
COVID 19 has exacerbated health inequalities and a summit is to be 
arranged to being together stakeholders to shape a set of ambitions to 
tackle this longstanding priority. This work was supported. 

 

The Board is asked to support this ongoing work, particular that in relation 

to inequalities.  

 

Central ICP  

 

The Central ICP met and considered the current situation regarding Covid and 
recovery and the developing ICS design including the developing financial 
framework. 
 
Green Plan 
 
Progress continues within each workstream. A review of capacity is being 
undertaken. 
 

 
Staff Survey  
 
Further to the Q1 staff survey a number of actions have been undertaken to 
better understand and support our staff during the remainder of the year. A full 
report will be provided to the October meeting but, in summary, thus far we have 
 

1. Held 10 sessions with our Freedom to Speak up Guardian to understand 
whether we can improve staff experience.  

2. Increased clinical bank rates. 
3. Established a site for managers to access resources to support 

engagement across their teams 
4. Held the first in a number of development sessions for managers to help 

them support their teams see appendix b.  
5. The CEO and HRD have attended a number of Care Group and 

Corporate senior meetings to understand more and ensure a swift and 
appropriate response. 
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As a result of the above, a number of individual issues that were raised have 
been dealt with, such as concerns regarding IPC being perceived as too 
stringent in ITU and concerns about misunderstandings about pension reforms 
leading to early retirements.  
 
An engagement calendar has been developed for the rest of the year with 
activities grouped under the following: 

a. Equality, Diversity & Inclusion – Engagement Activity 
b. Health & Wellbeing – Engagement Activity 
c. Leadership & OD – Engagement Activity 
d. Communications – Engagement Activity 

These map to the Culture Matters pillars, but more importantly, ensure that we 
are systematically supporting work in each of these areas in a structured way. 
(appendix c ) 

 
Shotley Bridge  
 
Work continues with the next stage of this project which is the development of the 
outline business case.  
 
Durham Locality 

No further update. Relationships remain strong and work is continuing in line with 

plans previously reported. 

Darlington Locality 

No further update. Relationships remain strong and work is continuing in line with 

plans previously reported. 

EPR  

The project continues to progress in line with the revised plan and is rated green 

overall. A number of contractual matters are being progressed and revised 

arrangements for the future state review have been agreed in principle.  

CQC Key Matters  

The Trust’s latest engagement meeting with CQC was held on 9th August 2021. 

The inspection team again advised that the Trust is not flagging as a risk in any 

area. The team advised that they would be looking to understand the Trust’s 

processes for clinical prioritisation and for protecting patients on the waiting list 

from harm, and would invite their Community Services inspection lead, to future 

meetings. A more in-depth discussion on Community Services, and challenges 

shared with mental health services, is also likely to form part of a future 

engagement meeting.  

There has been no statistically significant change with respect to the profile 

indicators in the CQC Insights Report. However, there have been some 

movements in and out of the various categories, as identified in appendix d, 

together with ongoing work or actions.  

Work continues with respect to the implementation of robust arrangements for 

children attending A&E to access paediatric specialist nursing where necessary. 

The key actions were – as previously advised to the Board: 
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 To review the opening hours of the Paediatric Assessment Area at UHND 
– a business case is progressing through the approval process. 

 To develop and document a more formal training and competency 
framework for adult nurses who see children in the A&E at DMH.  The 
SADAC is meeting the ED Matron and ADN for Family Health on 7th 
October 2021 to review progress with this action 
 

There has been no further engagement meeting since the last report – the next 

meeting is due on 11th October - and the next CQC Insights publication is due at 

the end of this month.  

With respect to their routine enquiries, CQC have asked for a further update on 

discharge procedures at DMH. The ADN for Patient Experience and 

Safeguarding, and the ADN for Integrated Medical Specialties are leading a piece 

of work to identify whether there is any relevant learning from some recent 

safeguarding cases and enquiries on specific wards.   

National Finalist 

County Durham Care Partnership, of which CDDFT is a key part, has been 

shortlisted for a national award by HSJ. There are eight other finalists in the 

category, Health and Government Local Government Partnership, one of which, 

Collaborative Newcastle, is from our ICS area. This reflects very positively on the 

partnership work that the Board has supported over recent years and the 

improvements that have been made for patients. The winner will be announced 

on 18th November. 

Funding 

It has been announced that the NHS is to receive an additional £5.4bn over the 

next six months to support its ongoing response to the pandemic. This is 

comprised of 

 £2.8bn for Covid costs including IPC 

 £600m for day to day costs 

 £478m for enhanced hospital discharge 

 £1.5bn for elective recovery, including £500m capital 
 

The Trust understands that it will receive specific details in a communication 

expected on 23rd September but expects that the above will allow it to deliver H2 

in accordance broadly with our original plan which covered all 12 months. More 

information will be provided at the Board encompassing details of that 

communication. 

A new 1.25% health and social care levy will be introduced in 22/23 to pay for 

costs going forward as follows: 

 22/23    £11.2bn 

 23/24    £9.0bn 

 24/25    £10.1bn 
 

Of which health can expect 

 22/23    £6.6bn (£149.4bn total) 

 23/24    £3.6bn (£154.9bn total) 

Ite
m

 4
a 

- 
C

E
O

 B
oa

rd
 P

ap
er

Page 32 of 386



    

 24/25    £5.6bn (£160.1bn total) 
 

The key investment is social care is as follows: 

 A £86K cap on personal care costs from October 2023 

 A more generous means test threshold to provide those without 
substantial assets. No contribution required for those with assets of less 
that £20K and some support for those with assets of between £20K and 
£100K. 
 

The Board is asked to note that with the information currently available the 

Trust should have sufficient resource to deliver H2 in line with our original 

plan. 

 

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 and comment on and/or those areas indicated. It is asked to 

support the recommendations made 
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1  |    Working together at scale: guidance on provider collaboratives 
 

 

ICS implementation guidance 

Integrated care systems (ICSs) are partnerships of health and care organisations that 

come together to plan and deliver joined up services and to improve the health of 

people who live and work in their area.  

They exist to achieve four aims: 

• improve population health and healthcare 

• tackle unequal access, experience and outcomes 

• enhance productivity and value for money 

• support broader social and economic development. 

Following several years of locally-led development, and based on the 

recommendations of NHS England and NHS Improvement, the government has set 

out plans to put ICSs on a statutory footing. 

To support this transition, NHS England and NHS Improvement are publishing 

guidance and resources, drawing on learning from all over the country.  

Our aim is to enable local health and care leaders to build strong and effective ICSs 

in every part of England. 

Collaborating as ICSs will help health and care organisations tackle complex 

challenges, including: 

• improving the health of children and young people 

• supporting people to stay well and independent 

• acting sooner to help those with preventable conditions 

• supporting those with long-term conditions or mental health issues 

• caring for those with multiple needs as populations age 

• getting the best from collective resources so people get care as quickly as 

possible. 
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2  |    Working together at scale: guidance on provider collaboratives 
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Next steps ........................................................................................................................31 
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3  |    Working together at scale: guidance on provider collaboratives 
 

About this document 

This guidance outlines expectations for how providers should work together in 

provider collaboratives, offering principles to support local decision-making and 

suggesting the function and form that systems and providers may wish to consider. 

Key points 

• Provider collaboratives will be a key component of system working, being 

one way in which providers work together to plan, deliver and transform 

services. 

• By working effectively at scale, provider collaboratives provide opportunities 

to tackle unwarranted variation, making improvements and delivering the 

best care for patients and communities. 

• Significant scope to deliver these benefits already exists within current 

legislation and, subject to its passage through Parliament, we expect the 

Health and Care Bill will provide new options for trusts to make joint 

decisions. 

Action required 

• All trusts providing acute and mental health services are expected to be 

part of one or more provider collaboratives by April 2022. 

• Community trusts, ambulance trusts and non-NHS providers should be part 

of provider collaboratives where this would benefit patients and makes 

sense for the providers and systems involved. 

• ICS leaders, trusts and system partners, with support from NHS England 

and NHS Improvement regions, are expected to work to identify shared 

goals, appropriate membership and governance, and ensure activities are 

well aligned with ICS priorities. 

Other guidance and resources 

• ICS Design Framework 
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Introduction 

We have a growing body of evidence pointing to the benefits that integrated care 

systems (ICSs) can achieve for patients and communities when providers work 

collaboratively. The response to the COVID-19 pandemic most clearly demonstrated 

how providers can work together effectively at scale and pace to achieve common 

objectives.  

We now face the substantial challenge of meeting the needs of patients whose care 

was disrupted or delayed due to the pandemic, while continuing our work to meet 

NHS Long Term Plan commitments. No provider will be able to meet the challenges 

of recovering from the pandemic alone. Providers will need to build on the successful 

collaboration that they established in response to COVID-19. 

On 16 June 2021, we published the ICS Design Framework, setting out how ICSs will 

be expected to operate by April 2022 when ICS partnerships and new statutory 

integrated care boards (ICBs) will be established, subject to the Health and Care Bill 

being enacted in the 2021/22 parliamentary session. The ICS Design Framework 

reinforces the expectation that provider collaboratives, along with place-based 

partnerships, will be a key component enabling ICSs to deliver their core purpose 

and meet the triple aim of better health for everyone, better care for all and efficient 

use of NHS resources. 

This guidance sets out the minimum expectations for how providers should work 

together in provider collaboratives and provides some guiding principles to support 

local decision-making. ICSs and their constituent providers have flexibility to decide 

which arrangements will work best.  

The guidance has been developed through substantial engagement with trusts (we 

use this term to refer to NHS trusts and foundation trusts throughout this guidance) 

involved in provider collaboratives and their system partners. Our engagement 

sought to obtain a diverse range of experiences, perspectives and expertise to 

ensure that the principles and lessons drawn are as widely applicable as possible. 

The Health and Care Bill would create further opportunities for providers and their 

system partners to work together effectively by providing new options for trusts to 

make joint decisions. However, development of provider collaboratives is not 

dependent on the legislation; there is significant scope to deliver benefits of scale 

and support greater resilience within existing legislation and providers should not 

delay in pursuing this. 
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What are provider collaboratives? 

Provider collaboratives are partnership arrangements involving at least two trusts 

working at scale across multiple places, with a shared purpose and effective 

decision-making arrangements, to:  

• reduce unwarranted variation and inequality in health outcomes, access to 

services and experience  

• improve resilience by, for example, providing mutual aid  

• ensure that specialisation and consolidation occur where this will provide 

better outcomes and value. 

Provider collaboratives work across a range of programmes and represent just one 

way that providers collaborate to plan, deliver and transform services. Collaboratives 

may support the work of other collaborations including clinical networks, Cancer 

Alliances and clinical support service networks.   

Providers may also work with other organisations within place-based partnerships, 

which are distinct from provider collaboratives. Place-based partnerships co-ordinate 

the planning and delivery of integrated services within localities and alongside 

communities, while provider collaboratives focus on scale and mutual aid across 

multiple places or systems.  

System partners will need to agree the areas of focus and delivery for each type of 

collaboration and decide how these arrangements can work most efficiently and 

coherently in a local context to achieve benefits for people and communities. The 

way in which providers might work in both provider collaboratives and place-based 

partnerships is discussed further below.  

In some areas, provider collaboratives have already been established and have 

begun to deliver benefits of scale and mutual aid. For example:  

• The Greater Manchester Provider Federation Board (GM PFB) has 

developed new models of care for patients needing breast, vascular and 

neuro-rehabilitation services. The GM PFB has provided mutual aid to 

members in urgent care and breast services, and joint system leadership with 

commissioners in cancer, elective reform and urgent and emergency care. 

The board was formed in 2015 to provide a structured provider voice into the 

Greater Manchester devolution partnership and a strategic approach to 

transformation, and to address provider quality and efficiency. The GM PFB 
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comprises all the acute, mental health and community trusts in the ICS and 

the region’s ambulance trust. Members are bound by terms of reference, a 

risk–gain share agreement and agreed decision-making arrangements.  

• Foundation Group began in 2016 with South Warwickshire NHS Foundation 

Trust (SWFT) providing buddying support to Wye Valley NHS Trust (WVT). 

The SWFT chair and chief executive were then appointed to corresponding 

roles at WVT. In 2017, the Foundation Group was created with SWFT and 

WVT as partners, and George Eliot Hospital NHS Trust joined in 2018. All 

three trusts operate under a group model, which is based on a common 

strategic vision to support sustainable local services and to lead integration at 

places by increasing the resilience of trust leadership and operations. 

• Humber Coast and Vale ICS has three provider collaboratives: a mental 

health lead provider collaborative, a community health and care collaborative, 

and an acute provider collaborative. All three are joined up by a provider 

forum to ensure sharing across collaboratives. To date, among its 

programmes, the acute collaborative has agreed an elective recovery plan 

based on joint capacity, leads the community diagnostic hub programme, and 

has delivered significant investment into clinical support networks. The 

community health and care collaborative leads the implementation of the 

Ageing Well programme, including the two-hour urgent crisis response, and 

programmes related to hospital discharges and end-of-life care. The mental 

health collaborative leads the implementation of NHS Long Term Plan 

priorities and development of a lead provider arrangement for specialised 

services. 

• South Yorkshire and Bassetlaw Acute Federation has redesigned stroke 

and children’s services with commissioners, implemented some shared on-

call rotas across a regional footprint, and realised significant efficiencies 

through, for example, joint procurement and establishing a common locum 

bank. The collaborative also has implemented managed clinical networks to 

co-ordinate and improve care in some smaller specialties and established 

each member as a host of a clinical network to support service redesign and 

improvement. The collaborative includes all acute and specialist trusts in the 

South Yorkshire and Bassetlaw ICS. 

• NHS-Led Mental Health, Learning Disabilities and Autism (MHLDA) 

provider collaboratives are groups of providers of specialised mental health 

services. Led by an NHS lead provider, they work with families and 
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communities to develop a clinically-led approach to designing and delivering 

specialised mental health services across a wide footprint. The lead provider 

is responsible for subcontracting with other providers, including members of 

the collaborative, to deliver services. A two-year pilot phase at 15 pilot sites 

led to: 

- over 550 people returned from out-of-area placement  

- over 70% reduction in admissions to CAMHS units  

- over £30 million savings for investment in new services. 

The capabilities and achievements of these established provider collaboratives are 

described in this guidance and offer a road map for system partners who are starting 

now to implement their own arrangements.     

Why do we need provider collaboratives? 

By working effectively at scale providers can properly address unwarranted variation 

and inequality in access, experience and outcomes across wider populations, 

improve resilience in smaller trusts, and ensure that specialisation and consolidation 

occur where this will provide better outcomes and value. Meeting these challenges is 

essential to delivering recovery from the pandemic and can only be achieved by 

providers working together with a shared purpose. 

The experiences of existing provider collaboratives and the successful ways that 

providers have worked together to respond to the pandemic have demonstrated the 

specific types of benefits of scale that can be delivered including:  

• Reductions in unwarranted variation in outcomes and access to 

services: Providers can work together to develop new evidence-based 

models of care and standardise protocols to reduce unwarranted variation. 

Common processes and procedures ensure that staff can more easily move 

between sites. Members offer each other peer expertise, support and 

challenge to improve consistency where appropriate across a wider footprint.  

• Reductions in health inequalities: Provider collaboratives have an 

opportunity to embed joint accountability, improve equity of access to 

appropriate and timely health services, and ensure the needs of underserved 

communities can be considered over whole pathways of care. 

• Greater resilience across systems, including mutual aid, better 

management of system-wide capacity and alleviation of immediate 
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workforce pressures: Members can support each other to implement 

improvements in quality of care, and can develop combined capacity and 

capability if a need for enhanced support arises. Strong leadership teams can 

help other providers stabilise and improve quality or navigate complex 

change. Staff may be able to work more flexibly between sites across a wider 

footprint through aligned contracts, processes and cultures. This could 

reduce agency spend, improve patient experience and make it easier to 

respond to demand changes in real time across the footprint. 

• Better recruitment, retention, development of staff and leadership 

talent, enabling providers to collectively support national and local 

people plans: By working together, providers can form a more diverse pool 

from which to identify and develop future leaders and increase career 

opportunities, easing some of the recruitment and retention challenges that 

smaller providers face. Provider collaboratives can provide access to better 

training and leadership development through investments in shared 

programmes.  

• Consolidation of low-volume or specialised services: Where clinically 

beneficial providers can improve outcomes and enable a greater degree of 

sub-specialisation by agreeing how and where to consolidate specialised 

services.  

• Efficiencies and economies of scale: Members can find savings by joining 

up certain clinical support and corporate services, or leveraging joint 

purchasing power in procurement of, for example, clinically appropriate and 

safe medicines. 

The specific programmes of work that provider collaboratives have developed to 

achieve these benefits vary, but clinical leaders and their teams across different 

providers often consider potential benefits across three areas:   

• Clinical services, which may include: 

- standardising protocols, policies and pathways; for example, agreeing 

referral and assessment criteria to ensure patients are seen in the right 

place at the right time 

- expanding access to appropriate and timely health services to ensure that 

the needs of underserved groups are considered over whole care 

pathways 

Ite
m

 4
a 

- 
A

pp
x 

a 
- 

B
07

54
-

w
or

ki
ng

-t
og

et
he

r-
at

-s
ca

le
-

Page 42 of 386



 

9  |    Working together at scale: guidance on provider collaboratives 
 

- delivering service transformation in line with NHS Long Term Plan 

priorities 

- designing new models of care 

- jointly managing clinical demand and capacity 

- increasing staff flexibility to work between sites through aligned contracts, 

processes and cultures. 

• Clinical support services, which may include:  

- sharing pharmacy, radiology or similar services 

- supporting pathology and imaging networks in sharing pathology and 

imaging services, as appropriate 

- sharing patient records to create a more seamless patient experience. 

• Corporate services, which may include:  

- co-ordinating or consolidating, for example, HR, procurement or analytics 

- sharing data and informatics 

- deploying joint quality improvement and change management frameworks. 

Table 1 provides examples of some of the benefits provider collaboratives have 

started to see across the country, as part of a range of programmes that they have 

undertaken.  

Table 1: Examples of provider collaboratives’ achievements 

Achievement Description 

Clinical services 

Single service and standardised 

referral criteria and protocols 

(West Yorkshire Association of Acute 

Trusts, North East and Yorkshire) 

To improve outcomes for patients, the collaborative 

established a single, shared West Yorkshire vascular 

service. This consolidated the number of arterial centres 

from three to two, creating unified protocols, regional 

clinical pathways, operational policies and evidence-

based models of care. To ensure patients have more 

equal access to services, the trusts also standardised 

referral criteria and protocols for elective orthopaedics, 

which will be applied consistently across places.  

Shared forensic pathways  

(South London Mental Health and 

Community Partnership, London) 

Clinicians, with input from service users and their 

families, developed five new pathways including a new 

single point of access for referral across three trusts. 

This led to a 36% reduction in out-of-area patients, a 

66% reduction in readmissions and 150+ patients 
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repatriated to South London. Savings were reinvested in 

beds and new services. 

Redesign of pathways across a region 

(South West Mental Health Provider 

Collaborative, South West) 

More patients were able to receive treatment closer to 

home and in the least restrictive environment possible, 

reducing the number of inappropriate admissions. The 

eight collaborative partners redesigned secure services 

clinical pathways. In a pilot phase, the 2016/17 budget 

for secure care inpatient services was transferred to the 

eight-member collaborative, with improvements in 

services leading to financial savings which have been 

reinvested in four new community teams and enhancing 

the region’s patient capacity. 

Clinical support services 

Resilience support  

(Brighton and Sussex University 

Hospitals NHS Trust (BSUH) and 

Western Sussex Hospitals NHS 

Foundation Trust (WSH), South East) 

 

BSUH exited special measures and improved its CQC 

rating to ‘Good’ in 2019 after WSH and BSUH 

established a shared leadership team with a 

substantially shared board, leading to leadership 

stability, the implementation of a continuous 

improvement methodology and alignment of governance, 

risk management and internal control processes.  

Corporate services 

Centralised recruitment  

(South West London acute provider 

collaborative, London) 

The SWL Recruitment Hub combines four acute trusts’ 

recruitment teams into a single service. This has 

reduced time to recruit and vacancy rates, enabled the 

sharing of innovation and best practice, improved hiring 

managers’ and candidates’ experience, and led to cost 

savings. During COVID-19, the hub enabled rapid 

centralised recruitment to the South West London 

vaccination programme, managing high volumes of 

applications and offering candidates a single point of 

access to roles and a seamless journey into trusts 

across the ICS. 

Joint procurement  

(West Yorkshire Association of Acute 

Trusts, North East and Yorkshire) 

£1 million of savings were achieved by aggregating 

regional demand, standardising products and using the 

increased volume to obtain better prices. 

Gold Command for rapid COVID-19 

response  

(Greater Manchester Provider 

Federation Board, North West) 

Greater Manchester’s provider collaborative enabled 

providers to rapidly establish COVID-19 Gold Command. 

This included the ability to agree escalation levels and 

implement consistent escalation plans; rapidly appoint 

medical leads; develop a PPE dashboard showing 

demand and supply; and deploy mutual aid across 

organisations. 
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The expectation for NHS providers  

All trusts providing acute and mental health services, including specialist trusts, are 

expected to be part of one or more provider collaboratives by April 2022, working 

together to agree plans and deliver benefits of scale. Community trusts, ambulance 

trusts and non-NHS providers (for example, community interest companies) should 

be part of provider collaboratives where this would benefit patients and makes sense 

for the providers and systems involved.  

Systems and their constituent providers have flexibility to decide how best to arrange 

provider collaboratives, recognising that some providers, including community and 

ambulance trusts, may need to work across multiple collaborations and/or place-

based partnerships and need to consider how best to devote their resources. The 

specific arrangements should be driven by the purpose – that is, individual providers 

should come together in provider collaboratives in ways which make sense to 

achieve benefits of scale, provide resilience and deliver system priorities. See further 

discussion below under Footprints and membership of provider collaboratives. 

The Health and Care Bill will enable trusts to make joint decisions, offering new ways 

for providers to work together within collaboratives; nevertheless, providers can 

already come together in provider collaboratives under existing legislation. Providers 

should proceed with plans to deliver benefits of scale and mutual aid regardless of 

the timing of the enactment of the legislation.  

We recognise that different regions, systems, providers and places are at different 

points in their journey to greater collaborative working and are preparing for ICSs to 

be placed on a statutory footing, as described in the ICS Design Framework. 

Whether provider collaboratives are well established or in the early stages of 

development, we expect that by April 2022, ICS leaders, trusts and their system 

partners, with support from NHS England and NHS Improvement regions, as 

appropriate, will:  

• identify the shared purpose of each collaborative and the specific 

opportunities to deliver benefits of scale and mutual aid 

• develop and implement appropriate membership, governance arrangements 

and programmes (or reflect on this where collaboratives are already in place) 

• ensure purpose, benefits and activities are well aligned with ICS priorities.  
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Capabilities of provider collaboratives 

Our engagement with provider collaboratives identified the core common capabilities 

(supported by the enablers in the next section) that are essential for them to deliver 

benefits of scale. Provider collaborative arrangements should be proportionate to the 

shared vision and objectives and should be sufficient for members to do the 

following:  

1.  Partnership building: Agree a common purpose aligned to the triple aim 

and agreed with ICSs and system partners to ensure alignment with system 

priorities. 

2.  Programme delivery: Agree a set of programmes that are delivered on 

behalf of collaborative members and their system(s) and are well informed 

by people and communities where they will result in service changes. 

3.  Shared governance: Work within proportionate shared governance 

arrangements that enable providers to come together and efficiently take 

decisions that speed up mutual aid, service improvements and 

transformation. 

4.  Peer support and mutual accountability: Challenge and hold each other 

to account to ensure delivery of agreed objectives and mandated standards, 

through agreed systems, processes and ways of working; for example, 

open-book approaches to finance and performance. 

5.  Joined up working: Work with clinical networks, clinical support networks, 

Cancer Alliances and clinical leaders to develop strategies, agree proposals 

and implement resulting changes. 

6.  Quality improvement: Drive shared definitions of best practice and the 

application of a common quality improvement methodology. 

Enablers of effective provider collaboratives 

We know providers of health and care services have already made great strides in 

improving collaboration to better co-ordinate services. Among NHS trusts there is a 

growing spirit of openness and trust alongside a continuing focus on doing what is 

best for patients and communities.  

To build on this momentum, trust leadership teams need to demonstrate a strong 

commitment to collaborative working and instil collaborative cultures and a common 

purpose within their organisations, from the frontline to the board and governors. 

These key enablers of collaboration need to be nurtured from within organisations to 
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facilitate effective provider collaboratives: relationships, clinical leadership, people 

and communities (including experts by experience), data sharing and digital 

capabilities (see Table 2). Trusts and their system partners should reflect on the 

extent to which these enablers are present or need to be developed.  

Table 2: Enablers of effective provider collaboratives 
 

Description 

Relationships Building and nurturing strong relationships among trust leaders, clinical teams 

and with system partners at all levels, based on honesty and transparency, is 

critical. This is a continuous process, requires hard work and commitment, 

and even with these can be challenging at times. 

Clinical 

leadership 

Clinicians need to be empowered and engaged, as they are best placed to 

accurately define problems and ensure a solution is evidence-based and 

meets patient needs. Provider collaboratives should incorporate clinical 

leadership, which should be closely linked with clinical networks and the ICS 

clinical and care professional leadership models to be developed before April 

2022.  

People and 

communities 

Provider collaboratives should always take into account what matters most to 

people who access or may access care and support, and people who work in 

services, communities and community partners. Collaboratives should share 

and build on the good practice that exists in their member organisations, such 

as co-production approaches and partnerships with experts by experience. 

They should draw on the community connections of foundation trust 

governors, and use insight and feedback from patient surveys, complaints 

data and partners like Healthwatch.  

Data sharing An ‘open book’ approach to sharing trust performance data is vital to 

overcome organisational siloes and to maximise use of capacity. In addition, 

systems will set strategies for developing population health data sharing and 

analysis capabilities. They will want to ensure that these capabilities are 

available to provider collaboratives and place-based partnerships; in some 

cases, provider collaboratives may have or develop advanced data 

capabilities that they can host on behalf of entire systems. 

Digital Advanced interoperable digital capabilities can support consistency across 

different providers in the collaborative, which allows for smoother working 

arrangements (for example, staff rota systems) and patient flows (for example, 

via shared IT systems and patient records) in and out of settings. 
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The role of provider collaboratives in 
health and care systems 

As provider collaboratives develop across the country, they will be an increasingly 

important vehicle through which systems will deliver some of their strategic priorities.  

The most senior leaders of the member organisations should come together to agree 

objectives and priorities for their provider collaboratives, and these must be 

consistent with those of the ICS(s) they serve as well as the wider system, including 

place-based partnerships. To this end, we expect provider collaboratives to agree 

specific objectives with one or more ICSs, focusing on those priorities that require 

trusts to plan and arrange services at scale.  

The members of a collaborative should agree how they will achieve their objectives 

and develop clearly defined plans and programmes of delivery using insights from 

partners, people, communities and data. While there may be additional work 

programmes agreed by members that fall outside ICS-agreed objectives, such as 

joining up corporate functions, such programmes should not cut across ICS 

objectives or distract resources needed to deliver them.  

In this year of transition, provider collaboratives should work with ICS leaders, place-

based partnerships, clinical networks, Cancer Alliances and others to define 

responsibilities and ways of working together. Provider collaboratives which are 

already established should ensure their plans and programmes are aligned to current 

and anticipated system priorities. 

Following their establishment, ICBs will need to clearly articulate within their plans 

how the range of collaborations are working together. They will need to encourage 

and support arrangements that enable provider collaboratives to work effectively and 

cohesively with other collaborations.  

In the future, there will be greater opportunities and options for ICBs to empower 

providers to lead transformation and delivery of services. The Health and Care Bill, if 

enacted, will enable ICBs to delegate functions to providers including, for example, 

devolving budgets to provider collaboratives. See further discussion about delegation 

of functions below in Future opportunities: functions, form and governance. NHS 

England and NHS Improvement will set out more detail about delegating functions 

and devolving budgets in due course.  
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Footprints and membership of provider collaboratives 

NHS trusts and other provider organisations operate over different scales and the 

scope of services they provide varies. Some providers operate only within places, 

whereas others have footprints that span multiple places, an entire system or multiple 

systems, or may be regional or national. The latter is particularly true for specialist 

and large tertiary centres, ambulance trusts, mental health and community providers.  

Figure 1 below depicts typical levels of service planning and delivery and the different 

forms of collaboration that tend to align to them, although there will be local variation. 

We have observed that provider collaboratives largely fall into levels three to five. 

The figure is not exhaustive. At each level of service planning and delivery, there may 

be additional partners not listed here which should be consulted (for example, 

teaching universities, academia, or other public sector or private organisations).  
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Figure 1: Collaborations and activities that align with typical levels of service planning and delivery  
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NHS England and NHS Improvement will not prescribe the membership of individual 

provider collaboratives (which is what defines the collaborative footprint). It will be up 

to providers and their system partners to decide together which provider collaborative 

arrangements, including membership, create the best opportunities to deliver the full 

range of expected benefits of scale. They will be expected to work with our regional 

teams to ensure that each collaborative has agreed a membership that can deliver 

the benefits, supporting the delivery of system priorities.  

For some ICSs, this might be achieved through providers of similar services working 

together on a system-wide or larger footprint; for others, a collaborative that includes 

all the NHS providers within a system may be more effective, with providers working 

in subgroups for different areas of focus. In some cases, as depicted in Figure 1, it 

may make sense for collaboratives to work at a supra-ICS or regional level, 

particularly when they are constituent members of smaller ICSs. 

Some guiding principles in determining the appropriate membership of provider 

collaboratives should be:  

• Purposeful and benefit-driven: Membership should be driven by the 

expected benefits for patients and communities. Trusts should allocate their 

resources across provider collaboratives and other collaborations according 

to the relative benefits expected for the populations they serve. Trust boards 

should be clear about – and signed up to – the purpose and scope of the 

provider collaborative(s) they become members of. 

• Evolutionary, building on successful collaborations: In many areas, 

collaboratives will not be starting from scratch. The task is for systems and 

providers to reflect on their current priorities and membership and build on 

these if necessary, recognising that relationships, arrangements and 

functions will evolve and strengthen over time. Priority areas of work may 

change, but collaboratives should seek to have a membership that will be 

relatively stable over time. This will help strengthen relationships and embed 

a shared vision and approach to working together and solving problems.  

• Inclusive: Membership should ensure that no provider is left less resilient or 

its population less able to share in the benefits of scale, and no provider 

whose involvement will be important for delivering the objectives of the 

provider collaborative should opt out, even if the direct benefit to the 

individual provider is marginal. 
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The roles of different organisations and services  

Feedback from stakeholders emphasised the importance of carefully considering the 

role that providers of different services can and should play in provider collaboratives, 

noting that a broad membership can ensure a holistic approach to patient care and a 

diversity of perspectives. Additionally, some providers who work across places can 

provide an informed view of variation in outcomes and equity of access and how 

reconfigurations in one area may impact, or are impacting, on providers and patients 

in another.  

Acute trusts have significant opportunities to deliver benefits of scale and ensure 

that acute trusts across a system are resilient. Areas of focus include addressing 

unwarranted variation in clinical outcomes, access and experience and consolidating 

specialist services or enabling greater specialisation across a system or systems 

where this will improve patient outcomes. Acute trusts will need to work closely with 

partners, including place-based partnerships, to ensure that their programmes meet 

the needs of people and communities across different places. 

Mental health providers have led the way in the development of lead provider 

models of provider collaboratives. As noted above, under an NHS lead provider, the 

MHLDA collaboratives bring together NHS and large and small independent sector 

providers to redesign pathways of care and deliver specialised services. Some ICSs 

are considering ways to expand this model across a wider scope of mental health 

services. In addition to these arrangements, mental health providers may consider 

becoming part of other provider collaboratives; for example, joining up with 

community providers to focus on integrating community physical and mental health 

provision, where this makes sense for patients. 

Specialist trusts are expected to become part of one or more collaboratives, as they 

are well placed to help standardise pathways and ensure equity of access; for 

example, by working with partners to build shared diagnostic hubs, referral protocols 

and/or a single patient treatment list. They offer an opportunity to share innovation in 

their specialties across members of the collaborative. 

Community providers sometimes work across an ICS or may straddle ICS 

boundaries (as larger standalone trusts or social enterprises, or as part of a wider 

integrated care organisation). Provider collaboratives may offer them an opportunity 

to work with partners to find efficiencies of scale or flexibilities for staff; standardise 

approaches to pathway design across places where this works better for patients; 

ensure equity of access to step-down community care; and provide a birds-eye view 

of system-wide population health. Also, as community providers will likely work 

Ite
m

 4
a 

- 
A

pp
x 

a 
- 

B
07

54
-

w
or

ki
ng

-t
og

et
he

r-
at

-s
ca

le
-

Page 52 of 386



 

19  |  Working together at scale: guidance on provider collaboratives 
 

closely with primary care networks (PCNs), local authorities and GP practices in 

place-based partnerships, they can provide an important link between collaborations.  

Ambulance trusts, which already work at scale and with local care systems on care 

pathways, have a unique view across regions. They have rich localised experience 

and knowledge, and in some areas have a history of working closely with partners in 

places to develop local pathways for patients needing urgent and emergency or out-

of-hospital care. Ambulance trusts and their system partners will need to consider 

what objectives ambulance trusts need to be involved in and agree how their 

involvement can best be facilitated. For example, ambulance trusts will have an 

important role in and could lead relevant programmes on behalf of a provider 

collaborative where systems have identified the need to reduce variation across 

places in access to or quality of out-of-hospital urgent care, mental health response 

and same-day emergency care services. 

Independent sector providers may include, for example, small and large mental 

health organisations working with NHS lead providers, social enterprises providing 

community services (as noted above in community providers) or independent sector 

providers of elective care. Their participation in provider collaboratives may be 

important to delivering benefits, depending on local priorities and provision. The 

extent to which independent sector providers can participate in decisions of a 

provider collaborative may depend on the specific collaborative arrangements and 

responsibilities; this will need to be considered locally. This is discussed further in 

Form and governance below. 

Working with the voluntary sector, primary care and social care 
partners 

Working as part of a system gives trusts opportunities to connect with partners 

across the spectrum of care in ways that may not have been possible previously. 

Collaborative arrangements will help system partners to inform and support each 

other’s objectives and work programmes.  

For provider collaboratives, this means considering how to involve and embed the 

expertise of the voluntary sector, primary care and local authorities. Place-based 

partnerships and, if the legislation is enacted, ICS partnerships may provide a regular 

forum for linking the work of provider collaboratives with wider system priorities and 

gathering input from system partners. 

Voluntary sector organisations can uniquely support provider collaboratives with 

expertise and links to people and communities to support co-design and delivery of 
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health and care services. The voluntary sector works with some of the most 

disadvantaged communities and understands health and care issues of the 

population, both at a local and national level. In some cases, it may be appropriate 

for voluntary sector organisations to support the work of collaboratives through 

subcontracting arrangements. 

Primary care professionals have a fundamental role in ICSs. Provider collaboratives 

will need to consider how to work best with primary care. Collaboratives also offer an 

opportunity for trusts to consider how they can better support primary care, including 

working with PCNs, to support priorities relating to prevention, access to urgent and 

emergency care and whole pathway developments.    

Local authorities and social care providers will be able to work with provider 

collaboratives to share knowledge and engage in dialogue to better understand the 

impact that service transformations will have across all services, communities and 

populations.  

Working with place-based partnerships 

The variation in the size of ICSs as well as their geography and provider landscapes 

means that it is important for ICS partners to agree locally on the scale at which 

system objectives, activities and capabilities should sit. Some responsibilities will best 

be delivered by provider collaboratives working across places (or across multiple 

ICSs) and some will sit with place-based partnerships in line with the principle of 

subsidiarity.  

While systems have flexibility to decide how responsibilities are delivered at different 

scales by mutual agreement, each system should ensure there is internal coherence 

in how it operates and that this is widely recognised among partners.  

Provider collaboratives and place-based partnerships will support and complement 

each other’s work. Each NHS provider who is a member of a provider collaborative 

will be involved in a place-based partnership in the place or places in which it is 

geographically based. Areas of mutual support might include provider collaboratives 

working with place-based partnerships to understand population health indicators in 

local contexts and using patient insight and feedback collected at place and 

neighbourhood levels more consistently across different providers. Providers working 

across both collaboratives and place-based partnerships will be able to build joint 

engagement programmes, avoid duplication and help ensure alignment with ICS 

priorities.  
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Working with clinical and clinical support networks and Cancer 
Alliances  

Many collaborative arrangements including Cancer Alliances, clinical networks or 

networks providing clinical support services such as pathology networks have existed 

for several years. These tend to focus on single specialties or clinical support 

services, to ensure dedicated commitment, focus and resource for those services, 

and to lead delivery of the NHS Long Term Plan commitments or other national or 

local strategy, transformation and improvement plans. 

To deliver the priorities of one or more ICSs, provider collaboratives, clinical networks 

and clinical support networks will work together to identify common areas of focus 

and shape and support delivery. NHS providers who are members of both 

collaboratives and networks will play an important role in aligning activities between 

both arrangements. It will be important for networks and collaboratives to agree how 

they can best support each other’s work, clearly defining their relationship and how 

their arrangements intersect, while avoiding duplication and complexity. For example, 

through their membership and scope spanning multiple places or multiple ICSs, 

provider collaboratives can: 

• help to co-ordinate and enable the work of clinical networks and clinical 

support networks 

• facilitate agreement of provider leadership teams to network plans across a 

range of clinical specialties or clinical support services 

• provide a multi-speciality view of interdependencies and cross-cutting issues.  

Clinical networks and clinical support networks will contribute valuable clinical 

leadership, expertise and best practice to provider collaborative programmes. 

Provider collaboratives also will work with Cancer Alliances. Cancer Alliances will 

continue to lead whole-system planning and delivery of cancer care on behalf of their 

Case study 1: Foundation Group (South Warwickshire NHS FT, Wye Valley NHS Trust 

and George Eliot Hospital NHS Trust) 

Each of the three trusts who form the Foundation Group are the lead providers for integrated 

care working at each of the places where they are located. They work with PCNs, other 

providers and local authorities at place, and support the delivery of more care out of hospital 

across a wider geography. The collaborative members are part of two ICSs: Coventry and 

Warwickshire and Hereford and Worcestershire. Ite
m
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constituent ICSs, as well as providing clinical leadership and advice on 

commissioning. Cancer Alliances will use their expertise and funding to deliver a 

single plan for cancer across systems, supporting provider collaboratives to deliver 

on their cancer objectives. Working with provider collaboratives will also create 

opportunities for Cancer Alliances to go further and faster, enabling plans for cancer 

to be implemented in a more co-ordinated and systematic way. 

As a first step, it will be important for regions and systems to map existing 

collaborations and begin to agree ways of working between provider collaboratives, 

clinical networks and clinical support networks, Cancer Alliances and other forms of 

provider networks.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Case study 2: West Yorkshire Association of Acute Trusts (WYAAT) and their work 

with clinical networks 

WYAAT is a provider collaborative composed of the six acute trusts in West Yorkshire and 

Harrogate ICS. Among its achievements, the collaborative has created a single vascular 

service for the region; reconfigured hyper acute stroke services; and established both a 

radiology and pathology network.  

WYAAT works with clinical networks to bring clinicians together to share best practice, 

standardise processes and support one another. For example, a common clinical model 

and set of standard pathways for vascular services have been developed. In radiology, the 

paediatric special interest group has agreed standard protocols and provided support 

across trusts to cover staff leave or sickness. 

WYAAT has also worked with the operational delivery networks (ODNs), particularly during 

COVID-19. For example, through organising regular meetings, WYAAT helped improve 

communication between the Adult Critical Care ODN and the ICS. This increased the 

visibility of the network and of critical care, reassuring the ODN that the issues and 

concerns of this pivotal service were being heard. 

Case study 3: Cheshire and Merseyside Cancer Alliance and Provider Collaborative 

Cancer Alliances have been central to maintaining care during the pandemic. Cheshire and 

Merseyside Cancer Alliance worked with the nascent provider collaborative to develop a 

regional cancer surgical hub, which co-ordinates mutual aid between providers to ensure 

that patients are prioritised and not disadvantaged by any local capacity constraints. It also 

created a shared patient list between cancer care providers and produces a monthly 

system-wide performance report and a highlight report for all providers and CCGs. The 

Cancer Alliance will continue to do this for Cheshire and Merseyside’s provider 

collaborative, which is evolving from the hospital and community cells which the Cancer 

Alliance has reported into throughout the pandemic.  

The Cancer Alliance will continue to provide whole-system leadership and planning for 

cancer. The provider collaborative will provide a more formal vehicle for the delivery of 

these plans, as well as the forum to reach a consensus between providers on any issues 

relevant to cancer.   
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Form and governance 

Providers should determine and agree the form and governance of their 

collaborative, with help from ICS leaders and NHS England and NHS Improvement 

regions. There is no one model that all collaboratives must adopt; it will be up to 

members to decide which arrangements will work best for them.  

The ‘right’ form and governance arrangements should flow from the shared purpose 

and objectives of the provider collaborative. Providers will need to identify the 

functions and core capabilities necessary to deliver the expected benefits of scale 

and use governance arrangements that are proportionate.  

Some guiding principles in determining the appropriate form and governance are 

that the arrangements:  

• must be underpinned by a shared vision and commitment to collaborate 

to deliver benefits of scale and mutual aid, doing what is best for people and 

populations across places 

• should build on and enable existing successful governance 

arrangements; for some areas, arrangements may need to be strengthened 

rather than creating new arrangements from scratch 

• should enable providers to efficiently reach decisions, which each 

organisation is committed to upholding, on topics that are within the 

collaborative’s remit 

• should provide strong mechanisms for provider members to hold each 

other to account to ensure that decisions are reached and carried out and 

benefits of scale are realised at pace 

• should ensure the needs and voices of local communities are a key 

consideration in all decisions and clinical leadership is embedded in 

programme delivery 

• should make it clear how decisions are made, how disagreements are 

resolved, how funding flows to services within the collaborative’s remit, and 

how the collaborative is resourced 

• should help streamline ways of working within and across systems; for 

instance, representatives of provider collaboratives are empowered to 

engage in conversations about services and transformations that are to be 

delivered at scale, rather than each individual provider needing to be 

consulted. 
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Provider collaborative models 

While the Health and Care Bill, if enacted, will enable NHS trusts and foundation 

trusts to form joint committees and take joint decisions, trusts can currently come 

together through agreed governance arrangements to make effective aligned 

decisions. Through engagement with provider collaboratives, we identified three 

models that NHS providers have typically used to form collaboratives under existing 

legislation. The models are not mutually exclusive; they can be combined or work in 

parallel, and one may evolve into another.  

• Provider leadership board model: chief executives or other directors from 

participating trusts come together, with common delegated responsibilities 

from their respective boards (in line with their schemes of delegation), such 

that they can tackle areas of common concern and deliver a shared agenda 

on behalf of the collaborative and its system partners.1 This model can make 

use of committees in common, where committees of each organisation meet 

at the same time in the same place and can take aligned decisions. To 

ensure effective oversight of the provider leadership board, trusts should 

consider how to involve their non-executive directors in providing scrutiny 

and challenge. 

• Lead provider model: A single NHS trust or foundation trust takes 

contractual responsibility for an agreed set of services, on behalf of the 

provider collaborative, and then subcontracts to other providers as required. 

Alongside the contract between the commissioner and NHS lead provider, 

the NHS lead provider enters into a partnership agreement with other 

collaborative members who contribute to the shared delivery of services.  

• Shared leadership model: Members share a defined leadership structure in 

which the same person or people lead each of the providers involved, with at 

least a joint chief executive. This model can be achieved by NHS trust or 

foundation trust boards appointing the same person or people to leadership 

posts. In the case of NHS trusts, this model can also be achieved by the 

board of one trust delegating certain responsibilities, consistent with the remit 

of the provider collaborative, to a committee which is made up of members of 

another trust’s leadership team. Under either of the above approaches each 

 
1 The way that functions are delegated, and decisions taken, will depend partly on the type of provider. 
Under current legislation, each NHS foundation trust delegates to a committee of its own directors, 
and the committee considers issues together with committees of other collaborative members to take 
aligned decisions and achieve consistency – often called committees in common. NHS trusts take a 
similar approach, but an NHS trust can delegate functions to non-directors who can exercise those 
functions on committees that include others who are not employees of the NHS trust.  
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provider’s board remains separately accountable for the decisions it takes 

(even if aligned). Nevertheless, alignment of decision-making can be 

supported by using shared governance (such as committees in common). 

See Table 3 below for an example of each of these models.  

To flow funding to provider collaboratives, commissioning bodies could:  

• contract and pay providers individually, and the providers working in 

collaboratives can pool funds to achieve their shared objectives  

• for lead provider models, and similar to the existing mental health provider 

collaboratives, commissioning bodies could contract with and pay an NHS 

lead provider acting on behalf of a provider collaborative (whole budget for in-

scope services); the lead provider would agree subcontracting and payment 

arrangements across the collaborative. 

Independent sector providers can be members of a provider collaborative, but the 

extent of their participation may depend on the specific form and governance 

arrangements and the nature of a particular decision being taken by the 

collaborative. This needs to be considered locally to determine the best 

arrangements to support participation by independent sector providers. 

Table 3: Examples of three provider collaborative models 

 Provider leadership 

board 

Lead provider Shared leadership 

 The West Yorkshire 

Association of Acute 

Trusts (WYAAT) is a 

partnership of six acute 

trusts in West Yorkshire 

and Harrogate ICS. 

South London Mental 

Health and Community 

Partnership (SLP) is an 

NHS-led mental health 

provider collaborative with a 

lead provider for three of its 

programmes that involve 

managing the budget for 

specialist services (other 

programmes use a provider 

leadership board). 

The Foundation Group 

is a group in which the 

South Warwickshire 

NHS Foundation Trust 

Chair and CEO have 

corresponding roles at 

Wye Valley NHS Trust 

and George Eliot 

Hospital NHS Trust. 

People and 

roles 

The collaborative is led 

by the chairs and CEOs 

of the trusts, supported 

by the collaborative 

Delegated authority to the 

CEO and a non-executive 

director for each trust. A 

jointly appointed director co-

One CEO and one chair 

with each trust having a 

managing director and 

its own board. The trust 
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director. Trust executive 

directors lead 

programmes supported 

by PMO programme 

teams. 

ordinates the work of the 

partnership alongside clinical 

directors for each pathway. 

Chair is appointed from one 

of the member trusts, rotating 

every six months. 

site executive includes a 

managing director, 

medical director, nursing 

director, chief operating 

officer and finance 

director. 

Governance Overseen by a 

committees in common 

established under a 

scheme of delegation. It 

consists of the trust 

chairs and CEOs, 

supported by the 

collaborative director, 

and takes aligned 

decisions (within 

delegated authority) or 

makes aligned 

recommendations to the 

trust boards. 

A partnership board of the 

three CEOs and non-

executive directors from each 

trust oversees the 

partnership. There is potential 

to establish ad-hoc 

committees in common for 

major decisions. Each trust 

holds a lead provider contract 

for different services (adult 

secure, CAMHS and adult 

eating disorders). 

Committees in common 

(topic-specific 

delegation), a group 

strategy subcommittee 

(committees in common) 

with purely advisory role 

to each board for 

operational and financial 

strategy and a small 

number of specialist 

advisory roles across the 

group. 

Decision-

making 

Decision-making is by 

consensus; there are no 

majority decisions. Two 

types of decisions (and 

programmes) are 

mandatory participation 

(which all WYAAT 

members must support 

or be part of) or 

voluntary participation 

(all participating 

members must support). 

Unanimity, risk–gain share, 

dispute resolution. 

Each trust board has 

devolved decision-

making to the trust site 

executive. The site 

executive report into 

their relevant trust board 

 

Options for strengthening decision-making  

A key function for a collaborative will be to make collective decisions. Decisions need 

to be made efficiently and be binding. We have observed collaboratives using a 

range of mechanisms to strengthen their decision-making function. These include: 

1. Categorising decisions: Providers agree that only those impacted by 

decisions (such as service transformations that require operational changes at 

their organisation) have binding votes; for example: 

Ite
m

 4
a 

- 
A

pp
x 

a 
- 

B
07

54
-

w
or

ki
ng

-t
og

et
he

r-
at

-s
ca

le
-

Page 60 of 386



 

27  |  Working together at scale: guidance on provider collaboratives 
 

• Category 1 – decisions affect and will be binding on all providers 

• Category 2 – decisions affect and will be binding on a subset of providers. 

2. Locked gateways: Providers agree to different stages in the decision-making 

process, and at each stage once a decision is made it will not be reopened 

unless this in the best interest of the public. Usually there are four stages: 

initiation, case for change, options, options appraisal. 

3. Majority versus consensus decision-making: Each provider agrees to 

adopt the decision that is supported by a majority of trusts, rather than a 

unanimous view; this could prevent a single trust blocking a decision in the 

best interest of systems. 

4. Strong dispute resolution processes: Providers agree to clear procedures 

for resolving disputes, including where a provider is unwilling to implement a 

majority decision. 

Future opportunities: functions, form and governance 

The Health and Care Bill, if enacted as currently drafted, will give NHS trusts and 

foundation trusts new ways to jointly exercise their functions and, subject to future 

regulations and guidance, enable ICBs to delegate functions to trusts.  

The legislation, if enacted, will allow NHS foundation trusts to jointly exercise their 

functions with other trusts (as NHS trusts can do now) and/or NHS trusts and 

foundation trusts to form joint committees that could exercise functions and jointly 

take decisions that have been delegated by their individual organisations, in line with 

their schemes of delegation. This means some of the current legal requirements 

necessitating the use of committees in common to make aligned (rather than joint) 

decisions will no longer be applicable.  

ICBs (and potentially NHS England where commissioning functions are retained) will 

commission the delivery of services from NHS providers, contracting with NHS trusts 

and foundation trusts using the NHS Standard Contract. As they do now, members of 

a collaborative could pool their individual funds to deliver the objectives of the 

collaborative or, in a lead provider model, the NHS lead provider would agree 

subcontracting and payment arrangements across the collaborative. 

The contract between the ICBs and the individual members of the collaborative will 

allow the ICB to hold each member to account for delivering the services they agree 

to deliver through the provider collaborative. 
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In addition, the legislation will empower NHS England and ICBs to go a step further, 

and delegate functions to NHS providers, where this is appropriate and better 

enables ICSs to meet their core purpose.  

In practice, these approaches will allow NHS providers, working in collaboratives, to 

play a fuller role in the design and planning of services, as well as their delivery. ICBs 

will need to carefully consider these arrangements, the risks and accountabilities, and 

how to ensure that collaboratives meet their objectives aligned to the triple aim of 

better health for everyone, better care for all and efficient use of NHS resources. 

More guidance on joint committees and delegation of functions will be made 

available in due course. 

Resourcing  

An important consideration for provider collaboratives will be how to resource their 

activities, including the day-to-day running of the collaborative and delivery of 

programmes. Trusts may need to recognise the increasing role of collaboration (and 

reduced role of competition) in decisions about the allocation of their resources, 

including management time, and in resourcing the skills they need to operate 

successfully in the future and shift resources accordingly. We expect that as provider 

collaboratives evolve and begin to deliver benefits, resources may be generated 

through efficiency savings. Systems may also want to consider whether it makes 

sense to shift staff or other resources to provider collaboratives, and this may depend 

on the objectives and responsibilities that will sit with the collaboratives.  

The resources devoted to running provider collaboratives should be proportionate to 

the benefits that will be delivered. For example, where collaboratives intend to work 

on a wide range of complex programmes, it may make sense to have a well-

resourced independent project management office (PMO), as well as steering groups 

or task and finish groups, to support the work of the collaborative.  

Existing provider collaboratives emphasised the need to build time for the 

collaborative’s activities into existing roles; in particular, in executive, clinical and 

operational leadership roles. Collaboratives often use ‘distributed leadership’; for 

example, having different trust chief executives responsible for driving each priority 

area. To support cross-organisation working each programme might be led by a chief 

executive, medical director or chief operating officer, each from a different trust. 

Typically, administrative and operational staff from collaborating trusts are partly or 

wholly assigned to support the work of the collaborative. Administrative roles can 
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support co-ordinating meetings and preparing papers and briefs, and business 

intelligence roles may be needed to provide population health and other data 

analysis.  

In some cases, provider collaboratives recruited to the provider collaborative directly 

(for example, for the lead PMO role) and members paid for this jointly. This cost is 

often offset by returns on investment, with a proportion reinvested to fund the 

administration of the collaborative and to grow the collaborative’s capacity over time. 

In some cases, PMO resources are shared with the ICS, recruited from across 

members or directly to the collaborative. 

Accountabilities  

Individual NHS trusts and foundation trusts are and will continue to be accountable 

for the quality, safety, use of resources and compliance with standards through the 

provider licence (or equivalent conditions in the case of NHS trusts) and CQC 

registration requirements. While accountability will remain with statutory bodies, we 

will continue to work with the CQC to ensure that the regulatory system reflects the 

ways in which providers are now working together.   

Executives of NHS trusts and foundation trusts are accountable to their boards. 

These accountabilities do not change with the establishment of provider 

collaboratives or following the enactment of the proposed legislation.  

Several mechanisms, set out below, are available now and after the enactment of the 

legislation to ensure that provider collaboratives are accountable to deliver their 

agreed shared objectives.  

Accountability of provider members to each other and to their 
populations 

Accountability between members is a key feature of a collaborative, and an important 

means of ensuring progress on shared objectives. Members will be expected to 

support and contribute to transparency and mutual accountability.  

Mutual accountability, peer support and challenge may take different forms and will 

be most effective where providers build on a foundation of good relationships and 

trust. Mutual accountability may take the form of informal discussion and support 

between individual members and should also be explored in more formal terms. For 

example: 
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• agreements on decision-making arrangements to ensure binding decisions, 

dispute resolution and escalation mechanisms 

• agreements to ensure sharing of data and intelligence, including trust 

strategies, across collaborative members 

• risk and gain share agreements to ensure fair impact and benefit of 

collaborative activities for all members. 

Members of a provider collaborative also will need to consider themselves collectively 

accountable to the populations and communities they serve and maintain openness 

as a way of working with all system partners. 

Expectation for providers to collaborate effectively 

Trusts currently have a statutory duty to co-operate with each other. NHS England 

and NHS Improvement are updating governance guidance to support providers to 

work collaboratively as part of systems. In the context of providers coming together in 

collaboratives, these changes to guidance (which are not dependent on the 

legislation being enacted) will facilitate providers working in a transparent and co-

operative way to achieve their common purpose and objectives.  

Subject to formal consultation, we will publish new guidance under the NHS provider 

licence that explains that good governance for trusts includes a requirement to 

collaborate. The guidance will set clear expectations for collaboration in key areas, 

such as engaging consistently in shared planning and decision-making, and the good 

governance that provider trusts must have in place to support this. 

We also will update the Code of Governance for NHS foundation trusts, which will 

also apply to NHS trusts, and will publish an addendum to the reference guide for 

foundation trust governors, also subject to formal consultation. We are also making 

changes to the memoranda for accounting officers of foundation trusts and 

accountable officers of NHS trusts to support greater collaboration. 

System oversight 

NHS England and NHS Improvement and, in the future, ICBs may, over time, decide 

to take the role of provider collaboratives and place-based partnerships into account 

when determining how to address issues identified through system oversight. This 

may, for example, include looking to a provider collaborative (and the partners 

involved) for support where poor performance or challenges are identified, or 

assessing the effectiveness of collaborative working arrangements when considering 

whether systems and providers have an effective plan for improvement or recovery.  
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31  |  Working together at scale: guidance on provider collaboratives 
 

In line with the principles set out in the ICS Design Framework, NHS England and 

NHS Improvement will work with and through ICSs, wherever possible, to provide 

support and tackle problems, including if collaboratives are not making progress in 

delivering their agreed objectives or there are concerns about the extent or 

effectiveness of collaborative arrangements. 

It is expected that providers will take necessary action to improve delivery on shared 

priorities through strengthening provider collaboratives where required.  

A limited number of collaborative arrangements may require a transaction review 

under proposed changes to the transaction guidance. Although these arrangements 

may be reportable, we anticipate that a detailed review would only be required in 

limited cases. We are considering the specific thresholds and reporting requirements 

for reviewing collaborative arrangements and expect to consult on these and other 

proposed changes to the transaction guidance. 

Subject to the passage of the legislation, ICBs will hold provider collaboratives to 

account for delivering any services or functions that they have commissioned from or 

delegated to provider collaboratives under the terms of agreements and/or schemes 

of delegation.  

Next steps 

The months leading to April 2022 will be a time of transition as ICSs continue to 

deliver recovery and their core purpose, while system leaders and partners prepare 

for the anticipated establishment of statutory ICBs (subject to the enactment of the 

legislation). NHS trusts and foundation trusts will play an important role in this 

transition period as constituent members of their systems. They will help lay the 

foundation for ICBs to take on their specific functions. System development plans 

should include setting out existing or developing provider collaboratives, and the role 

they will play in systems.  

Providers will also work with NHS England and NHS Improvement regions and ICS 

leaders to map existing arrangements and build and strengthen provider 

collaborative arrangements. 

We will continue to provide support for providers to work in provider collaboratives 

including by providing practical tools and sharing case studies.  
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32  |  Working together at scale: guidance on provider collaboratives 
 

For more information on integrated care systems visit:  

www.england.nhs.uk/integratedcare/ 

Find us on LinkedIn: www.linkedin.com/showcase/futurehealthandcare/ 

Sign up to the Integrated Care bulletin: www.england.nhs.uk/email-

bulletins/integrated-care-bulletin/ 

For any questions about or to give feedback on this document, please contact the 

NHS England and NHS Improvement Provider Development team at: england.prov-

dev.collaboration@nhs.net 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

NHS England and NHS Improvement  
Skipton House  
80 London Road  
London  
SE1 6LH 
 
This publication can be made available in a number of other formats on request.  

 
 
© NHS England and NHS Improvement 2021 
 
Publication approval reference: PAR754 
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Directors briefing session on 22.09.21 was given over to a development session on 
compassionate leadership. Entitled ‘supporting our leaders – hear and learn’ the 
session aimed to provide leaders with some some protected space, during a time of 
ongoing challenge, to talk about what sort of things would be helpful at this stage to 
maintain leadership resilience & continue to support leaders in supporting their teams. 
 
Some research - ‘COVID Struggles List’ (written by Dr Steve Jefferis) detailing 
common experiences and dilemmas described by staff in a healthcare setting during 
the pandemic, was shared in advance of the session and discussed during it which  
aimed to show how many of these struggles are normal and had some suggested 
ways to help which others have found useful, in addition to the session including 
support available to leaders from within the Trust.  A 4 minute video by Professor Amy 

Edmondson, Harvard Business School was also shown: 
https://www.youtube.com/watch?v=jbLjdFqrUNs 

 
 
57 colleagues attended the session. With 52 remaining for the duration of the hour.  
 
38 comments or questions were submitted during the session. These covered: 

 Reaffirming the tiredness of the workforce and the level of current pressure on 
teams 

 Flagged raising concerns or saying ‘no’ can be difficult  

 Agreement about a common purpose in providing patient care and that 
receiving positive patient feedback contributed to feeling valued and lifting 
spirits 

 Seeing achievements or developments shared externally improves morale  

 Welcomed review and standing down of non-essential meetings and more 
visible walk arounds from senior leaders  

 Examples of ways of working / support managers themselves had used and 
found beneficial  

 
Positive comments were received about the session itself. There was no negative 
feedback about the session and some asked for further sessions to be considered 
using MS Teams as opposed to the live event platform.  
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People Matter

2020 - 2023

Equality, Diversity & 
Inclusion Matters

2020 - 2023

EDI Strategic Group

Staff Network Groups

BAME Disability

Mental Health

LGBTQ+ Equality

Health & Wellbeing 
Matters

2020 - 2023

Health & Wellbeing 
Strategic Group

Health & Wellbeing Focus 
Group (Operational)

Talent Matters

2018 - 2021

(Currently being 
refreshed)

Training Priorities Group

Policy Leads Group

Retention Matters

2018 - 2021

(Currently being 
refreshed)

Retention Working Group

Culture Matters

2020 - 2023

Underpinned by 4 pillars

Health & wellbeing
Equality, Diversity & 

Inclusion
Leadership & Organisation 

Development

Communications & 
Engagement

(This Plan)
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Engagement Calendar 2020/21

Culture Matters - Pillars Lead Activity/Intervention in Response to Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Feb-22 Mar-22 Apr-22 May-21 Jun-22 Jul-22 Aug-22

1. Equality, Diversity & Inclusion - Engagement Activity

Please Speak Clearly Campaign Pat Winter Staff Survey, QSS, ESS, WDES Launch Promote Promote

EDI Training for Managers Wayne Hall Staff Survey, QSS, ESS, WDES, WRES  Launch  

Zero Tolerance campaign Wayne Hall Staff Survey, QSS, ESS, WDES, WRES Launch Promote Event

Phase 2 #100 Faces,Your Story, Our Story Rachel Stray Staff Survey, QSS, ESS, WDES, WRES Promote Promote  Promote

Monthly Equality Network Events Pat Winter Staff Survey, QSS, ESS, WDES, WRES Event Event Event Event Event Event Event Event Event Event Event Event

Generational Diversity Training Wayne Hall Staff Survey, QSS, ESS, WDES, WRES In Place

Inclusive Recruitment/Talent and Succession Working Party Adam Watson Staff Survey, QSS, ESS, WDES, WRES Established

Board EDI Development session Andrew Moore Staff Survey, QSS, ESS, WRES Event

Development of EDI Network Chairs Pat Winter Staff Survey, QSS, ESS, WDES, WRES

Participation in design and delivery of BAME coaching offer with NEYLA Jacqui Ogden Staff Survey, QSS, ESS, WRES Launch

Everyday Language Solutions Interpretation services training Pat Winter WRES, WDES Event Event Event

Roll out of refreshed Bullying and Harassment Training Wayne Hall Staff Survey, QSS, ESS, WDES, WRES Launch

Launch and Roll out of Freedom to Speak up Training 'Speak Up, Listen Up, Follow Up' Warren Edge Staff Survey, QSS, ESS, WDES, WRES Launch

Refresh of Recruitment training to include reference to protected characteristic groups Wayne Hall Staff Survey, QSS, ESS, WDES, WRES Planning Launch

Phase 2 NHS Rainbow Badge Pat Winter Staff Survey, QSS, ESS, WDES, WRES Launch Promote

Black History Month Pat Winter Staff Survey, QSS, ESS, WRES Event

Equality, diversity and Human Rights week Pat Winter Staff Survey, QSS, ESS, WDES, WRES Promote Launch

Participation and advice to Violence and Prevention Group Gill Watson Staff Survey, QSS, ESS, WDES, WRES In Place

2. Health & Wellbeing - Engagement Activity

Flu campaign Occupational Health HWB plan, WDES Launch

TRiM training Kirsty Charlton HWB plan, WDES, Staff Survey, QSS In Place Promote

TRiM recruitment Kirsty Charlton HWB plan, WDES, Staff Survey, QSS In Place

Mental Health at Work Training Wayne Hall HWB plan, WDES, Staff Survey, QSS In Place

Personal Resilience Workshops Wayne Hall Staff Survey, QSS In Place

Managing Absence Training Wayne Hall Staff Survey, QSS, WDES In Place Refreshed

Listening Ear Gill Watson HWB plan, WDES, Staff Survey, QSS In Pla ce Promote

Managing Stress in Others Wayne Hall Staff Survey, QSS, WDES In Place

Establishment of Health and Wellbeing Steering Group Carol Bean Staff Survey, HWB Plan, People Plan EstablishedEvent Event Event Event Event Event

3. Leadership & OD - Engagement Activity

Virtual Café Conversations Gillian Watson Staff Survey, QSS, ESS Event Event Event Event

Walk in my Shoes Workshops Gillian Watson Staff Survey, QSS, ESS Event Event Event Event

Engaging Managers Workshops Gillian Watson Staff Survey, QSS, ESS Event Event Event

Breakfast with Sue 'CEO discussions with Teams' Sue Jacques Staff Survey, QSS, ESS Planned

Engagement Walk Arounds 'Whats your Story' Gillian Curry/Exec Staff Survey, QSS, ESS

Engaging Teams Training Wayne Hall Staff Survey, QSS, ESS Launch

The Big 'Engagement' Conversation Gillian Curry Staff Survey, QSS, ESS Event

Virtual Leader & Managing Remotely Training Wayne Hall Staff Survey, QSS, ESS Launch

Difficult Conversation Training Wayne Hall Staff Survey, QSS, ESS Launch

Reactive TINS interventions Discovery, Design and Delivery Andrew Moore Staff Survey, QSS, ESS In Place Promote

Resolution and Resotorative Conversation Training Wayne Hall Staff Survey, QSS, ESS In Place

Coaching offer - bespoke to need Jacqui Ogden Staff Survey, QSS, ESS In Place

Right People, Right Job Recruitment Training Wayne Hall Staff Survey, QSS, ESS, WRES, WDES Launch

Promotion of Management and Leadership Apprenticeships Bands 5 -7 Gillian Watson Staff Survey, QSS, ESS Promote

Campaign promoting Leadership offer for Bands 5 - 7 Gillian Watson Staff Survey, QSS, ESS Promote

Refresh of the Talent Matter Strategy - EDI specific inclusion Gillian Watson Staff Survey, QSS, ESS, WRES, WDES

Annual People Matter Clinics Jacqui Ogden Staff Survey, QSS, ESS, WRES, WDES Activity
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4. Communications - Engagement Activity

Quarterly Staff Survey Gillian Curry Staff Survey, QSS, People Plan Promote Launch Results

Annual Staff Survey Gillian Curry Staff Survey, QSS, People Plan Promote Launch Results

Internal Communication Strategy Gillian Curry Staff Survey, QSS, ESS, WRES, WDES Promote Launch

Communications and Enagement calendar Gillian Curry/Andrew Moore Staff Survey, QSS, ESS, WRES, WDES Promote Launch

Focused monthly campaign based on activity (see planner below) Gillian Curry/Andrew Moore Staff Survey, QSS, ESS, WRES, WDES Promote Launch

Manager Communications Training Wayne Hall Staff Survey, QSS Launch

Assertive Communication Training Wayne Hall Staff Survey, QSS Launch

Week ahead Weekly promotion of engagement activity, People Matter branding Gillian Curry Staff Survey, QSS, ESS, WRES, WDES

Social media promotion of engagement events and activity (monthly shadow campaign) Gillian Curry Staff Survey, QSS, ESS, WRES, WDES

Weekly Communication and engagement meetings Gillian Curry/Andrew Moore All related cultural intelligence

Bi- Monthly Engagement Podcasts Gillian Curry Staff Survey, QSS, ESS, WRES, WDES Event Event Event Event Event Event

Engagement Communications Plan Topic

Month

September Your Story

Main campaign

Shadow campaign

October

November

December

January

February

March

April

May

June

July

August 

September
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APPENDIX D - CARE QUALITY COMMISSION UPDATE 

Inspection Action Plan  

Work continues to determine the extent of any remaining gap against CQC’s expectations with respect to access to Registered Children’s nurses in our A&E 

Departments. CQC have issued a guidance note relating to the Royal College of Paediatrics and Child Health standard – which requires two such nurses on 

all shifts – setting out the following: 

 Acknowledgment that it will not presently be realistic to expect two nurses to be on every shift in an ordinary A&E department; however 

 Rotas should be planned to ensure two nurses are available at peak times. 

 There should be a programme of training in paediatric competencies, with a Higher Education body, for adult nurses who may need to care for children 

attending the department. 

 There should be active recruitment; and  

 There should be access to paediatric specialist support at other times. 

The position has been reviewed for DMH, and there are two registered children’s nurses on shift at peak times, but only one during the morning and after 

around 2 a.m. overnight. There is access to paediatric specialists, who can be called down from the assessment unit but only for emergencies. Training is 

provided to adult nursing staff, in a variety of paediatric competencies, in house and the Matron is to pull together a schedule of competencies and training 

provided. The ADN for Family Health is to review the arrangements in place.  

At UHND, peak times are covered mainly through the co-located Paediatric Assessment Area (PAA) and plans to increase opening hours to 24/7 are included 

in a business case which is progressing through Executive Directors’ review. Not all children attending A&E will, however, use the PAA: those with trauma or 

who need stabilisation or resuscitation will be dealt with in the main department. In these circumstances, the primary skillset required is that of an emergency 

care practitioner, but staff from the PAA will be called through to assist. Medical leaders in both teams believe that this is the right model of care.  

DMH has a dual-qualified consultant, with paediatric emergency care competency, meeting the standards for medical staff. UHND is in the process of 

appointing a dual-qualified consultant.  

Once the arrangements for training at DMH and for the PAA at UHND are clarified, I will take the opportunity to update CQC on all Must Do actions as part of 

an engagement meeting, to enable them to highlight any remaining gaps.  

All other Must Do actions are implemented, with the exception of expanding medical staffing rotas in the A&E departments, where rotas have been 

strengthened since CQC’s last inspection and recruitment activity is ongoing.  

Engagement meeting 

The latest engagement meeting was held on 9th August 2021. CQC again confirmed that the Trust was not flagging as a risk and unlikely – subject to any 

significant change in the risk profile – to be subject to on-site inspection. The Inspection Manager advised that CQC were trialling a new regulatory approach 

with respect to independent sector providers, which would be implemented for NHS providers in the near future. Essentially, this will be based on ongoing 
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dialogue around risk, underpinned by data collection. Where risk is identified the initial response is likely to be targeted engagement i.e. meetings focused on 

particular issues and calls for evidence or information, but could result in on-site focused inspections. Where there is a more widespread concern a broader 

inspection could take place. To re-rate a provider, CQC would need to carry out a well-led inspection and inspect at least one core service (the latter would be 

unannounced).  

The team advised that they would be looking to understand the Trust’s processes for clinical prioritisation and for protecting patients on the waiting list from 

harm, and would invite their Community Services inspection lead, to future meetings. A more in-depth discussion on Community Services, and challenges 

shared with mental health services, is also likely to form part of a future engagement meeting.  

CQC Insights Report – July 2021 

Appendix 1 summarises the key information from the report. The overall trend in indicators is similar to the last reports taken to Board (January 2021 and 

March 2021). However, there has been some movement between the categories with three indicators having improved and four deteriorated in terms of their 

ranking relative to peer organisations.  

The indicators where the ranking has deteriorated are: 

 Never events (rule-based) – this measure flags as ‘worse’ once more than two never events are reported in 12 months. The Trust reported 3 never 

events in the last 12 month period. However, the second indicator – which links the number of never events to activity – rates the Trust as ‘about the 

same’ as peers. 

 Performance on A&E waiting times for ‘majors’ has deteriorated from worse to much worse – this is as a result of the pressures previously reported to 

Board. 

 Ratio of occupied beds to medical staff – the ratio has returned to 2019 levels as activity has increased and escalation beds opened.  

 In-hospital mortality: Pneumonia – the Board and IQAC received very detailed updates on mortality at their last meetings. 

CQC Publications and Intelligence 

CQC have published a Covid Insights publication setting out the outcomes of their well-led inspections on IPC, the response to the consultation on their new 

regulatory approach and continued use of their Patient First guide to support safety-focused inspections in A&E departments.   

CQC’s new regulatory approach and strategy have been reported to the Board. 

Based on the above, we have updated our IPC Assurance Framework assessment – which accompanies the Infection Control report for this meeting - and 

have also updated the gap analysis against Patient First. This is being finalised with colleagues in IMS and will be brought to the next Board meeting. There 

are no major gaps against the recommendations; however, the sheer volume of attendances and acuity of patients admitted creates challenges at times in 

maintaining social distancing and in meeting expectations with respect to patient flow. The CQC Inspection Team, in the most recent engagement meeting, 

acknowledged that these pressures were regional and national. 

 

Warren Edge, 10th August 2021  
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Appendix 1 - CQC Insights – Summary of Indicators and Movements  

The split of indicators, which remains similar to previous months is shown below.  

 January 2021 March 2021 July 2021 

Much Better 3 4 4 

Better 13 9 9 

About the same 176 177 174 

Worse 18 15 18 

Much worse 3 4 4 

Percentage ‘About the Same’ or above  90% 91% 90% 

 

Indicators which are rated better or worse than peers are noted below, together with whether they have improved or deteriorated compared to March 2021 

when the data was last reported to the Board. Comments on indicators which have deteriorated are provided. Actions / explanations for those indicators which 

have not moved are as per previous board reports (see overleaf). Movements into ‘About the Same’ and from that category to ‘Better have not been reported.  

Much Better  Better  Worse Much Worse Notes 

Ratio of consultant to 
non-consultant medical 
staff  

EDI result – staff survey Ratio of occupied beds to 
medical staff (deterioration) 

Mortality Outlier Alert – 
Acute Bronchitis 

SHMI The deteriorating indicator has returned to 
2019 levels in line with the very high activity 
levels on our sites 

Delayed transfers and 
no. of occupied beds 

Flu vaccination rate 
(improved) 

Never events (rule based) – 
(deterioration) 

NELA – crude proportion of 
patients with perioperative 
risk of death - UHND 

Whistleblowing alerts The rule applied to never events is ‘no more 
than two’. We reported 3 in the 12 month 
period. However, once calibrated by bed 
days the Trust is rated ‘about the same’  

Sick days – medical 
and dental staff 
(improved) 

Stroke database (SSNAP) 
quality rating  

Health and Wellbeing of staff 
(NHS Staff Survey) 

NELA – crude proportion of 
patients with perioperative 
risk of death - DMH 

A&E Four hour waits 
(majors) 
(deterioration) 

The deterioration in performance on majors 
is due to the factors reported to the Board in 
recent meetings. 

Risk-adjusted visual 
acuity loss  

In-hospital mortality – 
myocardial infarction 
(improved) 

Staff Morale (NHS Staff 
Survey) 

NELA – proportion admitted 
to critical care post-operation 

In-hospital mortality: 
pneumonia 
(deterioration) 

The mortality indicator is under review but 
will be influenced by factors discussed at 
length in recent Board and IQAC meetings 

 Stablished and risk-adjusted 
perinatal mortality 

Bullying and Harassment 
(NHS Staff Survey) 

Stablished and risk-adjusted 
perinatal mortality ignoring 
congenital abnormalities 

 Both indicators for perinatal mortality relate 
to data from 2017.  

Referral to Treatment Times Sick Days – back problems  Cancer – first treatment in 62 
days from screening referral 

 

Diagnostic tests in six weeks Sick Days – Nursing and 
Midwifery (deterioration) 

 Sickness absence is reducing after a period 
of increase due to Covid-19 and self-
isolation. 

Information and explanations 
given after birth 

Stability of other clinical staff  

Participation in ICCQIP 
(Critical Care data collection) 

Non-small cell lung 
carcinoma receiving surgery 
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Rating Indicator  Action / Notes 

Much 
Worse 

SHMI As per the Medical Director’s reports to the Board on mortality, comprising work with NEQOS, work on improving recording and 
coding of comorbidities, review of deaths in low risk diagnosis groups and the work of the AKI lead nurses. 

Whistleblowing alerts The Trust has responded fully to the last alert provided by CQC and the Board was fully updated. The alert will remain open until 
CQC close it following their internal processes. 

A&E Four hour waits (major As per the Integrated Quality and Performance Report and detailed paper on A&E pressures previously presented to the Board.  

In-hospital mortality: pneumonia  This is linked to the work on mortality outlined above.  

Worse Ratio of occupied beds to medical staff  Linked to very high levels of non-elective activity referenced in Integrated Quality and Performance Reports and the detailed 
paper on these pressures previously reported to the Board.  

Never events (rule based) More than two never events in 12 months triggers a ‘worse’ status. We have reported three such events. Learning has been 
communicated to the Board in Patient Safety and Experience Reports and – when linked to activity – the Trust’s rate is about 
the same as others.  

Health and Wellbeing of staff (NHS Staff 
Survey) 

Actions being taken with respect to the staff survey and staff health and wellbeing have been set out in the Chief Executive’s 
Reports to the Board with ongoing updates. Key current interventions include TRiM training and support, and the focus groups 
being run by the FTSU Guardian Staff Morale (NHS Staff Survey) 

Bullying and Harassment (NHS Staff Survey) 

Sick Days – back problems  Workforce and OD are undertaking a focused piece of work on staff absence due to MSK injuries, liaising with the back care 
advisory service. 

Sick Days – Nursing and Midwifery  Sickness absence is reducing after a period of increase due to Covid-19 and self-isolation. Trends are reported in the Integrated 
Quality and Performance Report.  

Stability of other clinical staff As advised to the Board previously, we do not know the underlying assumptions used by CQC in this calculation and voluntary 
turnover rates are within target. There are staffing pressures in some ‘other’ clinical areas notably Pathology because of the 
impact of the regional collaboration programme (previously advised to the Board) and pressures in Histopathology and 
Biochemistry, recognised in the risk register, where support is being provided by Executive Directors e.g. through use of third 
parties to support service delivery.  

Non-small cell lung carcinoma receiving 
surgery 

This clinical audit outcome was previously reviewed by CEC, and a further audit found that many patients could not have 
surgery due to complications and comorbidities, or choice. Regional protocols are also in favour of curative radiotherapy. A 
further review is being undertaken, however, as the most recent national audit data suggests the Trust’s rate is still one of the 
lowest in the region.  

Mortality Outlier Alert – Acute Bronchitis Covered by the mortality work above. The Trust has reviewed all deaths in this category with a low risk, with no issues identified. 

NELA – crude proportion of patients with 
perioperative risk of death - UHND 

These results are based on data that is several years old. The perioperative process has been amended since and the 
expectation is that the next audit would confirm improvement.  

NELA – crude proportion of patients with 
perioperative risk of death - DMH 

NELA – proportion admitted to critical care 
post-operation 

As above, this outcome relates to old data. Since the audit was completed, the Trust has ensured that repatriations from ITU are 
given more prominence in daily bed management calls, to maximise the beds available for all ITU needs. However, demand is 
still high compared to capacity and demand from Covid-19 cases is likely to distort the picture for measures relating to access to 
critical care in the next audit for NELA and other treatments.  

Stablished and risk-adjusted perinatal 
mortality ignoring congenital abnormalities 

This is a relatively new indicator which will be investigated; however the data is from a 2017 audit.  

Cancer – first treatment in 62 days from 
screening referral 

Performance is tracked through the IQPR; however, the Trust’s performance does fluctuate as the numbers of patients involved 
are low (the Trust is not a screening centre) hence tertiary centre referrals and patient choice can have an impact.  
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Trust Board – 29th September 2021 

Item 4b – Board Assurance Framework  

Open Session X Private & Confidential Session  

Author Warren Edge, Senior Associate Director of Assurance and Compliance  

Reason for 

Submission 

Tick all that apply 

If none of the 

above, please 

provide rationale 

for submission 

Standing item                                             

Development / approval or update on strategy                         

Decision reserved for Board                                

Statutory / regulatory requirement                                   

Oversight of significant risks                                  

Update on action log item                                                    

Requires Board approval e.g. policies or business cases    

Core performance information        

Other rationale, please state below: 

Strategic Aim: 

 

To transform care pathways and develop services which deliver the  

best patient outcomes                                

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

provide the best patient experience                                          

To maximise our resources and relationships to sustain services and    

deliver best efficiency                                                                                    

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

are proud of – best employer                                           

Purpose of 

Report 

To provide the Trust Board with: 

 An analysis of the movement in risk scores over the last quarter and the resulting 

Red, Amber, Green (RAG) ratings for the strategic risks which the Board 

manages through the Board Assurance Framework (Introduction). Movements 

are based on the underlying level of assurance;  

 The updated Board Assurance Framework – providing a ‘helicopter view’ of the 

level of assurance available for each of the Trust’s 18 principal business 

objectives including any gaps in controls or assurance and associated action 

plans (Section 2); and 

 A summary of key risks (those above tolerances set by the Board), together with 

their mitigating actions (Section 3). 

Positive 

performance / 

developments 

within this report   

 

Some 15 of the 18 objectives are being risk-managed in line with the 

planned risk management trajectory. 

Pages 4 & 5 

/ Section 2  

No objectives have seen an increase in their risk score. Page 5 / 

Section 2 
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There is one red-rated risk, relating to capacity and performance, 

which reflects the significant challenges involved (nationally as well as 

in the Trust) in reducing waiting lists for elective services, managing 

the growth in long-waiters and achievement of 18 week waiting referral 

to treatment waiting times. This risk is now increasing in the light of 

further demand pressures (A&E attendances and non-elective 

admissions) and an increase in Covid-19 cases. National briefings 

have advised that the Trust needs to develop contingency plans for a 

possible further increase in Covid-19 cases along with other winter 

viruses. 

Section 2 

(Domain 1, 

Objective 6) 

 

 Three objectives have current risk scores which are off trajectory and 

off target. 

 The first is the minimising harm objective due to three never 

events in the last rolling 12 month period, current pressures 

from patients with mental health conditions (pending 

embedding of partnership working and associated training) and 

2021/22 trends in C-Diff and MRSA which have continued early 

into 2021/22. The current risk score remains 9 compared to a 

trajectory and target score of 8. 

 The second relates to the Patient Environment, reflecting the 

ongoing management of contamination in the water supply at 

DMH and recognising the expected delay to the completion of 

SDEC works at UHND to March 2022. The current score is 12 

compared to a trajectory and target of 9. 

 The third is the objective relating to staff experience and 

morale. As the Board is aware from reporting by the Chief 

Executive, both formal and informal surveys of staff undertaken 

in the last few months have detected a fall-off in staff feeling 

valued and in their morale, which may also extend to their 

general health and wellbeing. Whilst, in part, this may relate to 

continuing demand pressures and national issues around pay 

and pensions, Executive Directors and senior managers have 

taken the issue very seriously with a series of focus groups and 

team meetings held to identify staff concerns. Discussion has 

taken place through Gold Command and the Senior Leadership 

Team on the need for visible and practice senior leadership 

support to teams with actions to be brought forward in the 

coming weeks. It is in the expectation that this work will mitigate 

the trend that the current risk scores have not been increased 

at this stage; however, there is a clear focus from Executives 

and senior managers that this work needs to be seen as a 

priority. 

There are six objectives which are behind target but on trajectory 

relating to finance; capacity and activity; stakeholder and patient / 

public engagement; strategy; information systems strategy and 

sustainability.  
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3 | P a g e  
 

Regulatory 

compliance 

implications 

Tick all that apply 

 

Tick for any implications for compliance with 

NHS Constitution     

Provider Licence (especially Condition 6)        

CQC Fundamental Standards of Care       

Health and Social Care Act         

Mental Health Act / Mental Capacity Act                          

Significant risks 

identified (if any) 

As noted above and outlined in the attached.   

Action / decision 

required from the 

Board 

The Board is asked to note the attached report, and to seek any further information 

required for the purpose of assurance. 

During Quarter 3 of 2021/22 the BAF will be reset, working with Executive Directors 

and the Board. Ideally this will be alongside an updated of the Strategy Handbook with 

a view to aligning the BAF more transparently with the strategic objectives of the Trust 

and the development of a strategic risk register – both as recommended by the Good 

Governance Institute. The format will also be reviewed to identify whether it can be 

simplified whist retaining all essential content.  
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BOARD ASSURANCE FRAMEWORK AND KEY RISKS 

1. INTRODUCTION 

This paper provides the Trust Board with: 

 An explanation as to how the framework should be read (Section 1). 

 The updated Board Assurance Framework – providing a ‘helicopter view’ of the level of assurance available for each of the Trust’s 18 principal business objectives including any gaps in controls or assurance 

and associated action plans (Section 2); and 

 A summary of key risks (those above tolerances set by the Board), together with their mitigating actions (Section 3). 

 

2. THE DUAL PURPOSE OF THE BOARD ASSURANCE FRAMEWORK (BAF) 

The primary purpose of the BAF is to enable the Trust Board to understand the reliability of the controls in place to promote the achievement of principal business objectives and to manage related inherent risks. The 

reliability of controls is considered in the light of the outcomes of assurance work which comprises: management checking, semi-independent scrutiny, independent checking and hard performance measures. The 

Board has previously determined that it also wishes to use the BAF to manage strategic risks facing the business and the following additional information has been incorporated into the BAF over time: 

 A grid showing the inherent, current and residual risks scores for each objective – in effect providing an aggregate risk score and RAG rating for the strategic risks impacting on the achievement of that objective; 

and  

 A two year planned trajectory, from 1st August 2020 to 31st May 2022, showing when and how planned mitigation is expected to take effect. These trajectories were agreed by the Board in July 2020. As noted 

overleaf, trajectories have had to be proposed for the remainder of the year for the Covid-19 objectives which now persist in a business-as-usual context (as these were not set beyond March 2021) and for the 

sustainability objective, which was noted as requiring review when the BAF was last reported. These proposals require the Board’s approval.  

To ensure robust governance, planned trajectories cannot be changed without the approval of the Trust Board. It is important to note that, whilst the Board should normally expect the implementation of mitigating 

actions to result in risks tracking against their trajectories over time, the nature of strategic risks is such that external factors may change during the life of the risk, impeding progress or causing increases in risk that 

require further management action.   

Risk assessment necessarily includes an element of subjectivity, and experience in the sectors of the economy which have sought to rely heavily on quantifiable risk models – such as the financial services sector – 

has shown that there is a danger in stepping too far away from requiring senior leaders and managers to apply careful judgment in the assessment of risk. It is therefore important to use the risk scores and trajectories 

as guidance, supporting the Board’s own critical judgment, on the remaining effort required to manage risks and on whether mitigation is having the desired impact, rather than to rely on them indiscriminately. In 

making this judgment, Board members should consider the level of assurance available for each of the principal objectives, as captured in the detailed tables in Section 2, and the underlying risks in Section 3, which 

are summarised against each objective in the tables in Section 2.  

3. BOARD ASSURANCE FRAMEWORK – HEADLINES 

Risk management trajectories and target risk scores were reviewed and agreed with the Board in July 2020 (or in June 2021 for Covid-related objectives when merged into the main domains). Three objectives are 

off-trajectory (and therefore off target); a further six objectives are on trajectory but off target, and the remaining nine objectives are being risk-managed in line with their target scores and trajectories.  

 

 

 

  

 

 

 

 

 

RAG rating June 2021 Sept 2021 

Red 1 1 

Amber 12 12 

Yellow 5 5 

Total  18 18 

 

Movement Indicator Number  

Improving risk 
score  

0 

No change / 
new risk 

 18 

Deterioration 
 

0 

 

Trajectory comparison  Number  

In line with planned trajectory 9 

On trajectory but behind target 6 

Behind target and trajectory 3 
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None of the 18 key business objectives have seen their current risk score increase in the period. There is only one objective currently rated red, relating to capacity, activity and waiting times, where demand pressures 

for non-elective services including Covid-19 have required the Trust to open escalation capacity with – to date – a limited impact on the elective programme. The demand pressures themselves are leading to challenges 

in meeting A&E waiting times targets, and there is a need for further contingency planning (in line with the NHS nationally) for any further increase in demands from Covid-19 and other winter viruses. Executive 

Directors are due to receive and sign off a phased escalation plan, including increases in bed capacity balanced with the need to maintain elective services as far as possible, the need to maintain safe staffing and 

the need to look after the wellbeing of our staff. Clearly the challenging nature of the situation results in a high risk (scored at 16, compared to a target of 12). The current risk score is in line with the trajectory, which 

was set in anticipation of such challenges.  

 

Three objectives are off target and trajectory.  

 The first is the minimising harm objective due to three never events in the last rolling 12 month period, current pressures from patients with mental health conditions (pending embedding of partnership working 

and associated training) and 2021/22 trends in C-Diff and MRSA which have continued early into 2021/22. The current risk score remains 9 compared to a trajectory and target score of 8. 

 The second relates to the Patient Environment, reflecting the ongoing management of contamination in the water supply at DMH and recognising the expected delay to the completion of SDEC works at UHND 

to March 2022. The current score is 12 compared to a trajectory and target of 9. 

 The third is the objective relating to staff experience and morale. As the Board is aware from reporting by the Chief Executive, both formal and informal surveys of staff undertaken in the last few months have 

detected a fall-off in staff feeling valued and in their morale, which may also extend to their general health and wellbeing. Whilst, in part, this may relate to continuing demand pressures and national issues 

around pay and pensions, Executive Directors and senior managers have taken the issue very seriously with a series of focus groups and team meetings held to identify staff concerns. Discussion has taken 

place through Gold Command and the Senior Leadership Team on the need for visible and practice senior leadership support to teams with actions to be brought forward in the coming weeks. It is in the 

expectation that this work will mitigate the trend that the current risk scores have not been increased at this stage; however, there is a clear focus from Executives and senior managers that this work needs to 

be seen as a priority. 

 

There are six objectives which are behind target but on trajectory relating to finance; capacity and activity; stakeholder and patient / public engagement; strategy; information systems strategy and sustainability.  

 

4. SIGNIFICANT OPERATIONAL RISKS 

Section 3 includes a summary of operational risks as at 16th September 2021. All risks are to be reviewed, in dedicated sessions with each care group and a session covering all corporate directorates, by Executive 

Directors over the next month. 

5. CONCLUSION 

The Trust Board is asked to: 

 Review the Board Assurance Framework and comment as appropriate;  

 Advise on any further information or changes to reporting that would assist the Board’s review of the BAF and key risks in future meetings. 

 

 

Warren Edge 

Senior Associate Director of Assurance and Compliance 

20th September 2021  
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SECTION 1- INTRODUCTION 

How to read the Board Assurance Framework – core information 

The core information in the Board Assurance Framework is summarised below.  

Heading Explanation 

Principal business 
objectives 

The Board has identified 18 principal business objectives, which underpin fulfilment of our core purpose of providing safe, compassionate, effective and joined up care to our patients.  
 
It is important to understand that these objectives span both operational delivery and the implementation of changes required to ensure that we continue to fulfil our purpose in line with our vision of 
care for patients that is ‘Right First Time’. The Board requires assurance that: risks to the fulfilment of its purpose are under control; fundamental standards of care are in place; the necessary resources 
(workforce, physical resources and finance) and relationships are being maintained; and that licence and regulatory obligations are complied with. The Board is expected to make a number of 
assurance statements to accompany plans and reports, and at other times during the year, which focus on these critical operational impacts. 
 
Principal business objectives are not, therefore, solely focused on the implementation of strategy. That said, the Board also requires assurance that risks to the changes being made to sustain patient 
care for the future are also being managed. Therefore, strategy is taken into account under relevant objectives – see the mapping below.  

Principal risks These are the major risks which arise by virtue of the Trust undertaking the particular activity associated with the principal objective, and which must be managed in order to achieve that objective. They 
are inherent risks and are considered before making any judgment on the strength of the mitigations (‘controls’) in place. The purpose of the BAF is to understand the controls in place to mitigate such 
risks, to plan the gathering of evidence as to the quality of those controls and to evaluate the results and take action on any weaknesses in controls identified. It is not to manage live risks, which is 
done through the risk register. 
  

Controls These are the policies, procedures and activities undertaken to reduce the likelihood of inherent risks arising, or for early detection and action should they do so. Controls can be: 

 Directive – setting a framework within which the activities can take place (e.g. a policy) 

 Preventive – helping to prevent risks from arising (e.g. scrutiny and authorisation of transactions before committing to them). 

 Detective – controls designed to identify if errors are occurring and to trigger action (e.g. monitoring checks) 

 Contingency plans – controls which allow an organisation to respond effectively to risks arising and manage their impact. 
 

Sources of 
assurance 

These are the activities which are undertaken to provide evidence as to the strength or quality of controls. Some of these will be led by management, including self-assessment and monitoring checks; 
others will be undertaken by semi-independent monitoring functions such as the Director of Performance’s monitoring of referral to treatment times and resulting challenge to Care Group plans were 
appropriate. Others will be fully independent; for example, internal audits. Metrics are a further source of assurance, particularly where they are objectively verifiable and derived from systematic data 
collection rather than based on self-assessment. 
 
It is important to consider the frequency, independence, remit and evidence-base when evaluating whether there are sufficient sources of assurance available to provide robust and timely evidence as 
to the health of controls. For example, if the only source of assurance is a three-yearly internal audit, the Board is likely to need more robust and timely assurance. 
 

Gaps in controls The results of assurance checks may identify that controls in place are not operating as laid down, or are not covering all elements of the risks which they are designed to address. Such gaps can also 
come to light as a result of live risks captured to the risk register or from management self-evaluation. Any such gaps, or weaknesses, in controls are captured and should have a corresponding action 
in the Risk Mitigation Plan. 
 

Gaps in assurance When capturing sources of assurance, and through ongoing evaluation, it may become apparent that there are no, insufficient, or untimely activities planned to obtain evidence on the health of specific 
controls. Again, such gaps need to be captured and should result in a corresponding action in the Risk Mitigation Plan. 
 

Assurance 
outcomes 
 

The results of assurance checks and key metrics. Adverse outcomes point to gaps in controls and gaps in assurance and should result in corresponding actions in the Risk Mitigation Plan 
 

Risk Mitigation Plan 
 

This should capture, at a high-level, the actions being taken to address any gaps in controls or assurance.  

 

The Trust uses the Board Assurance Framework to actively manage risks to the achievement of its principal objectives (‘strategic’ risks). Therefore the Board has added the following information to the framework: 

 Inherent, current and target risk scores for the aggregate risk to the achievement of each objective. Target risk scores are set with reference to the Board’s risk appetite (see below). 

 A two year risk management trajectory (quarter by quarter), setting out the anticipated reduction in risk over time. 

 A commentary – for each objective not within its target risk score – setting out the key actions required and conditions to be met to allow the target score to be met. 
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Risk appetite 

In April 2019, the Board reviewed its risk assessment matrix and its ‘risk tolerances’. The table used to assess and score risks in the BAF is shown below. Risk tolerances are, in effect, the risk scores beyond which Executive 

Directors are required to assure themselves that risks are being effectively and proactively mitigated by risk owners. They are defined with respect to five different types of adverse impact and are shown below. 

 

Risk appetite 

It is recommended good practice that Boards develop a formal statement of their risk appetite. The Board has agreed the following statement based on the tolerances above: 

“The Board adopts a prudent but intelligent approach to risk management, in keeping with its responsibility for patient care and stewardship of public funds. It seeks to minimise risks to the safety of patients as far as reasonably 

practicable in a healthcare environment and ensure that a balanced and proportionate approach is taken risks associated with performance, compliance and use of resources. In doing so, the Board recognises the need to balance 

the management of risks in the short-term with the need to continuously replenish our facilities, and to develop and improve our services and facilities for patients in the future. The Board allows Trust managers, therefore, to take 

some risk in pursuit of innovation and improvement opportunities, whilst applying the risk management process rigorously and intelligently to prevent or lessen any unintended adverse impacts.” 

Approach to risk scoring 

In determining risk scores for each objective, the Trust’s approach is to make a judgment, which takes a holistic view of risk associated with each different area of business or aspect of performance contributing to the achievement 

of the objective. The score does not default to the highest-rated risk within the Trust’s operational risk register as such an approach would not be proportionate and could make it difficult for the Board to set and see progress 

against risk management trajectories where, for example, risk is being mitigated in the clear majority of areas but remains challenging in one or two specific services. In proposing risk scores for each objective, the Executive 

Directors have regard to the risks set out in operational risk registers, as well as areas where no risks have been identified and registered. Furthermore, each risk has been considered in the context of the Trust’s detailed risk 

assessment matrix, which includes indicators for likelihood and impact based on the matrix guide provided by the National Patient Safety Agency.   

Section 3 sets out each of the most significant operational risks in Care Group and corporate directorate’s risk registers and the mitigating action in some detail. Board members are therefore invited to consider whether the risk 

scores are appropriate in the light of the underlying operational risks using this information. 

  

Risk tolerances: 

Risk Impact Score 

Care pathways 8 

Regulatory 8 

Financial 8 

Reputational 9 

Workforce 9 
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SECTION 2 - BOARD ASSURANCE FRAMEWORK (SEPTEMBER 2021)  
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OBJECTIVE 1: Minimise avoidable patient deaths (non-COVID) 

Linked Strategic Objectives: 

 Quality Matters – Priority carried forward re: avoidable mortality and improving how we learn from deaths 

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

Principal / inherent risks: 

 The Trust may fail to 
prevent errors in care 
leading to worse than 
expected mortality 
rates and avoidable 
deaths. Potential 
causes involve failure 
to maintain safe 
systems of care in the 
face of demand, 
activity and workforce 
pressures.  

 The Trust may fail 
to learn from deaths 
and to improve 
care. Potential 
causes requiring 
controls include the 
challenge of 
maintaining 
capacity for review 
and learning and / 
or ineffective review 
and learning 
processes 

 A “Learning from Deaths” Policy is in place and has been 
disseminated. 

 Policies and procedures are in place for assessment of 
deteriorating patient, with Nerve Centre used to track and 
trigger escalation for patients at risk of deterioration on 
inpatient wards.  

 Detailed escalation process for deteriorating patients 
including the national early warning score, embedded 
within e-observations;  

 Training on the above policies is in place as part of 
essential training programmes and Healthcare Assistants 
undertake acute illness management updates every two 
years; 

 Staff requiring competence in life support (including 
advanced and paediatric life support) are identified via 
ESR and training compliance is monitored at Care Group 
and trust level as part of the scrutiny of role-specific 
essential training. There has been an agreed extension 
to training timetables during the pandemic response 

 All cardiac arrest cases are followed up promptly by the 
Cardiac Arrest Prevention team. Cases reviewed at Safety 
Committee and monthly report issued to key staff. 

 A core Mortality Review team has been established and is 
completing reviews of priority cases with learning captured 
and results and trends captured to the CLARITY system. 

 Mortality reviews also take place within specialties: A&E, 
surgery, ITU, Child deaths, Maternity and those with 
learning disabilities. 

 Sepsis screening is promoted through the Symphony 
system in Emergency Departments and built into Nerve 
Centre. 

 The Acute Intervention Team provides a 24x7 “track and 
trigger “service for deteriorating patients, alerting senior 
decision-makers and ensuring that decisions are made to 
arrest deterioration and ensure appropriate management 
of patients on the end of life pathway. 

 Referral protocols are in place for referrals to ITU, 
requiring consultant involvement, even out of hours.  

 Independent reviews of any unexpected death and / or 
VLADs is undertaken, reporting to Medical Director. These 
are now built into the selection criteria for reviews.  

Management assurance 

 The Mortality Reduction 
Committee (MRC) meets 
quarterly, receiving dashboard 
reporting on mortality ‘hotspots’ 
and results of mortality audits 
completed using a recognised 
tool. 

 Audits of deaths in low risk 
diagnosis groups and for 
conditions classed as low risk 
suspected of coding issues – e.g. 
acute bronchitis 

 Management audits (DNACPR 
compliance, Deteriorating Patient) 

 Monitoring of Failure to Rescue 
Incidents by the Cardiac Arrest 
Prevention Team 

 Investigation of VLADs.by clinical 
teams and scrutiny of results by 
MRC. 

 Exception reporting on the above 
and scrutiny by Clinical 
Effectiveness Committee (CEC).  

 AKI programme impact data 
(being collected) 

 Reviews of all deaths following a 
positive Covid-19 swab from April 
2020 to March 2021. 

 

 SHMI indicator is in the 
‘higher than expected’ 
banding at 118.5. The 
site split shows UHND 
above expectation and 
DMH within it. The 
Medical Director has 
previously reported to 
the Board on underlying 
reasons relating to the 
capture of all 
comorbidities in coding 
for the patient’s 
diagnosis, particularly re 
short stay areas at 
UHND, and anomalies 
in the SHMI 
methodology but work 
continues to ensure 
there is no underlying 
quality reason 

 Medical Examiner (ME) 
service still to be 
embedded. 

 Until such time as the 
ME role is embedded, 
there is a potential for 
avoidable deaths to be 
missed (as they may not 
meet the review 
selection criteria) 

 Until the ME role is 
embedded, reviews do 
not fully take into 
account the concerns of 
families of the bereaved 
in the review process.  

 National guidance 
requires ME resource to 
review all deaths in the 
local population from 
April 2022, which will be 
a challenge.  

Gaps 

 None 

Positive outcomes 

 Hospital Standardised Mortality Ratio – 96.3 and within expected confidence 
limits  

 CRAB data provides positive indications with respect to mortality. Mortality rates 
for surgery are among the best nationally and complication rates within Surgery 
(within expectations). This is a consistent, long-term trend.  

 The Trust has achieved consistent reductions in Cardiac Arrests over several 
years, benchmarking well nationally.  

 The Trust maintains very high rates of screening for Sepsis in both the 
Emergency Department and on inpatient wards (at or close to 100%). 

 Some 911 deaths were reviewed for 2020/21. Of these, 0.5% were found to 
have had poor care, with the substantial majority receiving care that it is good or 
excellent.  

 Investigation of negative VLAD (mortality alerts) conducted in has concluded 
that, for a significant majority of cases reviewed, care was good, very good or 
excellent and that death was definitely not preventable.  

 All Medical Examiners and Medical Examiner Officers have now been appointed 

 Good assurance from Internal Audit for Mortality Reporting.  

 NEQOS review has confirmed the Trust’s view that depth of coding of co-
morbidities is driving the SHMI indicator, with AKI being the key area where 
substantive issues may be present 

 Deaths from Acute Bronchitis and in other low risk diagnosis groups (over 425 
reviews) have been reviewed and care has been found to be good (only 2% 
found to have any indication of poor care). Indications from the latter work have 
identified that the ‘low risk’ descriptor (although correct based on notes and 
coding) does not reflect the patient’s true risk and underlying issues in many 
cases. 

 2.5 clinical champions appointed to support coding / records improvement work 

 Some 58% of deaths following a positive Covid-19 swab have been reviewed 
with no significant adverse findings.  

Other outcomes 

 SHMI – currently 118.5, above the upper statistical confidence limit.  

 Only three deaths identified from 2020/21 reviews were considered, following full 
investigation, to have evidence that they might have been prevented. 

 IPC requirements have constrained the speed at which face to face life support 
training and re-certification can take place, elongating the time frame to achieve 
the training compliance target to 2022. 

 Mortality alert received re hip fractures for early in 2020, but no evidence of poor 
care from investigation to date. 

1. Embedding of Medical 
Examiner approach including 
elicitation and coverage of 
families concerns (JC, on-
going). 

2. Resourcing and planning for 
the expanded ME role from 
April 2022 (JC, April 2022). 

3. Introduce ME first-line review 
of all deaths in the SHMI 
cohort once sufficient ME 
resource in place (JC, 
ongoing). 

4. Evaluate the impact of the AKI 
Nurses on both acute sites 
(JC, by October 2021).  

5. Continue audits by the 
Cardiac Arrest Prevention 
Team and education of 
clinical teams re the DNAR 
process. Escalate shortfalls in 
compliance in Care Groups 
through the Executive 
Performance Review 
meetings (JC – on-going).  

6. Programme of education 
taking place through clinical 
champions, re: recording of 
co-morbidities (JC, on-going) 

7. Audit of all deaths in low risk 
diagnosis groups including 
sharing results (covering care 
and depth of documentation) 
with relevant staff (JC – on-
going).  

8. Reset and delivery of life 
support training programmes 
according to revised trajectory 
(NS – April 2022). 

9. Complete investigation and 
actions into alert re hip 
fracture database (JC, 
November 2021). 
 

Risks above board 
tolerance from risk 
register: 

 None 
 Metrics 

 Mortality rates – Summary 
Hospital Mortality Index (SHMI) 
and Hospital Standardised 
Mortality Ratio (HSMR)  

 Copeland’s Risk Adjusted 
Barometer (CRAB), now for 
Surgery and Medicine 
 

Independent / semi-independent 

 Sepsis monitoring audits. 

 Acute Intervention Team audits  

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

5 5 25 2 5 10 2 5 10 

Planned Trajectory (August 2020 to May 2022 – by quarter) Commentary (including summary of actions needed and conditions to be met to meet the target) 

Month Score/ RAG Month Score/ RAG The outcomes of mortality reviews remain positive, overall. The target risk score was reset in February 2020, by Executive Directors (and agreed by the Trust 
Board) to recognise the inherent risk in providing healthcare. Any avoidable death carries the highest impact for the patient. The likelihood score reflects a low 
probability of such events occurring based on the Trust’s experience.   

HSMR is in line with expectations, as is supplementary CRAB data. SHMI is above the upper limit but there is evidence from reviews of deaths in low risk 
diagnosis groups and the NEQOS review that the completeness of recording of comorbidities and coding is a factor and there is no evidence of poor care 
from mortality reviews. Acute Kidney Injury is one area where the Trust has recruited additional resource to improve outcomes. Until the ME cohort is fully 
embedded, there is a risk that not all relevant deaths are covered by the mortality review process. Embedding of AKI nurses and improvements in the depth of 
source information for coding are the key risk mitigations being put in place. 

ON TARGET 

Aug-20 10 (2x5, target) Aug-21 10 (2x5, target) 

Nov-20 10 (2x5, target) Nov-21 10 (2x5, target) 

Feb-21 10 (2x5, target) Feb-22 10 (2x5, target) 

May-21 10 (2x5, target) May-22 10 (2x5, target) 

Lead: Jeremy Cundall             Committee: IQAC CQC Domain: Safe / Effective 

Previous report risk score 

AMBER 10 (2X5) 
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OBJECTIVE 2: Minimise avoidable patient harm (Non-COVID) 

Linked Strategic Objectives: 

 All Safety Priorities carried forward from Quality Matters  

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

Principal / inherent risks: 

 The Trust may fail to prevent 
errors in care leading to harm 
Potential causes requiring controls 
to be in place involve failure to 
implement and maintain safe 
systems of care in the face of 
demand, activity and workforce 
pressures. Key themes relevant to 
the risk of harm given the Trust’s 
patient population are: 

 Healthcare Acquired Infections 

 Falls 

 Pressure Ulcers 

 Sepsis 

 Venous thromboembolism 
(VTE) 

 The Trust may fail to report and 
learn from harm effectively to 
prevent recurrence. 
 

 Infection Control policies and procedures are in 
place, The Infection Control team provides 
monitoring of compliance and expert direction of 
response to incidents. 

 Antibiotic prescribing policies are in place, with 
compliance monitored by the Antimicrobial 
Pharmacist. 

 Screening of patients on admission for MRSA – 
suspended during the pandemic but will shortly 
resume 

 Training in infections and in falls prevention and 
handling is included in essential training, including 
sensory training for staff; 

 Falls Care Bundle (risk assessment and tools) in 
place;  

 Falls Strategy agreed, with measures on falls 
prevention and treatment. 

 Pressure ulcer prevention and treatment policies are 
in place; 

 Training in pressure ulcer prevention and treatment 
included in essential training; 

 Medicines Management Policy and Procedures in 
place; 

 Performance on safety indicators is reviewed 
through Safety Committee and action plans agreed 
and monitored, where necessary.  

 Incident reporting and management policy and 
procedures are in place. This requires that incidents 
are reported, investigated and Root Cause Analysis 
completed and action plans implemented.  

 Never Events are investigated and action plans 
implemented to prevent recurrence. 

 Processes in place, through Care Group 
governance and Patient Safety Team to disseminate 
learning and thematic approaches  

 Review of all Serious Incidents, Never Events and 
Regulation 28 Notices through the Patient Safety 
Forum, with issues escalated to EPSEC  

 Independent review of any incident triggering 
concerns reporting to Nursing and Medical 
Directors.  

 Staffing levels for nurses, AHPs and midwives 
monitored using Safer Staffing Tools and national 
recommendations and reported to Board.  

 LocSSIPs in place for invasive procedures. 

 Sepsis screening and treatment pathway in place 
with screening according to specified conditions built 
into Symphony and Nerve Centre.  

Management assurance 

 Perfect Ward Audits 

 Healthcare Acquired Infections 
compliance audits (hand 
hygiene, bare below the elbows, 
antibiotic prescribing 
compliance)  

 ED Patient Safety Checklist 
audits (20 patients for each site, 
each month) 

 Perfect Ward audits covering 
observations, record-keeping, 
patient and staffing questions 

 ADN for IPC provides a detailed 
report to IQAC, which is 
scrutinised every month. 

 Three never events in 
a 12 month period 
(albeit in different 
areas) with some 
overlap with previous 
cases – points to the 
need continue to 
reinforce the Trust’s 
safety culture 

 Falls per 1,000 bed 
days, and the overall 
number of falls 
exceeded the falls 
strategy target, but 
have largely returned 
to within normal 
variation based on 
2019/20 

 Adverse trend in C-
Diff cases – 58 cases 
in 2020/21 against the 
internal threshold of 
44 and 20 against a 
trajectory of 15 for 
2021/22 (to July 
2021). 

 Increasing demand on 
the Trust from 
patients with mental 
health needs in 
addition to any 
medical need, 
particularly for 
younger people, partly 
due to structural 
issues in provision 
and the impact of 
lockdown on support 
mechanisms.  

 Number of escalation 
beds open requires 
more sustainable 
staffing plans (being 
worked on by Tactical 
Command and the 
Nursing Workforce 
Group) 
 

 
 

Gaps 

 Assurance of compliance with new policies and procedures 
regarding pain assessment, syringe drivers required. 

 Evaluation and assurance of improvements in the treatment of AKI 
needed following the appointment of AKI nurses.  

 Not all wards are completing Perfect Ward audits and there is a 
potential lack of independence in the approach, although the 
numbers not using the tool are reducing and peer review rotas have 
recently been introduced. 

 NRLS benchmarking data is no longer available.  
 

Positive outcomes 

 The Director of Nursing’s reports to the Board provide assurance on 
safe staffing (nursing ratios) being met but with some continuing 
dependence on bank and agency staff, redeployment and 
management action to maintain safety in some ‘hotspot’ areas.  

 Continuing low prevalence of high grade pressure ulcers in Trust 
hospitals for over 18 months – only one Category 3 pressure ulcer 
with lapses in care in 2020/21. None to date in 2021/22. 

 Perfect Ward– results are mostly positive (98-99% compliance for all 
domains).  

 Last NRLS data shows that the Trust is in the mid-pack nationally 
for reporting (with a reporting rate of 50.14 compared 47.17 
incidents per 1,000 bed days previously). The Trust was the 3rd 
highest reporting the region.  

 Rates of incidents and medication incidents are within normal 
variation, likewise falls per 1,000 bed days.  

 The Trust saw a reduction in falls with moderate harm or above in 
2020/21. 

 The Trust’s ‘Safety Culture’ score, in the 2020 NHS Staff Survey, 
increased to 6.9 (2019: 6.8) and remains above the average for the 
Trust’s peer group. The Trust is “about the same” as others for the 
rate of never events reported per CQC Insights.  

Other outcomes 

 Two cases of MRSA Bacteraemia reported in 2021/22 to date and 
20 cases of C-Diff (to 31 July 2021) – both above trajectory. 

 Falls per 1,000 bed days and number of falls was higher than 
strategy 

 Three never events reported in the last rolling 12 month period, 
likely to flag as worse than peers (on the absolute measure) in CQC 
Insights – ‘about the same’ when rated taking account of activity. 

 CQC rating of ‘Requires Improvement’ for safe, mainly relating to 
A&E Department staffing and pain management.  Actions have been 
taken but audits need to be completed to test whether changes are 
embedded. 
 

1. Complete development and roll 
out of updated falls prevention 
strategy (NS, October 2021) 

2. Reinvigoration of infection control 
practices re MRSA and C-Diff via 
HCAI Reduction Group, 
particularly with respect to 
screening, sampling delays and 
isolation with a campaign to be 
launched to engage front-line 
staff in reducing the risk of C-Diff 
and MRSA infections using the 
‘Topic of the Month’ (NS – 
ongoing). 

3. Embed partnership board working 
with TEWV, CNTW, 
commissioners and local authority 
partners to develop training, 
education, support for Trust staff 
and processes to protect patients 
with mental health issues on 
Trust wards (NS, October 2021) 

4. Evaluate the impact of the AKI 
Nurses on both acute sites (JC, 
October 2021).  

5. Audit compliance with new 
policies on pain assessment and 
use of syringe driers and (NS/WE 
– December 2021). 

6. Embed the use of peer review in 
Perfect Ward, tailor questions to 
quality objectives in particular 
areas and monitor completion 
(NS – December 2021) 

7. Full investigation and learning 
processes to be followed through 
for recent never events and HSIB 
/ external reports on maternal 
death (NS, October 2021). 

8. Escalation plan, including staffing 
to be signed off by Executives 
(Exec – September 2021). 

 
Section 3 provides more detail on 
those risks included in the risk register 
including the actions being taken to 
address them.  

Risks above Board tolerance  from 
risk register: 
 

See Section 3. 

 

Metrics 

 CDDFT Quality Insights 
Dashboard (Safety Themes and 
Indicators, including SPC 
analysis) 

 Benchmarking of above against 
peers 

 Incident reporting and closure 
rates, benchmarked through 
NRLS / trends over time. 

Independent / semi-independent 

 Internal audits of incident 
reporting and action plan 
implementation for serious 
incidents and never events 
completed in 2019/20. 

 CQC peer review inspections 

 CQC Inspection  

 Internal Audits – SIs, Never 
Events, IPC data indicators and 
follow up of prior year report into 
incident reporting. 

 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

5 5 25 3 3 9 2 4 8 

 

Previous report risk score 

AMBER – 9 (3x3) 

Lead: Noel Scanlon               Committee: IQAC CQC Domain: Safe 
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Planned Trajectory (August 2020 to May 2022 – by quarter) Commentary (including summary of actions and conditions needed to meet the target) 

Month Score/ RAG Month Score/ RAG Over the long-term the Trust has performed well, or in line with the median for a majority of safety indicators (HCAI, sepsis screening, 
pressure ulcers, falls and failure to rescue), with external validation from benchmarking. Infection rates and pressure ulcer rates have 
benchmarked well over the long-term nationally and internationally and remain better than national averages. NHS Staff Survey results 
provide evidence of sustained improvement in the Trust’s safety culture.  
 
CQC flagged issues with pain assessments, syringe drivers and A&E department staffing resulting in an overall “Requires Improvement” 
rating for the Safe Domain, (however, all remaining services inspected since 2015 have been rated ‘Good’ and issues in Critical Care have 
been addressed but not validated through re-inspection). Policies have been updated with respect to pain assessments and syringe drivers, 
new functionality is in place in Nerve Centre for pain assessments and audits are planned later in the year.  Recruitment drives, 
development of nursing roles and changes to the front of house model will all help to strengthen medical staffing in the A&E departments.  
 
The reduction from the current to the target risk score requires that the likely frequency (incidence) of both severe harm (impact of 4) and 
moderate harm (impact of 3) is reduced to “very occasionally”, which equates to a likelihood of 2 using the Trust’s risk assessment matrix. 
To reduce likelihood further would imply that the frequency was so low that incidents would almost never happen. This does not realistically 
reflect the inherent risk involved in providing healthcare; therefore even with strong systems of control the risk is unlikely to be reduced 
below a score of 8. At the present time, although the assurance outcomes demonstrate improvements in a number of areas, there remains 
a risk – due to external factors – re more patients presenting with complex mental health as well as medical conditions, particularly among 
young people, pending embedding of partnership working, there have been three never events in the last rolling 12 month period and an 
increase in C-Diff rates.   
 
OFF TARGET AND OFF TRAJECTORY 

Aug-20 9 (3x3, Aug-21 8 (2x4, target) 

Nov-20 9 (3x3) Nov-21 8 (2x4, target) 

Feb-21 8 (2x4, target) Feb-22 8 (2x4, target) 

May-21 8 (2x4, target) May-22 8 (2x4, target) 
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OBJECTIVE 3: Best clinical outcomes for our patients (non-COVID) 

Linked Strategic Objectives: 

 Sustaining and improving services (Clinical Services Matter)             Effectiveness priorities – Quality Matters 

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

Principal / inherent risks: 

 The Trust may fail to 
implement and / or follow 
evidence based good practice 
care pathways and / or may 
deliver care. There are other 
potential causes of this risk 
(capacity, skills, and 
infrastructure) which are 
considered elsewhere in this 
document.  
 

 All NICE guidelines are issued to 
the relevant service for an 
assessment of compliance. Where 
necessary pathways and clinical 
guidelines are updated to comply 
with the guidance. Barriers to 
compliance are escalated to the 
Clinical Effectiveness Committee 
and, as necessary, to ECL and the 
Quality Assurance Committee (with 
commissioners) 

 Trust-wide Clinical Guidelines are 
managed through a central policy 
and procedures system, which pulls 
through updates in line with review 
dates and ensures Committee 
approval prior to publication. 

 Locally managed (service or care 
group specific) guidelines have 
been catalogued and approved for 
local management by the Clinical 
Standards and Therapeutics 
Committee (CSTC). 

 Regional network memberships are 
in place e.g. Cancer and Trauma – 
enabling peer review of standards, 
agreement of protocols and 
monitoring of services (peer review 
or TARN data) 

 There is an ongoing programme of 
national and local clinical audits in 
place through which the Trust 
benchmarks its performance 
against expected standards and 
seeks to improve and re-audit 
where necessary. A formal policy 
and strategy are in place and 
issues are escalated to the Clinical 
Effectiveness Committee.  

 The Trust uses benchmarking data 
ICNARC, SSNAP and TARN for 
example to monitor its relative 
performance. 

 

Management assurance 

 Monitoring reports on progress and outcomes 
from clinical audit, NICE compliance 
assessment, benchmarking and peer / 
external reviews to CEC and IQAC. 

 Specialist Committees monitor standards and 
compliance for some aspects of patient care: 
Resuscitation and Deteriorating Patient, 
Critical Care Delivery Group, Trauma 
Committee, Transfusion Committee 

 Use of CRAB data (complications). 

 Audits of Seven Day Service 
Standards.(currently suspended nationally, 
due to COVID-19) 

 Oversight of Clinical Effectiveness (including 
NICE, clinical audit, benchmarking and peer 
review) through Clinical Effectiveness 
Committee (CEC). 

 CSTC does not 
always have the right 
people in the room. 

 Governance pathway 
for new techniques 
not always followed.  

 Learning and 
improvement from 
GIRFT reports is not 
fully embedded in 
service and care 
group business, 
resulting in a lack of 
evidence of outcomes 
from reviews 
discussed at CEC.   

 Follow through of 
action plans for 
outliers from national 
audits, with the 
governance process, 
is not systematic.  

 Underlying risks 
exposed by clinical 
audits are not always 
captured to risk 
registers with wider 
mitigating actions 

Gaps 

 CEC has defined, but not yet fully implemented, processes to 
ensure that it is sighted on issues from peer reviews (from self-
assessment initially and from external reviews subsequently). 

 CEC needs to review action plans for current clinical audit outliers 
(see below). 

 No objective overview of the quality of each service to prompt 
review and update of service strategies. 

 Process to review recommendations from national audits for 
adoption in specialties is not embedded. 

Positive outcomes 

 Rated ‘Good’ for Effective for all services by CQC.  

 CRAB data –complication rates are within expectations 

 Trust cited as a high performer for National Laparotomy Audit with 
respect to COTE review (UHND), mortality, presence of key 
decision-makers in theatre and length of stay 

 Positive practice identified from GIRFT for Ophthalmology, 
Anaesthetics and Orthopaedics and evidence of tangible 
improvements taken to CEC for Obstetrics. 

 Areas of shortfall against national benchmarks flagged in CQC 
Insights have, mostly, been satisfactorily explained. 

 SSNAP – Trust performance has improved to a B (from a D, 
overall). 

 High levels of NICE compliance above contractual requirements. 

Other outcomes 

 Two NICE guidelines where not complaint (of over 850) and 43 with 
partial compliance. However, the Trust has now approved the 
implementation of the relevant service where we are presently non-
compliant (Rehabilitation after Critical Illness) through the business 
case for expansion and modernisation of adult therapies. 

 Clinical Audits – current outliers from national audits: Lung Cancer 
(surgery rates); National Hip Fracture Database (mortality rates); 
Adult and Paediatric Diabetes (frequency of health checks and 
control measures) 

 Orthopaedics – GIRFT strongly recommended separation of elective 
and trauma work, which is in place with respect to the main sites 
and BAH following changes made during the Covid-19 pandemic. 
However, the Trust plans to move more work to BAH under the 
Orthopaedics service strategy to ensure that separation is sustained 
and to minimise any cancellations.   

1. CSTC membership to be 
strengthened and remit reviewed to 
include approval of new techniques 
(JC, November 2021) 

2. Review of service quality indicators 
for each service and agreement of 
priorities for service strategies 
through IQAC (JC, programme of 
ongoing reviews over 24 months) 

3. CEC to review specialty level 
investigation and action plans for 
each national clinical audit outlier (JC, 
WE by December 2021) 

4. Implement process to ensure risks 
from clinical audits are captured to 
risk registers (WE, November 2021) 

5. Review the process for management 
of peer reviews and GIRFT action 
plans to ensure that CEC is fully 
sighted on both (JC, WE – December 
2021) 

6. Embed process to review 
recommendations from national 
audits (WE, JC – January 2022) 

7. Further implementation of 
Orthopaedic strategy in the longer-
term, following evaluation of initial 
changes (JC, CL – on-going).  

 
. 

Risks beyond Board tolerance in 
risk register : 
Section 3.  
 

Metrics 

 CRAB 

 Best Practice Tariff Datasets for areas such 
Stroke, Hip Fracture and Paediatric Diabetes. 

 Benchmarking using Getting It Right First Time 
(GIRFT) 

 

Independent / semi-independent 

 Benchmarking through national clinical audits  

 Benchmarking through CQC’s Insights Report 
(reported to Board) 

 National benchmarking e.g. SSNAP and 
NHFD 

 Peer and network reviews 

 External visits / accreditations / inspections 
including peer reviews  

 Internal audit of clinical audit  

 PROMS (although limited and quickly out of 
date) 

 Surgeon specific outcomes data 

 GIRFT reports for key specialties 

 CQC Inspections of services 

 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

5 4 20 2 3 6 2 3 6 

 

Planned Trajectory (August 2020 to May 2022 – by quarter) Commentary (including summary of actions and conditions needed to meet the target) 

Month Score/ RAG Month Score/ RAG The Trust has evidence of positive outcomes and good practice arrangements in place which are recognised as 
proxies for outcomes for a number of services and continues to make progress in strengthening underlying 
arrangements. Action plans with respect to NICE compliance and clinical audits, as well as work on local clinical 
guidelines are all well-established and tracked through the governance process. A range of audit and effectiveness 
data is now in place to demonstrate the effectiveness of services. All specialties can demonstrate specialty 
governance processes in place. Actions are in place aim to sustain performance in line with the target risk score. 
The key source of assurance is the CQC inspection and the ratings for the Effective domain. Actions are aimed at 
the consistent follow through on improvement actions. 

ON TARGET 

Aug-20 6 (2x3, target) Aug-21 6 (2x3, target) 

Nov-20 6 (2x3, target) Nov-21 6 (2x3, target) 

Feb-21 6 (2x3, target) Feb-22 6 (2x3, target) 

May-21 6 (2x3, target) May-22 6 (2x3, target) 

 

Lead:  Jeremy Cundall              Committee: IQAC CQC Domain: Effective 

Previous report risk score 

YELLOW - 6 
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OBJECTIVE 4: Great patient experience  

Linked Strategic Objectives: 

 Patient Experience Priorities (Quality Matters) – Learning from Patients and Families  

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

Principal / inherent risks: 

 The Trust may fail to 
obtain and understand 
patient views on 
service performance 
and developments. 
 

 

Main controls – patient experience: 

 There is a Board-approved Patient Experience and Community 
Engagement Strategy.  

 Patient Experience Manager post now in place. 

 A number of tools and channels are used to obtain patient views, 
and reporting on trends at ward, specialty, Care Group and Trust 
level.  

 National surveys (review and response); 

 Friends and Family Test (including ‘You Said, We Did’ 
responses) 

 Comment cards; 

 Patient stories;  

 Complaints reports; 

 Patient Advice Liaison interactions; 

 Compliments analysis. 
These generally result in over 90,000 patient contacts per annum, 
albeit with some limitations in 2020/21 due to the national 
suspension of the Friends and Family Test (local data is still 
being collected) 

 Patient Experience Forum reinstated to monitor and elicit learning 
from the above feedback 

 Action plans (You Said, We Did) are used at wards and service 
level.  

 There is a formal Complaints Policy, including delegation to senior 
managers to review and sign off complaints, The CEO reviews 
and signs off of all complaints,  

 HealthWatch periodically review samples of complaints and 
advise the Trust of potential improvements. Results are shared 
with IQAC.  

 Findings from the PHSO are shared with the Board and action 
plans are implemented where required.   

 Non-Executive ‘board visits’ to wards and teams take place 
including speaking with patients. Suspended during the 
pandemic response 
  

Management assurance 

 Scrutiny of patient experience 
feedback by Executive Patient 
Safety and Experience 
Committee, Integrated Quality 
Assurance Committee and 
Board. 
 
 

 The Patient 
Experience 
Forum has only 
recently been 
reconstituted 

 Difficulty in 
providing local 
resolution 
during the 
pandemic (MS 
Teams and 
socially 
distanced 
meetings 
offered) 

 Gap Analysis 
against good 
practice issued 
by NHSI flags a 
number of areas 
where we can 
improve in line 
with the best 
performers for 
learning from 
the patient 
experience.  

 Advocacy role 
in supporting 
patients to 
provide 
feedback is 
being recruited 
to but not yet in 
place.   

 

Gaps 

 None.  

Positive outcomes 

 CQC rate all Trust services as Good for caring and responsive (except A&E services 
for the latter). 

 Friends and Family Test results – all four areas well above national average. A&E; 
Inpatients; Maternity and Community Services. Based on pre-COVID pandemic 
outbreak results as Friends and Family Test is currently stood down for national 
reporting. 

 Good assurance from Internal Audit with respect to the complaints process. Internal 
review and new template in place scrutinised and endorsed by IQAC. 

 Complaints trends are within normal variation. 

 National Urgent and Emergency Care Survey 2018 – positive results and improvement 
on the prior survey 

 National Inpatient Survey 2019 – Trust ‘about the same as’ peers, no outliers. For two 
questions the Trust was rated ‘better’ than other Trusts and for the remaining 61 
questions the Trust was rated ‘about the same’ as others. There were statistically 
significant improvements for three questions, although two questions, relating to the 
length of time to get a bed and information on discharge deteriorated compared to the 
prior year (although not to the peer group as a whole). 

 National Cancer Survey 2019 – The Trust had 9 out of 52 questions scored better 
than other Trusts, 41 scored about the same and two questions (regarding 
information) scored slightly below the national averages. The Trust is the 4th best 
results for Trusts included in the Northern Cancer Alliance. The first local “5 for 5” 
cancer survey is also positive.  

 National Maternity Survey – overall score of 80% (one per cent up on the last survey, 
with all results the same or better than peers). 

 Trust ‘responsiveness to personal needs’ score is above the national average. 

 VOICES feedback shows improvement on all areas under the Trust’s control (end of 
life care). 

 Two complaints assessed by the PHSO in the period – neither upheld. 

 Well over 90% scores for the Perfect Ward patient experience domain from audits in 
all months in the year to date. 

 
CQC surveys – the Inpatient and Emergency Care Services are now being 
undertaken from 2020 with the former to be published in October 2021 and the latter 
only just published (15th September) and are being reviewed. All results quoted 
above remain the latest available.  

 
Other outcomes 

 National Children’s survey – some areas for improvement identified, overall about the 
same as others.  

 PALS per 1,000 bed days have increased beyond normal variation. 

 Turnaround time for complaints is slightly above the Trust’s internal target of 40 days. 
 

1. Identification and 
implementation of 
improvement 
actions from 
national surveys 
(NS, ongoing). 

2. Embed new Patient 
Experience Forum 
– see also Domain 
4, Objective 3 (NS, 
December 2021). 

3. Appoint, and 
embed the role of, 
the patient 
advocate (NS on-
going)  

4. Further develop 
work with 
commissioners and 
partners for patient 
engagement and to 
elicit patient views 
(NS, GC – 
December 2021) 

5. Ongoing work to 
understand 
increase in PALS 
and with care 
groups to reduce 
turnaround time 
(there are Covid-19 
impacts on both). 

 

Risks beyond Board 
tolerance in risk register 
None 

Metrics 

 Trend and analysis in 
complaints; 

 Compliments data; 

 Perfect Ward Experience 
Measures (these do not 
actually measure experience 
but compliance with expected 
actions which are known to be 
drivers of a good patient 
experience) 

  

Independent / semi-independent 

 National In-Patient Survey 
(due May each year) 

 Friends and Family Test. 

 CQC visit reports 

 Commissioner assurance 
visits 

 Internal Audit of complaints 
handling  

 Local patient surveys such as 
the End of Life Care VOICES 
survey National Dementia 
Audit (Carer Feedback 
annual) and 5x5 cancer 
patient surveys 

 Thematic review of patient 
stories through IQAC. 
 

 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

5 4 20 2 3 6 2 3 6 

 

Planned Trajectory (August 2020 to May 2022 – by quarter) Commentary (including summary of actions and conditions needed to meet the target) 

Month Score/ RAG Month Score/ RAG 

Patient Feedback on the whole is positive, as evidenced by Friends and Family Test scores and CQC patient surveys, and the use of patient stories and patient 
feedback continues to improve. The national surveys, in line with the Trust’s own surveys, identify areas of focus for further improvement work, but no statistically 
poor performance, with improved performance across almost all areas.  .  The risk mitigation plan aims to maintain the position at the target score. 

ON TARGET  

Aug-20 6 (2x3, target) Aug-21 6 (2x3, target) 

Nov-20 6 (2x3, target) Nov-21 6 (2x3, target) 

Feb-21 6 (2x3, target) Feb-22 6 (2x3, target) 

May-21 6 (2x3, target) May-22 6 (2x3, target) 

Lead:  Noel Scanlon         Committee: IQAC CQC Domain: Caring / Responsive 

Previous report risk score 

YELLOW - 6 
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OBJECTIVE 5:   Protect staff and patients from the spread of COVID-19 

Linked Strategic Objectives: 

 Quality Matters: Brought forward priority on restricting nosocomial infection from COVID-19 

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

Principal risks: 

 Failure to 
identify, roll out 
and comply with 
evidence-based 
infection control 
practices 

 Failure to 
secure, provide 
and comply with 
the appropriate 
use of PPE 
(including 
general use of 
face masks) 

 Failure to 
implement 
Governance 
Guidance on 
Workplace 
Safety 
(including 
environment 
and ventilation) 
 

 Segregated pathways are in place for COVID and non-COVID patients, monitored through Gold 
Command, with changes managed by Tactical Command (including Infection Control Team input) 
daily) 

 Pathways currently enable patients to be isolated in side rooms at DMH, and on a dedicated ward at 
UHND, but have trigger points and procedures to establish dedicated wards should they become 
necessary. 

 Testing and screening regimes are in place for non-elective admissions, staff and elective patients 
which comply with Public Health England (PHE) requirements.  

 Targeted deployment of rapid test machines and lateral flow testing for prompt test results to support 
decision-making e.g. in A&E departments. 

 Protocols are in place to isolate and cohort Covid-19 contacts which limit movement of patients. 

 The Trust has implemented PHE requirements on infection control, with changes in policy (including 
SOPs and protocols) being signed off through Gold Command following review and approval by the 
DIPC and Medical Director. 

 Protocols are in place, which interpret the PHE guidelines, signed off by the Infection Control Team, 
who work in conjunction with regional counterparts, for non-elective and elective pathways. 

 PPE stock levels are monitored by Supplies, with escalation of any concerns to Executive Directors, 
including – as necessary – the Chief Executive Director 

 Visual aids, training videos and guides are in place to aid staff in the correct use of PPE. Fit testing 
has been completed and recorded using ESR for staff using FFP3 masks. 

 Pathways (Red, Amber, Green wards) have been defined by Infection Control and communicated to 
front-line teams.  

 IPC policies have been updated and in line with most recent PHE guidance, and rolled out.  

 Frequent Executive and Infection Control team walk-arounds take place to observe and reinforce 
compliance with infection control and PPE policy / offer guidance as necessary 

 Face mask policy and supporting stock management and issue processes for non-clinical areas. 

 Requirements on patients to use face masks where they can be tolerated clearly and extensively 
communicated before and on arrival at hospital 

 Visible signage is in place to reinforce walking routes and social distancing.  

 The Workplace Safety Policy, which is compliant with Government ‘Working Safely During COVID-19’ 
has been rolled out in all hospitals and a number of outlying sites. The Trust has implemented the 
social distancing and infection control practices in the Government guidance, with Health and Safety 
team visits taking place to assess compliance and advise on further actions required. 

 Local Covid Workplace Safety Champions are in place for all Care Groups/ services / directorates to 
provide advice and guidance in the policy. 

 Staff have been enabled to work from home where they are not needed on site.  

 Clear advice, which is reiterated at least weekly, to staff on when to seek a test and to self-isolate.  

 A process is in place to trigger internal tracing (led by Occupational Health) when staff test positive, 
and to ensure early self-isolation of affected staff.  

 Real-time review of potential cases of nosocomial infection and outbreaks takes place, through daily 
Exec case review meetings with immediate follow-up actions. 

 Lateral flow testing kits and reporting application made available to staff through the national screen. 

 Staff vaccination programme. 

Management assurance 

 Monitoring of nosocomial infection rates 
via weekly performance reporting and 
daily monitoring at the Executive-led 
11.00 outbreak meetings.  

 Real-time review of any new nosocomial 
infections / outbreaks 

 Daily monitoring of PPE stock levels and 
escalation through Gold Command 

 COVID-19 module of Perfect Ward (self-
audit) in use for monthly assurance on 
wards and in clinical areas, gradually 
being replaced by a more independent 
IPC module. 

 Infection Prevention and Control 
Assurance Framework completed (self-
assessment plus evidence) and reported 
to IQAC and the Board. 

 Need for 
ongoing 
vigilance and 
reinforcement of 
compliance with 
infection control 
and workplace 
safety 
procedures 

 Lateral flow 
testing use and 
reporting shows 
a need to 
increase take-
up 

 Risk 
assessments for 
clinically 
extremely 
vulnerable 
(CEV) staff 
being brought 
back onto site 
now in place, 
but additional 
agreements 
needed to 
capture staff 
member and 
line manager 
responsibility 
and local risk 
measures. 

 Booster 
vaccination 
programme to 
be rolled out to 
staff 
 
 

Gaps 

 None. 

Positive outcomes 

 Infection and Prevention Control Assurance 
Framework – evidence based self-assessment 
confirmed adherence to good practice in all areas, 
and identified gaps since addressed. This has been 
presented to the Board / IQAC three times in the last 
year. 

 As reported to the Board, work to date on 
retrospective infection rates has identified a 
nosocomial infection rate within regional and national 
benchmarks.  

 CQC review of the Infection Prevention and Control 
Framework completed by the Trust - no issues raised.  

 Authorising Engineer (AE) checks on ventilation 
completed and AE considered that the Trust’s 
arrangements meet national requirements.  

 Perfect Ward Covid-19 module compliance audits 
have found high (RAG-rated green) compliance in all 
months since started, covering confirmed or 
suspected cases, signage, correct use of PPE, hand 
hygiene, safety practice and staff awareness. 

 HSE inspection – positive outcome with no formal 
observations or enforcement actions. 

 NHSE/I IPC Lead walk-around – all actions 
implemented 

 PPE safety monitoring audits – all areas RAG-rated 
green in August 2021.  

 Tracking of outbreaks shows a reduction over time, 
including a reduction in the numbers of patients and 
staff affected, and their duration.  

 
Other outcomes 

 Need to ensure natural ventilation in A&E 
departments is maximised. 

 Still some outstanding risk assessments for clinically 
extremely vulnerable and clinically vulnerable staff. 

1. Ongoing 
mitigation of 
issues identified 
from Health and 
Safety Team 
walk-arounds 
(WE, on-going) 

2. On-going 
reinforcement of 
messages on 
social distancing 
and PPE 
compliance 
(NS/WE – 
ongoing) 

3. Reinvigoration of 
lateral flow testing 
compliance (Gold 
Command – 
October 2021) 

4. Roll-out of specific 
agreements and 
risk assessments 
for CEV staff (WE, 
October 2021) 

5. Review of natural 
ventilation in the 
A&E departments 
and associated 
risk ahead of 
winter by H&S 
team (WE – 
October 2021). 

6. Roll out booster 
vaccination 
programme (NS, 
CL – from 
September 2021). 

 
 

Metrics 

 Sit rep reporting to NHSE/I identifies 
potential nosocomial infection based on 
date since admission – triggering the real-
time reviews above 

 Benchmarking of rates of potential and 
actual hospital acquired Covid-19 
compared to North East, North West and 
national organisations. 

 

Risks above board 
tolerance from 
COVID-19 risk log 
The risk log includes 
amber-rated risks 
relating reinforcement 
of social distancing, 
lack of side rooms. It 
also recognises the 
potential for a surge in 
COVID / respiratory 
admissions  

 

Independent / semi-independent 

 PPE Monitoring Officer audits take place 
every month. 

 Review of ventilation systems by 
authorised engineers PPE safety officers’ 
monitoring checks  

 Health and Safety Team programme of 
ongoing walk-arounds to check 
compliance with face mask and 
Workplace Safety Policy  

 CQC Emergency Response Framework – 
independent review of Trust actions  

 Health and Safety Executive inspection at 
DMH (December 2020) 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

4 4 16 2 3 6 2 3 6 

Planned Trajectory (August 2020 to May 2022 – by quarter) Commentary (including summary of actions needed and conditions to be met to meet the target) 

Month Score/ RAG Month Score/ RAG The current risk score reflects current containment of the numbers of cases, which can be rapidly and reliably tested and isolated in side rooms, and the reduction in 
the impact for many people through the roll out of the national vaccination programme. It also takes account of the reduction in the numbers of outbreaks, as well as 
the numbers of patients and staff affected and the duration of those outbreaks as per the ADN for IPC’s report to IQAC in September 2021. The target score has 
been set to take account of the impact of the vaccination programme. Nonetheless the likelihood of transmission is not remote, nor can the impact be seen as limited 
given the growing prevalence and emerging evidence around the Delta variant.  

ON TARGET 

Aug-20 12 (3x4) Aug-21 6 (2x3) - target 

Nov-20 12 (3x4) Nov-21 6 (2x3) - target 

Feb-21 12 (3x4) Feb-22 6 (2x3) - target 

May-21 8 (2x4) May-22 6 (2x3) – target  

Previous report risk score 

YELLOW– 6 (2x3) 

Lead: Noel Scanlon                 Committee: IQAC CQC Domain: Safe 
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OBJECTIVE 6: Maximising capacity and performance in all necessary patient services  

Linked Strategic Objectives: 

 Quality Matters – ongoing improvements in experience, effectiveness and safety from resetting of services                         Clinical Services Matter – current focus on service changes  

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

Principal risks: 

 Failure to fully utilise 
physical capacity and virtual 
solutions to maximise 
patient services 

 Constraints on capacity from 
infection control and social 
distancing requirements, 
limiting services available 

 Staffing constraints 
(medical, nursing and AHPs) 
limit services available or 
constrain performance  

 Failure to safely and 
effectively manage non-
elective demand putting 
pressure on attendances, 
bed occupancy and 
performance 

 Failure to meet NHS 
constitutional targets and / 
or forecasts submitted to 
NHSE/I 

 Inability to retain capacity for 
a further COVID-19 surge 
 

 Operational Delivery Group in place to monitor delivery of major projects. These 
plans are designed to consolidate positive developments during wave 1 of the 
pandemic response re: elderly care, endoscopy and Same Day Emergency Care. 

 Elective Recovery Programme in place with a dedicated lead and reporting and 
programme management structures, including weekly monitoring.  

 Surge/ Winter / De-escalation plans developed which allow elective services to 
recommence but with ability to flex if necessary to cope with a further COVID-19 
surge. 

 Controls are in place through the command and control structure, Gold 
Command and the Tactical Cell to balance risks between ensuring sufficient 
capacity for COVID-19 patients and maintaining elective and outpatient services. 

 Gold Command meetings are in place to support the Tactical Command Cell in 
managing any significant risks. Tactical Command now meets on each working 
day. 

 Use of independent sector and transfer of work, where possible, to BAH to 
maximise capacity for routine and urgent operations where possible. 

 Outpatient work-streams are in place to maximise face to face and virtual 
appointments, within available capacity and to source additional capacity. 
Additional space for Outpatient Appointments opened at Sedgefield Community 
Hospital.  

 Discharge Management Teams now work as part of Community Services and 
closely with CHC and social care colleagues to expedite discharge of patients 
who are medically optimised.   

 The Trust has been able to expand SDEC and multi-specialty senior decision-
making front of house during COVID-19 (although there remains more to be 
done).  

 Weekly oversight of outpatient appointments and waiting lists (including cancer 
services) through RTT meetings.  

 Low, medium and risk pathways defined for elective and non-elective pathways, 
agreed with the Infection Control team and aligned to PHE guidance. Triggers in 
place to review these should Covid-19 cases increase.  

 All patients awaiting operations have been allocated to the national priority 
groups and corresponded with as per national guidance. This has included 
extensive validation and risk assessment of waiting lists. 

 Clinical prioritisation process in place for elective operations  

 Alternatives to outpatient appointments offered to maximise efficiencies, as well 
as virtual appointments and new Outpatient facility now in place at Sedgefield 
Community Hospital. 

 Front of House Same Day Emergency Care Facility now open at DMH.  

 Work is taking place in the regional Provider Collaborative and in the regional 
Chief Operating Officer forum to plan and deliver elective operations 
collaboratively so that there is equitable access to operations and equitable 
reduction in long waits across the region. 

Management assurance 

 Major projects programme 
run to PRINCE2 principles 
overseen by the 
Operational Delivery 
Group and reported into 
SLT / SCB monthly. 

 Weekly SLT scrutiny of 
performance against NHS 
Constitutional Targets and 
activity against NHSE/I 
submissions 

 Increasing numbers of Covid-19 
inpatients, alongside very high levels of 
A&E attendances and non-elective 
admissions are requiring the Trust to 
escalate bed capacity and services, 
against a backlog of constraints on 
staffing as traditional temporary staffing 
arrangements are no longer securing 
high fill rates. The pressure is demand-
led, with the Trust maintaining good 
performance on length of stay, and long-
stay patients and improved performance 
and discharge delays. Space is a further 
constraint.  

 National forecasts for winter require 
contingency plans for a further 
escalation in demand from Covid-19, flu 
and winter viruses in the context outlined 
above. 

 A significant increase in demands from 
the current position would risk impacting 
upon the elective recovery programme.  

 There remain constraints on capacity for 
elective operations (space required for 
social distancing, time required for air 
changes, testing requirements, time for 
decontamination.) which reduce the safe 
throughput of patients. These result in 
forecast activity being lower than the 
prior year and growth in waiting lists and 
long waits.   

 Timetables for estates changes are 
subject to external dependencies and 
risks such as capacity in the construction 
industry whilst social distancing is being 
maintained.  

 A&E waiting times performance is 
dependent on the implementation of 
plans for expanded SDEC facilities, 
retention of multi-specialty assessment 
and frailty within the operational reset 
programme. These interdependencies 
create risks requiring careful 
management.  
 

Gaps 

 None. 

Positive outcomes 

 Most recent current and forecast activity 
for all areas, benchmarks reasonably 
with other Trusts regionally and 
nationally, other than for outpatient 
review appointments. 

 Recruitment of posts for restart 
programme has increased resources for 
key interventions (therapies, frailty at 
front of house, SDEC) 

 Elective recovery forecasts agreed with 
the system were met for April and May 
2021 and the Trust has continued to 
increase activity in June and July, 
although not the revised target levels for 
95%. 

 Performance on diagnostics excluding 
endoscopy is relatively strong 
compared to the region and nationally. 

 Significant reduction in over 52 week 
waits since March 2021 (from over 
2,600 to just under 1,100 by 12th 
September), although slightly behind 
forecast. 
 

Other outcomes 

 Performance on A&E waiting times – 
due to demand pressures outlined in 
the adjacent column - is significantly 
below the 95% constitutional target  

 Still over 1,100 patients waiting over 52 
weeks for procedures and over 500 
over 78 weeks (there is, however, an 
impact of patients choosing to defer 
operations due to concerns about 
Covid-19). 

 There remain shortfalls in performance 
on cancer 62-day waiting times linked to 
endoscopy, although recent weeks 
have seen an improving trend. 

 Endoscopy restart impacted by space 
restrictions (plans in place) 

1. Gold Command to sign off a 
phased winter plus escalation 
plan covering beds, elective 
programme and staffing (Execs – 
Sept 2021) 

2. Ongoing implementation of initial 
escalation actions brought 
forwards from the winter plan. 

3. On-going oversight of major 
projects through the Operational 
Delivery Group and escalation of 
issues to Senior Leadership 
Team / Strategic Change Board 
(CL, on-going). 

4. Work with system partners 
including the ICS to implement 
initiatives to help mitigate non-
elective demand including the ‘Do 
Your Bit’ campaign, provision of 
increased SDEC or Urgent Care 
facilities and system alignment 
(between demand and capacity) 
(SJ/CL, ongoing) 

5. Review and strengthen process 
to identify and review any cases 
of harm arising from long-waits 
(JC/NS – on-going). 

6. Emergency Department System 
Delivery Group Improvement 
Plans roll-out (JC / CL, on-going). 

7. Work through the regional 
Provider Collaborative on plans 
to optimise ICS-wide resources to 
reduce over 52 week waits (CL, 
on-going). 

8. On-going monitoring and actions 
at an operational level to maintain 
adherence to the elective 
recovery programme forecasts 
(CL – on-going). 

9. Introduction of ‘waiting well’ 
support package for long wait 
patients (CL, JC– ongoing) 

 
Mitigations for service specific risks – 
see Section 3. 

Metrics 

 NHS Constitution metrics 

 Regional benchmarking 
report to Board. 

 Monitoring of underlying 
metrics on time to 
assessment, time to 
treatment, length of stay, 
discharge (some of which 
are now shadow A&E 
performance metrics 
which may be published 
later in the year)  

 Weekly submissions 
against forecasts  

 

Risks above board tolerance 
from risk register 

 The Surgery Care Group 
register has red-rated risks 
with respect to recovery of 
elective operations and 
outpatient appointments. There 
are a number of amber-rated 
risks across services as a 
result of backlogs built up 
during the pandemic. 

 
Independent / semi-
independent 

 ICS and NHSE/I review of 
forecasts 

 NHSE/I review and 
challenge process 
(covering plans, forecasts 
and performance – 
completed for each ICP 
covering all Trusts in that 
ICP) 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

5 4 20 4 4 16 3 4 12 

Lead: Carole Langrick         Committee: IQAC CQC Domain: Responsive 

Previous report risk score 

RED – 16 (4X4) 
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Planned Trajectory (August 2020 to May 2022  – by quarter) Commentary (including summary of actions needed and conditions to be met to meet the target) 

Month Score/ RAG Month Score/ RAG Suspension of elective activity during Wave 1 of the pandemic, and subsequent constraints on the ability of the Trust to provide elective services – in 
particular – resulting from factors such as the need to maintain social distancing, the need to increase air changes to decontaminate theatres and infection 
control practices – resulted (as was seen across the region and nationally) in a growth in waiting lists with extended waits for treatment beyond the NHS 
Constitution target of 18 weeks from referral to treatment, and an increasing number of patients waiting over 52 weeks for operations. Clinical reviews, to 
assess risks and prioritise long-waiters, have been undertaken but these will not mitigate the major impact on the health and wellbeing of a number of 
patients. The plan for 2021/22 is to reduce over 52 week waits to pre-pandemic levels by the end of the financial year, improve equity of access and achieve 
around 80% against the 18 week target. 

The target score has been reduced to 12, but recognises that there will remain considerable risk and pressure, including the potential risk of a third wave or 
winter surge. At the present time, increasing numbers of Covid-19 inpatients, alongside very high levels of A&E attendances and non-elective admissions 
are requiring the Trust to escalate bed capacity and services, against a backlog of constraints on staffing as traditional temporary staffing arrangements are 
no longer securing high fill rates. The pressure is demand-led, with the Trust maintaining good performance on length of stay, and long-stay patients and 
improved performance and discharge delays. Space is a further constraint. National forecasts for winter require contingency plans for a further escalation in 
demand from Covid-19, flu and winter viruses in the context outlined above. There are therefore risks to the continued achievement of elective recovery 
targets, which the Trust is seeking to address through a phased winter escalation plan, balancing beds, staffing and the elective programme, to be signed off 
by 24th September 2021.  

 

OFF TARGET  BUT ON TRAJECTORY 

Aug-20 16 (4x4) Aug-21 16 (4x4) 

Nov-20 16 (4x4) Nov-21 16 (4x4) 

Feb-21 16 (4x4) 

 
Feb-22 

 
 

12 (3x4) 

May-21 16 (4x4) May-22 12 (3x4) 
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OBJECTIVE 7: Safe, Secure Fit for Purpose Patient Environment  

 

Linked Strategic Objectives: 

 Improving our infrastructure and facilities (Clinical Services Strategy) 

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

Principal / inherent risks: 

 The Trust may fail to 
develop and maintain its 
buildings, infrastructure and 
facilities effectively, 
resulting in a patient 
environment which provides 
a poor experience, is unsafe 
or incapable of supporting 
the achievement of related 
objectives relating to the 
patient experience, service 
access and clinical 
outcomes.  

  

 Contract management process and firm KPIs in place for PFI 
providers and CDD Services (including contract monitoring meetings 
and escalation process).  

 Cleaning schedules and rotas are in place and a Monitoring Officer 
programme is in place for regular checks. This includes a Monitoring 
Officer in CDDS to monitor work by subcontractors 

 Prioritisation of backlog schemes is carried out through the Estates 
Capital Sub-Group, Directors Investment Scrutiny Committee and 
Executive Directors. 

 Project management procedures for capital works are in place in the 
Trust’s SLA with CDDS and KPIs form part of the contract monitoring 
process. 

 Security and Health and Safety Team in place to provide expert 
advice and oversight of health and safety issues. 

 Security, Violence and Aggression and Health & Safety Risk 
Assessments are completed and updated for all areas on a regular 
basis. 

 Health and Safety, fire and security audits are undertaken covering all 
areas and follow up audits are undertaken where issues are identified. 

 The Health and Safety Committee monitors compliance with H&S 
standards relating to the patient environment including compliance 
with security policies and standards. Electrical Safety and Asbestos 
Safety also report in to the H&S Committee. 

 CDDS Fire and Health and Safety Sub-Group monitors safety on the 
DMH site 

 There are Decontamination Safety and Water Safety Groups reporting 
to the Infection Control Committee, setting policy, monitoring training 
and outcomes of audits, checks and inspections 

 Food Safety Training is provided to all relevant staff. 

 Infection Control audits* e.g. annual commode audit. 

 Catering audits* and actions 

 The Water Safety Group oversees legionella testing 

 The Medical Gas Committee monitors the safety of the medical gas 
infrastructure  

 Authorised Engineer audits* of maintenance works and actions 
(provided through SCL) 

 Medical and Surgical Equipment requirements are prioritised by 
clinical services and managed against current available resources.  

 Systems are in dwelling to plan capacity against demand and to 
allocate cleaning and portering resources to support required tasks. 
The new tool is in place in A&E at DMH and is to be rolled out to other 
areas.  

 Compliance Manager in place to monitor KPIs and Premises 
Assurance. 

 

Management assurance 

 Checks on PFI provider soft FM and in-
house services) and on CDDS by Trust 
PFI Contract Manager and Monitoring 
Officer (modified / suspended during 
the Level 4 COVID-incident) 

 Internal Cleaning audits. 

 DH Premises Assurance Model 
(Self-assessment). Consists of annual 
assessment and quarterly tracking 
against actions 

 Audits of compliance with the Trust’s 
waste policy covering all areas. 

 Estates and Facilities Assurance 
Reporting to SLT and OPAC. 

 

 Backlog Maintenance 
funding is not sufficient 
to address all risks 
identified, requiring 
prioritisation and 
leading to some 
potential health and 
safety risks requiring 
further action 

 On-going work to 
address ligature risks in 
higher risk areas (needs 
to be reviewed following 
estate changes included 
in the reset programme) 

 The A&E Department, 
at UHND lacks physical 
capacity for current 
demand (to be offset by 
SDEC front of house 
developments). 

 Asset management 
controls have some 
gaps: whilst none are 
material with respect to 
the Trust’s annual 
accounts, there is no 
physical verification. A 
post is now in place to 
oversee a remediation 
plan. 

 Understanding of 
lifecycle position at 
UHND – validation 
required to inform 
management of final 
years of PFI agreement 
and lifecycle works. 
External advisers are 
supporting this work, 
which is ongoing. Works 
required are 
documented but 
planned dates need 
confirmation.  

Gaps 

 PLACE suspended for 2020/21 and national 
position under discussion 

 Premises Assurance Model (PAM) – completion of 
initial analysis but not yet embedded. 
 

Positive outcomes 

 PFI providers and CDDS are meeting KPIs, with few 
exceptions. 

 Cleanliness of A&E Department at UHND now much 
improved.  

 PLACE scores for 2019 were above national 
average and benchmarked well within the region for 
all areas for cleanliness, condition and food. 

 Five-star rating from most recent LA food hygiene 
inspections. 

 An external quality inspection of catering services 
was completed in February 2021.  Only 5 minor 
non-compliances were noted and remedial actions 
were noted and remedial actions completed and 
certification awarded. 

 Fire inspections of all sites found ‘broad compliance 
with the Regulatory Reform Order (highest rating) 
confirmed by County Durham Fire Service) 

 No major issues identified from health and safety 
audits. 

 Accreditations for sterile services and clinical 
engineering renewed in 2021. 

 PAM assessment is good for most areas; others 
need minimal improvement. 

 
Other outcomes 

 PLACE scores for 2019 were below the national 
average and regional position for dementia and 
disability. 

 Testing of water supply has identified a risk of 
legionella contamination. Additional controls 
(chemical dosing, point of use filters and sampling) 
are in place and are effective in preventing harm; 
however, a long-term solution (replacement of the 
water tanks) is required. A procurement process has 
commenced and is due to be completed in 
November 2021 with a programme of works 
anticipated to be completed in Summer 2022. An 
interim solution is also being investigated.  

1. Specific actions, tracked 
through the risk register in 
respect of key risks associated 
with backlog maintenance and 
continuous prioritisation (AM, 
on-going).  

2. Adaptations to SDEC and A&E 
area as at Durham to be 
completed (AM, March 2022). 

3. Embed update reporting of 
assessments under Premises 
Assurance Model for all sites, to 
enable benchmarking across 
sites (including PFI providers) 
and with other Trusts, and 
associated action plans (AM, 
ongoing) 

4. Embed the role of the Asset 
Management Officer to provide 
an asset management function 
(AM – on-going).  

5. Roll out PFI lifecycle monitoring 
and handback planning (DB/AM 
– ongoing) 

6.. Update and implement actions 
from ligature risk assessments 
taking a proportionate approach 
(WE/AM – December 2021)  

7.  Replace and relocate water 
tanks at DMH (AM – February 
2022). 

8.   Maintain and monitor the 
effectiveness of the interim 
actions being taken prior to the 
replacement of the water tanks 
and adjust the mitigation plan 
as necessary (NS – on-going). 
 

For risks contracted out to 
Synchronicity Care Limited (SCL), 
Executive Directors will maintain 
oversight of delivery.  

Section 3 sets out the mitigating 
actions for specific risks in the risk 
register. 

Metrics 

 SCL KPI reporting and KPIs for PFI 
providers 

 ERIC (Estates Return Information 
Collection) data. 

 Model Hospital data. 
 

Risks beyond Board tolerance 
in risk register: 
See Section 3 
 
There is a high-graded risk 
relating to water safety at DMH, 
with a robust interim mitigation 
plan in place to prevent harm 
pending a sustainable solution 
through the replacement of the 
water tanks.  
 
There are risks scoring 12 
relating to, the Maternity Theatre 
at DMH (being worked on), the 
electricity infrastructure at BAH 

Independent / semi-independent 

 Accreditations under STS with external 
validation for food hygiene. 

 Local authority inspections 

 PLACE inspections (supported by public 
and governors)  

 ISO9001: 2015 accreditation for Clinical 
Engineering and ISO 13485 :2016 for 
Sterile Services 

 Scrutiny of audit compliance schedules 
and results through Health & Safety 
Committee. 

 Internal Audits of CDDS: KPI reporting, 
portering (completed), medical device 
management, contracted out services 

 Commissioner assurance visits 

 Authorising engineer compliance audits 

 Environmental health inspections 
including re waste 

 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

5 4 20 3 4 12 2 3 6 

 

Planned Trajectory (August 2020 to May 2022 – by quarter) Commentary (including summary of actions and conditions needed to meet the target) 

Month Score/ RAG Month Score/ RAG Overall there is good assurance with respect to the cleanliness and condition of the patient environment through the previous PLACE inspection results 
which benchmarked well nationally and regionally for these aspects, but with more to do on dementia and disability.  There remain, however, a number of 
backlog maintenance risks which cannot be fully mitigated year on year. Risks to patient safety are escalated and addressed through Executive Directors 
as identified. The current risk score, and trajectory assume that capital constraints (which are expected to remain at ICS, ICP and the national level) will 
continue to restrict the Trust’s ability to implement all backlog works to the point where moderate, negative impacts on the patient experience (in particular) 
are only very occasional (a likelihood of 3 suggests pressure on existing controls such that moderate impacts may happen occasionally).  The key action 
required to mitigate risk in line with the target score would be the development of a credible, funded plan to mitigate all high and moderate risk backlog 
items. OFF TARGET AND TRAJECTORY  

Aug-20 9 (3x3) Aug-21 9 (3x3) 

Nov-20 9 (3x3) Nov-21 9 (3x3) 

Feb-21 9 (3x3) Feb-22 9 (3x3) 

May-21 9 (3x3) May-22 9 (3x3) 

Previous report risk score 

AMBER - 12 (3X4) 

Lead:  Alison McCree (contracted out)      Committee: OPAC CQC Domain: Safe / Responsive 

 Optimising the use of our estate (Estates Strategy) Ite
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OBJECTIVE 1: Strategy Development and Delivery    

Linked Strategic Objectives: 

 All elements of the strategy but clinical services strategy in particular  

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

Risk Mitigation Plan 

Principal / inherent risks: 

 The Trust’s Strategy may 
not reflect the views of staff 
and stakeholders and may 
not therefore be supported 
within the Trust or externally 

 The Strategy may fail to 
respond to the challenges 
faced by the Trust. 

 The Strategy may be 
unrealistic and not 
achievable. 

 The Trust may not 
implement the Strategy 
effectively. 

 For 2020/21, there is 
considerable uncertainty 
regarding long-term planning 
assumptions due to the 
impact of COVID-19 and 
being under a national major 
incident for what is expected 
to be half of the year. 
  
 

 The Strategic Change Board (SCB) is in place to oversee development of 
strategy, proposal of strategy to the Board and monitoring of 
implementation. This has included monitoring of the mobilisation plan for 
Adult Community services and will move on to the Transformation Plan. The 
Vision was defined and agreed with staff and stakeholders in prior years and 
remain in place. 

 Mission Statement refined and agreed with staff following meetings and an 
extensive survey of staff views (in 2019) and remains place. 

 The Trust’s Values are those of the NHS Constitution, as agreed with staff in 
2014 Focus Groups and subsequently reaffirmed. 

 The Board reviews strategy at least twice annually including changes in the 
external environment and internal capability and as necessary in the 
intervening period. Given the impact of COVID-19 and ongoing ICS and ICP 
developments the Board has devoted some time to the consideration of 
strategy at each of its meetings, most recently with a strong focus on the 
Operational Reset Programme and holding an extraordinary meeting to 
review the Phase 3 planning submission.  

 Strategic objectives have been refreshed for underpinning strategies for 
Staff (People Matter), Clinical Services (Operational Reset) and the IT 
strategy is now moving forward with the EPR implementation.  

 The Clinical services strategy for the short-term was defined within the 
2020/21 Quality Matters document, with the major initiatives and changes 
being managed through the Operational Delivery programme. However, this 
needs reconfirming and updating and a new quality strategy is needed. 

 Plans are in place for services categorised as vulnerable, summarised in 
risk registers and the Strategy Handbook, and closely monitored by 
Executive Directors. The full Board is engaged in reviewing any service 
which comes under imminent pressure. 

 The Trust is working with partners to define locality and region-wide longer 
term strategies through (i) joint work as part of the South ICP, Central ICP 
and Provider Collaborative (ii) the County Durham Integration Board (iii) 
regional forums for particular services e.g. Local A&E Area Delivery Board 
(iv)) The wider integrated care system for Cumbria and the North East. The 
strategic focus of work with neighbouring Trusts in the South ICP, and 
collaborative working arrangements have been agreed.  

 It has been agreed that work-streams will be aligned between the South and 
Central ICPs. 

Management assurance 

 Board scrutiny of key strategies and 
twice-yearly review of strategy 
including the external environment 

 SCB review of delivery of strategy and 
changes in conditions every month  

 The long-term clinical services 
strategy for all Trusts in the North 
East is dependent on place-based 
strategies within ICS and ICP 
footprints, and region-wide 
initiatives through the Provider 
Collaborative. As a result, there is 
some unavoidable uncertainty 
impacting on the long-term clinical 
services strategy for the Trust 
making it challenging to provide a 
definite strategic roadmap for staff 

  ‘Quality Matters’ requires a full 
review and refresh for the next three 
years, with attendant success 
measures, action plans and 
monitoring processes. 

 There remains an ongoing need to 
communicate and reinforce 
understanding of strategy among 
staff (as relevant to their roles) and 
to ensure that they are able to enact 
local plans and actions in support of 
it. This was reinforced by the 
findings of the last CQC inspection.  

Gaps 
 
Longer-term planning: 

 Lack of assurance 
on strategy beyond 
the short-term 
horizon reflecting 
the emerging nature 
of locality, region-
wide and national 
strategies at the 
present time, There 
is a dependence on 
the ICS/ICPs to help 
shape the longer-
term vision. 
  

Outcomes 
 

 Overall rating of 
‘Good’ awarded by 
CQC from the well-
led review (which 
includes the Key 
Lines of Enquiry re: 
Strategy) 
 

1. Continue to ensure Trust involvement in local 
and regional strategy / planning forums to inform 
the consideration and evaluation of options, and 
fully support the development of locality and 
region-wide plans (SJ, CL, DB, and JC – on-
going). 

2. Delivery of the Operational Delivery programme 
(CL/Execs, on-going). 

3. Continue work with fellow providers, CCGs and 
local authorities to roll out the local visions 
including that underpinning the three year 
contract agreement and– the Community 
Services Contract where they remain relevant 
(SJ, on-going).  

4. Refresh Quality Matters, based on views from 
clinical leaders, staff and service users, with roll 
out of the strategy supported by clear measures, 
implementation and monitoring plans from 
ward/team to Board (NS,JC, WE – November 
2021) 

5. Update and refresh Strategy Handbook to 
present an up to date and over-arching strategy, 
including reconfirming the clinical services 
strategy (Execs, December 2021) 

6. Following 5, update to Strategy Handbook / 
communications to staff (SJ, Quarter 4, 
2021/22), ensuring awareness at all levels.  
 

Metrics 

 Measures included in action plans for 
underpinning strategies  

 

Risks beyond Board tolerance 
in risk register: 
No specific risks.     

Independent / semi-independent 

 CQC review of strategy domain as 
part of well-led review follow up 
(completed, with a Good overall 
rating). 

 

 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

5 5 25 3 3 9 2 4 8 

 

Planned Trajectory (August 2020 to May 2022 – by quarter) Commentary (including actions needed and conditions to be met to meet the target) 

Month Score/ RAG Month Score/ RAG The Trust’s Strategy “Our Patients Matter” set out an incremental strategy over eight key areas, focusing on a three year horizon. The well-led review, undertaken as part 
of the CQC inspection in 2019, assessed the development, credibility and deployment of strategy according to CQC’s key lines of enquiry. Only one recommendation for 
improvement was raised, highlighting that some of the staff CQC spoke to were not fully aware of and / or engaged with the vision and strategy. This is to be addressed 
as part of the development and roll out of an updated Quality Strategy, the update of the Strategy Handbook and an associated communications and engagement 
programme.  

There remains, however, uncertainty with respect to the longer-term (beyond 12 months) strategy for the Trust the national strategic framework is still emerging and the 
transition from local commissioning to a greater role for Integrated Care Systems. The current risk score reflects this uncertainty and the potential for moderate impacts 
on the focus and alignment of strategic activity internally, and with partners and stakeholders pending clearer definition of the long-term direction, which is more than very 
occasional (likelihood of 2). It does, however, assume that the likelihood of more major impacts, at the present time is lower, as a result of understanding of strategic 
priorities by the Board and Executive, through partnership working and the change programmes in the Operational Delivery Programme e.g. the Frail Elderly Strategy.  
OFF TARGET BUT ON TRAJECTORY 

Aug-20 9 (3x3) Aug-21 8 (2x4, target) 

Nov-20 9 (3x3) Nov-21 8 (2x4, target) 

Feb-21 9 (3x3) Feb-22 8 (2x4, target) 

May-21 8 (2x4, target) May-22 8 (2x4, target) 

Lead:   Sue Jacques                       Committee: Board 

Previous quarter risk score 

AMBER – 9 (3x3) 
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OBJECTIVE 1: Right staffing, right place, right time 

Linked Strategic Objectives: 

 Addressing urgent workforce shortages and new operating models for our workforce (People Matter)  

Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk mitigation plan 

Principal inherent risks: 

 The Trust may fail to 
effectively understand, 
plan for and recruit for 
workforce needs resulting 
in shortages of medical 
and / or nursing staff in 
particular services; 

 The Trust may fail to 
recognise, and allow for, 
changing workforce needs 
over time in developing 
and rolling out plans  

 
Note: specific staffing risks 
relating to the capacity 
required for the operational 
reset programme are 
covered under Domain 1, 
Objective 3. 
 

 A “People Matter” Strategy is in place for 2020-2023, with annual action plans 
being developed and integrated into business plans. These include actions to 
maintain and, where required, increase capacity. Sub-strategies are in place to 
support delivery. 

 SCB maintains oversight (quarterly) of the implementation of People Matter 
Action Plans. 

 Workforce requirements for each Care Group and corporate directorates 
considered in the development of operational and business plans.  

 A Medical Staff Recruitment Strategy is in place, combined with a monitoring 
process through, to recruit consultant and other medical posts. This allows 
recruitment activity to be planned and escalated at three levels (from traditional 
channels through to use of specialist agencies and international recruitment).  

 A wide range of innovative solutions is deployed to attract nursing and medical 
staff to ‘hard to recruit areas’ including MTI, Physicians Associates, and Return 
to Practice, Nursing Associates Apprentices. 

 The Medical Directorate provides support to Care Groups with identifying and 
delivering actions on hard to recruit posts.  

 Operational Delivery Group oversight of recruitment and deployment of staff for 
reset projects.  

 Approved recruitment policies and procedures in place.  

 Nursing recruitment campaigns are in place and on-going, including the 
introduction of one stop shops to cover the whole process and make rapid 
offers. On-going adverts are placed on NHS Jobs.  

 International nursing recruitment with cohorts of 20 Indian nursing students 
being called down to work within the Trust.  A further 100 Indian recruits are 
currently being targeted.  

 There is a planned in-take of nursing staff from Universities spread over the 
year: Teesside in-take in Jan and Sept; Sunderland in-take in April and OU in-
take in October and March. 

 A Nursing and HCA bank is in place managed by the Resourcing Team, with 
use of bank staff to fill vacant shifts. A Neutral vendor in place for agency 
requests (ensuring compliance with framework requirements) 

 A Medical Staff Bank is in place to cover most requirements for additional 
medical staff shifts. The Circular Wave system is used to manage shift 
allocation, payment and tracking.  

 A Master Vendor is in place to meet requests for agency and locum medical 
staff 

 Resetting and strengthening of nursing establishments has formed part of 
2021/22 annual planning and budget-setting. 

 Absence management policies are in place and HR Leads linked to each Care 
Group monitor and drive compliance with these.  

 Monitoring arrangements are in place to maximise the utilisation of the 
apprenticeship levy.    

 An escalation process is in place through Care Group Matrons (in hours) and 
Silver Command (out of hours) to maintain safe staffing in inpatient areas.  

 Retention Strategy in place.  

 Streamlined OD and Change Policy and Process – allowing swifter relocation 
and movement of resources where staff agree.  

 Agile Working Policy in place to enhance flexibility for the Trust’s workforce and 
support engagement.   

 Nursing establishments reviewed and reset.  

 A joined up approach is taken with Finance and PMO to the planning of service 
requirements 

 OSCE ‘Bootcamp’ training process to allow international recruits to obtain 
registration with minimal delay.  

Management assurance 

 Nursing and Midwifery 
Staffing (daily 
monitoring) and reports 
to Board meetings, 
including regional 
benchmarking.  

 Bi-annual safe staffing 
reviews (nursing) for all 
adult wards, A&E 
Departments, 
Paediatrics, Maternity 
and Community nursing 

 Monitoring and reporting 
of medical workforce 
recruitment to the Board 

 Monitoring and reporting 
of nursing workforce 
(international 
recruitment).  

 

 Workforce strategies need 
to go further to address 
challenges associated with 
hard to recruit posts in 
some areas, address 
emerging risks particularly 
with respect to high 
numbers of retirements and 
to proactively plan, for and 
manage attrition. 

 Finance and ESR systems 
are not aligned making 
monitoring of 
establishments and fill rates 
more complex 

 Nurse bank fill rates have 
reduced to around 60% on 
average and HCA fill rates 
to 59% (driven by high 
demand and a fall in 
average hours supplied)  

 AHP rostering is dependent 
on manual processes and 
controls. 

 The pure shortfall in RNs 
(ignoring where recruitment 
is in process and 
appointments made) is 
approx. 290 registered 
nurses following the 
resetting of the nursing 
establishment. 

 Use of Safe Care (to match 
nursing staffing to acuity in 
real-time) is not yet 
embedded. 

 There is a national review 
and overhaul of recruitment 
processes to better support 
the Equality, Diversity and 
Inclusion agenda which will 
result in changes to the 
Trust’s processes. 

 Neutral and master vendor 
contracts can be 
strengthened with respect to 
fill and framework 
compliance. 

 There is a high-level of 
escalation beds open 
relying on temporary 
staffing.  
 

Gaps 

 None. 
. 

Positive outcomes 

 Medical Staff Bank and Master Vendor able to 
fill the majority of additional medical shift 
requirements. 

 Taking account of start dates agreed with 
consultants, and NHS Locums, consultant 
staffing has been strengthened in many 
specialties in recent years. There has been a 
net increase of 30 senior medical staff in total 
in the last three years  

 Recruitment of Nursing Associate Apprentices 
now underway for a five year programme. 

 Voluntary turnover is holding at an average of 
6.7% against a target of 9%. 

 Good assurance for the Internal Audits of 
Recruitment and of Bank and Agency Staffing, 
sickness absence management and retention. 

 There has recently been an exercise using 
national funding resulting in the recruitment of 
around 100 HCAs (with offers made) to 
reduce vacancies close to zero.  

 The Trust has recruited all of the graduate 
training nurses who trained with the Trust and 
nine further graduates in the most recent 
recruitment round. 

 Some 85 RNs (graduates and international 
recruits are due to start). 
 

Other outcomes 

 Bank fill rates for RNs at now only around60% 
for RNs and 59% for HCAs (June 21).  

 Overall shift fulfilment was 88% in July 
(substantive plus agency plus bank as a 
percentage of all shifts).  

 Sickness absence, impacted by Covid-19 is 
running at 6.2% compared to the target of 4%. 

 Remaining services with shortfalls in medical 
staff (all have plans to keep safe): Respiratory 
at UHND A&E, Radiology and Histopathology.   

 Benchmarking shows shortfalls between 
establishments and requirements for some 
specialties (A&E and Critical Care), which are 
not funded and will need consideration 
through regional work.  
 

1. Workforce plans being developed for 
with each Care Group aligned to 
operational plans and business cases 
and further work to improve underlying 
datasets to support planning e.g. around 
attrition (MS, on-going). 

2. Oversight of recruitment activity linked 
to Operational Reset Business Cases 
through the Operational Delivery Group 
(CL/MS – on-going). 

3. Continued oversight of roll out of plans 
to sustain stretched services outwith the 
reset programme by the Medical 
Director (JC on-going), 

4. Trust engagement in regional and 
national work to support ‘passporting’ of 
clinical staff between organisations (MS, 
on-going) 

5. Engagement in, and influencing of, 
regional work where establishments are 
short of benchmarked requirements in 
relevant standards (JC on-going). 

6. Prospective job plans to be in place for 
2021/22 (JC, on-going). 

7. Embedding the use of Safe Care for 
decision-making (NS, December 2021).  

8. On-going work to find a solution for the 
rostering of AHPs (NS, on-going). 

9. Second year of international nurse 
recruitment and continued release of 
cohorts from Year 1 as they pass their 
exams and gain registration (NS, on-
going to January 2022). 

10. Ongoing development of recruitment 
processes in line with the national EDI 
agenda around inclusive recruitment, 
appropriate representation at each level 
of the workforce from protected 
characteristic groups (MS, on-going) 

11. Strategic review of master and neutral 
vendor contracts (NS, JC, MS, AM – 
October 2021) 

12. Gold Command to sign off phased 
escalation plan matching capacity, 
staffing the elective programme (Execs 
– Sept 2021). 

 
Mitigation of the risks to this objective has a 
dependency on the actions set out in Domain 
2 (Objective 1) particularly actions to sustain 
vulnerable services.  
 
There are specific mitigation plans for each of 
the risks included in the risk register – see 
Section 3.  

Risks beyond Board 
tolerance in Board risk 
register: 
 
There is a small number of 
workforce capacity-related 
risks scoring 12 or above in 
Section 3 relating to stroke, 
paediatrics, outpatients, 
theatre staffing, A&E medical 
staffing and theatre staffing. 
All are being supported by 
Executive Directors as 
necessary in response to local 
action plans.  

 

Metrics 

 Workforce monthly and 
quarterly reporting (staff 
numbers, turnover, 
agency staff, sickness 
absence) 

 Monthly monitoring and 
reporting of vacancies, 
bank and agency fill 
rates 

 

Independent / semi-
independent 

 Internal audits of: 
 Recruitment , Bank 

and Agency staffing, 
sickness absence 
and Retention 
(completed) 

 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

5 4 20 3 3 9 3 3 9 

 

 

Lead:  Morven Smith       Committee: OPAC 

Previous report risk score 

AMBER – 9 (3x3) 
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Planned Trajectory (August 2020 to May 2022 – by quarter) Commentary (including actions needed and conditions to be met to meet the target) 

Month Score/ RAG Month Score/ RAG 
The Trust has controls in place, validated by Internal Audit, over fill rates, job planning and recruitment but further progress continues to be needed in agreeing and 
implementing plans to sustain some specific services and in rolling out the nursing recruitment strategy to address nursing vacancies in a more sustainable manner.  In 
keeping with both the national and regional picture, the Trust has, however seen increased demand for bank and agency shifts. There is a further risk with respect to 
potential attrition of the workforce due to impending retirements. The impact is assessed as 3 because, although the Trust can experience challenges in maintaining 
safe staffing – managed through the Matron structure, the Command and Control structure and escalation to ADNs and medical leads as necessary - this does not 
extend to a risk sustained for over five days (the trigger for an impact of 4 using the Trust’s risk assessment matrix). As the reduction in entries in the risk registers 
demonstrates, the potential for frequent disruptions to safe staffing has lessened and the current risk (likelihood) score has therefore reduced in this quarter.  

The target position recognises the challenge, given national workforce shortages and planned retirements of maintaining sufficient workforce (nursing, medical and 
AHPs) across all services. The aim would be to limit the likelihood of service disruption having major impacts on services so that such incidents occurred very 
occasionally – this would result in a likelihood score of 2 and an impact score of 4; however, even if this is achieved, the challenge of reducing the likelihood of 
occasional moderate impacts on services is considered to be greater, resulting in a realistic target position of 9 (moderate impact disruptions, having the potential to 
occur occasionally despite controls working effectively most of the time). 

The trajectory recognises the risk of occasionally more significant disruption given the uncertainty of the demands which may arise from further surges of COVID-19 
and / or attrition. 

ON TARGET 

Aug-20 12 (3x4) Aug-21 9 (3x3, target) 

Nov-20 12 (3x4) Nov-21 9 (3x3, target) 

Feb-21 12 (3x4) Feb-22 9 (3x3, target) 

May-21 9 (3x3, target) May-22 9 (3x3, target) 
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OBJECTIVE 2: Right workforce skills 

Linked Strategic Objectives: 

 Developing our Leadership Culture and New Operating Model for our Workforce (People Matter) 

Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk mitigation plan 

Principal inherent 
risks: 

 Staff may be 
appointed 
without 
sufficient, 
appropriate 
skills or their 
skills allowed to 
lapse over time. 

 Staff may fail to 
attend or 
undertake 
essential 
learning 

 

 Pre-employment vetting procedures are in place including reference and registration 
checks (permanent, bank and agency staff). 

 Policy and procedures are in place for development of the Training Needs Analysis 
and Learning Prospectus. The Trust-wide Training Priorities Group works with policy 
owners to determine the focus of essential and role-specific training, staff requiring 
each competency and course provision.  

 ESR is used to capture all role-specific competencies required for each staff 
member and to monitor and track compliance. 

 Additional (formerly role-specific) training – agreed trajectories are in place, 
competencies identified and monitored via ESR and regularly reporting to Care 
Groups and Executive Committees.  

 Monitoring of booking onto and compliance of Essential Training and Role-Specific 
Training through ESR.  

 All training has now migrated to e-learning, other than face to face elements which 
have been re-designed to be delivered locally. 

 A Nursing skills passport is in place (linked to appraisal process); 

 Medical Education strategy and processes in place, overseen by a Director of 
Medical Education and a Director of Undergraduate Medical Education. 

 Arrangements are in place to maximise utilisation of the apprenticeship levy. 

 Revalidation processes are in place for medical and nursing staff, with individual 
tracking and support to all nursing staff.  

 Junior doctors’ rotas are managed to maintain capacity for training and supervision.  

 Temporary Worker requests for nurses and HCAs are sourced through Staff Bank or 
Neutral Vendor providing assurance of vetting before starting work. 

 There is a leadership development matrix with a range of development courses 
matched to staff levels and needs for staff at lower levels.  

 A Talent Management Strategy and Framework are in place and this has been 
refreshed in line with the Trust’s current needs.  

 Professional registration checks on and confirmation of, for nursing and medical 
staff. 

 A Master Vendor is in place to appoint medical agency staff in line with the Trust’s 
standards and after appropriate vetting of skills and qualifications. 

 Board Development Programme in place 

 Aspirant Directors Development Programme in place.  

 Values-based recruitment, appraisal and talent management approaches 
undertaken to help ensure that staff have the behaviours and soft skills expected in 
their roles 

 Non-Executive Directors training is supported through the FT Office and a register of 
training maintained and reviewed by the Board. A two day induction programme is in 
place for new consultants 

 Consultant training programme in place developed with support from GMC. 

Management assurance 

 Monitoring of essential training 
and additional training through 
ESR, with management 
information reported to all Care 
Groups and Executive 
Committees   

 Revalidation Officer monitoring 
and reporting on medical staff 
revalidation 

 Nursing revalidation programme 
and monitoring 

 

 There are gaps in records 
to evidence local 
induction of nursing and 
medical agency / bank 
staff. 

 Need to roll out Talent 
Management Strategy, 
Succession Planning and 
leadership development. 

 The Trust has worked 
with a training provider to 
develop and make 
available core and 
additional modules for 
specialist training to 
nurses and AHPs in line 
with the announcement of 
a £1,000 package of 
support to each staff 
member from the NHS 
Chief Nurse. These have 
recently been launched 
and need to become 
embedded.  

 New ways of working, 
particularly EPR have 
prompted a need for 
training in technology 
skills for the workforce.  

 Potential funding shortfall 
for some clinical skills 
development due to 
changes to HENE 
funding. 

.  
 

Gaps 

 Reporting and monitoring processes for 
additional (role-specific) have been 
adapted to allow monthly monitoring by 
service and professional group. Use of 
the reports needs to become 
embedded. 

 The quality of appraisals is not 
consistently good per NHS Staff Survey 
feedback. 

Positive outcomes 

 94.7% compliance achieved for core 
essential training 

 Role-specific competency training 
achieved for 2020/21 or on target for the 
revised target set by Gold Command of 
September 2021, other than for 
resuscitation and moving and handling 
training which must be face to face and 
where social distancing is an issue. 

 One of the best regional performers for 
apprenticeship levy utilisation and have 
exceeded the target for public sector 
organisations.  

 Positive regional medical school visit 
validating improvements in medical staff 
trainee experience and support.  

 Revised reports with enhanced clarity 
on non-compliant staff,, future booked 
dates to reduce DNAs 

Other outcomes 

 Current rolling compliance for appraisal 
is 67% (impacted by the Pandemic). 
Both the currency and quality of 
appraisals took a secondary priority to 
all the work being undertaken on staff 
health and wellbeing (and will continue 
to do so into 2021/22). 

 CQC raised ‘Should Do’ actions flagging 
the need to review arrangements for 
additional role-specific training, which 
relates to the gap in assurance above.  
 

1. Embed reporting and monitoring of 
additional (role-specific) training to 
facilitate a focus by service and 
professional group, building on what is in 
CDDFT Quality Insights (MS, WE – 
ongoing) 

2. Review record-keeping for local induction 
of medical staff once internal audit’s 
recommendations are received (MS, JC – 
Quarter 3, 2021/22). 

3. Roll out of Talent Management 
Framework and supporting initiatives such 
as the Aspirant Directors Programme and 
Leadership Development Programme for 
Band 5s and above (MS – December 
2021).  

4. Revise and refresh appraisal process in 
the light of NHS Staff Survey and local 
audit findings (MS, March 2022). 

5. Embed arrangements for nurses and 
AHPs to access specialist training support 
packages through the South ICP and 
work with the higher education sector 
(MS, on-going). 

6. Embed training, skills development and 
support re EPR / digital systems and 
communications (MS, on-going). 

7. Monitor and embed the roll out of TRiM 
(MS, on-going). 

8. Impact assessment for reduction of HENE 
funding and seek alternative funding (NS, 
Sept 2021) 
 

Notes:  
Specific action plans are in place for all risks 
in underlying risk registers (see Section 3).  

Risks beyond 
Board tolerance in 
risk register 
 
Section 3 includes 
risks – which are 
being managed – 
relating to 
safeguarding 
supervision for 
midwives and 
safeguarding 
training 

 
  

Metrics 

 Percentage completion of 
essential training and additional 
training including breakdown by 
area. 

 Training rates by ward, 
specialty, care group mapped to 
quality in CDDFT Quality 
Insights 

 Appraisal rates. 

 ESR reports on training rates 
prospective and retrospective 
 

Independent / semi-independent 

 Recent internal audits of: 

 Medical staff revalidation 
and appraisal (completed) 

 Nursing staff revalidation 
(completed) 

 Review of local induction 
planned of Medical Locum 
Staff  

 GMC survey  

 HENE monitoring visits 

 Annual Deanery Quality 
Meeting (ADQM)  

 Foundation School visits. 

 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

4 5 20 3 3 9 3 3 9 

 

Planned Trajectory (August 2020 to May 2022) Commentary (including actions needed and conditions to be met to meet the target) 

Month Score/ RAG Month Score/ RAG Improvements in role specific training – with most competencies achieved in 2020/21 or on track for September 2021 (revised deadline) - enabled the 
Trust to bring risk in line with the target risk score. In 2020/21, the challenge of the pandemic response caused some additional / role-specific training 
to be paused with approval from Gold Command (following risk assessment). However, high compliance with Core Essential Training was maintained 
and the year saw an accelerated take up of e-learning. Whilst there are a number of specific incremental areas for improvement, overall risk to the 
objective remains on trajectory and on target. 

The Trust has recently appointed a HR Business Partner for Training and Development to lead on work in this area including maintaining relationships 
with HENE and others. 
ON TARGET 

Aug-20 9 (3x3, target) Aug-21 9 (3x3, target) 

Nov-20 9 (3x3, target) Nov-21 9 (3x3, target) 

Feb-21 9 (3x3, target) Feb-22 9 (3x3, target) 

May-21 9 (3x3, target) May-22 9 (3x3, target) 

Lead:  Morven Smith          Committee: OPAC 

Previous quarter risk score 

AMBER – 9 (3x3) 
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OBJECTIVE 3: Great staff experience and engagement 

Linked Strategic Objectives: 

 Engaged organisational culture; New operational model for our workforce (People Matter) 

Risks to 
objective 

Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk mitigation plan 

Principal 
inherent risks: 

 The Trust 
may fail to 
engage 
staff 
sufficiently 
to respond 
to their 
needs and 
concerns, 
or to obtain 
their full 
participation 
in delivering 
change and 
meeting the 
Trust’s 
challenges. 

 

 People Matter 2020-2023 includes core objectives relating to engagement. Each 
Care Group or directorate is required to have an annual plan (a subset of their 
business plan) to meet People Matter objectives and progress against plans is 
monitored at monthly operational performance meetings, quarterly by SCB and 
OPAC. 

 Director Briefings delivered every month by Executives, using MS Live Event and 
linked cascade process  

 Facebook Live Events for Closed Facebook Group members – held fortnightly, 
with opportunities to ask questions of Executive Directors.  

 Formal engagement and consultation forums are in place for engagement with 
staff (including clinicians) through the Medical Advisory Council and Joint 
Consultative Negotiating Committee. 

 Vision, Values and Behaviours have agreed through a staff consultation now in 
place and these are reinforced through the appraisal process. 

  ‘Breakfast with Sue’ meetings are held every month providing an opportunity for 
informal dialogue with a random sample of staff. Suspended during Covid-19 
but offset by a very extensive programme of walk-arounds, now being stood 
back up. 

 Staff Governors are appointed to represent all staff groups in the Trust. 

 There are annual professional conferences such as conferences for International 
Nurses Day and International Day of the Midwife (stood down during the 
COVID-19 response but celebrated virtually).  

 Board visits involving the Chairman, CEO and Non-Executive Directors take place 
regularly, involving face to face discussions with staff (stood down during the 
COVID-19 response but will be resumed. Executive walk-arounds have been 
frequent and have acted as a compensatory control) 

 Clinical Leaders Forum meetings are held monthly chaired by the Medical Director 

 Care Group Directors meetings are held chaired by Medical Director 

 Junior Doctor Forums are in place, including meetings with the Guardian of Safe 
Working. 

 Quarterly consultants group meetings chaired by Medical Director.  

 A Freedom to Speak Up Guardian and Speaking Up Champions are in place 
reporting on frequent visits to wards and providing support to staff. 

 A Staff Health and Wellbeing (SHWB) Strategy is in place  

 Excellence Reporting in place to recognise excellent work and reporting is actively 
encouraged. 

 W&OD provide a ‘Teams in need of support programme’ and OD Interventions 
where appropriate.  

 There are Staff Networks (led by champions from within the staff groups) and 
closed Facebook Groups for staff with protected characteristics.  

 The Trust has an Equality, Diversity and Inclusion (EDI) Strategy and monitors its 
progress through EDS2 and WRES and WDES reporting. This has built on 
learning from the ‘Building Leadership for Inclusion’ Programme. An EDI Strategy 
Group is in place chaired by a Deputy Medical Director.  

 Wellbeing Offer – which underpins the staff experience and their 
engagement  (see next objective) 

 Communications and Engagement Manager appointed to support communications 
and engagement activity. 

Management 
assurance 

 Review, co-
ordination and 
reporting on staff 
engagement 
initiatives through 
the Workforce and 
OD Senior 
Management Team 

 

 NHS Staff Survey 
feedback 
highlighted 
inconsistency in the 
quality of staff 
appraisals and 
training. 

 Pandemic resulted 
in deferral of around 
one third of 
appraisals  

 Staff survey 
identified themes for 
development re 
support for BAME 
colleagues, bullying 
and harassment 
and team-working, 
the latter potentially 
impacted by 
redeployment in the 
pandemic.  

 Staff morale and 
staff engagement 
rated ‘worse than’ 
peers in recent 
CQC Insights 
publication based 
on the above survey 
results. 
 

 
 

 

Gaps 

 None 

Positive outcomes 

 The CQC inspection report notes an overall positive view from 
staff with respect to an improving culture in the Trust.  

 In the 2020 NHS Staff Survey, the Trust retained its overall 
score for the staff engagement theme and remained in line with 
its peer group.  

 Staff Friends and Family Test results for 2020/21 showed 
improvements in scores for key engagement questions 
(numbers of staff recommending the trust as a place to receive 
treatment / as a place to work). 

 Substantial assurance for the Internal Audit report on 
Appraisals – Data Quality.  

 Continuing Excellence Award for SHWB function in the national 
‘Better Health at Work’ awards. 
The take up of the Rainbow Badge (230) staff is further positive 
evidence of this along with the response rate for the recent 
equality survey (930 staff) and the success of the staff networks 
which have met monthly and which have continued to be vibrant 
despite the pandemic during 2020/21.  

 Positive Staff Side relationship during the pandemic through 
weekly partnership meetings and a joint Task and Finish Group 
to agree policies.  

 The Trust had the highest rate of improvement in its Speaking 
Up Index from 2019 to 2020 compared to its national peer 
group.  

 Positive Medical School visit and feedback on training and 
support for medical staff trainees. 

 

Other outcomes 

 Deterioration in NHS Staff Survey results for BAME colleagues 
around access to opportunity, respect and support. A statement 
has been agreed and published by Trust senior leaders and the 
BAME staff network lead, and the staff network is being used to 
develop specific action plans. 

 Deterioration in score for Team Working in the NHS Staff 
Survey – a recent survey of staff experience during 
redeployment highlights some areas for improvement.  

 Response rate for the Staff Survey 2020 fell back to 40% and 
below the Trust’s peer group, particularly for front-line services.  

 Quarterly staff survey flagged areas for improvement with 
respect to staff views on recommending the Trust as a place to 
work, wanting to come to work and being able to influence 
improvements in the workplace. 

 Other surveys used for the Trust’s Quality Strategy and through 
Directors’ Briefings and Facebook Live have found a recent drop 
in staff morale.  

1. Revise and refresh appraisal process in the 
light of NHS Staff Survey and local audit 
findings and monitor and drive up completion 
of appraisals (MS/ Execs 2021/22 and on into 
next year). 

2. Agreement with staff networks of the Equality, 
Diversity and Inclusion engagement agenda 
for 2021/22. This will including building on the 
results of a bespoke EDI survey undertaken in 
response to the NHS Staff Survey results, 
actions from survey WRES, WDES inform the 
EDI Activity Workplan and is monitored by the 
Strategic EDI Group(MS, ongoing) 

3. Consolidation of the Moving to Good 
Engagement through the roll out of Culture 
Matters (MS, from Quarter 1, 2021/22). Four 
pillars of engagement have been defined and 
associated work plan developed in partnership 
with Workforce Experience and 
Communications teams.  Internal 
Communications Strategy has been 
developed with an engagement focus 

4. People Matter Action Plans have been 
developed for all Care Groups and corporate 
directorates and continue to be rolled out and 
refined as data presents through the different 
channels including all surveys and national 
reporting requirements (MS/ Execs, July 
2021) Completed 

5. Focus areas and follow up plans from NHS 
Staff Survey (BAME colleagues, Team 
Working, Health and Wellbeing) (SJ, MS – on-
going). These include the deeper dive 
following the #100 Faces Campaign. Phase 2 
has been launched ‘Your Story, Our Story’ as 
a continued educational campaign around a 
diverse workforce and to improve workforce 
experience around bullying and harassment. 
A zero tolerance campaign has also been 
rolled out through the Communications Team. 

6. Complete staff focus group meetings and 
discussion with teams (NS, September 2021). 

7. Executive Directors and SLT considering 
tangible actions to show support to teams and 
enable staff to engage the corporate ‘staff 
engagement and wellbeing offers’ (Execs – 
from September 2021). 

Risks beyond 
Board 
tolerance in 
risk register 
 
There are no 
specific risks 
noted in Section 
3; however, a 
number relate to 
staffing 
pressures.  

Metrics 

 Outcome-based 
metrics (appraisal 
rates, absence, 
turnover, training 
rates) 

 NHS Staff Survey 
Engagement Score 

 EDI metrics in 
Model Hospital 
 

Independent / semi-
independent 

 National Staff 
survey  

 Quarterly staff 
survey (which 
replaces Staff 
Friends and Family 
Test) 
  

 

Inherent risk level   Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

5 4 20 3 3 9 2 3 6 

 

 

 

 

 

 

 

 

 

Lead:  Morven Smith      Committee: OPAC 

Previous report risk score 

AMBER – 9 (3x3) 
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Planned Trajectory (August 2020 to May 2022) Commentary (including actions needed and conditions to be met to meet the target) 

Month Score/ RAG Month Score/ RAG The current risk score has been held above trajectory at 9, as current dialogue with staff and survey results point to drop in morale, which has been recognised at 
Executive and SLT levels.  In addition, the NHS Staff Survey results, now that we are able to benchmark them using CQC Insights suggest that the staff 
experience, and levels of engagement, for some staff is not what the Trust would aspire to, hence the change in score. The current risk score recognises a realistic 
possibility of moderate impacts on operations, in the expectation that the actions planned will mitigate the risk of further deterioration.  

 

OFF TARGET AND TRAJECTORY 

Aug-20 6 (2x3, target) Aug-21 6 (2x3, target) 

Nov-20 6 (2x3, target) Nov-21 6 (2x3, target) 

Feb-21 6 (2x3, target) Feb-22 6 (2x3, target) 

May-21 6 (2x3, target) May-22 6 (2x3, target) 
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OBJECTIVE 4: Maximise Staff Health and Wellbeing  

Linked Strategic Objectives: 

 People Matter – Engaging and supporting the wellbeing and morale of our staff 

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

Principal risks: 

 Failure to 
identify and 
mitigate risks 
for high risk / 
vulnerable staff  

 Failure to 
recognise staff 
anxieties and 
pressures and 
to support their 
mental health 
and wellbeing 

 Failure to 
facilitate and 
ensure time off / 
leave leading to 
‘burn out’ 
 

 Advice on self-isolation has been constantly updated in line with up to date government guidance. All updates are 
published in the Week Ahead Bulletin and advice is available from Occupational Health. 

 Weekly COVID Bulletin/Operational Briefing, which provides staff with up to date advice and guidance on issues 
such as vaccination, actions to take if symptomatic and how to access health and wellbeing support.  

 The Workforce Experience Team has supported the enhancement, roll out and refinement of an extensive Staff 
Health and Wellbeing Offer, which has been widely publicised via the bulletin, a dedicated intranet site and 
posters. To date, in addition to the Trust’s own sources of advice e.g. 24-hour employee assistance programme 
and clinical psychology support from Tees, Esk and Wear Valleys NHSFT (TEWV) the offer includes enabling staff 
to access national programmes such as ‘Our NHS People’. 

 The Health and Wellbeing Programme was put together following self-help drop in sessions with senior front-line 
staff which confirmed that teams, in general, have strong support mechanisms in place locally. 

 A Health and Wellbeing Handbook has been developed as a resource to support line managers.  

 Targeted support has been provided to particular teams as necessary. 

 In line with new guidance, as from Monday 16 August, most double vaccinated health care staff who are close 
contacts of COVID-19 cases are able to routinely return to work. The Trust has introduced changes to 
occupational health guidance and developed risk assessment templates for line managers to complete. Staff living 
directly (same household) with a positive contact, must continue to self-isolate. 

 Risk Assessments have been updated and are undertaken with all staff in high risk groups and actions to protect 
them from the risk of Covid-19 implemented where appropriate.  

 Specific risk assessments are required for clinically extremely vulnerable and clinically vulnerable staff, which were 
developed in line with Health and Safety Executive and Government guidelines. Returned risk assessments for 
staff working in clinical areas are all subject to independent review. For those working in other areas, sample-
based reviews have been undertaken. A multi-disciplinary panel is in place to work through any concerns arising.  

 Resources and briefings have been provided to line managers to enable them to effectively risk-assess and 
support clinically extremely vulnerable staff working from home or on site 

 Health and wellbeing conversations are required for all staff members, including completion and update of a health 
and wellbeing risk assessment, with outcomes recorded on ESR 

 To complement the Health & Wellbeing conversations staff and managers have access to Workplace Wellbeing 
Plans which can be utilised for all staff members to proactively support mental wellbeing in the workplace.   

 Letters identifying the supportive measures available are sent to those staff members who report as absent due to 
stress/anxiety/depression in order to provide a proactive and supportive response to the management of their 
absence, complementing the management of absence process which is undertaken by line managers with the 
support of the HR Management team. 

 A Closed Facebook Group has been established, in addition to line managers’ contact with their staff, used to 
keep in touch with and involve staff working at home and to take feedback from over 4,000 staff members 

 Drop in sessions were organised for self-reflection for ITU staff with TEWV professionals. 

 An Agile working policy is in place to enable home-working for staff. 

 Wellbeing Guardian (Non-Executive Director) in place.  

 Staff have access to a Counselling Psychologist based within Occupational Health as required.  

 A Band 5 Wellbeing Co-ordinator post now in place.  

 Around 90% of staff have received a first vaccination Covid-19 dose. Support for staff with concerns continues to 
be provided.  

 Staff have been surveyed to identify further support needs for Health and Wellbeing. 

 Support in place for staff with “Long COVID” via access to multi-disciplinary clinics. 

 The Workforce and OD Director is the regional (ICS) Senior Responsible Officer for Health and Wellbeing ensuring 
that the Trust is connected into the regional and national agenda.  

 The Trust actively seeks and deploys national and NHS Charites Together funding.  

 Trauma Risk Management (TRiM) programme in place since August 2021, 53 Trim Practitioners and 3 TRiM 
Managers have been  identified training and development of practitioners and managers, on-going) 

 A Health and Wellbeing Steering Group was established in August 2021, which is chaired by Director of Workforce 
& OD. Representation from all staff groups including Occupational Health, Workforce Experience, HR, Care 
Groups, ADN, ADO, Staff Side Representatives, Nursing & Medical, SCL 

 A Regional (Central and South ICP) joint working Project is in place. Programme Director, programme Manager 
and Admin Support now in place to work collaboratively with occupational health departments on the development 
of a proactive and integrated Occupational Health Office.  

Management assurance 

 Workforce and OD have 
undertaken audits of all staff 
originally identified as shielding on 
ESR to check all have had 
Occupational Health involvement, 
with gaps addressed by line 
managers. 

 Workforce Experience have 
collected staff feedback on the 
Pandemic Response (what went 
well, what could be improved on) 

 Drop in sessions and Executive 
walk-arounds allow Workforce 
Experience and senior managers 
to obtain informal feedback and 
‘take the temperature’  

 Freedom to Speak Up Guardian 
has remained available to staff to 
raise concerns 
 

 Agreements 
with staff for 
agile-working 
are not always 
being sent to 
Workforce and 
OD 

 This forms part 
of a wider piece 
of work on 
workforce 
assurance, 
which is 
impeded by 
information 
being in 
different places 
and difficult to 
capture fully in 
ESR.  

 The Health and 
Wellbeing 
Survey (of staff) 
identified a 
need for more 
peer to peer 
support 

 Survey of staff 
experience 
during 
redeployment 
has identified 
some areas for 
improvement to 
build into 
planning for 
handling any 
future wave 

 CEV and CV 
staff have 
returned to work 
in clinical areas 
with safeguards 
in place; 
however, 
bespoke local 
risk 
assessments 
and agreements 
are needed to 
capture these. 

 

Gaps 

 As agile-working agreements are not 
always received, we cannot determine the 
actual number of staff working from home 
(whether the working pattern is full or part-
time). There remain some gaps in 
assurance at the present time for other 
requirements, such as the completeness 
of risk assessments. It is proving 
challenging to capture and report out 
relevant information in ESR for these 
purposes. 

Positive outcomes 

 High coverage of formerly- shielded staff 
with Occupational Health involvement as 
a result of the audits undertaken and 
follow-up action. 

 The balance of formal staff feedback to 
Workforce Experience, and informal 
discussions with Executives, is positive, 
with an increase in morale evident. 

 Positive SFFT results for 2020/21, with 
statistically significant increases in the 
numbers of staff regarding the Trust as a 
good place to work or receive treatment.  

 Risk assessments have been completed 
for over 95% at risk staff identified in the 
NHSE/ baseline.  

 High levels of staff interaction and 
feedback through the closed Facebook 
Group and Facebook Live events. 

Other outcomes 

 Quarterly staff survey results have found a 
relatively low percentage of staff who look 
forward to coming to work and other, less 
formal surveys, have identified that many 
staff do not feel valued. Whilst some of 
the drivers relate to demand pressures 
and national factors around pay and 
pensions, Executive Directors and SLT 
have acknowledge challenges with staff 
morale and are develop practical action 
plans to provide staff with targeted 
support.  

 There has been an increase in cases 
reported to the Trust’s FTSU Guardian in 
the first six months of the year compared 
to last year (33 in 2020/21 compared to 18 
in 2019/20).    

 Survey of staff experience during 
redeployment has identified some areas 
for improvement to build into planning for 
handling any future wave 

 

1. Further development 
and roll out of workforce 
assurance process (MS, 
in place and on-going) 

2. Actions from survey of 
staff during 
redeployment (NS, 
October 2021). 

3. Review of Trust 
procedures in light of 
the national Health and 
Wellbeing Framework 
revision (MS, on-going) 

4. Health and Wellbeing 
Conversation training 
promoted via the Week 
Ahead bulletin 

5. Annual requirement for 
Risk Assessment and 
Wellbeing Conversation 
implemented, recording 
process being refined 
through ESR 

6. Staff focus groups and 
teams discussions with 
CEO and Workforce 
Director held to inform 
plans to support morale, 
with SLT discussions 
held to inform plans 
(Execs – Sept 2021) 

7. Roll out of bespoke 
local risk assessments 
and agreements for staff 
working in clinical areas 
who are CEV/CV (WE, 
MS, October 2021). 

Risks above board 
tolerance register 

 There are no 
specific risks 
noted in Section 3; 
however, a 
number relate to 
staffing pressures. 
 

Metrics 

 Percentage of staff with fully 
completed risk assessments 

 Staff Friends and Family Test 
(SFFT)  

 Sickness absence trends 
monitored weekly by Gold 
Command 

 Health and Wellbeing metrics 
included in the Model Hospital 
Dataset 

 Roll out of H&WB 
Conversation/H&WB Risk 
Assessments reports planned 
from September 
 

Independent / semi-independent 

 Alignment of Trust approach with 
the regional approach (through 
regional HR Directors’ meetings). 

 Health and Safety Executive 
Inspection at DMH in December 
2020. 

 Staff survey to assess take up of 
the Health and Wellbeing Offer 
and further support needs 

 Survey of staff experiences during 
redeployment 

 Wellbeing Guardian role 
(designed to provide independent 
oversight and challenge) 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

4 4 16 3 3 9 3 3 9 

Lead: Morven Smith                Committee: OPAC CQC Domain: Well-Led 

Previous report risk score 

AMBER – 9 (3x3) 
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Planned Trajectory (August 2020 to May 2022  – by quarter) Commentary (including summary of actions needed and conditions to be met to meet the target) 

Month Score/ RAG Month Score/ RAG The Trust is meeting all national guidance and has an extensive offer of support to staff, which has been complemented by Staff Side Representatives. 
Despite this, there is evidence of staff morale and wellbeing being affected by the prolongation of the pandemic, non-elective demand pressures and also 
national factors. Given this feedback, the possibility of further periods of redeployment in response to any further waves and intensive demands on staff in 
resetting and restoring activity, there remains considerable inherent risk which is likely to persist over the course of the year.  The current score therefore 
assumes that – despite the controls in place – there will be occasions when staff / groups of staff suffer (on average) moderate impacts on their health and 
wellbeing. The Trust’s assessment matrix allows for absences of between 4 and 14 days and RIDDOR reporting within the definition of moderate impacts. 
This is being closely monitored and kept under review – the Board is aware of the high priority placed by the Executive on ongoing wellbeing and morale 
conversations with staff and the development of relevant actions.  

The target score acknowledges the potential risk of extended working in response to the longer-term effects of the pandemic, high demand on services and 
intensive working on some staff in line with national guidance. Therefore the target risk score represents a realistic view of what the Trust would be able to 
achieve in supporting staff if controls continued to operate effectively. ON TARGET 

Aug-20 9 (3x3) Aug-21 9 (3x3) 

Nov-20 9 (3x3) Nov-21 9 (3x3) 

Feb-21 9 (3x3) Feb-22 9 (3x3) 

May-21 9 (3x3) May-22 9 (3x3) 
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OBJECTIVE 1: Maintain Financial Sustainability  

Linked Strategic Objectives: 

 To maximise our resources and relationships to sustain services and deliver the best efficiency 

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

Principal / inherent risks: 

 The Trust may fail to 
deliver sustainable 
improvements in 
productivity and 
efficiency resulting in 
deterioration in cash 
reserves, causing 
erosion of funds for 
investment and 
impacting on ability to 
provide commissioner 
requested services 

 Resulting failure to 
deliver medium-term 
sustainability on a 
recurring basis. 

 The Trust may fail to 
deliver cost 
improvements and 
improved cost control 
required to deliver 
current and longer-term 
plans. Doing so may 
prove more challenging 
following a period where 
they have not applied.  

 Consequent 
deterioration in  Use of 
Resources Risk Rating  
(UoRR) 

 
Risks beyond Board 
tolerance in risk register: 
 
Risks above tolerance relate, 
primarily, to the financial 
framework.  See Section 3 
for more details 

Cost control and ownership 

 Budgets for 2021/22 agreed through the Directors Investment Scrutiny 
Committee subject to residual issues 

 Care Groups continue to operate cost controls locally.  
 

Management of cash and capital spend  

 Directors Investment Scrutiny Committee (DISCO) reviews and approves the 
annual capital plan and business cases. DISCO approval is required for any 
scheme not committed and not imperative for patient safety purposes to 
preserve cash;  

 DISCO reviews and approvals all business cases; 

 IT strategy and IT investments are approved through the Information Strategy 
Sub-Committee, investments being resourced within the annual capital plan. 

 A rolling cash flow forecast is maintained, with additional countermeasures 
triggered to hold cash balances above an agreed safety margin, taking 
account of working capital, loan finance and related obligations. 

Operational financial control (income and cost control) 

 Care Group plans are required to identify and profile income aligned to 
forecast activity, capacity and workforce and PMO / Finance reporting formally 
monitors delivery of these aspects of the plans, with escalation through the 
Performance Review process. 

 Established systems are in place for monthly monitoring of performance and 
reporting to the Board and to NHS England and Improvement. Care Groups 
may also be required to report to OPAC for triangulation and scrutiny. 

 A PMO function is in place, monitoring granular Improving Quality and 
Eliminating Waste (IQEW) delivery and trajectories with frequent reporting to 
Executive Directors  

 An escalation process in place for issues with Care Groups’ delivery of their 
financial plans monitored through the Senior Leadership Team.  

 Chief Officers and FDs meet monthly to review the system-wide and ICP 
financial positions.  

Note – Use of Resources Indicator reflects delivery in line with plan, cash 
and capital servicing therefore covered by above controls 

Medium / longer-term planning 

 Medium-term planning assumptions are available to the Trust and there has 
been work completed with CCGs to understand how best to work together to 
deliver priorities from the funding available. It is not clear – pending national 
direction – as to whether this framework will continue to be in place going 
forwards, with guidance for the second half of the year (H2) still awaited 

 Medium-term initiatives have been identified and are being worked on, in 
particular, increased use of SCL where appropriate, shared services 
discussions with neighbouring Trust and benefits from ICPs which are 
deliverable within that timeframe. 

 Collaborative working is being undertaken with North and South Tees to 
sustain and improve local services whilst addressing financial challenges, and 
broader similar work through NHS England and across Cumbria and the North 
East. 

Management assurance 

 Tracking and reporting 
of financial performance 
including performance 
against run rates and, 
when applicable, cost 
improvement targets in 
monthly finance reports. 
 

 

2021/22 

 Financial framework uncertain 
for second half of the year but 
guidance expected 
imminently. 

 Budget-setting concluded with 
one care group (Family 
Health) having some residual 
issues to be resolved. 

 Need to embed improvement, 
productivity and efficiency 
planning and delivery 
disciplines again, through the 
IQEW programme 

 Capital plan constrained by 
the Capital Delegated 
Expenditure Limit (CDEL) and 
not all priorities funded.  

 Still awaiting a confirmed 
funding framework for H2, 
hence planning assumptions 
for the second half of the year 
cannot yet be validated. 

 
Medium-term planning  

 The Medium Term  

 Financial Strategy is 
uncertain. Whilst financial 
planning assumptions were in 
place it is no longer clear 
whether these will hold going 
into 2022/23 and beyond.  

 The long-term capital 
programme is over-subscribed 
against available funds and 
has been prioritised to focus 
on the operational reset 
programme. Whilst loan 
funding could be secured the 
Trust’s capital requirements 
may exceed the CDEL 

Gaps 
 
None 
 
Positive outcomes 

 Current financial performance is 
broadly in line with the plan for 
the year and the early forecast 
out-turn for the year suggests 
that, with tight management, the 
plan can be met (subject to the 
uncertainties over the framework 
for H2).  

 Break-even target for 2020/21 
achieved and signed off by 
auditors 

 CQC Use of Resources 
Assessment – Good rating. 

 External Audit of arrangements 
for value for money – no 
significant issues to report for 
2020/21 

 H1 settlement agreed with 
NHSE/I. 

 Current forecast predicts that the 
Trust will earn additional income 
from the elective recovery fund, 
supported also by current 
performance against forecasts.  

 
Other outcomes 

 Capital demands for 2021/22 are 
constrained within the CDEL and 
this pressure is expected to 
continue into future years.  
 

Financial Plan 2020/21: 
1. Finalise Family Health care group budget for 

2021/22 (DB, September 2021). 
2. Continue with launch of, and embedding of the 

IQEW programme (DB, CL – ongoing). 
3. Embed the role of the Investment Advisory Group 

in developing and managing a view of all 
investment priorities to underpin the allocation of 
funds to business cases (Execs – on-going). 

4. Risk assessment and prioritisation exercise re the 
2021/22 and 2022/23 capital plans (SJ/ DB, on-
going).  

5. Review of the financial plan for 2021/22 once 
funding framework and guidance for H2 are 
received and reviewed (DB – September 2021). 
 

Medium and longer-term 
6. Identify changes required through clinical strategy 

work-streams for medium and long-term 
sustainability and work collaboratively across the 
local health economy and wider North East and 
Cumbria system to propose and take forward 
agreed changes (SJ/JC – on-going).  

7. Quantify expected benefits from shared services 
including back office functions over the medium 
and long-term and review the potential future 
benefits from the Trust’s Group structure ( DB – 
on-going) 

8. Further iterations of Medium-Term Financial 
Strategy, based on national guidance once 
available and taking into account any funding 
requirement for capital expenditure plans – see 
below (DB – on-going). 

9. Maintain 15 year capital plan, including projecting 
finances beyond the end of the Trust’s PFI 
contracts (DB on-going). 

10. Track the impact of current performance on 
longer-term cash flow and develop long range 
planning (DB, on-going iterations to OPAC) 

11. Update Medium-term financial plan, covering 
revenue, capital and cash (SJ / DB by September 
2021). 

Metrics 

 Cash flow forecasts 

 Performance against 
budgets 

 Run rates (leading and 
lagging) for pay and 
non-pay expenditure 
and components 

 Reporting of status of 
IQEW plans versus 
target (to SLT, OPAC 
and Board meetings).  

 Income and activity 
trends monitoring and 
reporting.  

 Patient Level 
Information and Costing 
System 
 

Independent / semi-
independent 

 NHSE/I review of HI 
plans and assumptions 
at ICP level.  

 Internal Audits in place 
in covering Key financial 
systems including 
budgeting, core 
processing systems, and 
financial management in 
care groups 

 Independent audit of 
Trust Month 1 and 
Month 2 (2020/21) 
Covid-19 revenue 
expenditure by Deloittes.  

 CQC Use of Resources 
Assessment 
  

 

Current year plan: 

Inherent risk level  Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

4 4 16 3 4 12 2 4 8 

 

Medium-term and beyond 

Inherent risk level  Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

4 5 20 4 4 16 2 4 8 

 

Previous report risk score 

AMBER – 12 (3X4) 

Lead: David Brown, Carole Langrick                   Committee: OPAC 

Committee 

Previous report risk score 

RED – 16 (4x4) 
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Planned Trajectory (August 2020 – May 2022) Commentary (including actions required and conditions to be met to meet target score) 

Month Score/ RAG Month Score/ RAG The current risk score for the short-term and the trajectory have been reset (subject to Board approval) to take 
into account uncertainty and potential risk regarding the funding framework to be in place from 1st October 2021 
(for which the actual plan will not be required until November 2021). The Trust has planned for the full year on a 
prudent basis and expects to meet its plan, hence the likelihood of any significant changes in planning 
assumptions once the framework is in place is not considered to be high; however, the impact of any significant, 
additional financial constraints could be major.  The target score remains the same.  

Planning for future years’ remains subject to uncertainty hence the current risk score has not been changed. 
From April 2021, the ‘current year’ risk score will be reset based on an assessment of risk to that plan. 

 
OFF TARGET BUT ON TRAJECTORY – current year 
 
MEDIUM TERM AND BEYOND – off target but on trajectory 

Aug-20 12 (3x4) Aug-21 12 (3x4) 

Nov-20 12 (3x4) Nov-21 12 (3x4) 

Feb-21 9 (3x3) Feb-22 8 (2x4, target) 

May-21 12 (3x4) May-22 8 (2x4, target) 
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OBJECTIVE 2: IS Strategy Development and Delivery 

Linked Strategic Objectives: 

 Implementation of the IS Strategy (Health Informatics Matter) 

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

Principal / inherent risks: 

 The Trust may fail to implement its 
planned EPR system in a manual 
which safely and effectively updates 
its systems in line with the needs of 
clinical services. This would impact 
upon the quality, safety and 
sustainability of clinical services, the 
Trust’s ability to implement its 
clinical services strategy and 
potentially increase the risk of a 
security breach. Causes would 
include delays to the programme, 
issues with functionality or lack of 
support for / adoption of the system 
by staff 

 The Trust may fail to protect its 
systems from a cyber-security 
breach  

 The Information Strategy Steering Group (ISSC) oversees the implementation 
of Health Informatics Matter and the development and implementation of IS 
(including security policies) 

 There is clinical representation from Care Groups on ISSC, to enable the 
development of Health Informatics Matter to be evaluated in the light of the 
needs of clinical services.  

 A Chief Clinical Information Officer and Chief Nursing Information Officer are 
in place to lead and coordinate clinical input to the development of IS Strategy 
and the delivery of the EPR Programme.  

 Programme and project management controls are in place within the Health 
Informatics team, and these are applied to any IS systems / strategy project.  

 Health Informatics (HI) Matter, and the associated Strategy Delivery Plan have 
been approved by the Board and are in place. The Strategy Delivery Plan sets 
out how HI Matter will be implemented. 

 A specific Cyber-security strategy is in place and has been largely 
implemented following Board approval.  

 Programme Transformation Board and project / work-stream boards 
established for the EPR project, with the Transformation Board meeting 
monthly, chaired by the CEO as Programme Sponsor. Sub-level boards led by 
Executive Directors. The Governance structure covers clinical safety and all 
business readiness work-streams internal to the Trust (including 
communications, engagement and training) as well as system delivery 

 A detailed resourcing plan in place for all required EPR roles with recruitment 
well underway.  

 EPR plans, governance structures and approach has been informed by 
detailed learning from others who have implemented the Cerner Millennium 
EPR system and learning from major projects elsewhere.  

 There is a Health Informatics Sub-Group which monitors the IT estate and, 
with input from Care Groups, prioritises and proposes capital spending plans 
for each year.  

 Periodic Phishing and Penetration Tests are undertaken to evaluate the risk of 
the Trust’s networks and systems being breached. 

 Cyber-security exercises are also undertaken periodically, as are penetration 
tests. 

 Data Security and Information Risk Management procedures are in place, 
which are monitored on a quarterly basis by the Data Security and Protection 
Committee. These include training for all staff on cyber-security and social 
engineering.  

 Cyber security risk appetite statement agreed by the Board and cyber-security 
risk register in place. Full cyber-security risk assessment undertaken and risks 
registered, reviewed by Board and mitigated as far as possible subject to risks 
associated with legacy systems captured to the overall risk register. 

 

Management assurance 

 ISSC reports into OPAC for 
assurance on the progress of the 
programme 

 Monitoring and reporting of 
compliance with key controls for cyber 
security through the Data Security and 
Protection Toolkit and drawing on 
regional and national programmes 
including “CareCERT” validation of 
patching for key systems 

 Health Informatics programme 
reporting and underlying project 
reports 

 Programme reporting for EPR to SCB 
and the Board 

 Self-assessments and gap analyses 
aligned to EPR Gateways 
 

 EPR programme plan 
has been reset to allow 
extra time based on 
lessons learned from 
other areas.  

 The specifics of 
localisaiton will require 
some prioritisation of 
potential developments 
with not all desired (as 
opposed to essential) 
functionality in place 
from the go-live date.  

 Until EPR is in place 
there are some 
vulnerabilities in legacy 
systems which 
necessitate additional 
monitoring and control 
to minimise cyber-
security risks. 

 Weaknesses with local 
system-management of 
cloud hosted systems 
identified from audits 
(see next column) 

Gaps 

 None – however, ongoing assurance reviews 
needed for EPR. 

 Finalisation of the project plan following recent 
extension required.  

 Internal Audit follow-up work on Cloud hosted 
systems underway and needed to confirm 
previous risks now addressed. 
 

Outcomes 

 EPR – Audit One conclusion, third party 
conclusion and supplier feedback found no 
gaps for the pre-alignment gateway and 
issues arising have been addressed 

 Internal Audits have flagged weaknesses in 
local security and resilience arrangements for 
cloud-hosted systems. Actions taken but 
follow-up audit needed for assurance (this 
audit is underway and will report shortly). 

 The cyber security risk assessment has 
identified some specific risks where further 
mitigating actions have been agreed between 
Executive Directors and the service to reduce 
risks towards risk tolerances as far as 
possible; however, there is recognition that – 
until EPR is in place – some risks may not be 
brought within tolerance due to the age of the 
systems involved.   

 Data Security and Protection Toolkit – 
2020/21 Toolkit submission and result 
“Standards Met”.    

1. Finalise and update 
detailed EPR project 
plans as required 
following the recent 
extension (SJ/NS – 
September 2021) 

2. During the localisation 
stage of the EPR project 
agree priorities for any 
tailoring / new functionality 
to be in place before go-
live and desirable 
functionality to be 
delivered later (Execs – 
on-going through 
localisation work) 

3. On-going monitoring 
controls in place to 
mitigate cyber-security 
risks on legacy systems 
(NS on-going) 

4. Conclude Internal Audit 
review of cloud hosted 
systems actions and 
resulting actions (WE/NS 
– October 2021) 

 
Section 3 provides more detail 
of the actions being taken for 
the specific risks included in 
the risk register relating to the 
ongoing risks associated with 
the age of systems.  

Metrics 

 None at present. 
 

Independent / semi-independent 

 AuditOne (IT internal auditors) 
programme of IT Audits  

 External Assessment of Cyber 
Security (Deloitte on behalf of national 
programme) 

 External assurance from Audit One 
with respect to governance, 
resourcing, localisaltion and business 
readiness elements of the EPR 
programme planned between October 
2021 and March 2022. 

 Further external assurance (legal and 
contractual) received from specialists 
for EPR 

 External facilitation and challenge to 
development of detailed cyber-
security risk assessment. 

Risks beyond Board tolerance in risk 
register: 
There are red-rated and high amber (12 
or above) rated risks relating to the age 
of systems to be replaced by EPR and 
associated risks to functionality and 
security, as well as risks regarding staff 
awareness of, and compliance with, IG 
policies.   

 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

4 4 16 3 4 12 2 4 8 

 

Planned Trajectory (August 2020 to May 2022 – by quarter) Commentary (including actions required and conditions to be met to meet target score) 

Month Score/ RAG Month Score/ RAG The Trust has signed a contract for the EPR system, the Programme Boards are now meeting monthly and the design phase has concluded the current state reviews, 
with the future state reviews well underway. Assurance reviews aligned to Gateways are being completed with no major outstanding issues from the pre-alignment and 
alignment gateway reviews. Due to the scale and complexity of the programme, and residual security risks associated with legacy systems pending EPR 
implementation, and cloud systems, the current risk score remains at 12 in line with the trajectory. 

The target score is 8 because, given the scale of the EPR implementation, reducing the likelihood of major impacts to ‘almost never’ is unrealistic and a likelihood of 2 
(very occasional risks of major impacts to be impacted through additional actions) is more realistic.  
OFF TARGET BUT ON TRAJECTORY 

Aug-20 12 (3x4) Aug-21 12 (3x4) 

Nov-20 12 (3x4) Nov-21 8 (2x4) target 

Feb-21 12 (3x4) Feb-22 8 (2x4) target 

May-21 12 (3x4) May-22 8 (2x4) target 

 

Previous report risk score 

AMBER - 12 (3x4) 

Lead: Noel Scanlon       Committee: OPAC 
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OBJECTIVE 3: Sustainable use of resources   

Long-term objectives:                  Short-term objectives  

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

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

 To confirm Sustainability Lead and co-ordination arrangements 

 To define baselines and metrics for monitoring of the eight key plans 

 To implement the monitoring system 

 To develop and commence roll out of the Travel Plan 

 To develop and commence roll out of the Adaptations Plan 
 

 

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

Principal inherent risks: 

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

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

 A Sustainability Group is in place, co-
chaired by the Chief Executive and a 
senior clinician, to set the key objectives 
for sustainability and to develop and 
oversee the work plan. 

 Green Plan in place, setting key 
objectives to 2024 and beyond, 
underpinned by eight key plans 

 Leads identified to deliver on each of the 
key plans. 

 Energy efficiency programme in place, 
with benefits monitored and reported 
annually. 

 Estate rationalisation programme in 
place. 

 Waste management procedures and 
policy in place.  

 Sustainable procurement practices 
including consideration of sustainability in 
tendering and in contract clauses with 
suppliers.  

 Board members have received high-level 
training and briefing on the Trust’s Green 
Plans and sustainability issues.  

Management assurance 

 Baseline assessment completed using the 
Sustainable Development Self-Assessment Tool (to 
be superseded by the Greener NHS tool) and 
tracking of progress using that tool year on year  

 
 

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

 Key roles will need training and 
support 

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

 Travel Plan has been developed 
and will shortly be uploaded to the 
internet and intranet. 

 Adaptations Plan still in 
development 
 

Gaps 

 Measurable objectives and targets 
need to be defined for key plans 

 
Outcomes 

 Zero waste sent to landfill 

 41% reduction in carbon over the life 
of the carbon reduction footprint 
(2007 to 2021) 

 30% of waste is recycled 

 1% reduction in waste in 2020/21. 

 The percentage of non-healthcare 
waste which was recycled increased 
to 30% in 2020/21, up from 26% in 
2019/20.   

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

 Installation of EV Charging points at 
Darlington Memorial Hospital and 
University Hospital North Durham 

 Sustainable Procurement Policy 
being followed  

 Successful achievement of the NHS 
Plastic Pledge -we have ceased use 
of all single plastic items within the 
Trusts retail outlets 

 Green Plan agreed 

 Sustainability Co-ordination role in 
post 

 Energy contracts reviewed, suppliers 
contacted and renewable energy 
options identified.   Switched our 
energy contract at Darlington 
Memorial Hospital to a green energy 
supply 

 Introduction of the CSH e-learning 
module for all staff – completed by 
45% of workforce. 

1. Agree and commence roll-out travel 
plan for purposes of collaboration 
with local transport providers and 
local authorities (SJ/ AM November 
2021) 

2. Completion of the SDAT/ Greener 
NHS gap analysis and review by 
Sustainability Group (SJ, December 
2021) 

3. Sustainability Lead and 
Coordination arrangements to be 
confirmed (SJ, November 2021). 

4. Baselines and measurements to be 
identified for key plans and 
monitoring process commenced 
(SJ, AM – October 2021) 

5. Adaptations Plan in place (CL/SJ – 
December 2021) 

 

Metrics 

 Range of metrics reported in the Trust’s annual 
report covering waste, travel, water usage and finite 
resources.  

 

Independent / semi-independent 

 Benchmarking with other Trusts and similar bodies 
(including comparing our carbon footprint, using the 
Greener NHS Network once in place). 

 Peer review  

 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

4 5 20 3 3 9 2 3 6 

 

Lead: Sue Jacques    Committee: OPAC 

Previous report risk score 

AMBER – 9 (3x3) 
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Planned Trajectory (August 2020 to May 2022  – by quarter) Commentary (including summary of actions needed and conditions to be met to meet the target) 

Month Score/ RAG Month Score/ RAG The current risk score and trajectory have been set with the Sustainability Co-ordinator, recognising that there is further work to complete to identify baseline 
measures and to confirm metrics and plans, and implement the monitoring system, before the Trust is in a position to track progress against every one of the 
eight key plans within the Green Plan routinely. Once all of these building blocks are in place, and if the monitoring process confirms that plans are on track, 
the current risk score can reduce in the line with the target.  

OFF TARGET BUT ON TRAJECTORY 

Aug-20 9 (3x3) Aug-21 9 (3x3) 

Nov-20 9 (3x3) Nov-21 9 (3x3) 

Feb-21 9 (3x3) Feb-22 6 (2x3, target) 

May-21 9 (3x3) May-22 6 (2x3, target) 
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OBJECTIVE 4: Secure Community Engagement and Support, and Listen to the Patient Voice in 

restarting and developing services 
 

Linked Strategic Objectives: 

 Quality Matters – Ensuring that we elicit and listen to patient and public views 

 Communication and Engagement Matter – focus of 2020/21 work 

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

Principal risks: 

 Failure to inform 
and engage 
patients, the public 
and key 
stakeholders 
resulting in lack of 
support for / delays 
to change or service 
plans which do not 
meet users’ needs 

  

 Plans to restart services were actively communicated to, and discussed with primary 
care and there were on-going briefings on activity and any service changes impacted by 
subsequent waves of the pandemic. 

 Weekly forums were used to communicate with and take feedback from GPs in adult 
community services, which enable any issues to be escalated to senior management. 

 Work with PCNs on joint pathways was integrated into the Operational Reset 
Programme (particularly the Outpatients Steering Group) 

 GP Lead for County Durham PCNs attends Gold Command calls and represents views 
of GPs and feedback from their patients 

 Briefings on the restart of services, further changes and the have been shared with 
Governors and with stakeholders including the County Durham and Darlington Health 
and Wellbeing Overview and Scrutiny Committees 

 There was a high-level of community engagement in supporting the Trust’s pandemic 
response, which continues to be engendered and supported through the work of the 
Trust Charity Office, building on offers of support from local companies and individuals. 

 Detailed operational reset plans and winter plans shared with System Assurance Group 
and Local A&E Delivery Board. 

 MP briefings and MP visits take place, with frequent updates on Trust plans 

 Services are in dialogue with their patients, in particular regarding Outpatient services, 
with the ability to escalate any issues and concerns through the operational reset 
programme work-streams. 

 Plans and capital submissions shared have been with ICPs and subject to NHSE/I 
review and challenge process 

 Director of Public Health in place, working across the Trust, local authorities, CCGs and 
others in the local health economy, helping with information sharing, communication and 
collaborative working. 

 Service planning takes place with patients in some services, building on feedback 
mechanisms e.g. the 5x5 survey used in cancer services. 

 Healthwatch representatives on Council of Governors and close working relationship 
with Patient Experience.  

 Healthwatch have supported patient engagement work undertaken to support the 
revision of the Trust’s Quality Strategy.  

 Joint planning workshops with Governors and Board and discussions on plans through 
the Council of Governors and Strategy Committee meetings 
 

Management assurance 

 GP feedback, with issues 
reported into Gold Command 

 Log of support received, 
including offers in kind – 
maintained by the Charity 
Office. 

 Whilst there are some good 
examples of strong patient 
and public engagement in 
specific services, this is not 
consistent. 

 There is a lack of 
comprehensive Trust-wide 
engagement with patient and 
elicitation of patient views to 
support the development of 
Trust strategy and plans   

 Service user views are not 
always sought when 
developing business cases for 
service changes – the 
business case template has 
been amended to request 
this.  

Gaps 

 None 

 

Positive outcomes 

 No issues from ICP and from NHSE/I 
review and challenge relating to plans, 
other than the need to increase elective 
and day case activity where possible 
(see Objective 3 above).  

 Majority of GP feedback positive and 
issues highlighted to Gold Command 
have been acted upon 

 System Assurance Group supportive of 
plans 

 OSC review of plans, positive outcome.  

 LADB supported winter plan in place. 

 Positive stakeholder feedback from 
providers collated for Quality Accounts 
but covering the Trust’s response to 
Covid-19 and thereafter.  

 
 
Other outcomes 

 Despite trialling of CCG-led patient 
reference groups and use of 
Healthwatch to promote patient surveys 
for the Trust’s Quality Strategy, there is 
more to do to reliably engage service 
users and the public in sharing their 
views on Trust services and informing 
plans. Reliance on virtual channels due 
to the pandemic has made this more 
challenging. 
 

1. Continued stakeholder management 
and engagement (SJ, on-going).  

2. Reinstate Joint Planning Seminar 
between Board and Governors for 
2021/22 (WE, Quarter 4, 2021). 

3. Include public representatives in 
discussions to inform the development 
of the Quality Strategy (NS/WE, 
ongoing). 

4. Continue to work with commissioners 
and partners to provide forums for 
Trusts to engage with the wider public 
on plans and proposals (GC/NS – 
ongoing). 

5. Embed consideration of service user 
views and impacts in business cases 
(Execs – through business case 
approval process). 

Risks above board 
tolerance from COVID-19 
risk log 

 None. 
 

Metrics 

 No specific metrics (objective 
does not lend itself to hard 
measures 

Independent / semi-independent 

 Feedback from stakeholders, 
particularly the OSCs and 
Health and Wellbeing Boards 

 Feedback from stakeholders 
for Quality Accounts  

 NHSE/I ICP review of plans 

 Patient feedback through local 
surveys such as the 5x5 
survey 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

4 4 20 3 4 12 2 4 8 

Planned Trajectory (August 2020 to  – May 2022 by quarter) Commentary (including summary of actions needed and conditions to be met to meet the target) 

Month Score/ RAG Month Score/ RAG Stakeholder consultation and engagement, including discussions with SAG and OSC on restart plans went well, with good support for the Trust’s plans hence 
the current risk score assumes a low likelihood of major impacts (best defined as disruption and delay to the implementation of restart plans). There is a need, 
following the previous waves of the pandemic, to improve engagement with patients and the public to inform future plans and priorities. The current risk score 
and trajectory were increased in June 2021, to reflect the pre-pandemic score for community and patient engagement and the lack of progress (due to the 
pandemic) in the interim. The target score challenges the Trust to implement improvement plans agreed with the Board in line with the ambition of moving on 
from a Good well-led rating. OFF TARGET ON RESET TRAJECTORY 

Aug-20 12 (3x4) Aug-21 12 (3x4) 

Nov-20 12 (3x4) Nov-21 12 (3x4) 

Feb-21 12 (3x4) Feb-22 8 (2x4) target 

May-21 12 (3x4) May-22 8 (2x4) target 

Lead: Sue Jacques           Committee: Board CQC Domain: Well-Led 

Previous report risk score 

AMBER– 12 (3x4) 
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OBJECTIVE 1: Provider Licence Compliance 

Linked Strategic Objectives: 

 None per se – the objective is essential to the Trust meeting its core purpose of providing, safe, compassionate and effective, joined up care. 

Risks to objective Controls Sources  of Assurance Gaps in controls Assurance outcomes / gaps Risk mitigation plan 

Principal inherent risks: 

 The Trust may fail to 
maintain adequate 
monitoring systems to ensure 
compliance with its Provider 
Licence, Particularly 
important systems are those 
relating to quality 
governance, financial 
stewardship, reporting and 
information and board 
governance. Related risks 
include failure to meet targets 
informing assessment within 
the five domains in the Single 
Oversight Framework; failure 
to maintain adequate Use of 
Resources and Incomplete / 
inaccurate performance 
reporting; 
 

 Systematic data collection and validation processes 
are in place, supported by independent assurance 
from Internal and External Audit and use of data kite-
marking 

 Information Services perform reasonableness and 
reconciliation checks on data collected and on 
performance reported against performance 
indicators. 

 Data Quality Policies are in Place. 

 Governance systems in place are kept under review 
by the Audit Committee and the Board, based on 
reports from the Senior Associate Director of 
Assurance and Compliance (SADAC), Internal Audit 
and third parties e.g. CQC and well-led reviewers 

 Financial planning and management systems are in 
place – validated by internal and external audit.  

 Actions from NHSI Bulletins are allocated to 
individual Executive Directors and monitored through 
to completion. This includes monitoring of adherence 
to deadlines for the provision of information 
requests. This process is largely managed through 
the national guidance dissemination process 
managed through Gold Command at present. 

 Reporting of Use of Resources Rating, and 
performance against control totals (including the 
Agency Cost Control Total) is through Finance 
Committee, and reporting on quality through IQAC 

 The Annual Certification process is based on 
evidence collated and reported through this BAF and 
further detailed commentary on assurances in place 
/ other evidence from the SADAC 

 A Board Development Programme and NED training 
register are in place.  

Management assurance 

 Validation checks on datasets by Information 
Services; 

 Monitoring of financial risk rating through monthly 
Board Finance Reports. 

 Review of sources of evidence and reporting to the 
Board prior to declarations required with the Annual 
Plan / accounts (by SADAC). This includes 
assessment of compliance with key Licence 
Conditions 
 

 
 

 Referral to treatment 
times (NHS 
Constitutional Target) 
have been impacted by 
the suspension of 
services in Wave 1. See 
Domain 1, Objective 6. 
It is a national rather 
than a local issue and, 
as such is therefore 
unlikely to impact 
NHSE/I’s view of the 
Trust’s compliance with 
its provider licence.  

 Similarly performance 
on A&E waiting times is 
seeing some 
deterioration due to high 
non-elective demand 
pressures, including 
increases in the number 
of Covid-19 positive 
inpatients.  
 
 
 

Gaps 

 None. 
 
Positive outcomes 

 Positive performance against the break-
even expectation for financial performance 
in 2020/21 and, effectively, in 2021/22 to 
date. 

 External well-led reviewer rated the Trust 
‘Amber-Green’ for 10 out of 10 Domains  

 CQC assessed the Trust as ‘Good’ for the 
Well-Led Domain in their 2019 inspection. 
All ‘should do’ actions capable of 
implementation despite the pandemic, have 
since been implemented. 

 The Board reviewed sources of assurance 
and outcomes in support of the year end 
and June 2021 self-certification statements 
and confirmed those statements (including 
arrangements in place to review and provide 
reasonable assurance of licence 
compliance). 

 Good (or better) assurance for the most 
recent Internal Audit reports on Risk 
Management, Covid-19 and Care Group 
Governance and good assurance from the 
Head of Internal Audit’s Annual Opinion for 
2020/21. 

 The Annual Governance Statement for 
2020/21, noted only one significant control 
weaknesses, with action plans almost 
complete. 

 NHSE/I are not flagging any substantial 
risks or concerns re CDDFT  

 ‘Good’ rating for Use of Resources from 
most recent CQC inspection. 
 

 

1. Oversea the implementation of 
the remaining “should do” actions 
from the CQC inspection relating 
to the well-led domain (WE, on-
going). 

 

Risks beyond Board tolerance 
in risk register 

 No specific risks to the 
licence noted.  

Metrics 

 Monitoring and reporting of performance against NHSI 
key indicators and the NHS Constitution through the 
Integrated Performance Report. 

 

Independent / semi-independent 

 Internal audits of selected data indicators, finance and 
governance systems including risk management and 
follow up of CQCs well-led “should so” actions 

 External audit of financial accounts including the 
opinion on VFM arrangements. 

 External well-led reviews (CQC and previously, 
KPMG). 
 

 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

4 5 20 2 3 6 2 3 6 

 

 

 

 

 

 

 

Planned Trajectory (August 2020 to May 2022 – by quarter) Commentary (including summary of actions and conditions needed to meet the target) 

Month Score/ RAG Month Score/ RAG As this risk relates to on-going regulatory compliance and operational performance, the 
Board required the target position to be achieved and held for the year. NHSE/I are not 
flagging any risks or concerns regarding the Trust and have stipulated no mandated support’ 
providing evidence of mitigation to the target risk score. The Risk Mitigation Plan is designed 
to maintain risk within the target score.  

ON TARGET  

 

 

Aug-20 6 (2x3, target) Aug-21 6 (2x3, target) 

Nov-20 6 (2x3, target) Nov-21 6 (2x3, target) 

Feb-21 6 (2x3, target) Feb-22 6 (2x3, target) 

May-21 6 (2x3, target) May-22 6 (2x3, target) 

Lead: Warren Edge        Committee: Board 

Previous report risk score 

YELLOW - 6 (2x3) 
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OBJECTIVE 2: Fundamental care standards met 

Linked Strategic Objectives: 

 None per se – the objective is essential to the Trust meeting its core purpose of providing, safe, compassionate and effective, joined up care. 

Risks to objective Controls Sources of assurance Gaps in controls Assurance outcomes / gaps Risk mitigation plan 

Principal inherent risks: 

 The Trust may fail to 
adhere to CQC 
Fundamental 
Standards across the 
five domains (safe, 
effective, caring, 
responsive and well-
led); 

 The Trust may fail to 
meet standards for 
clinical care e.g. NICE 
guidelines. 
 

 Perfect Ward audits, aligned to CQC standards and in 
place every month, with results reported into the Integrated 
Quality and Assurance Committee (IQAC - for assurance, 
every month). 

 Processes are in place for the receipt and management of 
CQC enquiries and provision of appropriate assurances 
and information to CQC. 

 A formal policy and procedure are in place for receipt, 
evaluation and action of NICE guidelines and technology 
appraisals, CAS alerts and NCEPOD recommendations. 
Tracking and reporting of the position on NICE guidelines 
takes place with assurance to  IQAC and escalation to 
CEC  

 Actions agreed with CQC, changes in CQC Insights and 
CQC publications are tracked and reported to Executive 
Directors (through Committees) to IQAC and Board, and 
with commissioners through the Quality Assurance 
Committee. Learning from publications is shared with 
services to prompt completion of gap analyses and action 
planning.  

 The Integrated Performance Report, CDDFT Quality 
Insights and BAF are aligned to CQC Domains 

 Scanning of CQC website for relevant updates and 
publications and sharing with relevant managers for gap 
analysis and response.  

 Additional peer reviews and cross-site inspections are 
arranged to assess and monitor compliance with 
standards. Suspended for the period of the pandemic 
response. 

 There have been compensating controls for those 
elements of work stood down during the pandemic: 
executive and clinical leadership walk-arounds and 
updating on CQC actions to IQAC and the Board in 
May 2020 

Management assurance 

 Review of status of 
compliance with NICE, 
NCEPOD and NPSA alerts 
through IQAC. 

 Tracking of completion of 
must and should do actions 
from the most recent CQC 
inspection by the Assurance, 
Risk and Compliance Team.  

 

 Whilst Care Group and Board 
Committees do cover CQC 
standards, consideration of 
implications for Fundamental 
Standards of Care needs to 
be explicit in all settings. 

 Peer reviews have lapsed 
during the pandemic; 
however, the approach to 
obtaining assurance needs to 
be more agile (move away 
from set piece peer reviews) 
to align to CQC’s now more 
risk-based approach and 
Transitional KLOEs 

 Need to further strengthen 
nursing and medical staffing 
in A&E to fully meet relevant 
Royal College of Paediatrics 
and Child Health standards, 
which CQC expect to see 
implemented (no dual-trained 
medical practitioner at UHND 
and need to strengthen 
nursing rotas so dual-trained 
staff are always available) 

 Need to review the 
environment for children 
attending A&E at UHND as 
the separate waiting area has 
been lost due to changes 
during the pandemic. 
  

 

Gaps 

 Committee structures alignment to CQC 
Fundamental Standards requires further 
definition and embedding. 
 

Positive outcomes 

 Perfect Ward scores green for all domains, with 
scores RAG-rated green over the last 12 
months.  

 Current good CQC ratings for effective, well-led 
(Trust level), Caring and Responsiveness  

 All Must Do Actions from the last inspection are 
complete, subject to further (on-going) 
strengthening of medical staffing in A&E at 
Durham and of rotas and mitigations to meet 
the RCPCH standards more fully. 

 Some 15 of 23 ‘Should Do actions have also 
been confirmed as fully complete.  There is 
ongoing work on the remainder.  

 CQC have advised that the Trust is not flagging 
significant risk in recent engagement meetings.  

Other outcomes 

 The Safe Domain still rated requires 
improvement – covered by Must Do actions 
relating to pain assessment, syringe driver 
training and A&E Department staffing. See 
above re the current position and further work 
planned.  

 

1. Ensure Committee agendas provide sufficient, 
timely coverage and assurance of all CQC 
Fundamental Standards of Care (WE, NS, 
ongoing). 

2. Oversee the implementation of residual elements 
of the CQC Inspection Action Plan (WE/ NS – 
ongoing). 

3. Maintain focus on actions (international and 
specialist agency recruitment, and development of 
specialist nursing roles), together with the roll out 
of SDEC and retention of front of house multi-
speciality assessment to address medical staffing 
shortfalls against Royal College recommendations 
in A&E Departments (JC,MS – ongoing). 

4. Work with Care Groups to refine action plans to 
meet the relevant RCPCH standards in the Trust’s 
A&E Departments (NS, WE – December 2021) 

5. Update the Trust’s self-assessments of 
compliance with Fundamental Care Standards, 
using Transitional KLOEs (WE, Feb 2022) 

6. Develop a more agile risk-based approach to 
carrying out targeted peer review for assurance (in 
line with the shift in CQC’s own approach) (WE – 
April 2022). 

7. Facilitate Board assessment of next steps 
required to move on from ‘Good’ for well-led (WE 
– March 2022). 

8. Complete audits to check actions from the last 
inspection have led to changes that are 
embedded (syringe drivers, oxygen prescriptions 
and pain assessments) – WE, January 2022. 

Risks beyond Board 
tolerance in risk register 
See Section 3 for relevant 
amber and red-rated risks 
 

 

Metrics 

 CDDFT Quality Insights 
Metrics (all aligned to CQC 
Domains and key lines of 
enquiry) 

 Board Performance Reports – 
metrics aligned to CQC 
Domains 
 

Independent / semi-independent 

 Perfect Ward, Ward  and 
Community audits 

 Tracking, reporting and follow 
through of actions from NICE 
and alerts through IQAC 
 

 

Residual risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

4 5 20 2 3 6 2 3 6 

 

 

 

 

 

 

 

 

 

Planned Trajectory (August 2020 to May 2022 – by quarter) Commentary (including summary of actions and conditions needed to meet the target) 

Month Score/ RAG Month Score/ RAG The Risk Mitigation Plan is designed to maintain the risk score in line with the target. The Trust is 
rated good overall, for both acute hospitals and for community services, and for all but one service. 
The key focus remains on sustaining improvements made as a result of the implementation of 
actions from the last inspection (including consolidating actions re medical staffing and RCPCH 
standards in A&E), and identifying and rolling out actions to address the Board’s priorities for 
consolidating and further improving on our Good rating. This will include addressing remaining 
issues in the ‘Safe’ domain and other priorities in the ‘Well-Led Domain’. The peer review / 
independent assurance required to underpin our CQC regime also needs review.  

ON TARGET  

 

 

Aug-20 6 (2x3, target) Aug-21 6 (2x3, target) 

Nov-20 6 (2x3, target) Nov-21 6 (2x3, target) 

Feb-21 6 (2x3, target) Feb-22 6 (2x3, target) 

May-21 6 (2x3, target) May-22 6 (2x3, target) 

Lead: Warren Edge / Noel Scanlon       Committee: IQAC 

Previous report risk score 

YELLOW – 6 (2x3) 
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SECTION 3 – KEY RISKS IN OPERATIONAL RISK REGISTERS 

Number Risk Care Group / 
Directorate 

Current 
Score 

S L Actions / Update 

2084 There is a risk that failure of the cold water booster will fail resulting in a lack of water 
supply to the main hospital. The booster pumps to the main site cold storage tanks are 
located below ground level and the location could be liable to flooding. 

CDD Services 
(SCL) 

20 5 4 A feasibility assessment was completed and project work initiated using Critical Infrastructure Funding. 
Works are presently being tendered and will commence in the current year.  

2314 Staff Expose Sensitive Electronic Data by Mistake as a result of Inadequate Cyber Security 
Training.  (The Trust Board acknowledged that this type of risk remains high for the Trust 
not because the Cyber training is inadequate but rather because human error will always 
be a factor.) 

Nursing 
Directorate 
(Health 
Informatics) 

20 4 5 The Trust does have incidents (hence the likelihood of 5) but these are – in experience to date – rarely 
major and usually mitigated through incident management and response procedures. Only two incidents 
required notifying to the Information Commissioner last year, neither of this magnitude. Health 
Informatics are to review and reduce the risk score in line with current experience. There is, however, a 
residual concern, in that national cyber-security risk training packages need to be brought up to date with 
current risks and threats and the Trust is lobbying for this. New training packages are expected to be 
made available this year.  

2315 The Patient Administration System could be compromised due to application or 
configuration vulnerabilities, related to the age of the system which is due for replacement. 

Nursing 
Directorate 
(Health 
Informatics) 

20 5 4 Whilst there are monitoring controls in place and controls at the network level which mitigate some of the 
risk, together with incident response plans, due to the age of the systems the vulnerabilities in the 
systems cannot be fully mitigated, leaving a potential risk exposure. Short-term mitigation is through the 
monitoring and network-level controls. The Electronic Patient Record system will provide the longer-term 
solution to this risk. 

2316 The existing patient record system could be compromised due to application or 
configuration vulnerabilities, related to the age of the system which is due for replacement. 

Nursing 
Directorate 
(Health 
Informatics) 

20 5 4 As 2315 above. 

2338 There is potential for poor management of inpatient paediatric eating disorders due to 
CDDFT Paediatric Dietitians not being clinically skilled in this area of dietetics.  As per 
NICE guidance care should be delivered from multidisciplinary team with the expert skills in 
this field including mental health. 

Community 
Services  

20 4 5 The Director of Nursing is now working with Tees, Esk and Wear Valleys, through a Partnership Board 
arrangement, to review and strengthen pathways for patients with child and adolescent mental health 
needs including eating disorders. Operationally the teams have clinical supervision arrangements in 
place including work with TEWV on eating disorders and are able to contact the regional CAMHS service 
for immediate support, but risk remains due to the number and complexity of cases now being seen. 

2383 Risk that patient safety may be compromised due to insufficient capacity to be able to 
manage against the NHS constitutional standards on referral to treatment times (as a result 
of suspension of services in Wave 1 of the pandemic), patients cancelling and deferring 
operations during each wave, and the pausing of some routine operations to allow the 
Trust's ITUs to be escalated in January and February 2021 (all in keeping with the national 
and regional picture).  

Surgery 20 4 5 Please see Domain 1 of the BAF, Objective 6. Mitigations are in place as part of the Elective Recovery 
Programme and reductions in waiting lists have been seen. However, there remains risk as a result of 
non-elective pressures and the potential for further Covid-19 waves.  

2438 Because of vacancies and long-term sickness within the Nutrition and Dietetics Service, in 
the community, the service is not able to meet patient demand resulting in increases in 
backlogs for routine appointments, increased in waiting times and pressure on the staff who 
are at work.  
 
 

CDD 
Community 
Services 

20 4 5 A 0.5 WTE partnership post between CDDFT and TEWV dietetics has been appointed to for paediatric 
patients with new or emerging eating disorders.  Referral to treatment times have been published and 
shared with referrers including revised criteria for referrals and additional signposting to alternative first 
line advice. Targeted recruitment activity is taking place, and a Smartphone application is to be used to 
facilitate virtual consultations. Patient-initiated follow up is in place for one clinical diagnosis.  
 

1983 There is potential for interruptions to endoscopic procedures due to the inability to 
decontaminate equipment between cases due to decontamination units reaching the end of 
their functioning life span.  The equipment on all sites have been reported as breaking 
down more frequently, this could significantly impact on 2 week referral pathways. Risk is 
further compounded due to change in decontamination regulations which our current 
footprint does not support.  Staff have reported some new health issues which may be as 
consequence of failing equipment 

Surgery 16 4 4 A business case has been developed to centralise the service and the service model for endoscopy, with 
work to commence, on the Authorised Engineer’s recommendation at the start of 2022. In the short-term 
equipment can be transferred between trust sites; however, a significant breakdown could result in a 
need for third party support which is currently being explored. New scopes are also being purchased.  

2200 SCL might be unable to demonstrate it operates as a stand-alone entity on an arm's length 
basis and that the contract has commercial substance, if its relationship with the Trust is 
deemed to result in undue influence on SCL's decision-making 

CDD Services 
(SCL) 

16 4 4 The Trust and SCL are working through updates to contractual documentation with respect to pricing, 
contract management and administration, designed to provide robust evidence of the arms-length 
commercial relationship and action plans are being worked through to completion. 

2283 There is an increased risk of theatre cancellations due to the inability to staff all lists due to 
ongoing recruitment, retention and sickness issues 

Surgery 16 4 4 A skill mix review is being undertaken and new workforce model is being introduced. Interim measures 
involving provision of staff from a private provider and weekend sessions are also being put in place. 
Recruitment exercises are being undertaken.  
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Number Risk Care Group / 
Directorate 

Current 
Score 

S L Actions / Update 

2444 There is a risk to elective and emergency operating due to due to slow return of items from 
UHND CSSD following processing. Investigation by Theatre teams (lead by Theatre 
Matron) found on approx. 150 trays waiting to be processed which was a backlog of 6 days' 
worth of work. Additional 'missing' kit and trays were located in an 'Out of Date' cape. The 
backlog failed to be escalated appropriately.  

Surgery 16 4 4 The Executive Director of Operations is chairing a Task and Finish Group which meets regularly to 
oversee interim mitigations and longer-term actions to strengthen resilience and performance with 
respect to CSSD. A third party provider has been engaged to support processing of backlogs and some 
routine processing until the Trust’s CSSD is able to resiliently meet Trust needs.  
 
The Trust has included CSSD staffing issues in the Theatre Phase 3 recruitment plans in an effort to 
speed up recruitment given current CSSD staff shortages. 

2345 The limited number of side rooms in the Trust results in a lack of isolation capacity for 
patients needing NIV, with infections or aerosol generating procedures  

Nursing 
Directorate 

15 3 5 There is a shortage of side rooms, hence protocols are in place for Patient Flow to follow – with 
escalation to senior management and Infection Control – with respect to the allocation and prioritisation 
of side rooms for NIV and Aerosol-Generating Procedures (AGPs). Every bed meeting considers the 
availability of side rooms for NIV and the action to be taken should there be a risk. The Trust’s estate 
constrains its ability to develop a substantial number of additional side rooms without reducing the 
overall bed base which is often fully utilised.  

2384 Risk that patient safety may be compromised due to insufficient capacity to be able to 
manage against agreed standards for outpatient appointments 

Surgery 15 3 5 There is a clinical review of all outpatient waiting lists with an RTT meeting in place to review outpatient 
waiting lists allocation. Outpatient clinics are now available at Sedgefield and there is ongoing work to fit 
available space and other options (video and telephone appointments) around the needs of patients. This 
can, however, be challenging, depending on where the patient lives and their access to sites offered. 

2420 There is a risk that staff could remove medicines with the potential for diversion or abuse 
for their own use due to inappropriate storage. Although the majority are stored in 
controlled drugs cupboards with register records, some are used widely and stored with 
other medicines on wards and in clinics. Audits are in place but incidents remain. 

Clinical 
Specialist 
Services 

15 3 5 An electronic drug storage system is being costed for implementation at all eight sites. Meanwhile, 
regular, independent audits are being arranged.  

937 Experience of falls causing harm in 2020/21 suggests a heightened risk of further avoidable 
falls 

Nursing 
Directorate 

12 4 3 All stakeholders have been involved in the development of the 2021 Falls Strategy. New ways of working 
have begun to be implemented from April 2021. Ward based support has recommenced with a new falls 
team coming into place. 

2100 There is a risk that the blood science service might not be able to provide a 24/7 service to 
cover biochemistry, haematology and transfusion due to a lack of qualified biomedical 
scientists. 

Clinical 
Specialist 
Services 

12 4 3 Recruitment activity continues in line with the Pathology Strategy and staff in training continue to be 
monitored. Two appointments have been made recently. 

2116 New methods introduced in the Lab, ACU, BAH, has increased the length of time to test per 
patient resulting in a waiting list over 12 weeks.  This will have an impact on the operation 
of the Assisted Conception Unit as there is currently only one member of staff supporting 
the service. It is also impacting targets in Obstetrics & Gynaecology. 

Clinical 
Specialist 
Services 

12 3 4 Proposals to develop a long-term plan are to be taken for discussion at Senior Care Group level. The 
plan will consider longer-term service with Gynaecology and Pathology, including assessing capacity 
and equipment needed for clinic and GP services.  

2126 There is a risk that patients referred for breast cancer services may wait longer than the 
NHS Constitution two week (2ww) referral target. This is due to increased high volume 2ww 
referrals. This then also has an impact on 31 and 62 day targets access position risk. 

Surgery 12 4 3 This remains the case. Performance is reviewed weekly by the Senior Leadership Team. The service is 
working up a business case for additional resource (nurse specialist and specialty doctor) to be 
sustainable in the longer-term. Alongside this, however, the regional cancer alliance is conducting a 
review of access for all tumour groups across the patch and developing options to optimise the use of 
region-wide capacity, which may provide a longer term solution. Generally the service is sustainable but 
performance dips during periods of annual leave because of dependence on a small number of 
individuals. Collaborative arrangements are in place for a neighbouring trust to provide support to the 
service allowing patients to continue to access the service on the Trust’s own sites. 
 

2172 The UHND mortuary facilities are not at the standard required, potentially impacting upon 
the Trust's licence with the Human Tissue Authority and service resilience 

Clinical 
Specialist 
Services  

12 4 3 A business case for a significant re-build is in development. 

2262,2264, 
2266 

Staff resources in Finance are stretched and lack resilience to deliver the finance business 
plan 

Finance 
Directorate 

12 3 4 Plans have been established to mitigate the risk, including improved succession planning and a review 
of structures / recruitment options to support the teams.  

2331 There is potential for increased patient waiting times and delays in treatment due to the 
changes due to Covid-19 where services were stood down. 

Community 
Services  

12 3 4 Services have been restarted, although with some restrictions. Further work is being undertaken to 
explore investment into the Digital Strategy to assist with reduction of waiting lists and patients offered 
virtual appointments where appropriate.  

2339 There is a shortage of substantive Registered Nurses (Band 5) on Ward 2 (Stroke Ward), 
UHND 

Integrated 
Medical 
Specialties 

12 3 4 International recruitment is ongoing and has already seen recruitment into some vacant posts  

2344 The Maternity Theatre at DMH is not fit for purpose with a number of aspects of the Theatre 
requiring modernisation. 

Family Health 12 3 4 The Theatre is to be upgraded using nationally-awarded critical infrastructure funding. Refurbishment 
commenced earlier this year. There is a detailed action plan in place to mitigate risk whilst work is 
undertaken.  
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Number Risk Care Group / 
Directorate 

Current 
Score 

S L Actions / Update 

2350 Legacy IT systems may pose a risk to the rest of the ICT infrastructure from exploited 
vulnerabilities as long as it remains in operation. 

Nursing 
Directorate 

12 4 3 Work has taken place to identify and remove legacy devices. Remaining devices are reported to the 
SIRO and Caldicott Guardian, risk assessments documented and agreed, and actions managed through 
a Task and Finish Group.  

2378 External factors, initiatives and requirements may conflict with the Trust's Health 
Informatics Strategy and require the Trust to adapt its Health Informatics Strategy to 
support these requirements. 

Nursing 
Directorate 

12 3 4 There is ongoing engagement with ICS digital groups and further engagement with both ICPs to 
understand their direction and priorities to minimise impact of any required change. 

2381 Failure of Electrical infrastructure supply to Bishop Auckland Hospital – a recent incident 
has exposed the potential for disruption to the supply as back-up arrangements were not 
fully effective.  

Estates - 
Trust 

12 4 3 The Root Cause Analysis review established that there was no design flaw. The incident arose from 
human error and there were learning points with regards to escalation and management which are being 
acted on. 

2409 As staff have grown used to a more lenient financial framework during the pandemic, staff 
may find it challenging to readjust to a more strict cost improvement and financial 
performance regime in 2021/22 impacting upon the achievement of financial targets. 

Finance 
Directorate 

12 3 4 There has been clear communication of budgetary control responsibilities. Additional training for budget 
holders will be provided. Performance review meetings, which will cover financial performance alongside 
other types of performance, have been reinstated.  

2412 There is a financial risk that the SCL Company will have insufficient reserves to sustain 
future trading losses due to the impact of covid-19. 

CDD Services 
(SCL) 

12 4 3 A formal plan is in place including performing financial stress testing and assessment of the impact of 
cost reduction on services before cost reduction targets are agreed with budget holders. Ongoing 
discussions are being held with the Trust to agree the contract price. 

2416 There is a risk of lack of trained technical staff to maintain Medical Devices due to 
retirement and leavers. 

CDD Services 
(SCL) 

12 3 4 Replacement specialist maintenance contracts, where gaps are evident, are being pre planned and a 
workforce review undertaken.  

2421 There is a risk of insufficient nurse staffing within Outpatients following the second wave. 
Vacancy and sickness absence rates remain high impacting on the ability to maintain 
expected levels. The requirement to train both new and returning staff is complicated by the 
loss of established skills. The risk is exacerbated by a simultaneous loss of five 
management post-holders.  

Clinical 
Specialist 
Services 

12 3 4 Recruitment plans are being established for all vacant posts and sickness absence management is 
being reviewed, supported by WF&OD colleagues. For new recruits and those returning to the 
workplace, a training strategy is being developed. 

2424, 2454 Measures taken to ensure purity of the water supply at DMH have, within Maternity, 
Gynaecology and Neonatal Services resulted in a drop in water pressure rendering patient 
showers unusable. In addition, the birthing pool is not currently available.  

Family Health 
& Nursing 

12 4 3 Works are being undertaken to increase the water pressure so that the showers on the sixth floor can be 
brought back into use within a matter of weeks.  

2429 There is a risk to the Trust Infrastructure from exploited vulnerabilities as a result of 
continuing to run the WinPath Pathology system. This system depends on legacy protocols 
to be enabled across the network, which puts other systems at risk. 

Nursing 
Directorate 

12 4 3 A regular patching regime is in place for all servers and workstations. Options are currently being 
developed.  

2439 There is a risk that demand caused by the potential increase in paediatric respiratory viral 
infections (RSV), cannot be sufficiently met due to insufficent staffing. The PHE modelling 
has listed three possible scenarios with the first listed being most likely and the third least 
likely. 
1. An earlier outbreak with 20-50% increase in total number of RSV cases / admissions. 
2. A normal or quieter than normal RSV season (particularly if Non-Pharmaceutical 
Interventions are maintained). 
3. Larger outbreak with 100% increase in total number of RSV cases / admissions. 
Specialised Commissioning has required Trust to bring forward their standard annual winter 
surge planning processes and develop and agree integrated regional and supra regional 
surge plans that will support the increased capacity (beds, workforce and consumables).  

Family Health 12 4 3 An RSV Surge Plan has been developed covering the beds, equipment and consumables required. 
Additional staff were recruited at risk with support from Executive Directors. 
 
A staff redeployment plan has been developed to sit alongside the RSV surge Plan. Systems are in 
place to monitor RSV activity and identify when trigger points are reached instigating actions. There is 
ongoing communication with key stakeholders to include Specialised Commissioning, Commissioners 
and Regional Networks.  

2440 There is a risk that patient safety is compromised due to shortages of midwifery staff on 
acute and community rotas due to long term sickness absence, maternity leave and 
vacancies. Covid-19 restrictions have increased the pressure with the need for longer 
maternity leave. This is leading to a number of incident forms being submitted relating to 
rota gaps on Labour Ward and Antenatal/Postnatal Wards and increasing number of 
internal maternity diverts being put in place. However the risk is compounded as all Trusts 
are experience similar pressures. 

Family Health 12 3 4 A business planning process has been established to review priorities for the use of external funding 
allocated to the Trust, with safe staffing made a priority. A report outlining staffing concerns and potential 
solutions is to be taken to the Care Group Triumvirate and Executives. Midwifery graduates have been 
interviewed and offered posts (9wte) with some vacancies remaining.  Long term sickness absence is 
being reviewed monthly in line with Trust policy. 

2441 There is a risk that new patients with significantly raised NT-porBNP are not seen in urgent 
heart failure clinic with an echo cardiogram within a 2 week period as recommended by 
NICE (NG106 Chronic heart failure in adults: diagnosis and management). This is due to 
current waiting times stretching beyond three months due to significant increase in referrals 
post pandemic lock downs. This is despite heart failure services being maintained 
throughout Covid-19 redeployment. 
 

Integrated 
Medical 
Specialties 

12 3 4 Elective recovery funds have been requested to support additional ad hoc echocardiography clinics with 
some being authorised. Consultation rooms are being sourced on both sites for these additional clinics.  
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Number Risk Care Group / 
Directorate 

Current 
Score 

S L Actions / Update 

2442 There is a risk that blood bank fridges will fail due to issues with raised temperatures 
across 3 sites (UHND, DMH & BAH) resulting in the service not being able to store blood, 
and Pathology tests on specimens needing to be undertaken outside of safe ranges also 
impacting on the provision of flying squad/emergency blood onsite and increasing the risk 
of potentially inaccurate reporting of pathology tests. There is also a potential impact on 
compliance with regulatory accreditations. 

Clinical 
Specialist 
Services 

12 4 3 Work is taking place with Estates to identify short and longer-term mitigations, including assessing the 
feasibility of putting air conditioning units into the laboratory at Bishop Auckland. Funding has been 
identified to support this work but will need to be prioritised. 
 
 

2443 There is a risk to departmental water supplies (UHND) due to the absence of local isolation 
valves. Some of the main isolation valves in the plant room are also 'passing'. In the event 
of any local failure, repair or modification to the water system, there are no local means to 
isolate the water supply. The main isolation valves in the plant room provide the only 
means to isolate the supply, but this would impact other departments at the same time, 
potentially creating a significant impact 

Estates And 
Facilities  

12 4 3 An action plan is being developed by the PFI Provider’s estates service provider, who will act as the 
Technical Services Lead. To be revisited with the site provider (Consort).  

2447 There is a risk that CSSD are unable to meet clinical user demand for sterile set 
manufacture which may impact on the ability of clinical teams to execute procedures. 

CDD Services 12 3 4 See risk 2444 above. In addition, an audit has been carried out and the staffing model for CSSD is being 
reviewed in the light of the recommendations. A business case will be brought forward to fill the staffing 
structure in the light of the recommendations made.   

2451 There is a risk that in the event of a failure of the EMIS Ascribe server, Health Informatics 
will be unable to currently re-install the "stand alone" Pharmacy EMIS Ascribe software on 
terminals at UHND and DMH. This will result in Pharmacy at DMH reverting to second line 
business continuity process (manual production of labels via MS Word).  

Clinical 
Specialist 
Services 

12 4 3 Health Informatics and EMIS are carrying out work to re-establish standalone terminals 

2458 There has been an increased number of errors observed with “IH1000” instruments in 
Blood Transfusion. This is leading to delays to transfusions with un-cross-matched 
emergency issued blood being offered as an alternative. Samples with associated errors 
are re-run which extends the period patients wait for cross-matched blood products. This is 
affecting both DMH and UHND Transfusion departments. The highest risk is around 
patients who are bleeding that need cross-matched blood. Un-cross-matched units are 
offered as an alternative. Clinicians are being asked to wait longer for cross-matched units 
in scenarios where the initial sample has failed on the analyser. This has the potential to 
lead to delays in patient flow through the hospital/patient pathway. 

Clinical 
Specialist 
Services 

12 3 4 The increase in error rate is under investigation internally and with the supplier. In the interim, clinicians 
are offered un-cross-matched blood as an alternative if they are not able to wait for a further sample.  
 

2217 Risk of exceeding the NHS MRSA Bacteraemia annual upper threshold for 2021/22 Nursing 
Directorate 

10 2 5 Action plans have been developed, alongside the Infection Control Annual Work Plan. There have been 
two cases in the year, exceeding the zero tolerance. See Domain 1, Objective 2 

2218 Risk of exceeding the NHS C-Diff objective for 2021/22 once allocated by NHS England 
and Improvement.  

Nursing 
Directorate 

10 2 5 The threshold was exceeded for 2020/21. Remedial actions are included in the Director of Nursing's 
report on Patient Safety and Experience and in Domain 1, Objective 2 of the Board Assurance 
Framework section. 

2435 The revised national standards for the NHS Sickle Cell and Thalassaemia (SCT) Screening 
Programme which replaced October 2011 standards had an implementation date of April 
2021. The changes required have not yet been fully implemented, risking the Trust’s ability 
to meet targets set for reporting and resulting requirements for accreditation.  
 

Clinical 
Specialist 
Services 

10 2 5 The case for implementing on-site testing is currently being reviewed. This would require additional 
equipment to enable testing to take place. 

1926 The Trust does not have an electronic CTG central monitoring system or CTG archiving 
facility. There is a risk that necessary intervention is not escalated promptly resulting in 
failure to appropriately plan care and risk assess the acuity of labour ward. The lack of 
archive can impede any necessary investigations/RCAs into the care provided. 

Family Health  9 3 3 The replacement maternity system (Badgernet), which is being funded through the current year's capital 
programme, includes the required monitoring and archiving capabilities. The use of the system needs to 
become embedded and then the risk should be capable of being closed.   

1971 Staff may not be compliant with safeguarding training required for their role. Nursing 
Directorate  

9 3 3 Safeguarding training has been overhauled to provide non face to face training access and introduce 
further controls to monitor and ensure compliance, with progress being monitored and reported by the 
ADN for Patient Experience and Safeguarding. Training is monitored by the Training Priorities Group and 
forecast to be compliant. 
 

2012 There is a risk that the Trust is over-reliant on bank and agency staff to fill gaps in nursing 
rotas due to difficulty to recruit. 

Nursing 
Directorate 
(Health 
Informatics) 

9 3 3 This risk is being addressed by the nursing recruitment strategy, including international recruitment, the 
September 2021 graduate in-take and the planned January 2022 in-take.  Recruitment of a further 100 
nurses has been approved, using national funding, and will take place in 2021, with interviews taking 
place during June 2021.  

2032 Isolated Power supplies (IPS) at UHND & BAH are not all supported by Uninterruptable 
power supplies (UPS). Some areas have neither IPS or UPS 

Estates - 
Trust 

9 3 3 This risk is being addressed through the Trust Resilience Forum, and through specific risk assessments 
and reviews of continuity plans for each area. 
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Number Risk Care Group / 
Directorate 

Current 
Score 

S L Actions / Update 

2043 There is a risk that due to the ventilation system within ITU2 at Darlington due to the low 
number of air changes from Ventilation plant - mean that the area (ITU2) is not optimal for 
critical care patients, in particular the infected or compromised patients, therefore the local 
decision was taken to put only the HDU patient in this area.  This risk is a consequence of 
temporary relocation to this physical space in 2011 

Surgery 9 3 3 The area has always been used for high dependency rather than intensive care patients allowing the risk 
to be mitigated hitherto. The drug storage regime takes account of the issue and fridge temperature 
checks are regularly completed.  

2108 Shortfalls in performance against some expected standards of care measured were 
identified as part of the National Paediatrics Diabetes Audit. 

Family Health  9 3 3 An action plan was agreed with Executive Directors, with funding, and is being rolled out. Progress on 
actions is periodically scrutinised by the Clinical Effectiveness Committee. 

2110 Due to a lack of available clinical assessment rooms in ED, UHND there is an inability to 
identify and assess patients, especially those who are critically ill, in a timely fashion.  This 
is compounded by 'exit block', whereby patients are waiting in ED for admission for long 
periods of time. 

Integrated 
Medical 
Specialties 

9 3 3 The risk of exit block has been well managed as a result of improved ways of working introduced 
following the Covid-19 response at UHND, and the major projects programme includes initiatives relating 
to same day emergency care, A&E staffing and elderly care to consolidate these gains. Rapid testing 
equipment and lateral flow tests are used for decision-making to expedite flow out of the department. 
The Emergency Department System Delivery Group continues to oversee the implementation of a 
number of actions to improve flow within the A&E Departments and out of those departments, to reduce 
exit block.  Demand pressures on the A&E department do, however, create exit block and patient flow 
pressures at times.  

2164 Potential risks to the Trust's ability to procure and receive deliveries of consumables 
following the UK’s exit from the EU. 

CDD Services 
(SCL) 

9 3 3 The Trust continues to link into weekly national webinars. Very small number of issues have been noted 
to date. High risk suppliers have been identified and assurance sought of their EU Exit Plans.  

2220 There is a potential risk of Increased incidence of Multi Drug Resistant Organisms. Nursing 
Directorate  

9 3 3 This risk is being reviewed and the risk description will be updated to focus on causal factors. The key 
mitigation is the monitoring of linked cases and the identification and response to periods of increased 
incidence. 

2253 Environmental Ligature Risk Assessments carried out by the Health and Safety Team in 
high risk areas including Paediatric Services at UHND and DMH. Risk assessments have 
identified that for some potential ligature points there are no controls in place. 

Family Health  9 3 3 A full review of ligature risk assessments and outstanding actions will be completed with support from 
Assurance and Compliance / Health and Safety over the next quarter.   

2273 The Junior Doctor Contract 2016 was been revised for August 2019 and there are a 
number of new developments in the contract which all trusts have to deliver.  There is a 
timeline for the implementation of these over the next year, with a number of changes, 
including working not less than 1:3 weekends for all doctors in training for December 2019.  
All rotas have been changed, with the exception of A&E at UHND and DMH. 

Medical 
Directorate 

9 3 3 Staff working outwith the contract have agreed waivers. Executive Directors have asked the specialty to 
review its current staffing model and rotas to balance out reliance on junior doctors with other staff, 
enabling a realistic recruitment plan to be put in place. Some changes have been made to support 1:3 
rotas, for August 2021, but further work in both Emergency Departments is needed, with significant 
financial implications.   

2281 Infection control requirements during the pandemic introduced challenges in ensuring that 
staff in maternity receive the required levels of safeguarding supervision. 

Nursing 
Directorate 

9 3 3 Sessions have recommended using MS Teams in order to increase supervision rates. A new induction 
package has been developed for midwives re safeguarding, a preceptorship scheme is in development 
and simulation sessions are now taking place.  

2289 The CSC Maternity system has been put on official end of life by the supplier from April 
2020.  The supplier has given only an indication that reduced support will be made 
available past the end of CDDFT contract November 2020. 

Family Health  9 3 3 A replacement system has been funded and is now in place. The risk can shortly be removed from the 
risk register. 

2299 Due to insufficient senior clinicians overnight in ED, UHND there is a risk to patient safety 
and experience and staff well being 

Integrated 
Medical 
Specialties 

9 3 3 The A&E Department is seeking to recruit additional Acute Care Practitioners and Consultants to 
strengthen overnight staffing rotas. 

2302 Demand (number of referrals) for IV Antibiotics is outweighing the supply. Consequently the 
IV Antibiotics team find it challenging to fulfil all requests on time. This impacts on patient 
diagnostic and treatment plans such as access to diagnostic services, and also on potential 
discharges. 

Clinical 
Specialist 
Services  

9 3 3 Additional capacity has been put into the team for a six month period, allowing the risk to be mitigated 
pending an appraisal of longer-term options.  

2329 There is a risk that there is insufficient income from research studies due to the inability to 
recruit to commercial studies during the Covid-19 pandemic leading to potential impact on 
staffing. 

Medical 
Directorate 

9 3 3 An assessment of the income risk is being completed by the Finance Department. Action has been taken 
to protect deferred income, pending a greater understanding of commercial landscape and national 
funding post Covid-19. 

2364 There is a risk that there will be insufficient Sonographers for the demand within the 
Maternity Service due to leavers, retirement and sickness absence. 

Family Health 9 3 3 A multidisciplinary task and finish group has been established to review demand and capacity within 
Obstetric Ultrasound Services and make recommendations. Audits of waiting times within the Growth 
Clinic at DMH including women's experience will be undertaken. Currently four Trainee Obstetric Ultra-
sonographers have been identified and have commenced the training programme. 

2365 Insufficient nurses to provide the national guidance ratio of 1:4 on Paediatric Inpatient 
Wards.  UHND currently is 1:6. And DMH are 1:4. 

Family Health 9 3 3 A proposal for increasing paediatric nursing establishments has received support from Executive 
Directors subject to further discussions – including with commissioners – on funding.  
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2366 There is a risk that the care required for specific paediatric patients with mental health 
needs will be insufficient. There is an increased demand from patients with complex needs 
requiring treatment in acute paediatric settings.  

Family Health 9 3 3 There are ongoing discussions between senior CDDFT, mental health providers and commissioners to 
identify a collaborative approach and transformational approaches. A partnership board has been 
established and service-level agreements, including protocols for care plans tailored to individual needs 
are in place. Training and education in the actions needed to manage risks associated with mental 
health conditions is to be secured from our mental health provider, for our staff. 

2367 There is a risk that Windows 7 Software installed/embedded on a number of devices across 
Radiology and Medical Physics will not be replaced in a timely manner due to REPP 
timelines.  

Clinical 
Specialist 
Services 

9 3 3 Individual items have been identified and risk assessed separately with actions identified for each area, 
with bespoke action plans and visibility to the SIRO and Caldicott Guardian.  

2373 There is a risk that the delay in treatment for some Gynaecology patients with the potential 
impact on Paediatrics also, now exceeding 52 week waits due to the Covid-19 pandemic.  

Family Health 9 3 3 Weekly review of patients waiting over 52 weeks by Service Manager and Service Lead has seen 
improvements in the waiting list. The Family Health Care Group Governance meeting receives monthly 
reports to monitor position.  

2374, 
2386, 
2387, 
2388, 
2389, 
2390, 2391 

There is a potential risk to patient safety from medical gases system and pipework in SCBU 
& ED at DMH, ITU2 that does not meet current HTM standards. 

CDD Services 
/ Family 
Health 

9 3 3 Annual quality control checks have reported no issues on gas quality. Funding is being allocated on risk 
priority and the response to the risk is being overseen by the authorising engineer for medical gas and 
the Medical Gases Committee.  

2376 The Neonatal Units on both DMH and UHND sites do not meet the national standards for 
nurse staffing levels for each category of neonatal care. 

Family Health 9 3 3 A proposal for increasing paediatric nursing establishments has been submitted to Executive Directors 
and is supported in principle pending further discussions on funding.  

2382 Due to the 2m social distancing rule the Emergency Department can become over-crowded 
(UHND) 

Integrated 
Medical 
Specialties 

9 3 3 Lateral flow and rapid testing is in place to expedite flow out of A&E. All patients have been asked to 
wear face masks unless they cannot tolerate them. Waiting rooms have been marked and additional 
space used where available. Staff monitor the waiting areas and social distancing but cannot do as 
easily when they are busy. 

2392, 
2393,2394, 
2395 

Isolated Power supplies (IPS) at ED, SCBU ITU2 at DMH are not all supported by 
Uninterruptable power supplies (UPS). Some areas have neither IPS or UPS 

CDD Services 
(SCL) 

9 3 3 This risk is being addressed through the Trust Resilience Forum, and through specific risk assessments 
and reviews of continuity plans for each area. 

2410 Risk of Contraceptive and Sexual Health System (CASH) specimen results being recorded 
incorrectly due to the lack of automated upload of test results in the national “Inform” 
system from laboratory systems.  

Family Health 9 3 3 A project team has been established to develop a formal project plan to oversee the implementation of 
automation for Serology and Microbiology test results.  

2418 SystmOne is used in Children's Physiotherapy and Occupational Health Services as a 
clinical record but has not been configured to extract performance data. Manual systems 
have been established but the data cannot be easily extracted which impacts n service 
delivery and planning. 

Family Health 9 3 3 The Trust is working with the SystmOne supplier to configure the system to enable required performance 
data to be retrieved from system for Physiotherapy and Occupational Therapy services. 

2422 There is a risk of service interruption to the Paediatric Audiology service as a consequence 
of the equipment and software used daily to test hearing, only running on Windows 7. It is 
not compatible with Windows 10 now operating on all Trust PCs. The current software 
provider is no longer in business and therefore an upgrade is not possible.  New software 
and equipment is required which will result in financial pressures on the Trust when 
providing for the unfunded software. There is also the risk of delays in medical diagnostics 
and intervention. 

Surgery 9 3 3 Review of alternative software to be completed along with business case to secure funding for new 
system. 

2425 There is a risk that the Paediatric Outpatient Service, which operates across five sites, is 
unable to ensure a Registered Children's Nurse available at all times within a Paediatric 
Outpatient setting to assist, supervise, support and chaperone children as required by the 
Royal College of Nursing (2013) standards.  

Family Health 9 3 3 The proposal for increasing Paediatric Nursing establishments noted above has been expanded to 
include Children's Nurse staffing within Outpatient settings. A plan is being developed to over-recruit 
newly qualifying Children Nurses. 

2426 The Cervical Screening Provider Lead (CSPL) post (previously the hospital based 
programme co-ordinator) is a nationally required post but is currently vacant. This recently 
appointed to post previously covered CDDFT, NTH and STHT.  The need for succession 
planning was identified as a risk by the PHE Cervical Screening Quality Assurance visit in 
December 2020. This impacts on the timeliness of results to women. The Vital Signs Audit 
(VSA15) standard of 98% women to receive results within 2 weeks of attendance for 
screening is not currently being achieved.  

Family Health 9 3 3 The CPSL post is currently being advertised. South Tees Hospitals NHS Foundation Trust is leading on 
the recruitment process. 

2428 Following the PHE Cervical Screening QA visit in December 2020 it was identified that 
histopathology turnaround times do not meet key performance indicators set by the Royal 
College of Pathologists. 

Family Health 9 3 3 Joint meetings between Colposcopy Services and Pathology are being planned to ensure that 
turnaround times are kept under review. Pathology Services have escalation plans in place which 
include outsourcing relevant work to a commercial company on a daily basis rather than batching of 
samples which can create backlogs. A proactive recruitment campaign is underway within Pathology to 
recruit additional medical staff. 
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2432 There is a risk that a supplier's accreditation or certification may lapse during the contract 
term because we have not yet embedded the process for revalidation of supplier 
accreditations and certifications. The confidentiality and integrity of the Trust Group 
systems and data may be compromised as a result of accreditations /certifications having 
lapsed. 

Estates - 
Trust 

9 3 3 A new Contract Management Policy has been developed and is being promoted to all contract managers 
to ensure they are aware of their responsibilities in relation to annual revalidation. This will continue to be 
fully embedded across the Trust. 

2436 There is a risk that Safeguarding Children are unable to provide effective service provision 
due to vacancies. This will impact on the team’s ability to support multi agency working 
arrangements. 

Nursing 
Directorate 

9 3 3 Work is ongoing to develop a long term plan. Recruitment campaigns are taking place to seek to fill 
remaining vacancies.   

2437 There is a risk of delay in treatment of chemotherapy patients attending from Sunderland 
CCG GPs. This is due to bloods taken by the local GPs not being processed by CCDFT. 
Instead the Trust's Pharmacy Aseptic Team must contact the GP by phone to access the 
blood test results. This results in delay in accessing the result and also a risk of recording 
error which could result in incorrect dosing of chemotherapy.  

Clinical 
Specialist 
Services 

9 3 3 Work is underway to source Sunquest ICE software licenses / access to enable the team to access 
blood results.  

2445 There is a risk that the demand of patients who require a time dependent review outpatient 
appointment will not be met. This is due limited clinic capacity leading to delays in follow 
up. For patients whose follow up is time dependent (e.g. AMD injections, cancer patients) 
this could have an impact on their treatment pathway. 

Surgery 9 3 3 Patients are held on a combined triage report with information of when a follow up appointment is 
required. There are failsafe officers in Ophthalmology who monitor any patients at risk of loss to follow 
up and resulting clinical harm.  

2449 Division 4 (Rheumatology, Cardiology, Respiratory Medicine) have a backlog of 9,000 
patients awaiting review from cancelled clinics due to Covid-19. Current clinics lack 
capacity to see extra patients to reduce the backlog. There is also pressure of room 
capacity in outpatients. 

Integrated 
Medical 
Specialties 

9 3 3 A more detailed finance report is being compiled to support the request for funds for ad hoc clinics for 
rheumatology to reduce waiting lists. 

1424 Clinical policies and procedures can go out of date without the authorisation of the relevant 
governance committee. Central monitoring of compliance with standards for local 
guidelines is still developing. 

Assurance, 
Risk And 
Compliance 

8 4 2 CDDFT Quality Insights policy module has gone live which incorporates local policies enabling Care 
Groups to manage local policies more effectively. Intranet pages are being reorganised to allow ready 
access for clinicians to the policy / guideline and supporting templates and information. 

2346 Medication shortages are likely to be exacerbated by Brexit and increased demand through 
acutely unwell Covid-19 patients resulting in a need to use second or third line agents (e.g. 
in critical care) and potential delays in stock being delivered to wholesalers and restrictions 
on what medicines can be brought in from EU from lack of reciprocal recognition 
arrangements. 

Clinical 
Specialist 
Services  

8 4 2 Twice weekly stock-takes and ordering are in place. Escalation of any issues with critical care medicines 
to the regional critical care cell takes place. 

2446 Cervical Biopsies testing turnaround - There is insufficient staff capacity in the Histology 
administration, laboratory, management and clinical teams to manage the cervical sample 
workload within national turnaround target. There is a long-standing histology consultant 
shortage, regionally and nationally, and as a result the service has never consistently 
achieved the target and also struggled to achieve locally agreed targets. This is a common 
position nationally. Within the Trust two posts were appointed to resulting in 7 staff out of 
the required 10. However two of the 7 staff are in training, resulting in a significant training 
burden. Workload across histology has been impacted by Covid, especially with the return 
of elective surgeries and outpatient clinics and the backlog in these services.  

Clinical 
Specialist 
Services 

8 2 4 The biopsies originate following a positive screening test and any sample where there is any concern for 
possible malignancy (either on smear or coloposcopy) is reported in the urgent work-stream. The 
likelihood of unexpected malignancy is therefore low. 
 
An interim cervical screening provider lead (CSPL) and deputy have been assigned the role of assessing 
and planning solutions to improve TAT. The Histology management team and Cell Sciences Lead have 
been working closely with recruitment staff to rectify the long term clinical vacancies to fill posts. With 
additional staff now in post work on improving delivery can begin. A more effective and timely 
outsourcing process is being planned. Initially, this is the best use of private outsourcing companies.   
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Trust Board – 29th September 2021 

Item 5 – Report on Covid-19 Response and  Reset 

Open Session X Private & Confidential Session  

Authors Executive Directors  

Reason for 

Submission 

Tick all that apply 

If none of the above, 

please provide 

rationale for 

submission 

Standing item                                             

Development / approval or update on strategy                         

Decision reserved for Board                                

Statutory / regulatory requirement                                   

Oversight of significant risks                                  

Update on action log item                                                    

Requires Board approval e.g. policies or business cases    

Core performance information        

Other rationale, please state below: 

See purpose below  

Strategic Aim: 

 

To transform care pathways and develop services which deliver the  

best patient outcomes                               

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

provide the best patient experience                                         

To maximise our resources and relationships to sustain services and  

deliver best efficiency                                                                                   

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

are proud of – best employer                                          

Purpose of Report To enable to the Board to be fully sighted upon and able to scrutinise all aspects of 

the Trust’s response to the Covid-19.  

Positive 

performance / 

developments 

within this report   

 

Positive matters  Section 

Local and patch-wide resilience arrangements remain in place and 

can be escalated as necessary.  

2 

 Perfect Ward audits of the Covid-19 Domain continue to show very 

high compliance scores. PPE safety checks for August rated all 

areas green (over 90%) for compliance.  

3.2 

 The latest gap analysis against NHS England and Improvement’s 

Infection Prevention Control Assurance Framework, whilst 

identifying some improvement actions has found no significant gaps. 

3.2 
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 There continues to be a resilient supply of PPE  3.6 

 The Active Risk Log is being reviewed each week by Gold Command  3.8 

Key issues and 

actions within this 

report  

Key issues and actions Section 

There has been a significant increase in the number of Covid-19 

positive inpatients – to 81 – in the Trust’s hospitals. This increase, 

together with the impact of other non-elective pressures has 

triggered the need for additional escalation capacity, resulting in 

cancellation of some elective operations. The Tactical Command 

Cell is managing the situation daily and is overseeing the 

development of a phased escalation plan through Autumn and 

winter, based on modelling assumptions shared on regional and 

national calls.  The plan will need to acknowledge the limited scope 

to increase staffing through temporary staffing arrangements.   

3.1 and 3.3 

 

 

Regulatory 

compliance 

implications 

Tick all that apply 

 

Tick for any implications for compliance with 

NHS Constitution     

Provider Licence (especially Condition 6)        

CQC Fundamental Standards of Care       

Health and Social Care Act         

Mental Health Act / Mental Capacity Act                         

Significant risks 

identified (if any) 

See issues above and Section 3.8. 

Action / decision 

required from the 

Board 

The Board is asked to note the report. 

There are no decisions reserved to the Board requested in this paper.  

The Board is, however, asked to endorse and support the actions being taken by the 

Executive Directors – recommending further action where appropriate - and to 

request any further information and explanations necessary for the purposes of 

assurance.  
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TRUST BOARD – (29th SEPTEMBER 2021) 

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

1. Introduction 

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

continuing incident, relating to the COVID-19 pandemic, whilst seeking to maintain other services and 

seeking to meet trajectories for recovery of elective activity. 

2. Command and Control Arrangements 

 

The UK Covid-19 Alert Level remains at Level 3, and continues to be controlled at a regional level. 

The Trust’s Gold Command meetings continue to take place every Monday and additional meetings 

can be stood up on the day as required, however, should cases increase. The Trust’s Gold Command 

Cell comprises Executive Directors, the Trust Resilience Lead and Head of Communications. For all 

meetings meeting notes, decision logs and action logs are in place. 

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

Director of Nursing for each Care Group, supplemented by Infection Control Leads and relevant 

corporate directorate leads is now meeting daily in order to managing the increasing demand on the 

Trust from both Covid-19 and non-Covid-19 admissions, including the implementation of escalation 

plans and the development of plans for further escalation as we move into the winter period.    

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

Local Resilience Forum. The Local A&E Delivery Board which is now meeting twice weekly, in 

response to a surge in A&E attendances linked to non-Covid conditions and trends in Covid-19. 

Briefings to the Chairman and to the Non-Executive Lead for Resilience remain in place and the 

Covid-19 bulletin continues to be used, together with the closed Facebook page, Facebook Live 

events and Directors’ Briefings as key channels of communication and engagement with staff. 

3. Update on management of COVID-19 

3.1 Case trends 

As of 16th September 2021, there were 81 patients being managed for Covid-19 in the Trust’s 

hospitals, 30 at Darlington Memorial Hospital (DMH), 48 at University Hospital North Durham (UHND) 

one at Bishop Auckland Hospital and two in community hospitals. Nine of these patients were in 

Intensive Care: six at UHND and three at DMH. Approaching two thirds have been admitted because 

of Covid-19, with the remainder being admitted due to other conditions whilst having the virus.  We 

also capture the vaccination of patients as shown below for these 81 inpatients. 

 Nil Not 
recorded 

Single 
AZ 

Double 
AZ 

Single 
PF 

Double 
PF 

Mixed 
(two 

doses) 

Current Total 14 4 4 38 2 18 1 

AZ = Astra Zeneca and PF = Pfizer 

Whilst 56 of these patients had two doses of the vaccination, it must be remembered that the overall 

numbers remain lower than during previous waves, despite the relaxing of restrictions in the 
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community, which is consistent with assurances provided nationally that the vaccination provides 

immunity for the majority.  

Seven day rates of infection in the community have increased since the last report, reaching 429.7 

cases per 100,000 population in County Durham and 391.4 cases in Darlington, both above the 

national average of around 322 cases per 100,000 patients.  

There have been 33 deaths with Covid-19 reported since the date on which our last Board report was 

prepared, of which 15 have occurred in September 2021. All of these patients had one or more of the 

pre-existing conditions which we are required to report; 21 had been double-vaccinated.  

The County Durham Dashboard – which is publicly available – contains more information on case 

trends, vaccination rates and death rates for Co Durham and Darlington compared to other regions 

and the England average. Relevant information has been exported into Appendix 1 to this paper.  

3.2 Quality and safety indicators  

Compliance with COVID-19 safety and quality measures remains high based on the most recent 

month’s Perfect Ward results, which showed a 99.6% compliance overall, with the lowest scoring 

ward scoring 97%. There were 44 inspections overall.   

Executive-led infection control outbreak meetings take place at 11.00 daily (on weekdays) to review 
all new Covid-19 cases and monitor outbreak control measures. A number of outbreaks have been 
reported since the last Board report, with one reset as a result of new cases, on Wards 5 and 11 at 
UHND and at the Richardson Hospital. Eleven patients and two staff were affected. These have 
affected the Trust’s ability to keep beds open and patient flow in some cases. Gaps in patient testing 
and a small number of breaches in staff use of PPE identified, of which the Director of Infection, 
Prevention and Control (DIPC) has taken action to understandably remedy this. 

The Trust updated its gap analysis against NHS England’s Infection Prevention and Control 
Assurance Framework in August 2021, the gap analysis was scrutinised by the Integrated Quality and 
Assurance Committee and the Board. The substantial majority of requirements are met with no 
fundamental gaps. However, there are three ongoing improvement exercises. In addition to the 
abovementioned remedy being led by the DIPC. 

 Review and update, as necessary, of previous assessment of ventilation;  

 Further review of compliance following promotion of the need for lateral flow testing through 
Gold Command; and  

 Dementia-friendly floor markers to be installed throughout out main hospitals.  
 

Each of these actions will be implemented during October 2021. 
 

PPE safety compliance checks continue to be performed by the Infection Control Team. In August 

2021, all wards scored over 90% and were RAG-rated green for compliance.  

3.3 Capacity planning 

There remains considerable pressure on the Trust’s capacity at present. Both sites are operating at 

OPEL3, with no or few beds left on site at the start of each day, resulting from high A&E attendances 

and non-elective admissions generally and the increase in Covid-19 cases (from 36 since the last 

Board report to 81 inpatients noted above). The Integrated Quality and Performance Report, 

presented later on the agenda for this Board meeting, will provide more detail with respect to overall 

non-elective pressures and the actions being taken.  
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Gold Command previously agreed an approach whereby patients testing positive for Covid-19 on 

admission would be cared for using side rooms at DMH and Ward 6 at UHND. As the numbers of 

patients have increased segregated space on Ward 5 is being brought into use for Covid-19 positive 

patients at UHND and plans are being worked up to sustainably staff Ward 33 to provide escalation 

capacity at DMH. These plans form part of a wider escalation plan in preparation for Winter which will 

be refined through Gold Command and Executive Directors in the week commencing 20th September 

2021.  

To date, the Trust has successfully minimised the impact on the elective programme from the latest 

Covid-19 wave.  From early September, however, it became necessary to consolidate surgical beds 

at UHND, using Ward 17 as an emergency surgery rather than an elective ward, to accommodate 

demand for emergency medicine, as a result of which a small number of operations have been 

cancelled.  

The Trust is planning for a range of scenarios based on advice from regional and national calls, with 

respect to autumn and winter, all of which predict some likelihood of cases increasing from current 

levels. The impact of the booster vaccination programme has not yet been built into these models, 

however.   

Efforts to increase temporary staffing, through increasing bank rates, have yielded limited benefit; 

however, the Trust will welcome 85 new nursing graduates and international recruits coming into post 

over the coming months. It is important that the escalation plans in development are robust, and able 

to flex to cope with high levels of Covid-19 demand (potentially in combination with winter viruses 

including influenza, norovirus and respiratory syncytial virus among young children) in an orderly 

manner. Given constraints on both the nursing and medical workforce, in cases of such high demand, 

there may be a requirement for some services to be stood down and staff redeployed. Executive 

Directors are overseeing the planning process, to ensure that: 

 It is robust and workable,  

 Impacts on the elective programme are managed effectively, and services prioritised 

accordingly; 

 We minimise the impact on staff health and wellbeing, taking account of recommendations 

from a review of the last round of redeployment and sharing of good practice, within the Trust 

and across the system, regarding staff support.  

3.4 Staffing 

The numbers of staff off sick, and those self-isolating to 13th August 2021 are shown below. 

 

The numbers of staff absent due to sickness, including those with Covid-19 and those self-isolating 

have increased slightly on the numbers reported in August 2021.  
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All of the support for staff resilience and wellbeing outlined in previous reports to the Board. An update 

on discussions with staff and teams concerning morale will be provided to the Board meeting 

separately in the Chief Executive’s paper.   

 
3.5 Testing and vaccination 

The Trust’s flu vaccination programme has commenced and the Covid-19 booster programme is now 

expected to commence during the week of 23rd September 2021. The Hollies Restaurant at DMH and 

County Hall, Durham are being used as the vaccination centres, and the Trust is using the booking 

application from Healthcall to manage appointments, in line with the approach followed for the first 

and second vaccination doses. The intention is that, when the programme is fully up and running, 

staff will receive both vaccinations at the same time in line with national guidance. 

3.6 Personal Protective Equipment (PPE) and Other Equipment 

Supplies of PPE have been maintained with no shortages experienced to date. PPE safety officers 

continue to carry out monthly audits of compliance with PPE procedures, which supplement the 

Perfect Ward audits, with positive results overall as summarised in Section 3.2 above.   

3.7 Workplace Safety, Social Distancing and Infection Control  

 In addition to the management of PPE, the Trust’s key workplace safety measures, including social 

distancing, face masks, hand hygiene and infection control measures have been outlined in previous 

reports.   

 Gold Command has agreed further protections for clinically vulnerable staff who have returned to 

work in clinical areas. Risk assessments are in place which document the staff member’s awareness 

and understanding of the Trust’s infection control and other risk mitigations. These are to be 

augmented by a formal agreement between the staff member and the line manager, which allows the 

staff member to raise any concerns and for any additional, specific risk mitigations to be put in place; 

for example, by exempting the staff member from performing aerosol-generating procedures.  

Executive Directors – on advice from the Trust’s Consultant in Occupational Health – have agreed 

that use of bespoke risk assessments and local agreements, which are responsive to staff concerns, 

provides a balanced approach to risk, given that the majority of staff returning to clinical roles have 

been keen to do so to avoid losing their skills and as a result of negative effectives on their wellbeing 

from being unable to fulfil their roles for some considerable time.  The new agreements are shortly to 

be rolled out. Care Groups have nominated key points of contract for their line managers, and for 

relevant corporate services (Occupational Health, Infection Control and Health and Safety) to co-

ordinate this work and support line managers. This is important as risk assessments need to be kept 

under review as circumstances – case numbers, national guidance and the staff member’s own 

circumstances – change.  

 Gold Command has also reviewed the Trust’s policy on triage of patients visiting outpatients, including 

the handling of patients who refuse to wear a facemask. The policy is to ask all patients to wear a 

mask there they can tolerate one for the duration of their appointment. Some patients have genuine 

difficulties in tolerating a mask; however, since 19th July when the legal requirement to wear a face 

mask was lifted in England, there has been an increase in the numbers of patients refusing to wear 

masks and abusing or, in some cases, threatening, staff when challenged.  Gold Command agreed 

that staff will only be asked to explain the policy, and the risks of transmission in a healthcare 

environment, not to enforce a ‘no admission’ policy. Anyone insisting on not wearing a mask will be 

asked to wait in a designated area and the clinical team handling their appointment advised that they 

will not be wearing a mask, to allow them time to adjust their selection of PPE as considered 
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necessary. Research suggests that this approach is consistent with practice elsewhere in the region. 

Additional security staff are to be recruited for a trial period, to provide reassurance and support to 

staff.  At the time of writing, a working party is documenting the change in policy and putting in place 

the pre-requisite communications and infrastructure to operationalise this change in policy.  

. 3.8 Assurance and risk log 

The Board Assurance Framework formerly included five COVID-specific objectives:  

 Protecting patients and staff from COVID-19 infection. 

 Ensuring effective treatments for COVID-19 patients. 

 Building capacity and performance for restarting services. 

 Ensuring staff health and wellbeing. 

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

developments. 

Each of these objectives has now been migrated into the business-as-usual sections of the BAF, but 

not lost.   

The Covid-19 risk log used by Gold Command has been reviewed by Gold Command in each of the 

last two weeks and is included in the Private and Confidential papers for the meeting pack, as it 

contains information of a draft nature.  Board members are reminded that the purpose of the risk log 

is to enable Gold Command to keep in view, week to week, those risks which are the subject of 

ongoing management linked to Covid-19, with potentially high impacts if not managed proactively. 

Short-term risks may only appear in the log; however, risks which persist over the longer-term, such 

as those relating to staff health and wellbeing, surges in demand (exacerbated by Covid-19), Covid-

19 impacts on the elective programme and restricted side room capacity are included in the relevant 

risk registers with detailed mitigation plans, feeding up into the Board Assurance Framework.  

3.9 Support to Care Homes   

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

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

prior to discharge, where necessary.   

 Both local authorities have commissioned access to ring-fenced beds in care homes to allow patients 

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

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

premises, authorised for this purpose following inspection by CQC. The Trust makes use of the ring-

fenced facilities in place.  

4.  Activity and Performance Headlines 

 The key issues are covered in the Integrated Quality and Performance Report which will be discussed 

in detail at the next meeting of the Operational Performance Assurance Committee.  

5. Conclusion 

The Trust Board is asked to note the contents of this report and to seek any further information 

required for the purposes of assurance.  
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TRUST BOARD MEETING (OPEN) – 29TH SEPTEMBER 2021 

ITEM 5 – EXECUTIVE DIRECTORS’ REPORT ON COVID-19  

APPENDIX - (EXTRACTS FROM PUBLIC COVID DASHBOARD FOR COUNTY DURHAM AND DARLINGTON 
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4 
 

Please note that the errors in the presentation of the percentage of patients with the second dose relate to the way in which the information 

appears on the website.  
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Mr J Cundall 

Executive Medical Director 

Board Report 

September 2021 

 

Job Planning/Health Roster 

The job planning cycle has now completed (concluded 30th June to allow for a 1st July start), status 

below*.  It has been a significant undertaking, assimilating current working patterns.   The team are 

working with care groups to progress the outstanding job plans.  This will take the form of; 

 Exception reports for services undergoing significant change, such that a delay in job planning 

is required to finalise operational detail 

 Doctors placed into mediation, where they are unable to agree a job plan locally 

It is anticipated the vast majority of job plans will fall into service re-design/exception reporting.  

 

Whilst the job planning cycle was scheduled to commence September 2021, for an April 2022 start to 

enable the Trust to move back into the NHSE/I best practice cycle, it has been agreed to delay the start 

of this slightly to allow colleagues to reflect upon the previous cycle, and manage current pressures 

within the system.  The next cycle will therefore commence 1st November and will continue to support 

an April 2022 start.  

 

The Job Planning Consistency Committee has been stood back up, to ensure consistency of application 

of the policy and open and transparent job planning across the organisation.   Examples of areas 

covered from the terms of reference include; 

 Percentage of job plans signed off 

 Direct Clinical Care/Supporting Professional Activities split, to ensure sufficient time is 

allocated to quality improvement activities  

 Rota percentage compliance 
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It also affords an opportunity for care groups and corporate teams to discuss current challenges, and 

forward planning in terms of demand and capacity and how the electronic systems can support this 

work.  

 

*Job Planning status as of September 2021: 

 

 

Health Roster:  The stakeholder engagement events held over the Summer were very well received, 

and highlighted the benefits of electronic systems in terms of demand and capacity and full system 

overview.    The workshops highlighted that this is resource intensive however, and will require review 

of our current systems and processed to maximise impact.  To that end, the Medical Director’s team 

have arranged the first of a series of meetings with rota managers/coordinators to embed best 

practice, share knowledge and develop standard operating procedures to be used Trust wide.   

 

.  
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Clinical Ethics Committee Update 

The purpose of the committee is to offer guidance, advice and support for clinicians and managers in 

decision making based on ethical principles and reasoning.  This will promote consistently high 

standards of ethical practice within the organisation.  

Remit 

The functions of the Clinical Ethics Committee are to; 

 Provide rapid real time support to individual clinicians, managers and clinical teams regarding 

urgent ethical issues as they arise  

 Provide ethical advice and guidance in the development and implementation of Trust policies, 

procedures and guidelines to improve quality of care 

 Raise general awareness of ethical issues 

 Assist in the education of staff in ethical matters 

The Scope of this committee will include; 

 Clinical care; for example withdrawal or withholding of treatment/consent/DNACPR  

 Resource allocation at individual patient and population level, advocating consistency, 

transparency and justice in resource allocation across all cases 

 Organisation and delivery of care – for example decisions on procedures or services for a 

group of patients  

It will not include; 

 Risk management 

 Making operational decisions  

 Executive powers  

 Allocating resources  

 Quality of care provided 
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 Research ethics* 

 

Progress 

The inaugural meeting held on 9th September 2020 was well attended with representation from 

medical, nursing and managerial colleagues, with legal support provided by Ward Hadaway. This has 

subsequently expanded to include the Learning Disabilities team, Pharmacy, students and Chaplaincy.   

The focus of the first meeting was to provide an overview of the role of the committee, training in the 

ethical framework and develop/agree terms of reference.   

There has subsequently been four further meetings; 

14th October 2020, 25th February 2021, 18th March 2021 and 12th May 2021 

Whilst meetings are diarised monthly, they have frequently been stood down as there are no cases to 

review. 

Cases reviewed 

There have been 2 cases reviewed to date, both of which were in relation to patients with learning 

disabilities and support available to enable vaccination.  Whilst one was a definite referral, the second 

case was reviewed as a scenario as official referral was not received.   

Recommendations made were that capacity to consent should be assessed in the community, with 

support provided in line with routine clinical pathways.     

Freedom of Information 

There has been one request received, which has enabled the group to refine processes and 

procedures.  
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Concerns 

The team are keen to support the wider organisation with ethical dilemmas, for example, access to 

services post pandemic.  Communications will be reissued advertising this service.   

  

Welcome to the UK/General Medical Council 

The second Welcome to the UK session has been held with the GMC.  It was interesting to note that 

attendees joining the online session were predominantly not yet on site working at CDDFT (start dates 

in the Autumn), but were joining this session to prepare for practice within the UK.  The feedback from 

this session was that it was incredibly helpful, and welcoming and ensured colleagues were prepared 

for medical practice in the UK.  
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Medical Examiner Service CDDFT Board Report September 2021 

Background 

The Medical Examiner (ME) System is being implemented across England and Wales.  The purpose of the 

system is to provide greater safeguards for the public in ensuring scrutiny of all non-coronial deaths, and 

provide an improved service to the bereaved.  In parallel it is intended the service will improve the quality of 

death certification and ensure referrals to the coroner are appropriate and all pertinent information is 

included.  It is considered that once fully implemented mortality data will be more robust.  Recent updates 

indicate that the requirement for the service will become statute in Spring 2022. 

Staffing and Recruitment 

There are currently 7 Medical Examiners in post (1 additional appointed but not yet taken office).  We have 

1 Medical Examiner Officer (MEO) based at DMH and have recently interview and appointed 4 further 

MEO’s who are currently undergoing pre-employment checks.  The additional MEO’s will allow the DMH 

service to be fully covered and expansion to take place into UHND and thereafter into the community. 

Pilot and Rollout 

A scoping and pilot exercise took place between April and August in DMH. This involved a small number of 

wards on 2 days per week.  The service has now been rolled out throughout DMH covering all wards and 

departments.  Current ME office hours are 0800-1700 Monday to Friday.  Weekend deaths are covered the 

following week however in order to prevent unnecessary delays Deaths taking place between 1200 Friday 

and 1200 Sunday can have MCCD issued if rapid body release is required and we would encourage 

coronial referrals to be made by the clinical teams during that time frame. 

 

Potential Learning was identified in 5 cases and was fed back to clinical teams 

Review categories for these cases were 3 x Category E (deaths where learning will inform providers 

existing or planned improvement work), 1 x Ai (death where family raised concerns regarding care) and 1 x 

B (death of a patient with severe learning disability or mental illness.  5 cases were referred for level 2 

116 Cases 
Scrutinised

Coroner

36

Unknown Final 
OUtcome

15

Inquest

3

100A Certificate

14

MCCD

79
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mortality review. Medical examiners have received very positive feedback with regards to the care given to 

their loved ones during their stay in DMH. 

Timelines 

75% of cases were scrutinised and MCCD issued within 4 days of death (this allows registration to take 

place within the legal limit of 5 days). 25% of cases were over 4 days. 

Stakeholder Engagement 

Internally the service has been presented at junior doctor induction and at the F2 teaching sessions as part 

of the verification of death lectures.  Communications have been released.  There is a planned Q&A 

session at DMH ITU governance meeting so queries regarding process can be addressed directly. 

There is good dialogue between the Lead Medical examiner and coroner.  A full meet the team stakeholder 

engagement team meeting was held in July between ME staff and Coroners team.  A further event is 

planned to also include registrars.  In addition a monthly drop in ‘MDT’ is planned between ME staff and 

Coroners and Coroners officers to aid mutual learning.  This will allow individual case discussion and 

service improvement.  A meeting with community representatives has been arranged. 

Next Steps 

 Introduce the service at UHND.  This will be planned once MEO support is in place.  Like DMH, this 
is likely to involve starting with a select number of wards and then expanding with an aim to have 
UHND fully operational by the end of the year. 

 The time taken between patient death and MCCD being issued needs to reduce further with more 
cases being completed within the 5 day window. This will improve as staffing become more robust 
and clinical colleagues become more aware of the service and its requirements. 

Community 

We have been advised by NHSE/I that medical examiner offices should be forward planning measures to 

incorporate community deaths in 2022.  It is anticipated that both non-coronial and coronial deaths where 

100A certification is issued will need to be covered by the ME service.  It is planned that the paper format of 

the MCCD will be replaced with an electronic version and registrars will be instructed to reject MCCD’s if 

not countersigned by a medical examiner. 

Challenges 

There is currently no space for the Medical Examiner Service at UHND.  This puts significant limitations on 

ability to expand both to cover the acute site and roll out into the community. Several rooms are required 

due to the confidential and sensitive nature of cases being discussed simultaneously.  To cover UHND a 

minimum of 2 rooms are required with access to computers and telephone in each.  Further space will be 

required in order to incorporate the community cases.  We are working with colleagues to progress this. 

Medical examiners are mainly full time clinicians in clinical practice offering a scrutiny session in a job-

planned timeslot.  This however means there is a shortfall when those clinicians are oncall/on leave.  The 

NHSI model does not take into account this when calculating funding for ME posts.  The team of Medical 

Examiners however are a group of motivated and conscientious individuals and have agreed to commit to 

42 weeks cover and time-shift sessions lost to oncall / additional clinical requirements.  This does still mean 

there is a shortfall and at busy times covering 2 sites will be challenging.  Once community deaths are 

included the increasing numbers of medical examiners required may provide more flexibility in the system.  
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It does however need highlighting that the ME provision is the bare minimum and more difficult for CDDFT 

due to the split sites. This will be a potential issue with compliance of the Health and Social Care Act when 

the system becomes statutory (anticipated Spring 2022). 

Lack of a comprehensive EPR is also an issue when it comes to ability to view medical notes on 2 sites at 

once e.g. an ME at DMH having a discussion with a QAP based at BAGH.  Meetings have been held and a 

potential short to medium term solution has been proposed.  This will require input from several 

departments which is currently in discussion. 

Recommendations 

Board is herewith:  

- appraised of progress and risks and  

- task executive to work with Medical examiners to troubleshoot the issues to identify possible 
contingencies and mitigations and  

- report back through the Medical director before April 2022. 
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Item 7c – Report from GOSW Q1 2021-22 

Open Session X Private & Confidential Session  

Author 

 

Reason for 

Submission 

Tick all that apply 

If none of the above, 

please provide 

rationale for 

submission 

Standing item                                           x   

Development / approval or update on strategy                         

Decision reserved for Board                                

Statutory / regulatory requirement                                x    

Oversight of significant risks                                  

Update on action log item                                                    

Requires Board approval e.g. policies or business cases    

Core performance information        

Other rationale, please state below: 

 

Strategic Aim: 

 

To transform care pathways and develop services which deliver the  

best patient outcomes                               

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

provide the best patient experience                                       x   

To maximise our resources and relationships to sustain services and  

deliver best efficiency                                                                                   

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

are proud of – best employer                                      x    

Purpose of Report To update the board on the current situation with Junior doctors rotas 

Positive performance 

/ developments within 

this report   

Positive matters  Page 

Document circulated to clarify leave booking process and 

escalation process for doctors working in medicine 

4 

Doctors rest area completed at UHND and work started at BAH 5 
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Key issues and 

actions within this 

report  

 

Issue and actions Page 

Multiple gaps on medical rotas and low locum availability.  Trying 

to optimise use of staff where possible 

4 

Junior doctors on respiratory ward cross covering outliers on 

another ward.  Plans to employ additional staff to support this. 

4 

Increasing number and range of experience in Junior doctors reps 

to try to improve avenues of communication and support for more 

junior reps. 

4 

No area yet identified to use as a doctors rest area at DMH 5 

Ongoing work to obtain information regarding locums filled by 

junior doctors and ensure these are not breaching the contractual 

safety rules. 

5 

 ED rotas at DMH and UHND still 1:2 weekends, signed off for 

another year, solutions still being explored. 

4 

Regulatory 

compliance 

implications 

Tick all that apply 

 

Tick for any implications for compliance with 

NHS Constitution 

    

Provider Licence (especially Condition 6)    

    

CQC Fundamental Standards of Care   

    

Health and Social Care Act     

    

Mental Health Act / Mental Capacity Act                      

   

 

Significant risks 

identified (if any) 

Staffing issues in medicine – multifactorial.  Some gaps should 

have been filled in August with the junior doctors rotation, use of 

staff is optimised as much as possible. 

ED rotas on both acute sites remain non-compliant at 1:2 

weekends. 

 

Action / decision 

required from the 

Board 

Acknowledgment of report. 

Support may be needed to address the weekend frequency in ED 

depending on what solutions are found. 
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CDDFT Guardian of Safe Working  

QUARTERLY REPORT ON SAFE WORKING HOURS:  

DOCTORS AND DENTISTS IN TRAINING  

Q1 April 2021 – June 2021 

Executive summary 

 Slight drop in exception reports from previous quarter 

 Around half were related to UHND medicine rota. 

 Almost all were completed by foundation doctors. 

 Only 3 reports were not closed at the end of the quarter, all have been actioned by 

educational supervisors but just need finalising.  

 The main issue from this quarter was trainees from a busy respiratory ward having to cross 

cover outliers on another ward as well. 

 Generally there have been issues in medicine at both sites due to a combination of 

vacancies, absences/COVID isolation and a shortage of available locums. 

 Most exceptions closed for payment rather than TOIL. 

 Rest area at UHND complete, ready to be opened at August changeover.  Work on BAH rest 

area is starting.  No space yet identified at DMH. 

 

 

  

High level data 

Number of doctors / dentists in training (total):    329 

Number of doctors / dentists in training on 2016 TCS (total):  329 wef February 2020  

Amount of time available in job plan for guardian to do the role:  2 PAs / 8 hours per week 

Amount of job-planned time for educational supervisors:  0.25 PAs per trainee 

 

a) Exception reports (with regard to working hours) 

 

Q1 Exception reports by department 

Specialty 
No. exceptions 
raised 

No. exceptions 
closed 

No. exceptions 
outstanding 

Medicine – UHND 8 8 0 

Medicine – DMH 3 2 
1 (waiting for Dr 

Agreement)  

Medicine – BAH  1 0 1 
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Q1 Exception reports by department cont….. 

Specialty 
No. exceptions 
raised 

No. exceptions 
closed 

No. exceptions 
outstanding 

Surgery DMH 1 0 
1 (waiting for Dr 

agreement) 

Total 13 10 3 

    

Q1 Exception reports by grade 

Grade  
No. exceptions 
raised 

No. exceptions 
closed 

No. exceptions 
outstanding 

F1 7 7 0 

F2 4 1 3 

CT1-2 / ST1-2 2 2 0 

Total 13 10 3 

    

    
Q1 Exception reports by rota 

Rota Name  
No. exceptions 
raised 

No. exceptions 
closed 

No. exceptions 
outstanding 

Medicine-DMH-Tier2 Template -0820 3 2 
1 (waiting for Dr 

agreement) 

GenMed-UHND-F1-0421- Unique Slots 7 7 0 

GenSurg-ENT-DMH-Tier2-0820 (2016) 1 0 
1 (waiting for Dr 

agreement) 

Geri Med Stroke GP F2 UHND 0820 1 1 0 

GP with BAH Medicine OnCall-0820 1 0 1 

Totals  13 10 3 

 

Q1 Exception reports by response time 

 
Addressed within 
48 hours  

Addressed in 7 
days 

Still open 

F1 2 3 0 

F2 2 2 3 

CT1-2 / ST1-2 0 0 0 

Total 4 5 3 
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Q1 Exception Reports – Outcomes  

 
TOIL (preferred 

option) 

Overtime 

payment 

Overtime 

Cost € 
NFA 

Work Schedule 

Review 

F1 0 7 
Not informed by 

payroll 0 0 

F2 1 0 0 0 0 

CT1-2 / ST1-2 0 2 0 0 0  

Total 1 9 0 0 0  

 

Outstanding exception reports from previous quarter  

 

All Q4 reports closed during Q4 

 

13 exception reports were raised however 2 of these reports included multiple instances resulting in 

18 instances in total reported.  

 

There has been a dip in reports from the previous quarter.  As has been the usual pattern most 

reports are from foundation grade doctors, some are from core trainees with none from specialty 

trainees.  

3 reports from this quarter were not closed at the end of the quarter.  All have been actioned by 

educational supervisors and are awaiting the junior doctors to accept.  

 

Work schedule reviews   

 

There have been no work schedule reviews in this quarter. 

 

 

b) Vacancies 

 

Vacancies by month  

Specialty Grade Month  
Apr 

Month  
May 

Month  
Jun 

Total gaps 
(average) 

Number of shifts 
uncovered 

Acute internal 
medicine 

GP 

Specialty 

Training 

1 0 0   

Emergency Medicine Foundation 

Year 2  

1 0 0   

General Practice Foundation 

Year 2  

1 0 0   

Trauma and 
Orthopaedic Surgery 

Foundation 

Year 2  

1 0 0   

Total 4 0 0   
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c) Fines 

 

No fines were levied in this quarter and there were no monies to be dispersed. 

 

 

Further detail, issues arising and actions taken. 

It is disappointing to see reports dip after the increase in the previous quarter.  It is not clear why 

this has happened perhaps the lull in COVID work or that many are coming to the end of rotations.   

The importance of exception reports has been stressed at August changeover. 

 

Medical rotas remain the greatest issue for a variety of reasons.  This pattern is continuing into Q2 

from what has been seen so far. More at DMH than UHND currently but this fluctuates. Issues 

contributing to this include vacancies in junior doctor and trust grade doctor posts; high levels of 

absence due to staff either having COVID 19 or being required to isolate; staff trying to fit in annual 

leave before the end of rotations; higher workload than normal for summer.  Locums have been 

requested in house and from external agencies however there has been poor uptake meaning that 

staffing has often been at or just below the usual minimum.  Daily reviews of staffing are being 

discussed by medical consultants and rota managers to try to even up staffing where possible but 

this is not always an option if multiple areas are at or below minimum staffing.  We are encouraging 

junior doctors to complete exception reports for additional work which is being done as a result of 

these pressures.  Most of the exception reports are having to be settled for payment rather than 

time off in lieu as this is usually not a viable option with the current staffing levels although it is 

encouraged where it is possible.  Other specialties are similarly affected but to a lesser degree. 

 

Around half the reports were from medical rotas at UHND.  These related to junior doctors from the 

respiratory ward also cross covering medical outliers on another ward.  The issue was discussed with 

the rota consultant and a locum was provided where possible with a plan to have an additional 

doctor to support with this from August.  The situation is being monitored to see if it has improved. 

In response to previous feedback regarding confusion around the processes for booking leave when 

working in medicine a document has been agreed clarifying the process and how to escalate any 

issues they face.  This has now been circulated to all relevant staff. 

Two ED rotas (one DMH and one UHND) remain at 1 in 2 weekends in breach of the 1 in 3 minimum.  

They have been signed off for another year with efforts ongoing to find a solution.  Depending on 

options identified this may need support from the board if financial investment is needed to address 

the problem.  Junior doctors have been asked to let the departments know if their personal 

circumstances cause them particular difficulty in working 1:2 weekends and individual solutions will 

be explored. 

Attendance at the Junior Doctors Fora continues to be variable.  Doctors are taking the opportunity 

to join via teams and so this option will continue for the foreseeable future.  The junior doctors reps 

attend regularly and feed back issues from their colleagues.  Currently the reps are 2 foundation 

doctors and one core trainee.  From August we are going to appoint more reps with contributions 

from foundation doctors and specialty trainees in order to increase numbers available for people to 

contact and to attend the fora.  By having a cross section of experience it is hoped that they can 

support each other and work as a team. 
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The junior doctor’s newsletter continues bimonthly and once our new reps are in place we will 

encourage them to get involved to ensure it contains information useful to them.  

Developments regarding doctors rest facilities are progressing:-   

Bishop Auckland - work should be starting imminently.  

DMH - efforts to find a space have been unsuccessful so far.  There is a very small rest area currently 

however it was not really fit for purpose prior to the pandemic.  Now, with social distancing needs, 

that situation is worse.  There was a hope that one of the Hollies meeting rooms could be used but 

these are going to be needed for vaccinations again.  In the interim reclining chairs are still available 

in the restaurant however at some point the restaurant will be reopened to the public and these will 

need to be moved somewhere so we need to make progress with this as soon as we can. 

UHND - work has been completed and the rest area was ready to be open in time for the August 

rotation.  The support of Estates and the Med Ed department to achieve this is much appreciated. 

Discussions are continuing with the medical bank to access data of locums being used to match this 

to junior doctors already employed to try to make sure that safety rules are not being breached.  

This is complicated by having 2 systems for routine rotas and booking of locum shifts which do not 

link and we are exploring how best to match up the 2 sources of information.  It is hoped that 

regular reports can be provided soon so that we can look at how we can compare information to 

ensure safety of people taking up locums.  Incidentally we have identified one or two junior doctors 

who are breaching safety rules when picking up locums.  When contacted they did not seem aware 

that the safety rules applied to locum shifts as well as their standard rota, there is a concern that 

others may be doing the same.  Hopefully once we get this data it will support us to identify others 

who are not aware.  As the rest areas are opened we will put up posters reinforcing this message 

and plan to email all junior doctors to remind them. 

There was a regional guardians meetings in July.  No new significant regional issues were raised.  

I submit this report to the board for approval. 

Hannah Whinn 

Guardian of safe working hours, 

CDDFT 

 

 

 

 

 

18/8/21 

Ite
m

 7
c(

i) 
-

G
ua

rd
ia

n_
qu

ar
te

rly
_r

ep
or

t -

Page 150 of 386



   

 

Noel Scanlon,   1 | P a g e  

Executive Director of Nursing  

Trust Board – September 29th, 2021 

Item 8a – Patient safety & experience Report 

Open Session 
 Private & Confidential Session  

Author Tom Jacques,  Lisa Ward, Jason Cram, Associate Directors of Nursing, Kathryn Burn, Deputy 
Director of Nursing 

Reason for 
Submission 
 

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

Strategic Aim 
 

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

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

Positive 
performance/ 
developments 
within this report   

Positive matters  Page 

Implementation of Trust guidance for NHS staff to no longer self-isolate 
following non household contact with covid-19 case implemented August 19th 

16 

CDDFT now offers the combined the Influenza and COVID-19 booster 
vaccinations in line with guidance wef Sept. 10th (single) & 27th (combined). 

25 

Each month the IPC team is focusing on an IPC related issue in clinical practice. 
In August, the focus was on MRSA Awareness. 

 
26 

Hand hygiene compliance > 93% and improving in all areas in Q1 27 

PPE compliance in all areas remains high  27 

44 commode audits carried in the trust during August.   
Both Family Health and Community care groups were 100% compliant, IMS 93% 
compliant and Surgery 94% compliant In all cases dirty commodes were brought 
to the attention of staff and deficiencies were immediately rectified.  Areas that 
were not 100% compliant received immediate feedback and re-audited. 

27 

No serious incidents reported in August 31 

 The Trust adheres to the significant majority of the recommended controls in 
NHS England and Improvement’s IPC Assurance Framework. Further actions have 
been identified from the most recent review. 

 
 

Appx. (b). 

 Complaints and compliments down in Q1 notwithstanding impact of visiting 
suspension to be reported in Q2. 

 
33-44 

 Annual reports for Complaints and Chaplaincy shows measurable progress, 
compassion, inclusivity and innovation during the pandemic 

Appx  
(c) & (d) 

 Deteriorating patient and resuscitation annual report identifies a further 
reduction in cardiac arrest incidence for the 9th year, implementation of 
Paediatric Observation Priority Score and Nervecentre in paediatrics, 
development and implementation of Comfort Observation and the 
implementation of the AKI specialist nurse service.  

 
 
 
 
Appx (e). 
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Key issues and 
actions within  
this report  
 

Issues and actions  Page 

C. Diff. case rate above trajectory. Performance thresholds handed down 6 

Covid 19 cases high and constant – all control measures invoked. Visiting has 
been restricted since July 5th. Social distancing and face masks retained >July 
19th.  

13 

Legionella continued non-satisfactory levels of Legionella species (including a 
limited number of samples of L. pneumophila) across numerous water outlets on 
the Darlington Memorial Hospital site. Borehole, Kemper automatic flushing and 
6th floor high pressure solutions in progress.  

17-20 

A review of decontamination services concluded that there are several measures 
which do need to be actioned to ensure the service is safe, general quality 
improved and staffing considerations addressed as a priority.  Success will 
depend upon ownership, joint working, open communication, and transparency 
throughout 

21 

Serious incidents reported include a missed pressure ulcer and a malignant 
melanoma patient who appears to have been lost to follow up until admitted for 
another pathology  

30 

 Macmillan and Hospital radio volunteers restored however training and 
bureaucratic issues have stalled broader volunteer roll out  

47 

Regulatory 
compliance 
implications 
 

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

Significant risks 
identified  

Covid-19 rates are high and constant creating unplanned capacity and staffing pressures. 
Ongoing issues with Legionella in DMH have not abated though stakeholder confidence in the 
trust is high. MRSA & C Diff rates are above tolerance. Lack of Isolation Cubicles (Trust-wide) 
is an ongoing issue. 

Action / decision 
required from the 
Board 

To receive the report, note the risks identified and debate any matters for the Executive to 
respond to  

  

Ite
m

 8
a 

- 
P

at
ie

nt
 S

af
et

y 
&

E
xp

er
ie

nc
e 

R
ep

or
t

Page 152 of 386



 

Trust Board: Patient Safety & experience Report  September 29th, 2021   

 

Noel Scanlon,   3 | Page 

Executive Director of Nursing  

Contents 

1. EXECUTIVE SUMMARY ........................................................................................................................... 5 

2. HEALTHCARE ASSOCIATED INFECTIONS REPORT ........................................................................... 6 

2.1 HCAI EXECUTIVE SUMMARY ................................................................................................................. 6 

2.2 Clostridioides Difficile Infection (CDI) ........................................................................................................ 7 

2.3 MRSA Bacteraemia 2021/22 ..................................................................................................................... 9 

2.4 MSSA Bacteraemia ................................................................................................................................... 9 

2.5 Pseudomonas ......................................................................................................................................... 10 

2.6 E-Coli Bacteraemia ................................................................................................................................. 11 

2.7 Klebsiella ................................................................................................................................................. 12 

2.8 SARS-CoV-2 (Covid-19) ......................................................................................................................... 14 

2.8.1 COVID Calendar August 2021 ................................................................................................ 15 

2.8.2 Executive led COVID-19 Review Group ................................................................................. 15 

2.8.3 Outbreaks of COVID-19 (SARS-CoV-2) ................................................................................. 15 

2.8.4 Guidance on NHS staff self-isolation and return to work following COVID-19 contact ........... 17 

2.9 Legionella Testing April to July 2021 ....................................................................................................... 18 

2.9.1 Site Impacts ............................................................................................................................ 18 

2.9.2 Point of Use (POU) Filters ...................................................................................................... 19 

2.9.3 Water Pressure (6th Floor) ...................................................................................................... 19 

2.9.4 Installation Kemper automated water flushing systems (All levels)......................................... 19 

2.9.5 Shock & Automated Dosing (Hydrogen Peroxide) .................................................................. 20 

2.9.6 Pasteurisation ......................................................................................................................... 20 

2.9.7 Replacement of Main Water Tanks ......................................................................................... 20 

2.9.8 Reinstating the Borehole at DMH ........................................................................................... 20 

2.9.9 Communications ..................................................................................................................... 21 

2.10 Review of Decontamination Services at CDDFT ................................................................................. 22 

2.10.1 Sterile Services supporting CDDFT Activity ............................................................................ 23 

2.10.2 STERIS IMS review ................................................................................................................ 23 

2.11 The national influenza immunisation programme 2021-2022 .............................................................. 26 

2.12 IPC ‘Topic of the Month’ : August 2021 MRSA awareness .................................................................. 27 

2.13 Hand Hygiene Compliance .................................................................................................................. 28 

2.14 Outbreaks and Increased Incidences of Infection / Period of Increased Incidence (PII) ...................... 28 

2.15 Induction & update training .................................................................................................................. 28 

2.16 Perfect ward Infection Control Audits ................................................................................................... 28 

2.17  IP&C Assurance framework ................................................................................................................. 31 

3. SERIOUS INCIDENTS (SIs) ................................................................................................................... 31 

3.1 New SIs – not reported to the Trust Board previously ............................................................................. 31 

3.1.1 Ref: 2021 / 15377 - Pressure Damage ................................................................................... 31 

3.1.2 Ref: 2021 / 15728 Delay in Clinical Review ............................................................................ 31 

3.2 NHS NATIONAL PATIENT SAFETY STRATEGY 2021 – PROGRESS UPDATE .................................. 32 

3.2.1 Development of Patient Safety Incident Response Plan (PSIRP) .......................................... 32 

3.2.2 Patient Safety Incident Investigation Pilots ............................................................................. 33 

Ite
m

 8
a 

- 
P

at
ie

nt
 S

af
et

y 
&

E
xp

er
ie

nc
e 

R
ep

or
t

Page 153 of 386



 

Trust Board: Patient Safety & experience Report  September 29th, 2021   

 

Noel Scanlon,   4 | Page 

Executive Director of Nursing  

3.2.3 Deteriorating patient Annual report ......................................................................................... 33 

4. PATIENT EXPERIENCE MEASURES ..................................................................................................... 33 

4.1 Complaints and PALS ................................................................................................................................. 33 

4.1.2 Complaints performance – August 2021 ................................................................................. 37 

4.1.3 Thematic Review .................................................................................................................... 37 

4.1.4 Clinical Treatment Thematic Analysis ..................................................................................... 37 

4.1.5  Complaints annual report ........................................................................................................ 38 

4.2 PALS ........................................................................................................................................................... 39 

4.3 Compliments ............................................................................................................................................... 42 

4.4 Parliamentary and Health Service Ombudsman (PHSO): August 2021 ...................................................... 44 

4.5 Friends and Family (FFT) Update – August 2021 ....................................................................................... 45 

5. PATIENT EXPERIENCE UPDATE ........................................................................................................... 46 

5.1 NHS Complaints Standards ........................................................................................................................ 46 

5.2 Patient Property Task and Finish Group. .................................................................................................... 46 

5.3 Compliment module for Ulysses ................................................................................................................. 46 

6. VOLUNTEER UPDATE ............................................................................................................................ 47 

7. CHAPLAINCY ANNUAL REPORT ......................................................................................................... 47 

 

Ite
m

 8
a 

- 
P

at
ie

nt
 S

af
et

y 
&

E
xp

er
ie

nc
e 

R
ep

or
t

Page 154 of 386



 

Trust Board: Patient Safety & experience Report  September 29th, 2021   

 

Noel Scanlon,   5 | Page 

Executive Director of Nursing  

1. EXECUTIVE SUMMARY 

The purpose of this report is to inform the Trust Board of the current position with regard to: 

 Healthcare Associated Infections including COVID-19 

 Current position with regard to key indicators for compliance with agreed standards. 

These include:  

Serious Incidents 

Information pertaining to serious incidents reported since last Trust Board meeting. The actions and 

learning are to be monitored through Integrated Quality Assurance Committee. 

NHS National Patient Strategy 2021 

High level report on this newly published national document including the plans for monitoring and 

review 

Patient Experience Measures 

Information pertaining to patient experience measures, including complaints, compliments and PALS 

Reports 

This report also contains annual reports for:  

 Complaints  

 Chaplaincy 

 Deteriorating patient and resuscitation 

Recommendations 

 The Trust Board is requested to receive this report and 

 Decide if this report provides sufficient information and assurance and  

 Decide if any further information and/or actions are required. 
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2. HEALTHCARE ASSOCIATED INFECTIONS REPORT 

2.1 HCAI EXECUTIVE SUMMARY 

The purpose of this report is to inform the Integrated Quality Assurance Committee of the current 

position with regard to: 

 Healthcare Associated Infections including COVID-19 

 Review of increased levels of Legionella in DMH water supply 

 Current position with regard to key indicators for compliance with agreed standards. 

In early August, community prevalence of COVID-19 had begun to fall in the North East but was rising 

in other parts of the UK. This was driving an overall increase in national numbers. County Durham 

was gradually relegated from 7th to 105th in the COVID-19 prevalence leader board of 149 local 

authorities in the country. During mid and late August, community prevalence has plateaued and this 

has also been reflected in CDDFT admissions. COVID-19 admissions have been stable at around 

30-40 over the past few weeks. 

Concurrently, the national COVID-19 vaccination programme continued to deliver high levels of 

success across all eligible age groups. The number of people that had received a first dose of vaccine 

by 28 August was 48,001,316 and second dose was 42,639,781. There has been some vaccine 

hesitancy reported in the younger population and the rate of delivery has slowed throughout August. 

Total uptake nationally has been 88.3% (first dose) and 78.4% (second dose) - 28 August 2021. 

The operational pressure has continued to exponentially increase in the month of August. ED 

attendances reflect those normally seen in the height of winter. A number of reasons have been cited 

for this, but overall there is too much pressure across the health economy, which is struggling to cope 

and this is further pressuring our Emergency Departments. The Trust has declared OPEL 4 on a 

number of occasions over the past 6 weeks, regularly having to enact the Full Capacity Protocol. 

Staffing pressures have been compounded by the upsurge in community infections, with staff isolating 

due to being infected or a member of their household being infected. New guidance for self-isolation 

was published on 16th August, with separate guidance for healthcare workers. This has been a 

challenging message to manage but CDDFT has processes in place for this and associated 

governance structures. 

The elective surgery programme has continued to gather pace. More beds have been released to 

cater for the growing demand and extended waiting lists due to the lack of elective activity over the 

previous 15 months. Surgery has commenced at Shotley Bridge Hospital for minor plastic surgery 

procedures to help manage demand 

The Trust’s thresholds for mandatorily reported Healthcare-Associated Infections (HCAI) were 

released on the 9th August 2021 by NHSE. This did not include thresholds for MSSA infections. 

CDDFT has set a self-imposed threshold of a 10% reduction for this year.  

We remain 2 cases above the threshold for MRSA bacteremia.  Clostridioides difficile rates continue 

to increase in comparison to the same time last year. However, we have seen a reduction in hospital-

onset CDI cases. 
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The chart below gives an overview of all mandated HCAI surveillance until August 2021. 

 

2.2 Clostridioides Difficile Infection (CDI) 

CDI threshold for 2021/22 has now been set at 45 for the 2021/22 year. 

Acute provider objectives for 2021/22 are set using these two categories: 

•  Hospital Onset Healthcare Associated (HOHA): cases that are detected in the hospital 3 or more 

days after admission 

•  Community Onset Healthcare Associated (COHA): 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. 

 

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

MRSA 0 2 0 0 0

HOHA  ECOLI 2 8 7 3 4

Trust Apportioned MSSA 1 2 2 4 4

Trust Apportioned Pseudomonas 1 0 1 0 0

Trust Apportioned Klebsiella 2 3 3 2 3

CDIFF
COHA

2 3 4 5 1

CDIFF
HOHA

2 0 2 2 4
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2.3 MRSA Bacteraemia 2021/22 

To date 2 cases have been reported.  These cases have been investigated and the learning from 

each case has been shared and acted upon. 

2.4 MSSA Bacteraemia  

All MSSA cases (apportioned to acute Trust or not apportioned to acute Trust) are investigated and 

reported via the HCAI Data Capture System (DCS). Themes and trends from these infections are 

analysed and identified. The Infection Control programme will then target each issue in order to 

minimise its impact in the future.    
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4 Healthcare associated MSSA bacteraemia were reported in August.   

 2 pneumonia 

 1 Prosthetic Joint Infection 

 1 unknown.  

Reviews were conducted on all 4 cases 

All cases were attributed to different wards and timelines did not coincide. 

No cases were attributed to ITU or CCU.  

1 case of prosthetic joint infection was investigated by the Surveillance Nurse to ensure the patient 

was not actively part of any Public Health England Mandatory Orthopaedic Surveillance. The case 

could not be identified as a reportable surgical site infection as the original placement of the prosthetic 

joint happened >5 years ago.  

2.5 Pseudomonas 

To date CDDFT reported 10 cases of pseudomonas which included 2 HOHA against a threshold of 

11. 

 

April May June July Aug Sept Oct Nov Dec Jan Feb Mar

MSSA Healthcare Associated cases 1 2 2 3 4

Cumulative Healthcare Associated cases 1 3 5 8 13

Trajectory 1.95 3.9 5.85 7.8 9.75 11.7 13.65 15.6 17.5 19.5 21.4 23.4
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In August the Trust reported 0 cases of healthcare associated Pseudomonas Bacteraemia.  

2.6 E-Coli Bacteraemia  

In 2021/22: To date 146 cases of which 24 are hospital onset. 
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4 Healthcare associated E.coli bacteraemia were identified in August,  

 2 lower Respiratory  

 1 bone / joint related case.  

 1 unknown cause 

Reviews were conducted on all 4 cases.   

All 4 cases shared no similarities. All cases where identified and attributed to different wards and 

departments. There was no cross over of patient contact.  

2.7 Klebsiella  

During 2021/22 CCDFT have reported 35 cases of Klebsiella of which included 10 HOHA cases 

against a trajectory of 38. 

 

April May June July Aug Sept Oct Nov Dec Jan Feb Mar

E.coli Healthcare Associated cases 2 8 7 3 4

Cumulative Healthcare Associated case totals 2 10 17 20 23

Trajectory 9.4 18.8 28.2 37.6 47 56.4 65.8 75.2 84.6 94 103 113
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3 Healthcare associated Klebsiella bacteraemia were reported in August. 

Reviews were conducted on all cases. 

 1 gastrointestinal related case 

 1 had no underlying focus for infection  

 1 pneumonia related case  

The cases were isolated on different wards and no link could be established between them. 

All cases have been assessed as unavoidable due to a poor clinical presentation and required 

extensive medical intervention to stabilise. The patient with no underlying focus had very advanced 

adenocarcinoma with extensive metastasis. This individual had a depleted white cell count was 

verging on becoming neutropenic and had extensively deranged bloods which further increased the 

risk of this individual susceptibility to infection. Unfortunately this patient passed away in our care in 

the presence of his wife. No lapses in care could be identified.   
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2.8 SARS-CoV-2 (Covid-19) 
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2.8.1 COVID Calendar August 2021 

The IPC Team is tracking the notable changes in guidance other events that are directly attributed to 

the management of the Pandemic. These will be reported monthly to the Executive Board of Directors: 

Date Action/Intervention 

30/08/21 ARAP letter CCGs and MDROs  

 

2.8.2 Executive led COVID-19 Review Group 

On 26 June 2020, the Executive led COVID-19 Review group was established to identify and track 

any nosocomial transmission of COVID-19 and closely observe the organisation for any early 

indications of an outbreak of the virus. The group, led by the DIPC, discusses anonymised information 

of positive staff members so that any unprotected patient contacts can be established and staff to 

staff transmission can be determined. It also reviews all possible nosocomial cases of COVID-19. If 

a case is identified, a RCA investigation would be triggered along with contact tracing and isolation of 

contacts if necessary. RCA’s will be grouped if an outbreak is triggered. 

This group reports its findings to the HCAI group for governance purposes and any lessons learned 

will be shared across the organisation through relevant forums. 

As of week commencing 5th July, it was agreed to increase the frequency of this forum to daily. This 

was due to an increase in the numbers of COVID-19 patients and several outbreaks.  Patients 

continue to be monitored daily 

The Lead Nurse for IPC attends the North East North Cumbria ICS regional outbreak group on behalf 

of the DIPC. Lessons learned from this broader group are bought back and shared at this meeting. 

We also inform this group of the outbreaks we are currently experiencing.  

2.8.3 Outbreaks of COVID-19 (SARS-CoV-2) 

The criteria for an outbreak of COVID-19 is as follows: 

 “Two or more test-confirmed or clinically suspected cases of COVID-19 among individuals (for 

example patients, health care workers, other hospital staff and regular visitors, for example volunteers 

and chaplains) associated with a specific setting (for example bay, ward or shared space), where at 

least one case (if a patient) has been identified as having illness onset after 8 days of admission to 

hospital” 

Outbreaks are monitored until there has been 28 days without a new case being identified. The 

outbreaks are reported through the electronic reporting systems via EPRR to NHSE. After the 28-day 

period has elapsed without having another cases associated with an area, the outbreak will be closed. 
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The outbreaks that we are now seeing in CDDFT have far fewer numbers of patients and staff 

involved. They are now more likely to only last the 28-day period. This is thought to be the result of a 

combination of the success of the vaccination programme and the finely honed IPC procedures for 

inpatients. 

Details of Outbreaks 

Site/Ward Date 

declared 

Day of 

outbreak 

No of pts 

in 

outbreak 

No of 

staff in 

outbreak 

Summary 

BAH  

Ward 7 

05/07/2021 

 

28/28 3 0 5/7 ward closed, no visiting allowed. Staff/patient screening to 

commence 

9/7 Ward currently closed but once Bay 7 has been cleaned 

then the ward is open to transfers, no visiting allowed.  

19/7 Ward open 

BAH  

Ward 16 

05/07/2021 

Reset  

9/7/21 

28/28 3 0 5/7 ward closed, no visiting allowed. Staff/patient screening to 

commence 

6/7 Ward open to admissions except bay 5 which remains 

closed, no visiting allowed.  

12/7 1 new post 7 day. DoS 9/7. 

19/7 Ward open 

DMH  

Ward 61 

15/07/2021 28/28 2 1 First patient positive 11/7. Second positive 14/7. Outbreak 

declared 15/7 

16/7 staff screening 

22/7 staff positive reported to matron - told to contact OH - 

confirmed positive by OH 22/7 

Weardale 

Ward 1 

19/07/2021 28/28 2 2 First patient tested positive 17/7, second 18/7. Both post 7 day. 

1 staff member tested positive off site last week. Outbreak 

declared 19/7. Staff screening to commence. Ward closed 

21/7 staff positive - day of outbreak re-set 

22/7 previous staff positive not work associated so re-set taken 

off. Ward open 
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DMH 

Ward 52 

30/07/2021 28/28 4 0 2 post 7 day cases - first positive 28/7 and second positive 29/7. 

Ward open. Staff and patient screening to commence 

3/8 B10 outbreak absorbed into D52 as patients on there 

originally. All staff screening negative 

4/8 staff member added - symptomatic 30/7 so no need to re-set 

clock 

13/8 staff member now not attributable to ward outbreak after 

discussion with H&S/OH though was symptomatic starting 2/8 

not 30/7. Has been out in community including shopping and 

bus travel 

DMH 

ward 41 

03/08/2021 28/28 2 0 2 post 7 day cases - both swabbed 2/8. Ward closed to 

admissions. Staff screening commenced 

ward open 

UHND 

ward 5 

11/08/2021 

Reset 

06/09/21 

1/28 5 0 2nd post 7 day swabbed 9/8. Outbreak declared. Staff and 

patient screening commenced. Ward open 

12/8 Ongoing difficulties with arranging staff swabbing 

16/8 staff tested - negative 

18/8 Post 7, 12/8, transferred to w10 BAH 13/8.  No further 

positives on w5.  Testing w10.  Re-set to 12/8 (last date patient 

was on U05) 

6/9 2 new post 7 day cases. Outbreak re-set. Ward closed to 

admissions. Patients to be screened. To assess whether staff to 

be done after further investigation 

RCH 

Starling 

Ward 

23/08/21 15/28 2 2 1 patient was day 5 positive on 16/8/21, 2nd patient was a 

contact and was positive on 20/8/21.  2 patients and 2 staff. 

Staff screening to commence. All patients screened yesterday 

and all negative. Ward closed. 

24/8 26 staff swabbed, 25 negative, 1 o/s. Ward re-opened 

UHND 

Ward 11 

02/09/21 

Reset 

06/09/21 

1/28 4 0 1st positive 31/8 post 7 day (discharge swab). 2 contacts tested 

positive 2/9. Staff and patient screening to commence 

6/9 day 5 case. Outbreak re-set 

 

The IPC team are currently tracking the vaccination status for inpatients. Since starting this 

surveillance we have seen a steady increase in the number of fully vaccinated patients and few 

unvaccinated patients. This is expected due to the roll-out of the vaccine to all age groups but also 

demonstrates that, although we have fewer numbers of COVID-19 inpatients, those who are fully 

vaccinated are still at risk. 

2.8.4 Guidance on NHS staff self-isolation and return to work following COVID-19 contact  

As of 16 August 2021 the government changed the requirements to self-isolate following a positive 

COVID-19 contact. It applies to all staff including substantive clinical and non-clinical roles, staff bank, 

contractors and suppliers – and students working in all facilities, settings and organisations delivering 

NHS care.  

CDDFT have put process in place to ensure that a local Risk Assessment process and associated 

governance structures for recording staff that use this guidance are in place. This involves decisions 

to invoke this guidance being recorded on the Trust Incident Management system and being 

reviewed by the Executive led COVID-19 review group. 

 

2.9 Legionella at DMH 
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On April 1st 2021, CDDFT E&F team detected non-satisfactory levels of Legionella species (including 

a limited number of samples of L. pneumophila) across numerous water outlets on the Darlington 

Memorial Hospital site. 

Over the past 5 months a number of mitigating actions have been taken to ensure the safety of 

patients across the site. Summary of progress and mitigations can be found below. Due to the nature 

of the issues it is expected that mitigations will need to be managed over a long period of time, a point 

articulated and endorsed by the Authorising Engineer (Water).  

The chart below demonstrates that we have seen an increasing number of water test with counts well 

over 1000CFU. This may be due to a number of factors such as the use of warmer water provided by 

Northumbria Water due to seasonal heating, or the shock dosing breaking off bio film that is now 

being collected in water samples. It may also be the case that bacterial growth is happening within 

the system.  

The exceptional Water Safety Group continues to meet weekly and provide solutions to keep our 

patients and staff safe. This group includes membership of Microbiologists, Public Health Consultants, 

the Trusts Authorising Engineer for water, the Trusts Authorised Persons for water, Infection 

Prevention Specialists, representation from clinical areas effected and is chaired by the Director of 

Infection Prevention & Control. 

2.9 Legionella Testing April to July 2021 

 

2.9.1 Site Impacts 

Some significant site issues remain as a consequence, and as follows: 
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2.9.2 Point of Use (POU) Filters 

Point of use filters are the primary method of ensuring that all Legionella species are filtered out at 

the point of delivery. These filters have been fitted to all high risk outlets on the DMH site and are 

replaced within mandated timelines. Water samples are regularly taken from the filtered water to give 

continuing assurance that they are functioning. The POU filters will remain in place until all remedial 

works have taken place and the water system is under control once again. 

2.9.3 Water Pressure (6th Floor) 

Due to the restricting flow effect from the fitted safety Point of Use (POU) filters, some showers on 

the upper levels of the ward block have been rendered unusable. 

In August, a new shower facility was provided for mothers that have given birth on the 5th floor. This 

is not an ideal solution but is the best that can be provided until the pressure issue is resolved. 

An engineering scheme is now being delivered to improve the pressure and flow for water usage on 

the upper floors. This not only addresses the acute problem presented by the use of POU filters but 

also addresses historical issues of low pressure to the floors.The project completed on September 

19th. 

 

2.9.4 Installation Kemper automated water flushing systems (All levels) 

These units are an ‘end of line’ automated water flushing device installed in modern building water 

systems. They are also supported as an efficient water management system device that demonstrates 

effective and analytical processes in managing legionella. 

These devices are compliant with the water safety regulations and provide controlled management of 

water flushing procedures to the distribution systems. The valves are automated to carry out 

programmed flushing and report back with temperature, duration, flow and volume passed. They will 

replace elements of the current manual interventions and would provide an updated water 

management facility over the longer term as well as the current short term flushing need. Tracking 

and performance of the units is reported via the BMS software. The units provide water temperature 

monitoring which is a critical aspect to water safety compliance. 

The installation of the units is currently under way although not yet complete. An update will be 

provided when the work is complete in September. 
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2.9.5 Shock & Automated Dosing (Hydrogen Peroxide) 

Three rounds of ‘shock’ dosing with sodium Peroxide, all introduced at the main concrete water tank 

(currently believed to be the most likely source of the contamination). Shock dosing has been 

manually introduced at a level of 70ppm to maintain a safety margin below the 100ppm stipulated as 

the safe level for human exposure/consumption. 

In addition to the three ‘shock’ dosing treatments the water systems within the tower block have had 

daily manual dosing undertaken to a lower concentration level to manage the on-going micro-

organism levels. This has been achieved so far by manual dosing at a concentration of approx. 20ppm 

into the secondary tanks. 

This dosing has shown to have been effective at reducing microbiological activity levels, however in 

doing so it has led to a dislodging of existing biofilms which are being found at some un-filtered outlets 

or within the strainers of TMV’s. As a result, the programme for TMV servicing and cleaning has been 

increased and will need to continue at an increased level for the next 12 months at least. 

An automatic Hydrogen Peroxide dosing system has now been installed to replace the manual daily. 

This will ensure a constant dosing system with a concentration profile calculated and monitored to 

ensure a constant safe dosing level within the tower block cold water systems. This may, however, 

result in some dislodging of biofilm and result in higher counts of Legionella species in water samples 

in the short term  

2.9.6 Pasteurisation 

In addition to the chemical treatment the hot water system has been subject to regular pasteurisation, 

by raising the circulating temperatures to around 70°C over numerous nights to minimise disruption 

and risk to patients. The maintenance team have also increased the routine flushing of all outlets and 

currently have two craftsmen constantly flushing outlets for around 8 hours per day. 

2.9.7 Replacement of Main Water Tanks 

Ultimately the replacement of the main incoming water storage tanks with a new water treatment 

system for the existing borehole water service is believed to be the optimal solution to the current 

situation, however this is likely to take around six months to procure/install/commission and will need 

a further six to twelve months to fully stabilise and bring the water systems back under full control. 

2.9.8 Reinstating the Borehole at DMH 

A scheme to reinstate the borehole water supply in its existing location to assist in the control of 

legionella on the DMH site has been agreed and is under way. 

In 2019/20 the borehole was turned off as the water post treatment had failed its water quality tests. 

Darlington Borough Council carryout water quality checks independently on our private water supply 

to ensure it meets the requirements of the Drinking Water Inspectorate (DWI). In the latest round of 

testing they identified elevated manganese levels above the DWI limit of 50µg/l. The decision was 

made by the Water Safety Group (WSG) to isolate the borehole water supply and import water from 

the town mains water supply (Northumbrian Water). A risk assessment at the time deemed the 

compliant Northumbrian Water supply to be a lower risk than the non-compliant borehole supply with 

the elevated manganese levels. 

Remedial Work to Borehole was carried out on the borehole filtration system in an attempt to reduce 

the manganese levels and these were partially successful as the manganese levels were reduced to 

70µg/l (raw abstracted water is 200µg/l). However, this level is still 20µg/l above the DWI’s limit. 
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At this point the WSG decided that it was not viable to continue to invest in the ageing water 

infrastructure at the north end of the site as there were several other non-compliances and risk items 

associated with the plant. The decision was made to apply for capital funding to address the issues 

as well as the red risk on the risk register. This is what led to the water tank scheme that is currently 

being procured 

The two main advantages of running on borehole water is the consistent low temperatures associated 

with ground water abstracted from circa 45m into the earth. This in addition to the chlorine dioxide 

dosing system which was installed to chlorinate the water to make it wholesome for drinking. These 

two control measures along with the flushing regime and temperature regime of the Domestic Hot 

Water (DHW) ensured that legionella on the DMH site remained in the control limits of <100 CFU. 

Since 2019/20 the site has been running on Northumbrian Water. Northumbrian water temperature is 

seasonal, this means the water is cooler in the winter but in summer the water we import into site can 

be above 20oC, this temperature in addition to on site temperature increases in tanks and the pipework 

is resulting in cold water temperature at the outlet >20oC and in some cases >25oC. Northumbrian 

Water is also not dosed with chlorine dioxide on site as it is chlorinated with chlorine at source. This 

is at a lower level and does not have the biofilm removal properties of chlorine dioxide. 

Due to the increased temperatures and lack of chemical disinfection controls legionella has been able 

to proliferate the cold water system of DMH. This is due to a mixture of factors including size and 

complexity of the system, age and condition of the principle storage tank, and age/outdated flow and 

return philosophy. 

Reinstating of Borehole - Now in August 2021 we are in a different position to when the borehole was 

taken out of service in 2019/20. We now have high counts of legionella in the system as the primary 

control measure of temperature cannot be achieved on the cold-water system due to high import 

temperatures. A new risk assessment based on the borehole exceeding the DWI limits compared with 

the legionella risk has prompted us to investigate reinstating the borehole supply. 

Darlington Borough Council’s environmental health officer has been contacted and they are in 

agreement that the risk of legionella outweighs the risk of slightly elevated manganese levels. 

Manganese according to the World Health Organisation (WHO) is safe for human consumption up to 

400µg/l. The current reading of 70µg/l is far below this and is only 20µg/l above the DWI limit. With 

this in mind Darlington Borough Council have given the Trust permission to use this water and the 

decision was recorded at the most recent Extraordinary Water Safety Group. The rationale was based 

on the increased risk of legionella over the risk manganese poses. The manganese limit is primarily 

due to aesthetics as highly elevated levels produce slightly discoloured water. 

Estimated timescales on approval is estimated at 3-5 days recommissioning then a week to 10 days 

of testing depending on some of the incubation times. 

2.9.9 Communications 

A reactive press statement was issued on July 19th in response to a press and MP inquiry. This was 

explicit about rising legionella counts and has created anxiety amongst women planning to deliver in 

Darlington memorial notably elective Caesarean section cases. The Midwifery service is counselling 

women accordingly and reinforcing remedial staffing measures to assist women with their hygiene 

needs.  

Regular communication updates are given to CCG colleagues, GPs in County Durham, Darlington 

and North Yorkshire. This communication relates to current progress with the water scheme and 

reminds them to look out for cases of Legionella infection amongst their patients’ groups. This will 

continue until the situation is resolved. 
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2.10 Review of Decontamination Services at CDDFT 

As part of an improvement plan for the Decontamination Service, Synchronicity Care Limited (SCL) 

invited STERIS Instrument Management Service (STERIS IMS) to provide an independent review of 

the CDDFT sterile services operation/Decontamination Life Cycle. 

STERIS IMS carried out the audit of the Sterile Services Department (SSD) between 5th and 9th July 

2021.  The review was conducted by a knowledgeable and experienced project team who were 

assigned key focus areas based on their area of expertise. 

The STERIS IMS project team were given free access to SSD to inspect and review facilities, 

equipment, and processes.  Arrangements were additionally made for the team to meet and engage 

with sterile services teams at the Durham site from both the day and night shift and theatre end users 

at Durham, Darlington and Bishop Auckland over the course of the 4.5 days. 

The review covered the full nine element Decontamination Life Cycle.   

The decontamination life 

cycle model highlights the 

extent to which 

decontamination affects 

the whole of any health 

care facility.   

Effective decontamination 

requires the attainment of 

acceptable standards at all 

stages of the life cycle. 

Failure to address issues 

in any of these stages will 

result in inadequate 

decontamination. 

It is the first time a review of 

this kind has been 

commissioned and 

provides the organisation 

with professional and 

technical advice and analysis for service improvement. 

As a pre-requisite for the audit, service (Plant) capacity was reviewed against 2019 throughput 

demand and confirmed: 

 4 x Washer Disinfector (WD) usage to be at 50% and  

 3 x Autoclave demand usage at 84%.    

Both elements were estimated to be capable of growth over 10 years and still remain within 

acceptable usage limits for remaining; capacity.   

Prior to centralisation there were 7 WD’s and 7 Autoclaves in use collectively across the DMH and 

UHND sites. 
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2.10.1 Sterile Services supporting CDDFT Activity 

It is recognised that Sterile Services is a fundamental cornerstone to what we do in delivering care to 

patients. It’s understood that ensuring we have well-functioning, safe and efficient Sterile Services is 

essential to ensure we can deliver Theatre activity to the patients of CDDFT. 

We all recognise the need to support and work together to deliver the recommendations.  

We understand the impact that some of the challenges have had on all staff involved across the 

organisation. We all hope that following the report we now understand what needs to be done and we 

can join together in ensuring continual improvement and delivering a Sterile Services department fit 

for the future. 

2.10.2 STERIS IMS review  

STERIS IMS concluded that:  

 “There are several measures which do need to be actioned to ensure the service is safe, general 

quality is improved along with the staffing considerations which need to be addressed as a priority.  

Overall, there was empathy towards the service and a realisation from across all staff groups both 

within the SSD and externally that there is a willingness to support each other to get the service to 

where it needs to be in a collaborative approach.  This in turn will not only improve SLA compliance, 

turnaround times and defect rates but morale and expectations too.  There are some quick wins, but 

other actions and recommendations will take longer to innovate and implement but there is certainly 

nothing that cannot be resolved over time. 

There is no intention of the Darlington SSD to be re-established therefore the key to success of this 

really does depend on ownership, joint working, open communication, and transparency throughout.” 

STERIS IMS Recommendations 

Based on assessment of the Trusts Decontamination and Sterile Services STERIS IMS have made 

the following recommendations.  

Immediate - 3 months  

Service Governance 

and SLA 

The formation of a singular governance board with a clearly defined remit and 

reporting structure.  

Service Agreement and 

Control Plan 

Develop and agree a new service agreement and control plan which 

incorporates key service requirements and clear protocols for the reporting of 

defects 

 Clearly defined user obligations 

 Service SLAs/KPIs  

 Governance  

 Staffing  

 Theatre returns protocol  

 Purchase extra laparoscopic instrument  

 Agreement of Turnaround Times (TAT) SLA  

Quality  Review and expansion of process Work Instructions to cover all 

activities including clear responsibilities and actions  

 Update Quality manual to reflect the units’ current activities and 

responsibilities  

 Employ root cause analysis tools and train relevant staff where required 

to ensure complaints, non-conformances and defects are investigated 
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fully and solutions can be proposed that will resolve the root cause of 

the problem  

 Undertake a full review of ‘defect classifications’ and develop a clearer 

process  

 Complete process challenge and protein testing as required by HTM 01-

01 as this was not witnessed as being completed during the audit visit  

Service Reporting  The SSL board should meet monthly to discuss and review the 

operational performance of the service and agree action plans to 

monitor and review any service issues  

 Subgroups should be established between the SSD and Service Users. 

As an example, user group meetings with representation from both the 

SSD and Theatres – a forum to discuss day to day service provision 

Wetting of sets prior to 

returning to SSD and 

Cape presentation 

 Clearly defined users’ obligations 

 Undertake trails for best practice return to quantify requirement 

 Theatre returns protocol which include clearly defined expectations to 

support shorter TATs 

Service Visibility  Complete T-DOC Implementation which will improve service visibility 
and provide support for service monitoring  

 Turnaround times (TAT)  

 Implement scanning at point available for collection and return to the 
Service User to give ‘true’ turnaround times  

 User interface (Portal)  

 Defect reporting (v Safeguard)  

 Inclusion of all non-performance data (including concessions) to 
accurately reflect service quality  

 Fast Track requests  

 Tray prioritisation  

Staffing Structure  Appoint a Sterile Services Manager who has significant experience, 
wide industry knowledge, strong leadership, change management skills 
as well strong negotiation and influencing skills. 

 Work alignment  

 Review management team effectiveness and positioning  

 Review effectiveness of the nightshift  

 Develop a training plan for all staff  

 Increase supervision levels  

 Recruitment drive to increase technical staff to suggested levels (up to 
the instrument volume processed by the unit) 

 Recruit some administrative and T-DOC support 

 Have dedicated porters for capes/totes so skilled technicians can 
concentrate on processing sets  

Staff motivation and 

engagement 

 Visible leadership and engaged management  

 Pro-active staff engagement both within the SSD and theatres  

 Cross departmental working to foster collaborative working and a 
common goal  

 Review of staff training and development  

Staff Performance & 

Productivity 
 Implement performance measures for production staff to monitor 

instrument processing volumes  

 Set targets for all staff and establish plans to reach them.  

 Implement quality metric for all staff based on number of NC’s/ Defects 

against their individual product volume. 

Washroom changes  A full review of washroom entry and working procedures  

 HSE training for all staff to ensure that all staff are fully aware of the risks 
of working in the area  
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 A vaccination programme to ensure all staff are adequately vaccinated 
for Hepatitis A & B amongst others  

 Addition of a changing area and ‘clean’ zone at the entry to the wash  

 Remove manual washing from the process  

 Training for needle sticks and high risk  

 Purchase and additional MIS insert for Lap instruments  

 Review the workflow within the washroom  

 Ensure washer carriages capacity is maximised by using a carriage with 
the appropriate number of shelves  

 

6 months  

Improve working conditions  Installation of dedicated washer carriage returns hatch  

 Implement Kanban systems  

 Ensure Autoclave carriages capacity is maximised  

Work alignment  Hours of work  

 Scope of work (remove Portering duties from technicians)  

 SSD drivers and porters  

 Undertake a customer survey to benchmark level of improvements  

Service performance  Improve KPI reporting  

 Introduce new Service Agreement  

 Set new KPI targets  

 New Process equipment installation  

 Proactive performance management  

 Present a 6-month review to SSL board and Senior Service Users  

 To have trialled new ‘one-step’ wrap and the removal of Elis outer 

wraps  

 Investigate a new accrediting body  

 Implement some Lean methodologies  

LEAN Principles  Complete basic LEAN training with management team  

 Implement 5S and visual standards across the site  

 Management team to complete daily Gemba walks  

 Introduce the kaizen newspaper  

Staff Performance & 

Productivity 
 Implement Performance Improvement Plans (PIPs) as required 

where staff are not showing improvement to meet newly 
established performance metrics.  

 

Next Steps 

Immediate Actions 

Within the recommendations there were a number that could be addressed immediately and the SSD 

team have been charged with addressing those recommendations, which include; 

 HSE training for all staff to ensure that all staff are fully aware of the risks of working in the 
area, including the correct use of PPE 

 A vaccination programme to ensure all staff are adequately vaccinated for Hepatitis A & B 
amongst others  

 Repairs to flooring in transit corridor (already in place via Engie following drain collapse 

repairs) 
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 Improved lighting to Inspection Assembly and Packing (IAP) room required (change request 

in place and budget agreed) 

 Assurance that training and support is in place to ensure that all equipment leaving SSD meets 

required decontamination standards  

 Appoint a Sterile Services Manager who has significant experience, wide industry knowledge, 

strong leadership, change management skills as well strong negotiation and influencing skills. 

 Immediate recruitment of additional staff including supervisors, technicians and SSD manager 

in line with STERIS recommended levels 

Action Planning/Project Management/Governance arrangements 

In order to progress the recommendations from the report a Project Leadership Group is being 

established, made up of representatives of Surgical Care Group and SSD.  Carole Langrick, Executive 

Director of Operations will chair the group with Alison McCree, MD of SCL as vice-chair.  It is 

recognised that this group will be vital for ensuring the success of the remedial actions and it is 

expected that in due course this group would morph on an ongoing basis into the joint user group 

arrangement recommended by STERIS. 

It is recognised that a dedicated project manager is needed for this work.  There is too much for it to 

be an “add-on” to someone else’s role.  Work is underway to identify a suitable person to be project 

manager.  It is recognised that it would be beneficial source some ongoing support from STERIS IMS, 

which is currently being explored. 

Arrangements for maintaining the service in the interim 

In order to maintain the service whilst the recommendations are being implemented Gateshead Trust 

will continue to be contracted for back up support. 

2.11 The national influenza immunisation programme 2021-2022  

As a result of non-pharmaceutical interventions in place for COVID-19 (such as mask-wearing, 

physical and social distancing, and restricted international travel) influenza activity levels were 

extremely low globally in 2020 to 2021.  

As a result, a lower level of population immunity against influenza is expected in 2021 to 2022. In the 

situation where social mixing and social contact return towards pre-pandemic norms, it is expected 

that winter 2021 to 2022 will be the first winter in the UK when seasonal influenza virus (and other 

respiratory viruses) will co-circulate alongside COVID-19. Seasonal influenza and COVID-19 viruses 

have the potential to add substantially to the winter pressures usually faced by the NHS, particularly 

if infection waves from both viruses coincide.  

The timing and magnitude of potential influenza and COVID-19 infection waves for winter 2021 to 

2022 are currently unknown, but mathematical modelling indicates the 2021 to 2022 influenza season 

in the UK could be up to 50% larger than typically seen and it is also possible that the 2021 to 2022 

influenza season will begin earlier than usual.  

Influenza vaccination is therefore an important priority this coming autumn to reduce morbidity and 

mortality associated with influenza, and to reduce hospitalisations during a time when the NHS and 

social care may also be managing winter outbreaks of COVID-19.  

CDDFT has now combined the efforts of a potential COVID-19 Booster. It is envisaged that the 

Influenza and COVID-19 booster vaccines will be given by the same time in line with guidance. 
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2.12 IPC ‘Topic of the Month’ : August 2021 MRSA awareness 

Each month the IPC team is focusing on a subject that makes a real difference to IPC related issues 

in clinical practice. 

The objective of this topic was to raise awareness of MRSA issues and promote education by visiting 

the wards and engaging all staff Trust wide. 

The topic was prompted by a recent review of the MRSA bacteraemia cases where some areas of 

concern were identified.  

 Staff were not aware of MRSA status and where to access this information 

 Issues around MRSA protocol 

 Issues around MRSA decolonisation therapy 

 Antibiotic prescribing 

 

The IPC team visited the wards and 

provided the following education and 

support to staff  

 Paper PowerPoint presentation, which 

included explanation of decolonisation 

therapy, MRSA Protocol and how to flag 

MRSA status on Nervecentre. Also 

inappropriate use of antibiotics 

 Posters about the difference between 

being colonised with MRSA and a MRSA 

bacteraemia  

 Posters of MRSA status alert on iSoft 

were provided to be displayed in doctors’ offices 

 Promotion of the Trust screen saver 

 Raising staff awareness of MRSA protocol and care of MRSA patients 

 MRSA quiz 

Staff participated in a quiz where they were rewarded with pens, sweets etc.  It was well received 

throughout the Trust with positive feedback.   As a team we also found it a positive experience 

engaging with the staff on the wards. 
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2.13 Hand Hygiene Compliance  

The results below reflect quarterly observational hand hygiene audits conducted by Care Groups 

throughout 2021.  This report represents a snapshot of events during a 20-minute observational 

period of compliance with the WHO’s ‘5 Moments for Hand Hygiene.’  

Opportunities are recorded and compliance measured against these opportunities. 

Care group Q1 

2021/22 

Q2  

2021/22 

Q3  

2021/22 

Q4  

2021/22 

Integrated Medical Specialties  ↑96%    

Family Health ↕93%    

Community Services  ↑100%    

Surgery ↑98%    

No data for Clinical Specialist Services 

2.14 Outbreaks and Increased Incidences of Infection / Period of Increased Incidence (PII) 

No outbreaks or PII to report 

2.15 Induction & update training 

Infection Prevention and Control training delivered via E learning.   

 Level 1   

Completed by all staff, bank & volunteers (unless compliant at a higher level) is every 3 

years.  31st January 2021 Trust Compliance is 98% 

 Level 2   

Completed by all healthcare workers every year.  31st January 2021 Trust compliance is 

80% 

 

2.16 Perfect ward Infection Control Audits  

All audits conducted using the Perfect Ward application.  

PPE Audits – Ongoing Trust-wide PPE compliance audits involve a 20 minute 

observational period, focussing on the correct technique for donning and doffing and also the 

appropriate use of PPE including the decontaminating of hands at the correct time. During August 

there has been an increase in PPE compliance across the trust. During August both Family Health 

and Community care groups were 100% compliant, IMS 95% compliant and Surgery 97% compliant 

Audits showing 0% compliance indicates ward closed at the time of auditing or audit may have been 

carried out manually.  
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PPE Audits

 

90-100% 80 – 89% 79% and below 
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Commode Audits  

During August 44 inspections were carried out across 40 areas. 

In all cases dirty commodes were brought to the attention of staff and deficiencies were immediately 

rectified.  Areas that were not 100% compliant received immediate feedback and re-audited.  During 

August both Family Health and Community care groups were 100% compliant, IMS 93% compliant 

and Surgery 94% compliant 

Audits showing 0% compliance indicates ward closed at the time of auditing or audit may have been 

carried out manually.  
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2.17  IP&C Assurance framework  

NHS England and Improvement have updated this assurance framework, which essentially sets out 

expected controls to mitigate the risk of transmission of Covid-19, to include a number of new 

requirements. The Trust has updated its assessment of compliance as attached.  

This document captures the strategic response of the Trust to the ongoing risk associated with the 

virus, and as briefing material for the broader discussion on IPC arrangements and strategy included 

on the agenda for this meeting. It is appended in full at Appendix (b).  

3. SERIOUS INCIDENTS (SIs) 

The following section brings to the Trust Board’s attention Serious Incidents (SIs) that have been 

reported to Trust Board for the period July and August 2021. The executive-led Patient Safety Forum 

now meets fortnightly and there is Consultant staff agreement to give assistance and advice regarding 

clinical cases.   

Each serious incident is reviewed by a root-cause analysis panel and actions are developed to try 

and prevent a recurrence.  The Patient Safety Forum is overseeing progress with the investigations 

and delivery of the required actions.  The Forum also reviews the Trust’s compliance with its Duty of 

Candour obligations.  

It was agreed at Trust Board that learning and actions from previously reported serious incidents will 

be formally monitored via Integrated Quality Assurance Committee, a sub-committee of Trust Board. 

3.1 New SIs – not reported to the Trust Board previously  

3.1.1 Ref: 2021 / 15377 - Pressure Damage 

Brief description of incident 

The patient had an old healed pressure ulcer, which was verbally reported but documentation not 

seen upon admission. A Waterlow score of 23 was documented and a Nimbus mattress put in place. 

They were nursed on a standard bed and required oxygen therapy.  A care plan was in place for 

positional changes every 2 hours.  The patient developed a deep tissue injury. 

A safeguarding adult’s referral was made by this gentleman’s care home regarding significant 

pressure damage witnessed following discharge. 

Initial Findings 

On initial review there was no body map completed either on admission or when the wound 

developed. An assessment of risk was not undertaken when the patient skin condition changed or 

when the wound developed and there appears to be no referral to the tissue viability team.    

3.1.2 Ref: 2021 / 15728 Delay in Clinical Review 

Brief description of incident 

The patient had a malignant melanoma diagnosis in May 2018, had their right 4th and 5th toes 

amputated and negative sentinel lymph node biopsy 11th July 2018.  They were originally under a 

consultant who had left the Organisation then was transferred to care of another consultant who has 

also now left.  The patient should have been on follow up 3 monthly for 3 years and then 6 monthly 

for 2 years, however was discharged by second consultant following excision of benign lesion and 

basal cell carcinoma on 18th November 2019.  
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The patient was admitted to the Stroke Ward at UHND on 19th July 2021 following history of right 

sided weakness and left upper limb altered sensation.  A CT has shown large left inguinal lymph node, 

multiple lung nodules, multiple sclerotic bone lesions and MRI head has shown intracranial 

metastases.  Findings given with metastatic malignancy.   

Initial Findings 

Results post biopsy from 11th July 2018 showed malignant melanoma of the right amputated toes and 

no malignancy of the lymph nodes.  The patient was then discussed at an MDT meeting on 30th July 

2018 and had further excision of another 10-20mm. The patient was then reviewed in clinic on 6th 

August 2019 and the decision was made that no further intervention was required. Reviews took place 

in CNS clinics on 18th October 2018 and 17th January 2019 – there was no change to the patient’s 

condition in this time. The patient was then reviewed by a Registrar on 27th August 2019 and was 

listed for excision of the right knee and right medial plantar arch. Surgery was carried out on 27th 

September 2019. On 18th November 2019 a locum Consultant Plastic Surgeon recorded that patient 

was to be discharged and to continue wound management in Plastic Dressing Clinic. The patient 

should have been on follow up 3 monthly for 3 years and then 6 monthly for 2 years. A review is 

underway 

There were no serious incidents reported in August 2021 however incidents continue to be reported 

and reviewed throughout the Trust. Incidents from August may be escalated to an SI following further 

review. 

3.2 NHS NATIONAL PATIENT SAFETY STRATEGY 2021 – PROGRESS UPDATE 

As described in previous Board papers the new National Patient Safety Strategy, and associated 

guidance, comes into force from April 2022. The Patient Safety Team, in collaboration with the Care 

Groups, have a number of pieces of work underway to ensure that the Organisation is progressing 

towards successful implementation of the strategy.  The points below provide high level information 

relating to the work in progress: 

3.2.1 Development of Patient Safety Incident Response Plan (PSIRP) 

The PSIRP sets out how County Durham and Darlington Foundation Trust will seek to learn from 

patient safety incidents reported by staff and patients, their families and carers as part of our work to 

continually improve the quality and safety of the care we provide.  This plan will help us measurably 

improve the efficacy of our local patient safety incident investigations (PSIIs) by: 

a. Refocusing PSII towards a systems approach1 and the rigorous identification of 

interconnected causal factors and systems issues 

b. Focusing on addressing these causal factors and the use of improvement science2 to prevent 

or continuously and measurably reduce repeat patient safety risks and incidents 

c. Transferring the emphasis from the quantity to the quality of PSIIs such that it increases our 

stakeholders’ (notably patients, families, carers and staff) confidence in the improvement of 

patient safety through learning from incidents 

                                                

 

1  The approach is broken down into units to make it easier to understand the complexity, interactive nature and 

interdependence of the various external and internal factors. 

2  “Improvement science is about finding out how to improve and make changes in the most effective way. It is about 

systematically examining the methods and factors that best work to facilitate quality improvement.” Health Foundation (2011) 

https://www.health.org.uk/publications/improvement-science. 
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d. Demonstrating the added value from the above approach. 

The initial draft of the PSIRP has been circulated to Care Group and Corporate ADNs for comment, 

and the final version will progress through the appropriate Trust governance structures for approval. 

3.2.2 Patient Safety Incident Investigation Pilots 

Two incidents are currently being investigated utilising methodology outlined in the Patient Safety 

Strategy.  Evaluation of this pilot will enable the Patient Safety Team to developing processes, 

templates and tool sets that best meet the needs of our patients and staff.  The first of the two 

investigations is complete and the report will now be progressed through Trust governance structures. 

3.2.3 Deteriorating patient Annual report  

The purpose of deteriorating patient and resuscitation report is to provide an overview of the on-going 

work within Co Durham and Darlington NHS Foundation Trust (CDDFT) in relation to deteriorating 

patients and resuscitation.  Key achievements in 2020/21 are a further reduction in cardiac arrest 

incidence for the 9th year, implementation of Paediatric Observation Priority Score and Nervecentre 

in paediatrics, development and implementation of Comfort Observation and the implementation of 

the AKI specialist nurse service. The full report is appended at Appendix (e).  

4. PATIENT EXPERIENCE MEASURES 

4.1 Complaints and PALS 

The Patient Experience Team are exploring ways of undertaking a comprehensive review of each 

care groups’ complaints, PALS and compliments. Where possible, the information will be presented 

using SPC charts.  

 

The total number of formal complaints received into the Patient Experience Team during August 2021 

was 51.  The graphs below show the average number of complaints by quarter and compares the 

number of formal complaints to the number of patient episodes for the whole Trust.   
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We have shown above the total number of complaints each care group has received and below 

calculated this ratio against the number of patient episodes the Trust has had for that reporting month. 

If the figure, when calculated, shows 0.1 it will not show any bar graph data. However, this does not 

mean that a care group has not had any complaints.     
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The cumulative complaint rates by care group for the current year are shown in this graph. 

 

 
 

Below are SPC charts showing the variation in complaints received for each care group.   

Where there is no data shown in the above charts this is 

due to the number of complaints when calculated is below 

1 so when rounded up, the comparison figure is 0. 

There has been no data to show for CDD Service as it has 

always been below 1. 
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Patient Experience Key Performance Indicators – July 2021 

Care Group Acknowled

ged within 

3 days 

 

i.e.: 

4/5:80% 

Responded 

within agreed 

timescale 

i.e.: 9/10:90% 

(excludes 

RCAs) 

Number of 

agreed 

extensions to 

timescale for 

closed 

complaints  

i.e.: 1/10:10% 

 

Number of 

second 

responses 

completed 

Number of 

working days 

to respond 

(average) 

Trust agreed 

standard is 40 

days. 

Longest day to 

respond  

Surgery 

 

14/14 

(100%) 

14/15 (93%) 11/11 (100%) 2 53 CD15023 (147 days) 

Integrated Medical 

Specialties 

 

17/19 (89%) 

 

17/19 (89%) 

 

11/11 (100%) 

 

4 

 

52 

 

CD14752 (160 days) 

Clinical Specialist 

Services 

 

3/3 (100%) 

 

4/4 (100%) 

 

1/2 (50%) 

 

0 

 

48 

 

CD15691 (81 days) 

CDD Community 

Services 

 

7/7 (100%) 

 

6/6 (100%) 

 

 

2/3 (66%) 

 

0 

 

31 

 

CD15647 ( 63 days) 

Family Health 7/7 (100%) 6/6 (100%)* 2/2 (100%)* 0 40* CD15827 (75 days)* 

Corporate 1/1 (100%) No responses No extensions 0 No responses No responses 

Trustwide  49/51 (96%) 47/50 (94%)  27/29 (93%)  6 
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*it has come to light the data shown for Family Health in the above table for July 2021 was incorrect and this 

may show some slight differences when comparing data. 

4.1.2 Complaints performance – August 2021 

The table above outlines that we still request a number of extensions. This is agreed with the patient 

prior to the extension and is subject to the escalation process. The point of escalation is dependent 

on the number of previous extension requests. The main reason for request is the complexity of case. 

Therefore, in the revised policy we will look to increase response times for complex cases in line with 

serious incidents. This was agreed as good practice with the Parliamentary and Health Services 

Ombudsman (PHSO). Please note that figures may change from when last reported.   

 

The below outlines how many extensions have been recorded per care group.  As you can see there 

have been 28 (30 for July 2021) formal complaints in August 2021 which needed to be extended.  

Complex case number, 14752 required an eighth extension, this has now been finalised and is with 

the complainant. 

 

 

4.1.3 Thematic Review 

The top three themes overall, for complaints during August 2021 are shown below, previous month’s 

amount shown in brackets:  

 

 Clinical Treatment – 31 (27) 

 Customer Care – 9 (4) 

 Attitude of staff  -  4 (4) 

   

The below charts show categories by care group which were received during August 2021.   

4.1.4 Clinical Treatment Thematic Analysis 

During August 2021 there have been 31 primary issues within the 51 complaints that relate to Clinical 

Treatment, this is a further slight increase from July 2021 where there was 27.  
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Integrated Medical Specialities  

Within IMS there have been 12 a slight reduction from July 2021 were there was 14.  There were no 

other themes identified from the data.  

 

Surgery  

Within Surgery there have been 8 categories of clinical treatment recorded a slight reduction from 

July 2021 were there was 10. There were no other themes identified from the data extraction. 

 

Family Health  

Within Family Health there have been 4 categories of clinical treatment recorded an increase as there 

were 2 recorded in July 2021. There were no other themes identified from the data extraction. 

 

Clinical Specialist Services 

Within Clinical Specialist Services there have been 2 categories of clinical treatment recorded an 

increase as there were none July 2021. All of these cases were recorded to Radiology at University 

Hospital of North Durham. 

 

CDD Community Services  

Within CDD Community Services there have been 5 category of clinical treatment recorded a large 

increase as there was 1 in July 2021.  There were no themes identified from the data extraction. 

 

Corporate Services 

There was no data recorded for Corporate Services.  

4.1.5  Complaints annual report  

The complaints annual report provides information on complaints received by County Durham and 

Darlington NHS Foundation Trust during the period 1 April 2020 – 31 March 2021. This is a mandated 

requirement under Regulation 18 of the Local Authority Social Services and NHS Complaints 

Regulations 2009. It has been reviewed by Integrated Quality assurance committee. The report can 

be found at Appendix (d).  
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4.2 PALS 

The graph below compares the number of informal patient concerns, managed via PALS, compared 

to the number of patient episodes for the whole Trust as well as individual care groups. The total 

number of informal concerns received into the Patient Experience Team during August 2021 was 110.  

 

 
 

We have shown above the total number of Informal concerns each care group has received and below 

calculated this total against the number of patient episodes the Trust has had for that reporting month. 

If the ratio figures, when calculated shows 0.1 it will not show any bar graph data. However, this does 

not mean that a care group has not had any informal concerns. 

 

 
 

Below are charts showing the number of PALS (Informal) concerns per 1000 bed days over 

the the 12 month period. 
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Below are SPC charts showing the number of PALS (Informal) concerns over the rolling 13 

months. 
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NB: CDD PALS has seen an increase due to the way the PET team are now recording the concerns. Anything other than a request for a 

complaint form is logged as a concern.  

The top three themes for PALS overall, during August 2021 are shown below with the previous month 

amount shown in brackets:   

 Customer Care – 32 (28) 

 Clinical Treatment – 27 (25) 

 Appointments – 26 (28) 
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4.3 Compliments  

There was a total of 636 (July 2021, 483) compliments received in August 2021.  This shows a 

signifigant rise from July 2021 and includes 105 which where recorded by staff through Ulysses. 

 

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)  

The below charts show a breakdown of compliments received by care group/department.    
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4.4 Parliamentary and Health Service Ombudsman (PHSO): August 2021 

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.  There has been no learning identified during August 2021 but all future learning and actions 

will be shared here.  The below chart shows the outcome of all cases reviewed by the Ombudsman.  

You will note there have been limited outcomes during the pandemic however cases have now started 

to be reviewed again.   
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4.5 Friends and Family (FFT) Update – August 2021     

The below chart shows the amount on FFT response over the last three financial years.  As you will 

clearly see there has been a dramatic reduction in the amount of responses that have been received 

since the introduction of the electronic process.  The number is brackets reflects the amount received 

electronically.  
 

Month  19-20 20-21 21-22 

April 5452 214 362 (53) 

May 4385 255 291 (66) 

June 5062 384 622 (66) 

July 5899 600 405 (51) 

August 4893 637 485 (56) 

September 3821 455 (122)  

October 6049 548 (95)  

November 4069 393 (134) 
 

December 4798 336 (134) 
 

January 4282 167 (70)  

February 4235 270 (50)  

March 3732 346 (56) 
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5. PATIENT EXPERIENCE UPDATE   

The below is an update on the service improvement work currently being undertaken in Patient 

Experience. 

 

5.1 NHS Complaints Standards 

Work has continued to get the CDDFT NHS Complaints Standards pilot up and running.  We have 

agreed a date for the pilot to begin and this will be October 1st , 2021.  Integrated Medical Specialties 

and Surgery have agreed to take part in the pilot as the care groups with the highest amount of 

complaints singularly and in collaboration. 

 

Guidance booklets are being pulled together to assist during the pilot and the PHSO are to arrange 

some training sessions.  The next catch up with the PHSO is on 23rd September 2021 and the details 

will then be finalised. 

 

There are some changes needed to the Ulysses Risk Management System and these will be carried 

out in order for pilot start date.  Consideration will also need to be given to future board reports to 

ensure we can provide accurate data while the pilot is running.  The plan is this process change will 

be fully rolled out for 1st April 2022.  A further update with be provided as the pilot progresses. 

 

5.2 Patient Property Task and Finish Group. 

The first meeting for the Task and Finish Group took place on September 16th , 2021 and there was 
a healthy discussion.  There has been a set of objectives agreed and these are listed below. 
 

1. A questionnaire will be sent to each ward to ensure we have a varied opinion, covering the below 
topics:  

 Disclaimer 

 T-SHOP Form 

 Emergency Department Process 

 Radiology Process 

 Deceased Patient Property 

 Discharged Patient Property 

 Disposal of clothing 

 Unclaimed Valuables 
2. Evaluation of responses. 
3. Changes if any agreed. 
4. Policy drafted 
5. Circulated for task and finish group approval 
6. Circulated at Care Group Level 
7. Circulated to IQAC for overall approval 
8. Communicate changes 
9. Evaluation of changes 
10. Close project 
 
The questionnaire is being produced and the questionnaire will be circulated by early next week.  The 

Care Group Governance Teams will help signposting to the wards for early completion. 

 

5.3 Compliment module for Ulysses 

During August there was 636 compliments and 105 were submitted through the learning from 

excellence module of Ulysses.  We are hopeful this continues to rise, but during the embedding phase 

Ite
m

 8
a 

- 
P

at
ie

nt
 S

af
et

y 
&

E
xp

er
ie

nc
e 

R
ep

or
t

Page 196 of 386



 

Trust Board: Patient Safety & experience Report  September 29th, 2021   

 

Noel Scanlon,   47 | Page 

Executive Director of Nursing  

a dual process is place and the Patient Experience Team will still collate them to assist staff.  However 

we will be adding the compliments received in Patient Experience into the Ulysses system so all 

information is in one place and this will allow scheduled reporting to be carried out in the future. 

 

There has been some concerns raised around the onus being placed on staff to record their own 

compliment/thank you into the system and we will continue to monitor this but also work with staff 

during this transition period.  After 3 months the Patient Experience Team will evaluate the process 

and if necessary make changes which align to the findings of the evaluation. 

 

6. VOLUNTEER UPDATE  

Work has begun to ensure the volunteers who assist on ward areas are fully compliant with training, 

this is to allow them to return to their posts.  This is proving a challenge as there are no face to face 

sessions for the volunteers to attend training and some volunteers are struggling with ESR Training.  

Where possible the Patient Experience Team are offering support.  There have been a number of 

volunteers resigned due to difficulties completing the training. 

 

The Hospital Radio Team at University Hospital of North Durham and the Macmillan volunteers have 

been working hard to complete training and are now active in their posts. 

 

The plans to improve the recruitment process for volunteer posts by adding them onto NHS jobs has 

took a step closer.  This will be trialled in the coming months with the Macmillan Information Centre 

posts being advertised once final preparation has been completed with the Trust recruitment team. 

 

7. CHAPLAINCY ANNUAL REPORT  

The chaplaincy has prepared an annual report to describe activity associated with the Chaplaincy 
services during 2020-21 and key developments in the service delivery during this time. The terms 
“unprecedented” and “once in a century” have been used to describe 2020-2021, the backdrop being, 
of course, the Covid 19 pandemic. Against this backdrop it is only right to note that that the chaplaincy 
service not only continued to perform but excelled in performance.  Chaplains remained in post, daily 
on site, unless it became absolutely necessary for them to shield. 
 
Statistics 2020-2021 

 On an average day the chaplains “virtual ward” contains between approximately 40  

 patients has had as many as 55. 

 Approximately 7000 patient visits of which some 3000 were end of life care visits  

 460 Bedside communions, 45% or which were to Catholic patients 

 59 non-Catholic out of hours call-outs  

 Our UHND Catholic chaplain and his community colleagues from the Durham area  responded 
to 68 out of hour’s call-outs, of which 7 were to DMH and 5 to BAH.  

 
The Chaplaincy conducted “occasional” services as follows: 

 15 naming/blessings of babies who had died during pregnancy or shortly after birth;  

 4 service of thanksgiving and blessing following live birth. 

 16 funerals for babies who died before or around the time of their birth.  

 9 adult funerals (of which 4 were non contract funerals) 

 2 blessings of marriage or of relationships 

 Memorial services for babies miscarried or stillborn were pre-recorded and broadcast   
this year: 

 
World faiths 
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 Our Muslim chaplain has greatly enhanced our links with the Muslim community, particularly 
in Darlington.  

 Close links with the local Jehovah’s Witness community continue through their Hospital 
Liaison Committee 

 Prayer rooms and chapels are used daily by members of many different faith groups, and by 
those of no faith.  

 We have been able to supply rosary beads to all patients who request them, having obtained 
these at minimal cost from Crown of Thorns, a small catholic charity. 

 
During the year the business case was developed and approved to align the chaplaincy team with 
The 2015 NHS Chaplaincy Guidelines “Promoting Excellence in Pastoral, Spiritual, and Religious 
care” The purpose was to ensure that were adhering to recommendations for chaplaincy levels in 
acute and community settings. This has meant that we have been able to recruit a Muslim Chaplain 
(only substantive appointment north of the Humber. Non faith Chaplin and appoint Chaplains into all 
of our community hospitals, which has always been a gap in service delivery. We are now looking to 
see how we can impact on the community teams.    
 
The full report is contained at Appendix (c). 
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INTEGRATED QUALITY AND ASSURANCE COMMITTEE –AUGUST 17TH 2021; BOARD MEETING – SEPTEMBER 26TH , 2021 

ITEM 8b ii – INFECTION PREVENTION CONTROL AND ASSURANCE FRAMEWORK 

NHS England and Improvement have updated this assurance framework, which essentially sets out expected controls to mitigate the risk of transmission of 

Covid-19, to include a number of new requirements. The Trust has updated its assessment of compliance as attached.  

This document captures the strategic response of the Trust to the ongoing risk associated with the virus, and as briefing material for the broader discussion 

on IPC arrangements and strategy included on the agenda for this meeting.  

In this document: 

 Yellow highlighted text captures the updates to the framework and the Trust’s response 

 Greyed out sections represent requirements now removed from the framework 

The full document has been reviewed and the text on mitigations and actions has been fully updated for changes which do not relate to new guidance, but 

to improvements in the Trust’s procedures over time and learning from the daily infection control and outbreak review meetings.  

There are a number of new actions identified in the attached, which will be completed in August or September: 

 Review and update, as necessary, of previous assessment of ventilation (September 2021) 

 Further review of compliance following promotion of the need for testing through Gold Command (August 2021) 

 Dementia-friendly floor markers to be installed throughout out main hospitals (September 2021). 

 Reinstate bi-weekly review of the risk log at Gold Command meetings, with weekly escalation of any new risks – now in place. 

 Implementation of the Supporting excellence in infection prevention and control behaviours Implementation Toolkit (August 2021) 

 Ongoing monitoring by ward manager against set layout. 

 

Warren Edge, Senior Associate Director of Assurance and Compliance  

Tom Jacques, AD of Infection Control  

11TH August 2021 
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1. Systems are in place to manage and monitor the prevention and control of infection. These systems use risk assessments and consider the susceptibility of service 
users and any risks posed by their environment and other service users 

Key lines of enquiry  Evidence  Gaps in Assurance  Mitigating Actions  

Systems and processes are in place to ensure : 

Local risk assessments are based on the 
measures as prioritised in the hierarchy 
of controls. The risk assessment needs to 
be documented and communicated to 
staff; 

The Executive Outbreak monitoring meetings, which involve a multi-disciplinary 
team take a situation report at each meeting which is based upon the hierarchy of 
controls and, in effect, results in a dynamic assessment to support-decision-
making and adapt control measures. Any urgent actions are disseminated through 
the Command and Control structure. Records are kept of all information 
considered at each meeting, with quantitative measures supplemented by 
qualitative measures.  
 
Updates which need to be communicated to all staff are communicated through 
the Covid-19 bulletin, through the Command and Control structure and through 
IPC walk-arounds and visits to clinical areas. 
 

None NA 

The documented risk assessment 
includes:  

 a review of the effectiveness of 
the ventilation in the area; 

 operational capacity;  

 prevalence of infection/variants 
of concern in the local area. 

The situation report concerns data on regional prevalence and trends, including 
with respect to variants of concern. Operational capacity is considered with 
respect to the numbers of staff self-isolating. The risk assessment completed by 
the Outbreak Control Group is considered alongside risks arising from operational 
capacity in Tactical Command meetings. These meetings include IPC 
representation so that decision-making on the management of occupational 
capacity takes into account the view of the Outbreak Control Group. 
 
There is a documented assessment of ventilation across the Trust which identified 
no major issues, but this has not been updated and shared for over six months.  

Assessment of ventilation 
effectiveness might not 
be up to date 

Review and update, as 
necessary, of previous 
assessment of 
ventilation (September 
2021) 

triaging and SARS-CoV-2 testing is 
undertaken for all patients either at point 
of admission or as soon as 
possible/practical following admission 
across all the pathways; 

This continues to be the practice for all non-elective and elective patients.  Point 
of care testing is in use in ED and AMU which is followed up with PCR testing. 

None NA 

when an unacceptable risk of 
transmission remains following the risk 
assessment, consideration to the 
extended use of Respiratory Protective 
Equipment RPE for patient care in specific 
situations should be given 

Red, Amber and Green Pathways in place.  Currently all patients in AMU, PAA, 
SAU, Stroke Unit, Cardiac admissions, Trauma admission and Outpatient areas are 
classified as being on the medium-risk (amber) pathway.  Staff are able to wear 
FFP3 masks if they prefer on any pathway.  

None NA 

Ite
m

 8
b 

- 
U

pd
at

e 
to

IP
C

 A
ss

ur
an

ce

Page 200 of 386



 

  IPC Assurance Framework v 1.6  3 

 
There are pathways in place which 
support minimal or avoid patient 
bed/ward transfers for duration of 
admission unless clinically imperative  

Clinical pathways limit the movement of pathways unless clinically imperative, 
with stricter rules on the management of contacts (in situ) introduced from 24th 
December 2020   
 
Plans in place segregate positive patients when identified in ED, on specialty 
wards, using side rooms, where the numbers of Covid-19 patients allow. These 
have been agreed by IPC as providing the most pragmatic use of the bed base and 
management of clinical risk. When numbers increase plans are escalated and 
dedicated Covid-19 wards are opened. Segregation is achieved by using side 
rooms in A&E, pending test results, and then movement of the patient to an 
appropriate side room, or Covid-19 ward. 
 

None N/A 

That on occasions when it is necessary to 
cohort COVID or non-COVID patients, 
reliable application of IPC measures are 
implemented and that any vacated areas 
are cleaned as per guidance.  
 

In times of severe operational pressure, it is accepted that some contacts may 
need to be grouped together; however, this requires consultation and approval 
from IPC. All Patient Flow staff are aware of the need to manage contacts in situ, 
and to close other beds in the same bays, as far as possible. There are now far 
fewer contacts arising.  

None N/A 
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Monitoring of IPC practices, ensuring 
resources are in place to enable 
compliance with IPC practice 

- staff adherence to hand hygiene 
- patients, visitors and staff are 

able to maintain 2 metre social 
& physical distancing in all 
patient care areas, unless staff 
are providing clinical/personal 
care and are wearing 
appropriate PPE;  

- staff social distancing across the 
workplace  

- staff adherence to wearing fluid 
resistant surgical facemasks 
(FRSM) in: a) clinical  b) non-
clinical setting  

Audits are in place, through the IPC team, H&S and IPC walk-arounds and PPE 
safety officer checks. 
 
Only side rooms meet the requirement for 2m social and physical distancing. 
 
All beds have been reviewed and have been rated as red, amber or green, with 
most beds rated as amber. Wards have been provided with charts showing the 
optimum configuration of bed spaces to preserve the maximum distances 
possible. Patients and visitors are requested to wear face masks when moving 
around the ward area. 
 
The Trust has assessed the risk of removing beds to preserve two metre social 
distancing, with the risks arising from the removal of bed capacity. At the present 
time, with high levels of demand pressure on the regional health system, as well 
as the Trust’s hospitals, the balance of risk is in favour of maintaining current bed 
capacity and seeking to adhere to the optimum configurations on each ward.  

None N/A 

Monitoring of staff compliance with 
wearing appropriate PPE, within the 
clinical setting.  

At the moment, this requirement is partly satisfied by self-checks carried out on 
wards using the Perfect Ward Covid-19 module reinforced by PPE audits 
completed by staff in Infection Control 
 
New inspections are being developed in an IPC domain for Perfect Ward, which 
will replace the Covid19 domain and is being rolled out 

None N/A 

consider implementing the role of PPE 
guardians/safety champions to embed 
and encourage best practice 

This was considered but felt that this was not required as compliance is generally 
good. As noted above compliance is monitored locally and by the IPC team with a 
more robust Perfect Ward audit tool, to be used each month, being rolled out.  

None  N/A 

implementation of twice weekly lateral 
flow antigen testing for NHS patient 
facing staff, which include organisational 
systems in place to monitor results and 
staff test and trace 

 Lateral flow testing was introduced with over 4,000 staff taking up the offer.  
From the 5th July, the system changed to staff having to order their own tests 
through the national system 

 Central reporting of results is via the Healthcall app and a retrospective 
review of compliance found – in keeping with wider NHS experience – low 
levels of compliance.  

 Staff test and trace in place 

 Routine monitoring of LFT levels is undertaken via the daily  

Compliance levels are 
low. 
 

Further review of 
compliance following 
promotion of the need 
for testing through 
Gold Command 
(August 2021) 

Additional targeted testing of all NHS 
staff, if your trust has a high nosocomial 
rate, as recommended by your local and 

 The Trust does not have a high nosocomial rate when benchmarked 
regionally and has not been recommended to introduce routine testing of all 
staff by PHE / NHSE/I. 

None N/A 
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regional infection prevention and 
control/Public Health team. 

 This is considered for specific areas with higher rates as part of the regular 
(11.00 a.m.) IPC / Outbreak meetings 

Training in IPC standard infection control 
and transmission-based precautions is 
provided to all staff 

Training provided as part of mandatory training for all staff None N/A 

IPC measures in relation to COVID-19 
should be included in all staff Induction 
and mandatory training 

These are not included in mandatory or induction training, but are covered 
through stand-alone training delivered by the IPC team and PPE safety officers in 
situ, and as part of ward-based local induction.  Compliance is reinforced through 
monthly audits and independent checks. The IPC Team are confident that the 
amount of training and reinforcement is sufficient.   
 

None N/A 

all staff (clinical and non-clinical) are 
trained in putting on and removing PPE; 
know what PPE they should wear for each 
setting and context;  

 Training provided on line 

 Signage in clinical areas indicates the PPE required for that area as well as 
regular communication via the coronavirus bulletin 
 

None N/A 

Staff have access to the PPE that protects 
them for the appropriate setting and 
context as per national guidance 

 PPE has always been accessible and trust has proactively sought alternative 
suppliers e.g. eyewear for staff as necessary. 

 PPE for particular pathways has been determined in accordance with PHE and 
other appropriate guidance and pathways signed off by Gold Command. 

 Facebook Group and Facebook live provide ready mechanisms for staff to 
make comment re PPE in addition to usual channels and where they have 
done so, the Trust has acted on this.  
 

None N/A 

There are visual reminders displayed 
communicating the importance of 
wearing face masks, compliance with 
hand hygiene and maintaining physical 
distance both in and out of the workplace 

 Signage on entry points to premises and at ward / departments to indicate 
required PPE 

 Masks and sanitiser available at all entry points 

 Keep left signage in hospital corridors and social distancing signage in place 

 Reminders in coronavirus bulletin 

 New floor markers to be put in place to provide prominent and visible 
signage 

Ceiling hangers are not 
always immediately 
visible to those using the 
corridors  

Dementia-friendly floor 
markers to be installed 
throughout out main 
hospitals (September 
2021). 

National IPC PHE guidance is regularly 
checked for updates and any changes are 
effectively communicated to staff in a 
timely way  

There is an allocated member of the infection control team that reviews and 
shares IPC PHE updates and submits for inclusion within the coronavirus bulletin. 
 
The updated guidance is available via a link on front page of intranet 
 
Coronavirus bulletin example below which includes any updates to:- 

None N/A 
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CORONAVIRUS STAFF BULLETIN ISSUE 67.msg
 

 
Policies and protocols are updated as required and approved by Gold Command. 
 
A timeline of guidance changes is kept and reported in monthly HCAI report 
 

Changes to PHE guidance are brought to 
the attention of boards and any risks and 
mitigating actions are highlighted  

The NHS is currently operating at Incident Level 3.  In line with this all changes to 
PHE guidance and the implications for the organisation are reviewed and 
approved by Gold Command.  Evidence is held on the hard copy Gold Command 
notes file held by Assurance, Risk and Compliance. 
 
Any risks arising from this are included in GOLD COVID-19 active risk log.  The log 
was reviewed every week / second week by Gold Command during Waves 1 and 2 
of the pandemic and every month by the Trust Board (see below). The log is now 
being refreshed and will be reinstated for Wave 3.  
 

Review of the risk log has 
lapsed during the period 
between the end of the 
second national wave 
(March 2021) and the 
present 

Reinstate bi-weekly 
review of the risk log at 
Gold Command 
meetings, with weekly 
escalation of any new 
risks – now in place. 

Risks are reflected in risk registers and 
the Board Assurance Framework where 
appropriate  

Covid 19 related risks are reflected in the risk register and BAF.  A separate risk log 
will be reinstated to support surge planning via Gold Command from July 2021 

As above  As above. 

Robust IPC risk assessment processes and 
practices are in place for non COVID-19 
infections and pathogens  

Infection control policies are available on the intranet which cover the risk 
assessment processes and practices for non COVID-19 infections as per 
requirements of Health & Social Care Act. The Trust is fully compliant with these 
policies and continues to monitor and report on these infections. These policies 
were in place prior to the Covid-19 pandemic. 
 

None N/A 

that Trust Chief Executive, the Medical 
Director or the Chief Nurse approves and 
personally signs off, all daily data 
submissions via the daily nosocomial 
sitrep. This will ensure the correct and 
accurate measurement and testing of 
patient protocols are activated in a timely 
manner. 

The Trust’s SITREP processes have evolved to be fully automated with data 
parameters used to flag any significant variation of any of the data items, which 
would then be validated with the relevant owners prior to submission. Any 
confirmed significant variation would be escalated to the Director of Performance 
or Chief Operating Officer to obtain sign off.  
 
As new data items have been added to the COVID SITREP, additional monitoring 
has been put in place. For nosocomial transmission rates a report is shared weekly 
with the Director of Nursing and his team for review. It is also included in a weekly 
operational report reported into Gold Command.  
 

None N/A 
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An extract of the COVID sitrep is sent daily (x7) to the Director of Nursing and the 
Lead for Infection Control for review 
 

This Board Assurance Framework is 
reviewed, and evidence of assessments 
are made available and discussed at Trust 
board 

The Board has been updated through the BAF, in line with the usual quarterly 
reporting cycle, throughout the last 12 months and the Board has been updated 
in-between meetings though monthly IPC reports to the Integrated Quality 
Assurance Committee and Director of Nursing reports to the Board as well as 
Covid 19 reports and risk registers 

None N/A 

ensure Trust Board has oversight of 
ongoing outbreaks and action plans 

A monthly HCAI report including this information is presented to the Board, 
together with the Exec Directors report on COVID-19 which includes information 
on outbreaks and actions being taken as relevant  
 

None N/A 

there are check and challenge 
opportunities by the executive/senior 
leadership teams in both clinical and non-
clinical areas 

The exec team including the CEO routinely visit clinical areas including at night and 
ad hoc visits are arranged if concerns are  noted 

None N/A 

 
2. Provide and maintain a clean and appropriate environment in managed premises that facilitates the prevention and control of infections  
 

Key lines of enquiry  Evidence  Gaps in Assurance  Mitigating Actions  

Systems and processes are in place to ensure:  
Designated nursing/medical Teams with 
appropriate training care for and treat 
patients in COVID-19 isolation or cohort areas  

There are specific rotas for designated Covid-19 wards where these are in use. 
Where numbers are lower, and side rooms are used, infection control practice is 
rigorously followed as outlined below.  
 
Staff are appropriately fit tested for use of FFP3 masks, with records maintained. 
 
Staff have access to the donning and doffing training video via a link from front 
page of intranet. 
 
Posters produced and displayed to show appropriate use, donning and doffing of 
PPE. 
 
Infection Control make frequent visits to clinical locations to observe and support 
practice. Clinical leaders (Nursing and Medical Directors and deputies) also carry 
out regular visits although these are less frequent and not explicitly focused on 
compliance with key requirements. 
 

None N/A 
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Perfect Ward audits have been introduced for hand hygiene, PPE, Linen and 
Waste 
 

Designated cleaning teams with appropriate 
training in required techniques and use of 
PPE, are assigned to COVID-19 isolation or 
cohort areas.  

Cleaning procedures have been updated as PPE has guidance changed and all 
procedures have been verified by Infection Prevention and Control (IP&C). All 
procedures when approved and updated are included in COVID-19 
Communication briefings to facilities staff. Hard copies of briefings are placed in 
the Facilities Communication Files. 
 
Staff are appropriately fit tested and a register maintained of tested staff. 
 
All domestic staff are instructed to watch the donning/doffing video with training 
recorded in a signed register. There are laminated posters detailing Red, Amber & 
Green pathways provided to Facilities Staff and displayed in cleaning cupboards. 
 

None N/A 

Decontamination and terminal 
decontamination of isolation rooms or cohort 
areas is carried out in line with PHE and other 
national guidance  

Cleaning procedures have been updated as PHE guidance has changed and all 
procedures verified by IP&C. All procedures when approved result in updates 
being included in the COVID-19 Communications brief. Hard copies of briefings are 
placed in Facilities Communication Files. 
 
All decontamination and terminal decontamination of isolation rooms is carried 
out at the request of clinical teams with out of hours cleans able to be requested 
via Helpdesk. Out of Hours cleaning requests fulfilled are captured in Helpdesk 
reports. 
 
Red and Amber pathways are routinely cleaned using Tristel. 
 

None N/A 

Assurance processes are in place for 
monitoring and sign off terminal cleans as part 
of outbreak management 
 

Cleaning procedures are in place and verified by IPC. 
There is a sign off process to confirm the clean has taken place 

None N/A 

Increased frequency, at least twice daily, of 
cleaning in areas that have higher 
environmental contamination rates as set out 
in the PHE national guidance  

High touch point cleaning increased in all such areas with increased hours in 
circulation areas, corridors, lifts and stairwells. 
Sign off records available for increased high touch points. 

None N/A 

Cleaning is carried out with neutral detergent, 
a chlorine-based disinfectant, in the form of a 
solution at a minimum strength of 1,000ppm 
available chlorine, as per national guidance. If 
an alternative disinfectant is used, the local 

Cleaning procedures have been updated in line with national guidance detailing 
disinfectant cleaning products giving sodium hypochlorite solution of strength 
1000 parts per million available chlorine - Tristel Fuse to be used.   All procedures 
have been verified by IP&C. 
 

None N/A 
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infection prevention and control team (IPCT) 
should be consulted on this to ensure that this 
is effective against enveloped viruses 
 

Manufacturers’ guidance and recommended 
product ‘contact time’ must be followed for all 
cleaning/ disinfectant solutions/products as 
per national guidance 
 

All staff have been trained in the use of cleaning disinfectant products which 
includes contact time for products used 

None N/A 

As per national guidance: 
‘frequently touched’ surfaces, e.g. door/toilet 
handles, patient call bells, over-bed tables and 
bed rails, should be decontaminated at least 
more than twice daily and when known to be 
contaminated with secretions, excretions or 
body fluids 

Cleaning schedules have been updated to reflect the increase in cleaning of high 
touch points.  
 
Laminated sheets with details of touch points have been issued to staff for 
reference. 

None N/A 

Electronic equipment, e.g. mobile phones, 
desk phones, tablets, desktops and keyboards 
should be cleaned at least twice daily 
 

Office cleaning has not been reduced. Individuals are responsible for cleaning of 
their personal equipment and the guidance issued to staff includes the Clean Desk 
Policy containing the requirement to clean equipment twice daily. 
 
For electronic devices the policy states: electronic equipment, including mobile 
phones, desk phones and other communication devices, tablets, desktops, and 
keyboards (particularly where these are used by many people), should be 
decontaminated at least twice daily with 70% ethyl alcohol or product as specified 
by the manufacturer. NB. “Gloves should be removed and hands decontaminated 
before touching equipment”. 

None N/A 

Rooms/areas where PPE is removed must be 
decontaminated, ideally timed to coincide 
with periods immediately after PPE removal 
by groups of staff (at least twice daily) 

Entry stations are at ward entry points and are cleaned as part of the routine 
corridor clean. An additional clean of the donning/doffing area has been added to 
the schedule. The areas are now cleaned twice daily as per the guidance once in 
the a.m. and once in the p.m. 

None N/A 

reusable non-invasive care equipment is 
decontaminated:  

 between each use 

 after blood and/or body fluid 
contamination  

 at regular predefined intervals as 
part of an equipment cleaning 
protocol o before inspection, 
servicing or repair equipment; 

This is standard practice and universal wipes have been introduced to further 
strengthen processes. 

None N/A 
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Linen from possible and confirmed COVID-19 
patients is managed in line with PHE and other 
national guidance and the appropriate 
precautions are taken  

The linen process is managed as per national guidance and in line with Trust 
Policy. 

All appropriate PPE is provided for staff. 

Possible and confirmed Covid-19 linen is handled as infectious. This is referenced 
in the Red & Amber Pathway Cleaning Procedures. 

All linen is tagged with ward and date. 

The Bagging Policy is displayed at ward level. 

Linen and Laundry 
Policy.pdf

COVID-19.pdf

 
 
Perfect Ward Linen inspection has been introduced. 

None N/A 

Single use items are used where possible and 
according to Single Use Policy  

For medical devices, single use devices are not reused within the Trust, policy 
attached outlines  
 

Decontamination of 
Medical Devices.pdf

 
 
The Trust does not use re-useable PPE. 
 
Single use cleaning products and equipment are not reused. 
 

None N/A 

Reusable equipment is appropriately 
decontaminated in line with local and PHE 
national policy and other national guidance 

‘Electronic’ Medical Devices are decontaminated at Ward level by Nursing staff.  
 
For electronic devices the policy states: electronic equipment, including mobile 
phones, desk phones and other communication devices, tablets, desktops, and 
keyboards (particularly where these are used by many people), should be 
decontaminated at least twice daily with 70% ethyl alcohol or product as specified 
by the manufacturer. NB. “Gloves should be removed and hands decontaminated 
before touching equipment”.  
 
Reusable surgical instruments/devices are processed though Sterile Services in  

None N/A  
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line with national guidance.  
 

ensure cleaning standards and frequencies are 
monitored in non-clinical areas with actions in 
place to resolve issues in maintaining a clean 
environment 

Cleanliness monitoring takes place within non-clinical areas. 
Any issues are highlighted at the time of the audit via an auto generated action 
plan 

None N/A 

ensure the dilution of air with good ventilation 
e.g. open windows, in admission and waiting 
areas to assist the dilution of air 

Guidance for non-clinical and staff rooms / similar settings in clinical areas 
requires rooms to be ventilated and time minimised in rooms which cannot be 
ventilated for any reason. The advice of the Authorising Engineer was taken in 
drawing up this policy.  
 
Walk-arounds were undertaken to review natural and mechanical ventilation in all 
clinical areas and results reviewed the Authorising Engineer. 
 

None N/A 

monitor adherence environmental 
decontamination with actions in place to 
mitigate any identified risk 

Cleanliness monitoring takes place within non-clinical areas. 
Any issues are highlighted at the time of the audit via an auto generated action 
plan 

None N/A 

monitor adherence to the decontamination of 
shared equipment with actions in place to 
mitigate any identified risk 

Electronic’ Medical Devices including shared devices are decontaminated at Ward 
level by Nursing staff. 
 
 

None NA 

 
3. Ensure appropriate antimicrobial use to optimise patient outcomes and to reduce the risk of adverse events and antimicrobial resistance  
 

Key lines of enquiry  Evidence  Gaps in Assurance  Mitigating Actions  

Systems and process are in place to ensure:  

Arrangements around antimicrobial 
stewardship are maintained  

The AMT (Antimicrobial Management Team) meets on a bimonthly basis to 
discuss  

 Education 

 Audit results 

 Antibiotic usage 

 Audits 

 New guidance / medication 

 Clinical issues 

 Resistance data 
 

None N/A 

Mandatory reporting requirements are 
adhered to and boards continue to 
maintain oversight  

Antimicrobial stewardship activities are reported through both the DIPC and IPC 
annual reports, with escalation routes as necessary through the Executive Patient 

None N/A 
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Safety and Experience Committee (monthly), and monthly reporting on issues and 
actions for assurance to IQAC and the Board.  
 

 
4. Provide suitable accurate information on infections to service users, their visitors and any person concerned with providing further support or nursing/ medical 
care in a timely fashion  
 

Systems and process are in place to ensure: 

Implementation of national guidance on 
visiting patients in a care setting  

The Trust regularly reviews and implements all national guidance on visiting 
patients in a care setting.  This is discussed and approved by Gold Commandwith 
the latest guidance reported to Board and promulgated throughout the Trust. 
 

None N/A 

Areas in which suspected or confirmed 
COVID-19 patients are where possible 
being treated in areas marked with 
appropriate signage and where 
appropriate with restricted access  

The Trust introduced zoning of wards into Red, Amber and Green.  This was 
subsequently moved to Red, Amber and Green pathways in June 2021.  There is 
signage at the entrance to each ward and a summary of all wards and their 
current status is included in the coronavirus bulletin. 
 
The example below is from 28/06/21 

 

None N/A 
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Information and guidance on COVID-19 is 
available on all Trust websites with easy 
read versions  
 

A link to COVID-19 guidance is available on the front page of the Trust Intranet. 
The Trust-wide Coronavirus bulletin in place 
Posters are produced and in place in key areas of Trust. 
 

None N/A 

Infection status is communicated to the 
receiving organisation or department 
when a possible or confirmed COVID-19 
patient needs to be moved  

The discharge summary automatically pulls through the results COVID 19 
(detected or not detected) and this is sent to the GP, with the patient.  
 
If a patient is being moved internally this information is captured on Nervecentre 
so receiving areas will have access to this information. 
 

None N/A 

There is clearly displayed and written 
information available to prompt patients’ 
visitors and staff to comply with hands, 
face and space advice.  
 

 Posters, masks and sanitiser are available at the entrances to the hospital as 
well as further signage on corridors and in departments 

 Sanistations in place which will provide further reinforcement of these 
messages 

 Coming into hospital guidance, including videos, is in place via the Trust’s 
website, with all of these requirements included.  

 Video on internet site on how to wear masks 

None N/A 
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Implementation of the Supporting 
excellence in infection prevention and 
control behaviours Implementation 
Toolkit has been considered C1116-
supporting-excellence-in-ipc-behaviours-
imp-toolkit.pdf (england.nhs.uk 

 This is currently work in progress within the Infection Prevention and Control 
Team but will be implemented shortly.  

Complete 
implementation of the 
framework  

August 2021 

 
5. Ensure prompt identification of people who have or are at risk of developing an infection so that they receive timely and appropriate treatment to reduce the risk 
of transmitting infection to other people 
 

Systems and processes are in place to ensure:  

screening and triaging of all patients as 
per IPC and NICE Guidance within all 
health and other care facilities must be 
undertaken to enable early recognition of 
COVID-19 cases 

See below for triage arrangements in Outpatients and ED/UTC which are designed 
to identify Covid-19 early.  Patients for elective procedures must test and self-
isolate in line with PHE / IPC guidelines 
 

None N/A 

Front door areas have appropriate 
triaging arrangements in place to cohort 
patients with possible or confirmed 
COVID-19 symptoms and to segregate 
them from non COVID 19 cases to 
minimise the risk of cross-infection as per 
national guidance 

Patients are managed in A&E according to their symptoms (isolation) and rapidly 
screened using Lateral Flow and point of care testing to determine their Covid-19 
status. Pathways are then in place to ensure that they remain isolated using side 
rooms or Covid-19 dedicated wards, based on the numbers of cases being seen.  

None N/A 

staff are aware of agreed template for 
triage questions to ask 

Triage staff in Outpatients are provided with guidelines including the questions to 
ask. The questions are built into Symphony in ED/ UTC.  

None N/A 

triage undertaken by clinical staff who are 
trained and competent in the clinical case 
definition and patient is allocated 
appropriate pathway as soon as possible 

Patients/visitors are greeted at the door and asked re relevant Covid-19 

status/exposure and red list travel. 
 
For Outpatients, staff are a mix of employees from HCA to Registered Nurses but 
all given training into requirements and actions when faced with non-compliant or 
exposed patient/visitor. For ED/UTC, triage is completed by experience nurses 
aware of the clinical case definition.   

None N/A 

Face coverings are used by all outpatients 
and visitors  

This is in place across all sites, all visitors and patients to the hospital are being 
asked to wear the masks provided by the Trust (type IIR) 

None N/A 

individuals who are clinically extremely 
vulnerable from COVID-19 receive 

Segregated elective wards are in place and CEV patients tested and given advice 
on isolation prior to coming into hospital. For non-elective admissions, the Trust 
seeks to use side rooms for Covid-19 cases where numbers or segregated wards. 

None N/A 
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protective IPC measures depending on 
their medical condition and treatment 
whilst receiving healthcare e.g. priority 
for single room isolation; 

All patients are asked to wear masks on wards, with beds spaced to the optimum 
distance and infection control practices followed and audited. The demand on 
side rooms from a range of patient conditions (infections, end of life care, 
capacity-related issues, for example) is too great to facilitate a policy where a CEV 
patient could be prioritised for access to side rooms. Limited capacity is allocated 
based on a hierarchy of risk documented by the Infection Control Team and used 
by Patient Flow. Reliance is placed on segregated pathways and infection control 
practices in place.  
 

face masks are available for all patients 
and they are always advised to wear 
them 

Masks are available at entrances and throughout departments, with clear signage 
advising patients to wear them. Attendees to A&E are asked to pick up a mask and 
wear it at that the point of entry; attendees to Outpatients are asked to wear Type 
IIR masks available at the entrances. 
 

None N/A 

Mask usage is emphasized for suspected 
individuals 

All patients who are suspected of having the infection are asked to wear a mask. 
 

None N/A 

clear advice on the use of face masks is 
provided patients and all inpatients are 
encouraged and supported to use surgical 
facemasks (particularly when moving 
around the ward) providing it is tolerated 
and is not detrimental to their (physical 
or mental) care needs 

All inpatients are asked to wear a mask where they can tolerate them and this 
message is reinforced by staff. However, many of the Trust’s patients are unable 
to easily tolerate masks due to their clinical conditions (even when moving around 
the wards) so this remains a challenge.  
 
 

None N/A 

monitoring of Inpatients’ compliance with 
wearing face masks particularly when 
moving around the ward providing it is 
tolerated and is not detrimental to their 
(physical or mental) care needs 

Staff monitor this locally and will reinforce the need to wear a mask if patients can 
do so clinically, but this is not formally audited. Given the numbers of patients 
who are too clinically unwell to wear a mask, the results would demonstrate the 
challenge above.  

None N/A 

patients, visitors and staff are able to 
maintain 2 metre social & physical 
distancing in all patient care areas; ideally 
segregation should be with separate 
spaces, but there is potential to use 
screens, e.g. to protect reception staff. 

 Beds have been spaced to allow 2m social distancing as far as possible 
(though this is not always achievable for the bed space as a whole) and wards 
provided with laminated cards to illustrate the optimum layout to be adhered 
to. 

 Break rooms and offices have been reviewed for maximum capacity 

 Staff are aware of requirement to maintain 2m social distance unless 
providing clinical care 

 
Pathways require patient segregation using side rooms or dedicated wards. 
Receptions use screens and other measures (markings) in ED, Outpatients and 
main entrances  

Challenge of maintaining 
positions and distancing 
over time e.g. when 
patients move chairs 

Ongoing monitoring by 
ward manager against 
set layout 
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For patients with new-onset symptoms, 
isolation, testing and instigation of 
contact tracing is achieved until proven 
negative 

There is a local protocol for patient placement and flow which clearly articulates 
this principle, which is well understood, embedded and used by Patient Flow. This 
involves testing of patients in A&E and then onward flow to AMU and base wards 
using side rooms where numbers permit, or establishment of segregated areas / 
wards where not. Tactical Command meetings – which include IPC representation 
– make the decision on when triggers are met to move to segregated areas / 
wards.. 
 
 

None N/A 

Patients that test negative but display or 
go on to develop symptoms of COVID-19 
are segregated and promptly re-tested 
and contacts traced promptly 

Included in infection control patient flow protocol inserted above None N/A 

there is evidence of compliance with 
routine patient testing protocols in line 
with Key actions: infection prevention 
and control and testing document  

Compliance with testing is monitored in detail through the daily 11.00 a.m. 
meetings and any deficits in compliance are followed up. 
 
 

None N/A 

Patients that attend for routine 
appointments who display symptoms of 
COVID-19 are managed appropriately  

The process is to ensure no further entry to the department, provide government 
advice on the need to isolate at home for seven days from the onset of symptoms 
(and self-isolation for other household members), and to send home. Advice is 
given to seek support via GOV.UK and 111, and to book testing via pillar two and a 
subsequent clean down of area.  
 
If the patient is very unwell, refer to ED. 
 

None 
 

N/A 

 
6. Systems to ensure that all care workers (including contractors and volunteers) are aware of and discharge their responsibilities in the process of preventing and 
controlling infection  
 

Key lines of enquiry  Evidence  Gaps in Assurance  Mitigating Actions  

Systems and processes are in place to ensure:  

separation of patient pathways and staff 
flow to minimise contact between 
pathways. For example, this could include 
provision of separate entrances/exits (if 
available) or use of one-way 
entrance/exit systems, clear signage, and 
restricted access to communal areas 

Staffing rotas are managed to prevent movement as far as possible and Patient 
Flow are aware of the need to minimise movement of staff working in Covid areas 
into non-Covid areas and vice versa. Management of patient pathways is outlined 
above. There is clear signage indicating walking routes in the main hospitals. There 
is clear signage asking patients attending for Outpatient appointments not to 
enter (as outlined above) if they have symptoms and the elective pathway has 
testing, isolation and screening controls in place in line with NICE/ PHE guidance 
on low and higher risk pathways.  

None N/A 
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all staff (clinical and non- clinical) have 
appropriate training, in line with latest 
PHE and other national guidance to 
ensure their personal safety and working 
environment is safe 

Clinical staff have received training in the correct use of PPE, through podcasts 
and IPC / exec walk arounds and there are audit processes in place, as outlined 
above to monitor adherence to PPE safety, with further education and review if 
audits by IPC identify any non-compliance. 
 
The Covid-19 Workplace Safety Policy sets out requirements for all staff, including 
non-clinical staff, supported by risk assessments, protocols and visual signage and 
a network of local safety champions. The policy follows – and is updated for 
changes in – Government, HSE and PHE guidelines and any evidence of local 
infection or outbreaks results in a follow up visit from IPC or Health and Safety to 
review and reinforce compliance.  
 
 

None N/A 

All staff providing patient care and 
working within in the clinical 
environment are trained in the selection 
and use of PPE appropriate for the clinical 
situation and on how to safely don and 
doff it  

The trust has provided all staff with access to a video to show the correct 
procedure for donning and doffing, this is available on the trust intranet site. 

 
 
There is clear signage at the entrance to each ward to advise staff on the correct 
PPE for that area and posters and other training aids have been issued. The IPC 
team are visible in all clinical areas on a daily basis providing additional advice and 
support as required. Senior Managers (Clinical Leaders, Executives and deputies) 
have also been visible and regularly visited wards to reinforce awareness and 
practice, although this is informal.  
 
 The Perfect Ward IPC Domain audits are being rolled out.  
 

None N/A 

A record of staff training is maintained  There is a record maintained for all staff that have been fit tested for FFP3 masks. 
 

None N/A 

Appropriate arrangements are in place 
that any reuse of PPE in line with the CAS 
alert is properly monitored and managed  

The Trust is not re-using any PPE. 
 
The position with PPE availability is monitored by Gold Command and any 
requirement to re-use PPE would be considered and approved by Gold Command 
ensuring that all appropriate arrangements were in place. If this position changed 
then a process for this  would require approval at Gold command 
 

None N/A 
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Any incidents relating to the re-use of PPE 
are monitored and appropriate action 
taken  

As above, no incidents have been reported. None N/A 

Adherence to PHE national guidance on 
the use of PPE is regularly audited with 
actions in place to mitigate any identified 
risk 

IPC staff and senior clinical colleagues are regularly visible in all clinical areas and 
ensure that PPE is being used in line with the guidance 
 
The Perfect Ward IPC Domain audits are being rolled out.  
 

None N/A 

hygiene facilities (IPC measures) and 
messaging are available for all 
patients/individuals, staff and visitors to 
minimise COVID-19 transmission such as: 

 hand hygiene facilities including 
instructional posters 

  good respiratory hygiene 
measures 

 staff maintain physical distancing 
of 2 metres wherever possible in 
the workplace unless wearing 
PPE as part of direct care 

  staff maintain social distancing 
(2m+) when travelling to work 
(including avoiding car sharing) 
and remind staff to follow public 
health guidance outside of the 
workplace 

 frequent decontamination of 
equipment and environment in 
both clinical and non-clinical 
areas 

  clear visually displayed advice 
on use of face coverings and 
facemasks by 
patients/individuals, visitors and 
by staff in non-patient facing 
areas 

Covered in previous responses – visible signage, sanitiser and mask stations at 
entrances, including walking routes to prevent bottlenecks; signage on social 
distancing and walking routes throughout the Trust’s sites and sanitiser stations 
and hand hygiene facilities 
 
The audit processes and also H&S team walk-arounds review and monitor social 
distancing and the Workplace Safety Policy requires staff to implement controls 
on travelling to work. Car sharing is not banned as staff may otherwise increase 
risk by using public transport or taxis but strict controls e.g. face masks, sitting 
diagonally in the front and back are required.  
 
Decontamination is covered above. 
There is clear signage on the use of / need for face masks by patients and staff 
including in non-patient facing areas.  

None N/A 
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Staff regularly undertake hand hygiene 
and observe standard infection control 
precautions  

Hand hygiene audit process in place as per infection control audit calendar and 
there are monthly local audits through the relevant domains for Perfect Ward 
audits. 

None N/A 

The use of hand dryers should be avoided in 
all clinical areas. Hands should be dried with 
soft, absorbent, disposable paper towels from 
a dispenser which is located close to the sink 
but beyond the risk of splash contamination, 
as per national guidance 

There are no hand dryers used in toilets. Paper towel dispensers are used.  None N/A 

Guidance on hand hygiene, including drying, 
should be clearly displayed in all public toilet 
areas as well as staff areas 

Posters are in place – informal checks on walk-arounds by IPC and senior 
managers and PPE officer audits take place.  

None N/A 

Staff understand the requirements for 
uniform laundering where this is not 
provided for on site  

See section 6.1.2 of inserted policy:- 

Uniform and Dress 
CodePolicy.pdf

 

None N/A 

All staff understand the symptoms of 
COVID-19 and take appropriate action 
(even if experiencing mild symptoms) in 
line with PHE and other national guidance 
if they or a member of their household 
display any of the symptoms.  

There is clear guidance included in the coronavirus bulletin 

Staff guidance.docx

 
 

None N/A 

rapid and continued response through 
ongoing surveillance of rates of infection 
transmission within the local population 
and for hospital/organisation onset cases 
(staff and patients/individuals) 

The frequent Exec IPC meetings review this information and oversee the 
management of outbreaks according to standard IPC practice and PHE guidelines.  
 
Community prevalence is monitored by Gold Command with IPC advice taken and 
protocols modified as considered appropriate. 
 

None N/A 

positive cases identified after admission 
who fit the criteria for investigation 
should trigger a case investigation. Two 
or more positive cases linked in time and 
place trigger an outbreak investigation 
and are reported. 

None N/A 
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robust policies and procedures are in 
place for the identification of and 
management of outbreaks of infection. 
This includes the documented recording 
of outbreak meetings 

None N/A 

 
7. Provide or secure adequate isolation facilities  
 

Key lines of enquiry  Evidence  Gaps in Assurance  Mitigating Actions  

Systems and processes are in place to ensure:  

restricted access between pathways if 
possible, (depending on size of the 
facility, prevalence/incidence rate 
low/high) by other patients/individuals, 
visitors or staff 

As far as possible non-elective pathways are segregated using side rooms and / or 
dedicated Covid-19 wards and the elective pathway is managed, through 
requirements for testing and isolation prior to coming into hospital to maintain 
Covid-clean environments. On shift, the movement of staff is managed to limit 
movement between Covid and non-Covid wards. There are restrictions on visiting 
and requirements for PPE to be worn. 
 

None N/A 

areas/wards are clearly signposted, using 
physical barriers as appropriate to 
patients/individuals and staff understand 
the different risk areas 

Signage at ward entrances that designate the pathway and PPE precautions 
required. There is clear signage on requirements at ED entrance, outpatients, 
diagnostics and theatres areas. 

 

None N/A 
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Patients with suspected or confirmed 
COVID-19 are where possible isolated in 
appropriate facilities or designated areas 
where appropriate  
 

This takes place according to the protocol below 
 

ICT V1.1 infection 
control patient flow during COVID-19 version 4.doc

 

None N/A 

Areas used to cohort patients with 
suspected or confirmed COVID-19 are 
compliant with the environmental 
requirements set out in the current PHE 
national guidance 

The Trust meet the requirements set out in the current PHE guidance. None N/A 

Patients with resistant/alert organisms 
are managed according to local IPC 
guidance, including ensuring appropriate 
patient placement  
 

The Trust continues to manage all resistant / alert organisms in line with existing 
policies 
 

Control and 
Management of Multi Drug Resistant Organisms (ESBL, VRE GRE and MRAB) excluding CPE.pdf

1 - Policy CPE.pdf

 
 
 

None N/A 

 
8. Secure adequate access to laboratory support as appropriate  
 

Key lines of enquiry  Evidence  Gaps in Assurance  Mitigating Actions  

There are systems and processes in place to ensure:  

Testing is undertaken by competent and 
trained individuals  

The Trust has implemented a robust process for the training of staff that are 
undertaking testing. 
 
All staff supporting the drive through testing station have been trained in-house to 
complete nasopharyngeal and oral pharyngeal swabs. This team have supported 
training of staff in inpatient areas. All staff in the drive though station have 
completed a local induction. A local SOP has been developed and approved 
through Gold Command. 
 
The induction checklist, drive through testing SOP and swabbing procedure are 
attached below 
 

None N/A 
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Coronavirus Local 
Induction Checklist for Staff supporting sampling team v1.docx

Drive through SOP 
March 2020 approved version.docx

Respiratory Viral 
Nose and Throat Swab Procedure draft 1 (Autosaved).docx

 
 

Patient and staff COVID-19 testing is 
undertaken promptly and in line with PHE 
and other national guidance  
 

Staff testing is through Occupational Health and the criteria for access is in line 
with PHE guidance and overseen by Occupational Health Consultant. 
 
All non-elective admissions are tested for COVID-19 once the decision to admit is 
made 
 
Elective admissions require testing and isolation in line with PHE and NICE 
guidance 
 

None N/A 

Regular monitoring and reporting of the 
testing turnaround times with focus on 
the time taken from the patient to time 
result is available  

Testing turnaround times are monitored by the laboratory but also by wards, 
Patient Flow and through Tactical Command where delays are escalated.  

None N/A 

regular monitoring and reporting that 
identified cases have been tested and 
reported in line with the testing protocols 
(correctly recorded data) 

Systems are in place to report and monitor compliance through the 11.00 a.m. 
daily meetings. 
 
 

None N/A 

Screening for other potential infections 
takes place  

Screening in place for other potential infections in line with infection control 
policies accessed via intranet 
 
Policy list compliant with Health & Social Care Act 
 

None N/A 

that all emergency patients are tested for 
COVID-19 on admission. 

 This is Trust policy None N/A 

that those inpatients who go on to 
develop symptoms of COVID-19 after 
admission are retested at the point 
symptoms arise 

 This is Trust policy None N/A 

that those emergency admissions who 
test negative on admission are retested 
on day 3 of admission, and again between 
5-7 days post admission 

 This is trust policy, implemented 23rd Dec None N/A 
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that sites with high nosocomial rates 
should consider testing COVID negative 
patients daily 

 This would be considered as part of the outbreak management process None N/A 

that those being discharged to a care 
home are being tested for COVID-19 48 
hours prior to discharge (unless they have 
tested positive within the previous 90 
days) and result is communicated to 
receiving organisation prior to discharge 

 This is trust policy None N/A 

that those being discharged to a care 
facility within their 14 day isolation 
period should be discharged to a 
designated care setting, where they 
should complete their remaining 
isolation.  

 Designated settings are used for Covid-19 cases. 

 The Trust have decided to transfer patients to a community setting until 
isolation period is complete 

None N/A 

that all Elective patients are tested 3 days 
prior to admission and are asked to self-
isolate from the day of their test until the 
day of admission 

 This is trust policy and, in some cases, are requiring 14 day isolation (if CEV) 
with test at 3 days prior to procedure 

None N/A 

 
9. Have and adhere to policies designed for the individual’s care and provider organisations that will help to prevent and control infections  
 

Key lines of enquiry  Evidence  Gaps in Assurance  Mitigating Actions  

Systems and processes are in place to ensure that:  
 

Staff are supported in adhering to all IPC 
policies, including those for other alert 
organisms  
 

A full education programme is in place including mandatory training requirements 
for all staff 
 
Up-take is monitored via Learning & Development 

None N/A 

Any changes to the PHE national guidance 
on PPE are quickly identified and 
effectively communicated to staff  
 

These are included in the coronavirus bulletin and changes highlighted in yellow 
for ease of reading 

None N/A 

All clinical waste and linen/laundry 
related to confirmed or suspected COVID-
19 cases is handled, stored and managed 

The Trust has adopted the NHS I SOP and issued guidance to staff through the 
bulletin that detailed the clinical waste arrangements for each pathway 

None N/A 
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in accordance with current national 
guidance  
 C0140_COVID-19 

Waste Management Guidance SOP.PDF
  

 
Covid-19 waste guidance based on pathways: 
 

 
 

Red Pathway* 

Most waste would be considered potentially infectious and 
should be disposed of via double orange bags or yellow 
sharps containers. Packaging waste outside of patient bays 
can still be disposed of as household waste.*Waste should 
be managed as normal from the clean side of Theatres 
including the use of tiger bags. 

Amber Pathway 

Within covid isolation rooms and cohort bays all waste 
would be deemed infectious clinical waste. In all other areas 
waste should be segregated as per standard procedure for 
the ward. 

Green Pathway  
There should be no change to procedure. Those areas with 
tiger bags should continue to use them as normal. Orange 
clinical waste bags should be used for barrier nursing. 

PPE stock is appropriately stored and 
accessible to staff who require it  

PPE is stored in central stores and a top up system is in place with daily deliveries 
to clinical areas. Daily counts of stock are undertaken with results issued to key 
personnel. Out of hours procedures are in place, for receipt of stocks into the 
stores and to allow Site Coordinators to access stores out of hours and Silver 
Commanders are able to access (via Materials Management) stock records to 
move stocks out of hours to ensure wards have access to what they need. 
  

None N/A 
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10. Have a system in place to manage the occupational health needs and obligations of staff in relation to infection  
 

Key lines of enquiry  Evidence  Gaps in Assurance  Mitigating Actions  

Appropriate systems and processes are in place to ensure:  

Staff in ‘at-risk’ groups are identified and 
managed appropriately including 
ensuring their physical and psychological 
wellbeing is supported  
 

A comprehensive suite of support mechanisms has been developed for all 
colleagues building on existing provision.  The offer includes self-help, listening 
support, counselling support and psychological support.  The offer is a blended 
locally with the national offer. 
 
At risk groups being: 
 
Staff shielding/Isolation 
Daily updates on HR Mobilisation Sheet from information provided by Care 
Groups/Corporates along with daily reporting from ESR/Healthroster regarding 
shielding Information 
 
Actions: 
- Information is included in the bulletin to advise staff on what action to take 

and point them to appropriate guidance 
- The Workforce team are following up with managers about their contact with 

these staff and supplied with contact sheet 
 
Staff absent with stress/anxiety 
Daily updates on HR Mobilisation Sheet from information provided by Care 
Groups/Corporates along with daily reporting from ESR/Healthroster regarding 
absence Information 
 
Actions: 
- Managers asked about their contact with these staff and supplied with 

contact sheet 
- Letters sent to individual staff about support services available 
 

C-19 S10 Wellbeing 

Support letter.docx
 

 
BAME groups 

There are some 
discrepancies in the data 
held for staff who are 
shielding  
 

A cross check of data 
held in ESR, 
Healthroster and local 
data supplied by Care 
groups is conducted 
and managers 
contacted to confirm 
and update the staff 
record. 
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Information identified from ESR 
 
Actions: 
- Information in coronavirus bulletins acknowledging increased risk to these 

staff  
- Letters sent to staff individually 
- Guidance for managers has been produced 
- Managers asked to undertake discussion with these staff and complete a pro 

forma  
- Managers to check whether a referral to OH is needed 

Pro-forma v1.dot BAME non 

disclosure of ethnicity May 2020.pdf

BAME ethnicity 

disclosed May 2020.pdf
 

that risk assessment(s) is (are) 
undertaken and documented for any staff 
members in an at risk or shielding groups, 
including Black, Asian and Minority Ethnic 
and pregnant staff 

 Risk assessments have been required for all staff groups at risk and 
compliance with this has been monitored through Gold Command 

 Risk assessments are currently being reviewed for CEV staff, including BAME 
staff as a subset as appropriate 

Some matters raised in 
risk assessments for CEV 
staff requiring follow up 
and an organisational risk 
assessment is in 
development for CEV 
staff working in clinical 
areas 
 

August 2021  

Staff required to wear FFP reusable 
respirators undergo training that is 
compliant with PHE national guidance 
and a record of this training is maintained 
and held centrally 
 

All staff are required to undertake fit testing of FFP3 masks prior to use in clinical 
settings.  
 
Training records are maintained and are held on ESR 
 
Instructions to attend for fit testing are included in coronavirus bulletin. 
 

None N/A 

staff who carry out fit test training are trained 
and competent to do so 

All staff are trained and expert trainers made available through the DHSC scheme 
are in place. 
 

None N/A 

all staff required to wear an FFP 
respirator have been fit tested for the 
model being used and this should be 
repeated each time a new model is used  

 This  has been done for all changes in models and is recorded in ESR None N/A 
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record of the fit test and result is given to 
and kept by the trainee and centrally 
within the organisation  

 This is recorded on ESR so is accessible by the individual and centrally None N/A 

for those who fail a fit test, there is a record 
given to and held by trainee and centrally 
within the organisation of repeated testing on 
alternative respirators and hoods 

As above None N/A 

for members of staff who fail to be adequately 
fit tested a discussion should be had, 
regarding re deployment opportunities and 
options commensurate with the staff 
members skills and experience and in line with 
nationally agreed algorithm 

As above None N/A 

documented record of this discussion should 
be available for the staff member and held 
centrally within the organisation, as part of 
employment record including occupational 
health 

As above None N/A 

following consideration of reasonable 
adjustments e.g. respiratory hoods, personal 
re-usable FFP3, staff who are unable to pass a 
fit test for an FFP respirator are redeployed 
using the nationally agreed algorithm and a 
record kept in staff members personal 
record and Occupational health service record 

As above None N/A 

boards have a system in place that 
demonstrates how, regarding fit testing, the 
organisation maintains staff safety and 
provides safe care across all care settings. This 
system should include a centrally held record 
of results which is regularly reviewed by the 
board 

Centrally held record – has been reviewed by Executive and Gold Command None N/A 

Consistency in staff allocation  should be  
maintained, reducing movement of staff and 
the cross-over of care pathways between 
planned and elective care pathways and 
urgent and emergency care pathways, as per 
national guidance 

On shift, the movement of staff is managed to limit movement between Covid and 
non-Covid wards. It is not possible to manage the rostering of staff to maintain 
consistency in allocation to Covid and non-Covid wards over longer periods of 
time, as staff may need to be moved to maintain safe staffing or may take up bank 
shifts to support staffing. However, the Trust aims to maintain separate staffing 
for Covid wards as much as possible. Likewise staffing for elective pathways is 
managed to maintain consistent allocation as far as possible.   

None N/A 
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All staff adhere to national guidance on social 
distancing (2 metres) if not wearing a 
facemask and in non-clinical areas 

All staff have been asked to adhere to the national guidance throughout the 
pandemic with reminders issued through the coronavirus bulletin, posters and 
measured markings in shops an restaurant areas 
 
This has been further strengthened through the roll out of the COVID 19 
Workplace Safety Policy  
 

None N/A 

Consideration is given to staggering staff 
breaks to limit the density of healthcare 
workers in specific areas 

This is included in the COVID 19 Workplace Safety Policy The Workplace Safety 
Policy and Guidance are 
still to be issued 

Issue targeted for w/c 
8th June 2020 

health and care settings are COVID-19 
secure workplaces as far as practical, that 
is, that any workplace risk(s) are 
mitigated maximally for everyone 

 The trust have regularly reviewed risk assessments to ensure that non-clinical 
areas meet the requirements set out for a covid secure work place. 

None N/A 

staff are aware of the need to wear 
facemask when moving through COVID-
19 secure areas. 

 Staff are required to wear a mask at all times unless in a single occupancy 
office 

None N/A 

Staff absence and well-being are 
monitored and staff who are self-isolating 
are supported and able to access testing  

The Trust-wide position is monitored daily with information from Care 
Groups/Corporates along with daily reporting from ESR/Healthroster on staff that 
are self-isolating. 
 
The workforce team have followed up with managers regarding  their contact with 
these staff and supplied them with a contact sheet for recordkeeping 
 
Managers have been contacted where staff have been identified as isolating for 
extended period to explore why absence is continuing & what support required.   
 
Staff have access to testing and this can be arranged through the Trust COVID 
hotline.   The details on the criteria and how to access is published in the  
coronavirus bulletin 
 

None N/A 

Staff that test positive have adequate 
information and support to aid their 
recovery and return to work  

Information provided within the test result email provides guidance. Staff have 
access to the Occupational Health Service who provide advice and support.  In 
addition to this the trust have a wide range of resources to support staff during 
this time. Bespoke support will be designed and offered, through the work that 
Workforce are doing to support line managers. 
 

None N/A 
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Your Health and 

Wellbeing - CDDFT.docx
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Chaplaincy offers spiritual, pastoral and religious support to all who use the services 

provided by the Trust or who work for/with the Trust. This is done in a broad and 

inclusive way, with personal support available to all who wish to receive it. Chaplains 

give specific religious care to those individuals requiring it. It is a corporate service 

within the Trust’s nursing directorate.  2020-2021’s budget was £228,935 which 

included a generated income of £418 

The year in prospect: 

The terms “unprecedented” and “once in a century” have been used to describe 

2020-2021, the backdrop being, of course, the Covid 19 pandemic. Against this 

backdrop it is only right to note that that the chaplaincy service not only continued to 

perform but excelled in performance.  Chaplains remained in post, daily on site, 

unless it became absolutely necessary for them to shield.  

In consequence, not only was the value of this remaining reflected in the occasional 

thanks we have received from various individuals – families and staff members – but 

also in the statistics which demonstrate the team’s involvement: 

 Chapel Sunday Services ceased with the onset of the pandemic. They have 
not yet resumed, but there are plans to resume them in June and beyond.  
Socially distanced Friday prayers continued except when this was specifically 
prohibited by government regulation. Attendances varied between 5 and 15.  
 

 Volunteer work ceased with the onset of the pandemic. There are plans to 
reintroduce volunteers in line with the recovery response.  

 

 At DMH chaplains took part in the daily Covid 19 MDT meetings, chaplaincy 
input proving valuable for patient care planning and subsequent chaplaincy 
visiting. UHND chaplains were initially invited to these by a senior respiratory 
consultant but then asked to leave by other consultants present who believed 
chaplains should not be hearing discussions about individual patient. 
Consequently chaplaincy input at UHND was denied many patients who may 
have benefitted from it. 
 
 

 DMH Chaplains took part in recording a “prehabilitation” video in conjunction 
with the MacMillan support team – this is one of a series the Macmillan team 
are producing. 
 
 
 

Chaplaincy Annual Report 
HERE 
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 Baby memorial services went “online” with pre-recorded events broadcast via 
the Trust’s Facebook site on the date and time we would normally have had 
live services. Feedback received was positive.  Other memorial services, 
Christmas carol services and the visits of singing/music groups at Christmas 
were cancelled. 

 

 Approximately 50% of our work this year was dedicated to caring for those 
approaching the end of life. Whilst much of this was the chaplains simply 
“being there,” visiting and sitting with patients during the hardest times when 
families were unable to visit, there were also many occasions of prayer and 
sacramental care with and for those who were dying. This was appreciated by 
families who received reassurance that their loved one was having “what they 
need done for them”” (as one family member put it) at a time when they would 
next be able to be with the deceased at the funeral itself. Coincidentally this 
also demonstrates the wisdom and effectiveness of the Trust’s decision to 
give chaplain’s access to Nervecentre as an alerting medium for end of life 
care patients, and as a place where care provided could be recorded. 
 
 

 Chaplaincy care for the living and the recovering continued of course, again 
with many patients finding great comfort through being able to receive face to 
face prayer, Holy Communion and/or Sacraments of the Sick at a time when 
these were not available in the wider community/church setting. The value of 
such care cannot be overestimated. 
 

 Notwithstanding the above, a significant learning point from pandemic activity 
is that 24/7 availability of chaplaincy services, the importance of what 
chaplains can actually do and their significance to patients and families, still 
needs to be more widely advertised.  At a time when the hospital capacity was 
severely reduced for some 5 months, many patients – including end of life 
care patients - did not have access to chaplaincy services because the 
intensity of their care precluded chaplaincy input. Either they were unable to 
receive visitors who would speak up for them, or owing to the prevailing belief 
among the general population (and some staff) that chaplaincy services had 
been suspended because local clergy weren’t making home visits. 
 
 

 Staff support became more significant as the year wore on. Although some 
wards and  departments had in place very strong strategies to support “their 
own,” chaplains engaged with many more through 1-1 and small group 
conversations, often quite informally, enabling  staff to express their anxieties, 
frustrations, sorrows and joys – and place them into the bigger context. 
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 The biggest change was probably that which took place at Bishop Auckland, 
consequent on the opening of previously closed wards. The chaplain here 
(Dave Etherington) and the RC volunteer (Jeanette Shaughnessy) deserve 
commendation for the way they rose to and managed the challenge despite 
Dave having been in post only a few weeks at the start of the pandemic. 
 
 

 Specialist Roman Catholic care continued: Fr Paul the RC chaplain based at 
UHND, deserves commendation for the extra responsibilities he took on 
alongside Fr Kevin Dixon (one of the community priests in Darlington) to 
provide sacramental care for Catholic patients coming to the end of their life in 
DMH.  Fr Paul’s additional input at BAH was much appreciated too. 
 

 During the year the business case was developed and approved to align the 
chaplaincy team with The 2015 NHS Chaplaincy Guidelines “Promoting 
Excellence in Pastoral, Spiritual, and Religious care” The purpose was to 
ensure that were adhering to recommendations for chaplaincy levels in acute 
and community settings.  

 

In consequence we were able to make several key appointments: 

 Imam Saquib Ahmed: Muslim Chaplain, primarily based in DMH, 7.5hpw. 
Saquib has already demonstrated the importance of this appointment: 
providing end of life care to a number of Muslim patients (and subsequent 
support to their families), presenting a couple of very well received teaching 
sessions to raise awareness or cultural/religious needs; and by providing 
leadership of Friday prayers. It’s worth noting that Saquib is the first 
substantive appointment of a Muslim healthcare Chaplain in an acute 
healthcare trust  north of the Humber 
 

 Jane Dowsett: non faith pastoral support worker, trust wide, 22.5hpw. This 
appointment was made having recognised the growing number of patients 
self-identifying as of no faith.  Jane has been very well received in both UHND 
and DMH, and brings an extra dimension in terms of reflective questioning to 
the team as a whole, in addition to her excellent pastoral care of patients and 
staff. 
 
 

 Jeanette Shaughnessy: chaplain to the Richardson and Sedgefield Hospitals; 
Norma Clee chaplain to Chester le Street Hospital. Bruce Sawyer, chaplain to 
Weardale and Shotley Bridge Hospitals. All are very experienced ministers; 
each has brought their individual style and initiatives to the role; all have been 
very well received by patients and staff.  
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 It remains for us to recruit to a Band 5 assistant/trainee chaplain position in 
the coming months, since this was not possible owing to the pressures of the 
pandemic. ( Now appointed)  

 

The approach we are taken as Trust is being very positively across the sector. The 

changes are seen as development, forward thinking and insightful where the spiritual 

needs of our staff and services are seen as a priority.  

 

Statistics 2020-2021 

 On an average day the chaplains “virtual ward” contains between 
approximately 40 patients has had as many as 55. 

 Approximately 7000 patient visits of which some 3000 were end of life care 
visits  

 460 Bedside communions, 45% or which were to Catholic patients 

 59 non-Catholic out of hours call-outs  

 Our UHND Catholic chaplain and his community colleagues from the Durham 
area responded to 68 out of hour’s call-outs, of which 7 were to DMH and 5 to 
BAH.  
 

We conducted “occasional” services as follows: 

 15 naming/blessings of babies who had died during pregnancy or shortly after 
birth;  

 4 service of thanksgiving and blessing following live birth. 

 16 funerals for babies who died before or around the time of their birth.  

 9 adult funerals (of which 4 were non contract funerals) 

 2 blessings of marriage or of relationships 

 Memorial services for babies miscarried or stillborn were pre-recorded and 
broadcast this year:  

 

Community links 

We continue to maintain links with our respective faith communities. Our Free 

Church colleagues were well supported through the pandemic by their respective 

church authorities. Roman Catholic and Anglican chaplains found church authority 

support less forthcoming.  
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Referrals are received from local churches and faith communities whose members 

find themselves in our hospitals. Because clergy were unable to visit for much of the 

year, referrals increased. 

 

World faiths 

 Our Muslim chaplain has greatly enhanced our links with the Muslim 
community, particularly in Darlington. Introduction of Quran cubes to support 
prayer.  

 Close links with the local Jehovah’s Witness community continue through their 
Hospital Liaison Committee 

 Prayer rooms and chapels are used daily by members of many different faith 
groups, and by those of no faith.  

 We have been able to supply rosary beads to all patients who request them, 
having obtained these at minimal cost from Crown of Thorns, a small catholic 
charity. 

 

Staff support 

 Fr Paul, RC chaplain at UHND, continues as a UNISION representative, 
supporting staff facing work-related and personal difficulties.  

 Kevin Tromans continues as a Freedom to Speak Up ambassador.  
 

Specialist areas 

 A chaplain represents the Trust at the monthly sensitive disposal of human 
tissue at Darlington Crematorium.   

 Dave Etherington is a member of the Trust’s Clinical Ethics Committee 

 Carol Moody continues to be a member of the trust’s organ donation 
committee.  Chaplains have continued to be involved with the palliative care 
teams.  

 Kevin Tromans continues to be part of the End of Life Steering group and 
attends the Director of Nursing’s monthly team meetings. He has also 
continued as the College of Healthcare Chaplains’ national representative to 
NACEL (National Audit of Care at the End of Life) and the AMBITIONS 
partnership...  

 

Education and Development 
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 Chaplains deliver a 45 minute session on Spiritual Care at the end of life 
during the trust-wide End of Life Care training days for nurses and HCAs  

 Chaplains have worked with the Macmillan education team to include a 
Spiritual care section in the Trust’s new online End of Life training course. 

 The trust charity recently approved grants to enable Saquib, Dave and Jane 
to undertake significant externally provided learning to enhance their own skill 
and thereby to help develop further that of the whole team. 

 

 End of Life care 

 Chaplains continue closely involved with patients approaching the end of their 
lives, offering pastoral, spiritual and where appropriate religious support; and 
maintain close working relationships with members of the palliative care 
teams.   

 

Looking to the Future 

 Team and service development 

 We look forward to the further development of chaplaincy in our community 
sites following recent appointments.  

 We look forward to benefitting further from the talents, wisdom and 
experiences our Muslim and non-faith colleagues bring to the team. 

 We look forward to working again with our volunteers, albeit probably with a 
smaller volunteers team.   

 And we look forward to being able to meet again as a team, in person, to 
reflect on experiences and to grow in partnership. 

 

Conclusion 

Chaplaincy/spiritual care remains a key quality component in the provision of holistic 

care. Chaplains remain “compassionate companions” for patients and their families, 

and staff during their healthcare journeys.  

 We continue to add value through: 

 ‘being there’ – un-busy and with time to spend 

 listening  and reflecting impartially,  

 offering support at times of crisis and uncertainty,  

 enabling exploration of big questions (life, death, why, why me),  

 providing (where appropriate) religious and non-religious rites to help 
individuals and groups express their spiritualties and to help meet their 
specific spiritual needs 

 encouraging staff development and reflection 
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 supporting staff as they deal with often complex and challenging situations. 
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Complaints Annual Report 
 

1st April 2020 – 31st March 2021 
 
 

Prepared by Paula Brennan – Patient Experience Manager 
Presented by Jason Cram – Associate Director of Nursing 

Patient Experience Report 
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Executive Summary 
*Previous year’s comparison data in brackets for reference. 

 

Complaints 

 The total number of complaints received by CDDFT have reduced by 25% 

during 2020/2021 cases received were 456 (608).   

 There has been an increase in the percentages of cases for Integrated 

Medical Specialties – 50% (48%) and Family Health – 14% (12%).  Whereas 

Surgery – 21% (28%), CDD and Community Service – 7% (6%) have reduced 

and CDD Services (Corporate) – 2% (2%) remained the same. 

 Locally resolved complaints have reduced by 50% with 22 (44). 

 Formal complaint acknowledgement has reduced to 98% (100%). 

 Formal complaint responded within agreed timescales 96% (95%) 

 Formal complaint number of days to respond 50 (34). 

 5 patient stories have been presented to the Trust. 

 Top three categories clinical treatment, customer care and attitude of staff. 

 There have been 14 (86) local resolution meetings carried out. 

 There have been 7 cases referred to the Ombudsman and 1 response 

received which confirmed there was no further action needed. 

 There were 198 complaint response evaluation questionnaires sent out with a 

return response rate of 32%. 

 

 

PALS 

 There were 1568 (1401) PALS contacts made. 

 604 (359) cases were responded to within 1 day. 

 178 (365) cases were responded to within 5 days. 

 216 (164) cases were responded to within 20 days. 

 88 (107) cases took longer than 20 days to respond. 
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1. Introduction 

This report provides information on complaints received by County Durham and 

Darlington NHS Foundation Trust during the period 1 April 2020 – 31 March 2021. 

This is a mandated requirement under Regulation 18 of the Local Authority Social 

Services and NHS Complaints Regulations 2009. This report is intended to fulfil 

those requirements for the Trust, whilst providing assurances to Trust Board, the 

Commissioners of our services and the population we serve as to the action taken 

regarding complaints and concerns.   

 

2. Complaints Received 

There has been a total of 456 formal complaints received from 1 April 2020 – 31 

March 2021. The figure for 2020/2021 represents a decrease of 25% on the total 

number of complaints received for the year 2019/2020.  This large decrease could 

be aligned to the complaints process being paused during the pandemic. 

 

       
 

2.1. Complaints received Trust-wide  

 

       

Ite
m

 8
d 

- 
C

om
pl

ai
nt

s 
A

nn
ua

l
R

ep
or

t

Page 238 of 386



4 | P a g e  C o m p l a i n t s  A n n u a l  R e p o r t  2 0 2 0 - 2 0 2 1  

 

   

When aligning number of complaints to the amount of bed days, this equates to an 

average of 4 complaints per 1000 patient episodes/month, the same as 2020/2021.  

 

       
 

Statistical analysis indicates that per month complaints numbers are within controlled 

variation over the year.  UCL – Upper Control Limit and LCL – Lower Control Limit. 

 

      
 

 

County Durham and Darlington NHS Foundation Trust incorporates 5 Care Groups 

listed below as well as a Corporate Services. 

 

• CDD Community Services (CDDCS) 

• Integrated Medical Specialities (IMS) 

• Surgery  

• Family Health  

• Clinical Support Services (CSS) 
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2.2. Complaints received by Care Group 

The below chart shows the moving annualised total by care group. 

 

 
 

 

The below charts the amount of formal complaints received by percentage per Care 

Group during 2020-2021.   

 

 
 

The comparison of formal complaints shown by care group percentage is shown 

below, the previous year percentage amount shown brackets for comparison. 

Integrated Medical Specialties – 50% (48%) 

Family Health – 14% (12%) 

Surgery – 21% (28%) 

CDD Community Service – 7% (6%) 
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CSS – 6% (5%) 

CDD Services (Corporate) – 2% (2%) 

 

2.3 Formal Complaint Outcomes 

There were 385 formal complaints closed during 2020 – 2021.  The below charts 

show the outcome of these complaints firstly by amount and then by percentage. 

 

 
 

 
 

2.4 Informal Complaints (Locally resolved) 

Additional information is also collected where possible on informal complaints which 

are resolved by the services without the need of intervention from the Patient 

Experience Team.  This is to ensure that were possible any learning from the 

informal complaints can be utilised to enhance patient experience. 

 

The below chart shows there have been 22 (44) locally resolved cases, a 50% 

reduction from the previous year.    
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3. Performance Monitoring 

The NHS Complaints Regulations 2009 requires CDDFT to acknowledge all 

complaints received within 3 working days of receipt and to provide a full response 

from the Chief Executive Officer or delegated individual within the timescale 

negotiated by the Patient Experience Officer with the Complainant. 

 

3.1 Performance Monitoring April 2020 – March 2021 

Indicators 2019/2020 2020/2021 Outcomes 

Complaints 

resolved locally 

in service 

44 22 Whilst there has been a 50% 

reduction in the amount of locally 

resolved issues.  This could be 

due to lack of reporting into the 

Ulysses Risk Management 

System rather than they didn’t 

occur. 

 

Formal 

complaints 

acknowledged 

within 3 working 

days 

100% 98% There were 9 of the 486 

complaints that were not 

acknowledged within the agreed 

timescales. 

 

Formal 

complaints 

responded to 

within 

negotiated 

timescales. 

95% 96% There were an additional 30 

cases were a resolution missed 

the agreed deadline.  These 

have been omitted from the 

totals as this was due to the 

pause in the complaint process 

during the onset of the 

pandemic. 
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Number of 

working days to 

respond to 

complaints.  

34 50 The Trust aspires is to respond 

to all complaint within 40 working 

days.  

The pandemic has impacted on 

the complaint response times 

during 2020-2021 and this is 

apparent as the average day to 

respond has increased to 50 

from 34. 

 

4. Top 3 areas of complaint received throughout 2020-21   

The departments that were the top three for formal complaints during 2020/2021 are 

shown below.  

1. IMS – Emergency Departments - 83 

2. Surgery - General Surgery - 30 

3. IMS - Acute Medicine – 25 

 

In comparison to the 2019/2020 figures which were 

1. IMS – Emergency Departments - 102 

2. Surgery – General Surgery - 57 

3. IMS – Elderly Acute Care - 32 

 

4.1 Patient Stories 

Over the course of the last year, we have developed five patient stories based on 

complaints received, they are as follows:  

 

October 2020 (CD13774) – Breastfeeding experience 

November 2020 (CD13855) – District Nursing visiting 

January 2021 (CD12174) – Continuation of care 

February 2021 – Ward 41 Compliment 

March 2021 (P15068) – Learning Disabilities 

 

The patient story is used in the context of the wider of the Patient Experience & 

Community Engagement Strategy. When we talk about patient story, we are looking 

at this from a different perspective, whilst not losing the voice of the patient. When 

presenting we are: -  

 

• Looking at wider strategic impact.   

• Use patient voice to highlight patient concerns as part of the review.  

• Providing an analysis of the complaint themes rather than singular issue, therefore 

providing wider organisational context and learning. 
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The patient story produced in January 2021 was captured by videoing the 

complainant discussing her experience, this was well received and described as 

‘powerful’. Further opportunities will be explored to share patient stories in the future. 

 

5. Complaints categorised by the primary issue identified.  

The below chart shows the formal complaints by primary category and it clearly 

shows the top category being clinical treatment, closely followed by customer care 

and finally attitude of staff. 

 

 
 

It is important to note that some complaints may contain more than one issue 

requiring investigation; therefore, complaints have been attributed to the main issue 

identified. On review against PHSO data the Trusts categories of complaint are 

consistent with the complaint pattern nationally.  

 

6. Local Resolution Meetings   

Complainants are always offered the opportunity to contact the Patient Experience 

Officer, if they remain dissatisfied with the response to their complaint. A meeting will 

be offered to the complainant with the investigating officer, head of service and 

relevant clinical staff if appropriate.   

 

During the pandemic local resolution meetings were put on hold as it was not 

possible to carry out face to face meetings due to the lock down restrictions.  In late 

2020 the Patient Experience Team started to carry out meetings using MS Teams 

where the complainant was in agreement.  In total 14 local resolution meetings were 

carried out in 2020/21 and work continues to arrange the outstanding meetings.  
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Care Group Resolved Partly Resolved Unresolved 

Integrated Medical Specialties 2 2 2 

Surgery 1 2 1 

Community Services 1 2 0 

Family Health 1 0 0 

CSS No local resolution meetings required. 

 

7. Parliamentary & Health Service Ombudsman    

The Parliamentary and Health Service Ombudsman (PHSO) is the final stage of the 

NHS complaints procedure. The Ombudsman has responsibility for reviewing 

complaints which are referred and have not been resolved at a Trust level. There 

have been 7 complaints forwarded to the PHSO however, not all of these have 

reached an outcome at the time of the report.  

 

Due to the pandemic the cases that have been referred have not been reviewed or 

responded to by the PHSO and work continues to get through the back log.   

 

There was one case (CD11736) that did have a response during 2020/2021 and in 

this case the Ombudsman decided not to investigate. There has been a further 

reduction in the number of cases reported to the PHSO as part of the final stage of 

the complaints process.  

 

The below chart shows the year on year data. 

 

 
 

8. Evaluation  

During the year 2020-21 the Patient Experience Team has continued to request 

feedback from complainants, following receipt of the formal response to their 

complaint. The next section details all the responses received by question. 
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Response Rate 

The below chart shows a breakdown of the evaluations which have been returned 

and the return response rate. 

 

     
 

Complaint Process Evaluation 

The charts below show each question response quarter and the total for the year. 
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  Question 13 relates to additional comments, these are listed below; 

 It has made the care of other vulnerable people better. 

 We had to change hospital and consultant. 

 Instead of being ignored entirely for 10 months I got looked after immediately.  

Sad that 99% of patients will have to complain just to get adequate treatment. 

 It has made me have a lot of anxiety to attend future appointments.  I get 

scared to ask for help with my illness and this has had a big impact on my 

health      
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Additional comments        

 Still waiting for an appointment to discuss this further. They are saying it is 

taking longer because of staff holidays. 

 I am still awaiting a letter which acknowledges the impact of my complaint on 

me. The letter of explanation did not do that, and I felt the phone call was 

unsatisfactory. 

 There were a few discrepancies in the reply letter I received. It stated that I 

had several times before walked into the eye clinic with no appointment. This 

isn’t true- I've only ever attended with an appointment. 

 The outcome was as reasonable as could be expected. 

 The aftercare from the district nurses was better than I received at the 

hospital. 

 I'm really happy with the work of PALS.  Thank you! 

 I feel the response was not detailed and disappointed in the response really 

but did learn a little.  Have moved the complaint on further. 

 Many of the questions I set out and agreed as part of the investigation were 

not addressed.  I don’t think it is protocol for the complainant to be contacted 

by the subject of the investigation. 

 The response to the complaint was disjointed and not easy to understand.  3-

4 different services making comments without any explanation of the theme 

i.e. prevention of fall and hip fracture.   

 I would like to thank all who took my complaint seriously and I would hate to 

have to go through anything like that again.  It has left me with a fear to see 

any medical professionals I get so upset knowing I have appointments where I 

have cancelled.  I feel I am going to be judged.  I am getting help but not been 

able to attend appointments due to panic attacks; the whole experience left 

me feeling worthless. 

 I complained and was very happy with the way it was dealt with so no reason 

to take it further.  

 

Action from evaluation: 

 The complaint responses template has been reviewed and improvements 

made. 
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 The peer review process for letters have been improved to ensure 

complainants receive robust responses. 

 All letter are now reviewed and signed off by the Trust Chief Executive. 

9. Anonymised complaints  

In order to enhance the quality of the complaint process, Healthwatch review a 

sample of anonymised complaint responses 3 times per year. Feedback is shared 

with the care group lead for consideration. The comments provide a good source of 

assurance and where comments are received, they are taken as constructive to 

improve overall quality of responses. During the pandemic this did not happen as 

frequently as planned, however there was a sample sent for review. 

 

Due to the pandemic this anonymous audit took place once in March 2021, future 

audits will be carried out.  All comments are reviewed at Integrated Quality and 

Governance Committee and Patient Experience Forum.  When this was carried out 

there were no additional comments made and feedback was acknowledged. 

 
Complaint 

Report 

Sample 

Date reviewed 

by 

Healthwatch 

Date 

received at 

Patient 

Experience 

Forum 

Date 

received 

at 

QHcGC / 

IQAC 

Comments Actions 

Ref: 

CD13736IMS 

(Partially 

founded) 

11.03.21 

 

HW 

County 

Durham 

J Catherall 

08.07.21 18.05.21 HW Feedback.  

In point 2 about the 

complainant’s wife’s care 

plan, HW feel that the 

response could have 

gone into more detail and 

be included in the action 

plan, so it was 

documented as an 

action.  

 

 

 

Access to the 

Care Plan 

should have 

been an action.  

 

 

Ref: 

CD13998 – 

Surgery 

(Partially 

founded)   

 

11.03.21  

 

HW County 

Durham – J 

Catherall  

08.07.21 18.05.21 HW Feedback  

 

No issues identified. 

Appropriate response  

 

No actions 

identified  
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10. Equality and Diversity 

Every complainant can expect to be treated fairly and equally regardless of age, 

disability, sex, religion or belief, race or nationality, sexual orientation, gender 

reassignment, pregnancy or maternity, marriage and civil partnership. In accordance 

with equality and diversity legislation (Equality Act 2010), an equality monitoring form 

is forwarded to each complainant with the acknowledgment of their complaint and a 

freepost envelope provided to facilitate its return.   

 

Complainants are advised it is entirely voluntary to complete and return the form and 

it is emphasised the information received is anonymous and will be treated in the 

strictest of confidence.  Throughout 2020/21 responses were received from 199 

complainants which is a response rate of 33%. The data received compares with the 

Annual Population Estimate (APE 2009) for County Durham and Darlington.  

 

The following graphs give an overview of the results received for complaints. 
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11. Lessons Learned   

CDDFT seeks to learn from all complaints and to make improvements to services. 

Complaints are valued as an important source of information and feedback at the 

conclusion of an investigation action plans are produced identifying service 

improvements, the remedial action to be taken and timescales for implementation. 

All action plans prepared as a result of a complaint are shared with the complainant.   

 

As a result of complaint investigations during the year, a number of improvements 

and changes to services have been made. The following are examples of learning 

and actions resulting from complaints.  

 

Family Health 

CD13246: Issue - Consultant unaware of new gynaecology symptom. 

Action - Pre-operative assessment nurses to inform consultant of any new 

gynaecology symptom disclosed during assessment.  

 

CD13805: Issue - General anaesthetic option for Miscarriage management not 

offered to patient. 

Action - All patients to be offered all options for miscarriage management. 

 

CD13504: Issue - Appointments not identified and cancelled on receipt of 

patient’s telephone call to inform us of her pregnancy loss. 

Action- Process and pathway discussed and revisited with all staff members, 

checklist system implemented. 
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Community Services 

CD13565: Issue - Staff not completing assessment appropriately  

Action - Actions in place to ensure these staff are not allocated complex visits, on 

this occasion we feel the team were misguided and fixed on the crisis being a social 

need. This will be addressed by further training in crisis management and reiteration 

of roles and responsibilities of staff attending crisis calls.  This will include recording 

of clinical observations. 

 

CD13197: Issue - Patient waited too long from his referral to being seen by the 

Osteoporosis service. 

Action: Vacancies within the service have been now been filled and the team are 

working hard to reduce the waiting list so that patients are seen within 4 weeks of 

referral. 

 

Integrated Medical Specialties 

CD13864  

Issue: Patient given incorrect advice regarding removing a splint and moving his 

digits – this was later found to be wrong and now has a longer recovery period. 

Also felt the practitioner’s manner abrupt 

Actions: Specialist Nurse Practitioner has since completed an E-learning programme 

on communicating with compassion, Specialist Nurse Practitioner has access to the 

British Society for Surgery to the Hand, Nice Guidelines and in-house training and 

Team leads to share in clinical governance and team meetings to ensure learning 

from this event. 

 

CD13617  

Issue: Patient feels condition was mismanaged which resulted in a further 

attendance in the unit and a third visit to another hospital for treatment.  

Also feel staff communication poor. 

Action: Patient to be invited to attend staff training sessions to talk through her 

patient story once pandemic restrictions allow this to raise awareness of her journey 

and when intervention could have improved the experience. 

 

Surgery 

CD12174:  

Issue: This related to a breakdown in continuation of care including communication 

problems. 

Action: Orthopaedics - Orthopaedic Service to ensure Mrs Harland is copied into 

clinic letters going forward.  MSK – Tier 2 Physiotherapy - The Physiotherapy 

Department is to review its policy on sending patients copies of letters.  Staff were 

asked to reflect on the complainant’s journey and the case was used for a patient 

story where a video was produced. 
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Clinical Support Services 

CD14539: 

Issue: A same-gender chaperone was not offered to the patient during an intimate 

examination and disposable drinking cups were not available during the 

appointment. 

Action: Staff have been reminded that patients should always be given this option, 

appointment letters will be revised to include information to patients on how to 

request a same-gender chaperone for intimate examinations and the weekly supply 

of disposable cups has now been increased for the Radiology Department. 

 

12. PALS   

As well as processing and co-ordinating all formal complaints, the Patient 

Experience Team manage all concerns and information requests from colleagues, 

patients, relatives and carers.  In 2020-2021 we received 1568 contacts which is an 

increase in the number received in 2019-2020 (1401).  

 

CDDFT received a total of 1568 PALS contacts from 1 April 2019 – 31 March 2020, 

the chart below shows this by each quarter.   

 

 
PALS Response times 
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The two below charts show a breakdown of PALS response times by firstly number 

and also percentage with a comparison of the previous year. 
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PALS received in per Care Group  

The below shows the number of PALS per group broken down by PALS and 

information requests. 

 

  
 

 

The Executive Patient Safety & Experience Committee is requested to: 

• Decide if this report provides sufficient information and assurance, and; 

• Decide if any further information and/or actions are required. 
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1. Introduction 
The purpose of this report is to provide an overview of the on-going work within Co Durham and 

Darlington NHS Foundation Trust (CDDFT) in relation to deteriorating patients and resuscitation.  The 

report outlines key achievements, data, performance and outcomes in relation to this vulnerable patient 

group throughout 2020/21 

2. Key Achievements in 2020/21 

2.1 Reduction of Cardiac Arrest Incidence per 1000 bed days for a ninth year 

The incidence of cardiac arrest per thousand bed days has reduced from 0.7 in 2012/13 to 0.31 in 

2020/21 which is a reduction in incidence of 56% over 9 years, and an 11% reduction from 2019-20 to 

2020-21. 

In 2020/21 the Covid 19 pandemic resulted in reduced admissions which has had an impact on the 

cardiac arrest per 1000 admission data for 2020/21 (the denominator is smaller).  Our position has 

slightly increased to 0.86 (from 0.85 the previous year). 

2.2 Standardising the Paediatric Resuscitation Trolleys 

A new paediatric resuscitation trolley has been introduced trust wide.  This safety initiative has been 

introduced to standardise paediatric equipment and medications to help prevent incidents relating to 

human factors. 

2.3 Paediatric Observation Priority Score (POPS) in Nerve Centre 

In December 2020 The Special Projects Team introduced e-observations and e-handover in 

Paediatrics. This has been successfully implemented in both UHND and DMH paediatric wards.  

2.4 Comfort observations in Nerve Centre 

Comfort observations are a set of measures used to help identify uncontrolled end of life symptoms, 

alongside a corresponding escalation process and decision support.  This has been fully developed in 

Nerve Centre, working like any of the other observations such as NEWS or POPS, and is being utilised 

Trust wide. This is an innovation developed at CDDFT and has already been shared with other 

Organisations. 

2.5 Acute Kidney Injury Specialist Nurse Service 

In July 2020 the AKI and Renal Specialist Nurse Service was introduced at CDDFT. In addition to the 

Specialist Nurse Service we have also secured a Service Level Agreement (SLA) with South Tyneside 

and Sunderland Foundation Trust to ensure there is Renal Consultation available twice weekly at 

UHND. It is hoped that a similar SLA can be agreed with South Tees soon. 

Since commencing the service in September 2020 data relating to the performance of the team has 

been extracted from Nerve centre demonstrating the following: 

 354 patients reviewed by the Service between September 2020 and March 2021. 

 38 patients were transferred to a tertiary Renal Unit. 

 50 patients were recognised as reaching ‘end of life’ and appropriate plans initiated. 

 67% of patients reviewed had a ‘pre renal’ cause. 

 40% of patients had a NEWS score between 0-2 at referral. 
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The team have also networked regionally and nationally to create links with other AKI and renal 

services, with the ambition of learning and developing a greater understanding of how other trusts 

perform and further enhancing practice at CDDFT. 

Recently the team presented their journey at the North East Renal conference, presenting the 

experience and work of the service to date. The feedback from the conference described CDDFTs 

service as a real ‘triumph’.  

The next 12 months will be focused on resuming the AKI audit programme and a focused quality 

improvement project regarding hydration and AKI risk stratification.  

2.6 Teams Response during the COVID-19 Pandemic 

Each team under the direction of the Early Detection & Resuscitation Lead Nurse have supported 

frontline services during the pandemic.  A breakdown of this is described below. 

Special Projects Team (Digital Specialist Nurse Service) 

1 x Senior Sister, Redeployed to a COVID Ward for almost six months 

1x Charge Nurse, Redeployed to a COVID Ward at DMH for six months (he also ‘stepped up’ to 

manage the ward for three months during the same period) 

1x Assistant Practitioner, Redeployed to the Advanced Nurse Practitioners at BAH, supporting the 

increased acuity and workload out of hours (mainly covering night duties) 

Cardiac Arrest Prevention Team 

1x Senior Sister, Redeployed to a resilience ward at BAH for 4 months, during the first wave she was 

redeployed to ED. 

1x Sister (2 staff), Redeployed to support the Acute Intervention Team for 6 months. 

0.8 Assistant Practitioner, Redeployed to support the Acute Intervention Team for 6 months. 

1x Assistant Practitioner, Redeployed to a resilience ward at BAH for 4 months, during the first wave 

she was redeployed to BAH Advanced Nurse Practitioner Service. 

Acute Intervention Team 

This frontline service remained the emergency clinical response team at BAH, DMH and UHND.  

During increased times of pressure during the pandemic, members of the teams have worked 

additional hours and cancelled annual leave to increase the number of staff on duty. Both Senior 

Sisters for the AIT worked clinically as Advanced Nurse Practitioners at BAH. 

The Clinical Matron for these services and the Lead Nurse supported both DMH and BAH as Site 

Matrons during the 1st wave.  They remain on the Senior Nurse weekend rota in addition to their usual 

roles.  
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3. Organisational chart 
The structure is as follows: 

 

4. Reporting Line to Trust Board 
The Cardiac Arrest Prevention (CAP) Team, Acute Kidney Injury Service, Special Projects and 

Acute Intervention (AI) Teams all report into Resuscitation and Deteriorating Patient Committee, 

the minutes of which are submitted to Clinical Effectiveness which in turn reports into IQAC, a sub-

committee of the Trust Board. Any matters for escalation are taken through this route.  The 

committee is chaired by the Deputy Medical Director for Clinical Standards, Patient Safety and 

Governance. 
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5. Emergency Calls for 2020/21 
Data relating to all emergency calls is collected throughout the year by the Acute Intervention Team.  To ensure data accuracy, the CAP Team contact 

switchboard daily to check the call logs. Section 5 of this report provides information relating to the emergency calls within CDDFT. 

5.1 Emergency Calls by Month 2020-21 

  April May June July Aug Sept Oct Nov Dec Jan Feb Mar 

Cardiac Arrest 
ROSC 

1 0 3 3 5 1 1 0 3 0 1 1 

Cardiac Arrest 
Died 

2 5 1 2 2 4 6 6 7 5 5 1 

False Call 13 9 8 7 9 15 18 11 17 15 10 15 

Obstetric 
Emergency 

15 16 10 8 9 13 14 12 9 9 13 12 

Paediatric 
Emergency 

6 11 7 12 7 13 14 10 7 5 4 9 

Trauma Call 1 2 1 3 0 5 0 0 1 1 0 1 

ED/ITU cardiac 
arrest 

1 1 0 0 0 1 1 0 0 4 0 1 

Neonatal 0 2 8 2 5 4 2 8 4 2 2 0 

Medical 
Emergency 

167 180 130 161 175 239 217 272 306 357 239 235 

Total 218 233 164 194 205 289 265 323 349 402 269 278 

2020/21 Total 293 313 314 296 302 277 289 311 346 329 286 261 
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5.2 Cardiac Arrest Timing 

 

This section of the report presents when cardiac arrests occur, and examines if there are any issues 

warranting more detailed examination in 2020/2021. 

 

5.2.1 Cardiac Arrests by Day of the Week 

The highest number of cardiac arrests occur on a Friday (n13) and the lowest numbers are on a Saturday 

(n6).  No particular patterns were identified.   This shows no variation compared to 2019-20. 

  Mon Tues Wed Thurs Fri Sat Sun 

Total 7 9 12 11 13 6 7 

Cardiac Arrest Died 5 7 8 9 10 2 5 

Cardiac Arrest ROSC 2 2 4 2 3 4 2 

Survival to Discharge 0 0 2 0 2 0 1 

Survival to Discharge as a 
Percentage of cardiac arrests on 

day of the week 
0% 0% 17% 0% 15% 0% 14% 

Survival to Discharge as a 
Percentage of all cardiac arrests 

(65) 
0% 0% 3.1% 0% 3% 0% 1.5% 

 

 

 

 5.2.2 Cardiac Arrest by Time of Day 

More cardiac arrests occur out of hours, between the hours of 8pm to 8am Monday to Friday and 

weekends (n45), than in-hours. This equates to 69% of total cardiac arrests in 2020-21. This is an 

increase of 5% in comparison to 2019-20. 
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6. Cardiac Arrest Incidence  

6.1 Incidence per 1000 bed days  

 

 

The incidence has reduced from 0.7 in 2012/13 to 0.31 in 2020/21 which is a reduction in incidence of 56% in 

9 years. Whilst we are very proud of this as an Organisation we are currently unable to benchmark ourselves 

against other Organisations as we are the only Trust, that we are aware of, that collects cardiac arrest data as 

robustly as we do.   

 

 

 

 

 

 

 

 

 

 

 

Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21

CDDFT 0.25 0.35 0.28 0.3 0.4 0.29 0.38 0.32 0.52 0.25 0.27 0.1

Medical Intermediate Specialities

Surgery

Community Services

Specialist Services

Family Health

DMH 0.79 0.64 0.18 0.29 0.31 0.31 0.28 0.41 0.39 0.27 0.44 0.00

UHND 0.00 0.28 0.31 0.27 0.61 0.24 0.35 0.34 0.69 0.33 0.23 0.22

Year to Date 0.25 0.30 0.29 0.29 0.32 0.31 0.32 0.32 0.36 0.34 0.34 0.31

2019-20 0.35 0.48 0.34 0.30 0.33 0.31 0.29 0.30 0.31 0.32 0.35 0.35

Threshold 0.36 0.36 0.36 0.36 0.36 0.36 0.36 0.36 0.36 0.36 0.36 0.36
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6.2 Incidence per 1000 Admissions 

In 2020/21 the Covid 19 pandemic resulted in a reduced number of admissions, which has had an impact on 

the cardiac arrest per 1000 admission data for 2020/21 as the denominator is now smaller.  In 2020/21 we 

have witnessed a very small increase in incidence per 1000 admissions from 0.85 in 19/20 to 0.86 in 2020/21.  

This is the first time we have seen an increase since the data collection began in 2012. 

 

 

 

 

 

 

 

 

 

 

 

 

Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21

Trust 0.93 0.99 0.55 0.65 1.08 0.72 0.98 0.87 1.45 0.74 0.88 0.25

DMH 1.95 0.86 0.39 0.67 0.67 0.64 0.59 0.95 1.22 0.65 1.3 0

BAH 0 0 1.76 1.62 0 1.37 1.13 0 0 0 0 0

UHND 0 1.11 0.69 0.59 1.44 1.32 1.06 0.8 1.67 0.81 0.54 0.45

Target 0.85 0.85 0.85 0.85 0.85 0.85 0.85 0.85 0.85 0.85 0.85 0.85

Year to Date 0.93 0.97 0.81 0.76 0.84 0.82 0.89 0.89 0.96 0.93 0.93 0.86

2019-20 0.8 1.41 0.46 0.43 1.01 0.41 0.53 0.71 1.19 1.02 1.57 1.05
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6.3 Cardiac Arrest Incidence 

  
 
2012/13 
 

 
2013/14 
 

 
2014/15 
 

 
2015/16 
 

 
2016/17 
 

 
2017/18 
 

 
2018/19 
 

 
2019/20 
 

 
2020/21 
 

Incidence of Cardiac 
arrest / 1000 bed 

days 
0.7 0.6 0.56 0.55 0.48 0.41 

 
0.40 

 
0.35 0.31 

Incidence of Cardiac 
arrest / 1000 
admissions 

1.62 1.34 1.26 1.19 1.02 1.02 0.95 0.85 0.86 

 

 

 

The graphs below demonstrate the incidence by site: 

DMH per 1000 admissions 
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DMH per 1000 bed days 

 

UHND per 1000 admissions: 

 

UHND per 1000 bed days: 
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7 Cardiac Arrest Reviews 

7.1 Failure to Rescue in Cardiac Arrests 

On a monthly basis the CAP team categorise some cardiac arrests as a potential failure to rescue pending a 

full review. On completion of a full case review it is often felt that the case may not be a failure to rescue 

however there may be other learning. The following categories are utliised: 

• Confirmed failure to rescue 

• failure to recognise clinical deterioration 

• failure to communicate and escalate concerns 

• failure to physically assess the patient 

• failure to diagnose and treat appropriately 

• failure to palliate 

 

Below is a table of Potential Failure to Rescue Cases in 2020/21: 

 
There were two cardiac arrests that were confirmed failure to rescue incidents, these have been  

investigated using the Trust Serious Incident framework. 

 

7.2 DNACPR Cases from Cardiac Arrests 

The CAP team continute to work collaboratively with the Palliative Care Consultants, and all cases 
that the team consider would have been appropriate for a DNACPR decision are reviewed by one 
of the consultants. Following this review one of the CAP team or  the Palliative Care Consultants, 
feedback to the Care Group either by direct conversation or via monthly reports.  This is with the 
goal of improving decision making and end of life converstaions ultimately improving patient care 
and experience.  32% of all cardiac arrests in CDDFT were considered as an innappropriate 
resuscitation attempt. This is a decrease of 3% compared to the previous year. 
 

  

Potential 
DNACPR 

Confirmed 
DNACPR 

Nil Found on 
Peer Review 

Integrated Medical Specialities  22 20 2 

Surgery 2 1 1 

Community Services 0 0 0 

Family Health 0 0 0 

Clinical Specialist Services 0 0 0 

Other (Dialysis) 0 0 0 

Total 24 21 3 
 

 
 
 
 
 
 
 
 
 

Potential 

failure to 

rescue

Confirmed 

Failure to 

rescue

Failure to 

recognise 

clinical 

deterioration
Failure to 

Palliate

Failure to 

communicate 

and escalate 

concerns

Failure to 

physically 

assess the 

patient

Failure to 

diagnose and 

treat 

appropriately

Multiple 

failings 

identified Closed as nil

IMS 5 1 0 1 0 0 0 0 2

Surgery 1 1 0 0 0 0 0 0 0

Community Services 0 0 0 0 0 0 0 0 0

Family Health 1 0 0 0 0 0 0 0 1

Specialist Services 0 0 0 0 0 0 0 0 0

Total 7 2 0 1 0 0 0 0 3
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7.3 Survival to Discharge 

 

Survival to discharge is reported as being 23.9% nationally in 2019/2020. In 2020/21 CDDFT survival to 

discharge is 7.7%, a reduction compared to previous years. 
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8 Nervecentre 

8.1 Executive Summary  

This section of the report contains pertinent information relating to the deteriorating patient held within 

Nervecentre.  This will include: 

- Detailed breakdown of physiological observation recording and escalation performance; 

- Detailed breakdown of tasks and Hospital At Night Management; 

- Breakdown of information relating to sepsis clinical rules. 

- Breakdown of care group performance is separate reports 

In 2020 

- 1,558,518 sets of observations were recorded in 2020/21 generating an accurate National Early 

Warning Score; 

- The % of overdue observation recordings was at 28.23% a small increase of 0.13% compared to the 

previous year. The agreed threshold is 25%. 

- 159,224 tasks sent to and actioned by the out of hours service at UHND & DMH; 

- The trend of task allocation has decreased for junior doctors and increased for the AI team; 

- There were 43,920 positive sepsis screens in 2020/21 (a decrease of 9674 from 2019-20), this equates 

to 4.55% of all observations recorded (a decrease of 0.9% from 2020-21). 

- 59.33% of the first sepsis ‘infection’ questions were answered within 20 minutes by a Registered Nurse 

with a threshold of 80%; 

 

8.2  Key achievements in 2020/21 

 

8.2.1 The Digital Specialist Nurse Service  

The former Special Projects Team has been renamed in 2021 and are called ‘The Digital Specialist 

Nurse Service (DSNS)’. The rationale for changing the name was to update the team’s purpose in 

relation to the Digital nursing support that they deliver. With the ongoing Nervecentre developments, 

and planning for EPR, the team will be expanding also to facilitate on-going support of the new EPR 

and CDDFTs Digital strategy. The DSNS team will continue to support and offer training opportunities 

to sustain Nervecentre up until the implementation of EPR in Spring 2022 ensuring that staff have 

appropriate training and access. 

 

8.2.2 Introduction of a new and more robust handheld device throughout CDDFT 

Since March 2020 300 Zebra Android devices were distributed to acute sites in CDDFT. The Zebra 

devices were greeted with positivity in view that many areas were lacking mobile devices to use 

Nervecentre. These devices have proven to be more robust and staff favour their use due to their 

easy non cabled charging capability and the speed in which the zebra allows nervecentre to be 

navigated. These devices have also been described as a clinical medical device, in comparison to 

previous use of Samsung devices which replicate a mobile phone. There is a deployment plan in 

place for 2021/22 to deploy a further 700+ Zebra devices into clinical use, initially supporting the use 

of Nervecentre and in the future CDDFTs EPR.  

 

8.2.3 Design, scope, build and implement comfort observations 

The use of comfort observations has been implemented Trust wide and has been of huge value to the 

clinical staff providing them with decision support and the ability to record, acknowledge and escalate 

uncontrolled end of life symptoms.  Ultimately the goal is to provide improved patient care for patients 

who are at the end of their lives. Recent audit data collected from clinical staff using the observation 
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module showed overwhelmingly support for the use of comfort observations, with 87% of the 

respondents agreeing the module enhances patient care. Further developments will be discussed 

regarding how comfort observations can be used alongside physiological observations for patients 

who are ‘not for met calls’. 

8.2.4 Implement and introduce paediatric electronic observations (Using POPS) 

In December 2020 The Special Projects Team introduced Nervecentre use to paediatric staff, to allow 

the recording and escalation of paediatric observations and the use of handover functions in the 

system. This has been successfully rolled out in both UHND and DMH paediatric wards. The roll out 

was met with very little resistance, and staff have adapted well following on from a robust training 

programme. Continued developments are supporting paediatrics with the use of Nervecentre 

Handover in Neo-Natal Care and plans are in place to improve the use of fluid balance in the system 

in paediatric areas.  

8.2.5 Data Collection for Junior Doctors 

Numerous audits have been performed to improve Nervecentre use, and monitor logins, within the 

Junior Doctors workforce. In certain wards areas Junior Doctors are still reluctant to login to their 

handsets during working day, and prefer to only use handsets out of hours. Work will be continued on 

all sites by DSNS, holding drop in sessions commencing on monthly basis enabling all grades of 

Medical staff to participate in discussions on a one to one basis away from their working area. 

Additionally the training and induction syllabus are undergoing review, to raise awareness of potential 

clinical risks if staff are not logged into Nervecentre. This work is also being escalated into the EPR 

programme to ensure lessons learned in nervecentre are considered in the EPR programme. 

8.2.6 Maternity  

The DSNS team have been working closely with Maternity services to review and update the 

escalations and observations (MOEWS) within Nervecentre. Additional teaching sessions about 

MEOWS are planned with ED staff for July 2021, with the ambition to roll out MOEW in ED in August 

2021. 

8.3 Physiological Observations 

All patients in clinical areas where Nervecentre is in use will have a full set of observations recorded; including 

NEWS or MOEWS, on account of the way the system operates.  Therefore compliance with a full set of 

observations and accurately calculated NEWS/MOEWS is 100%. 

8.4 Observations due and overdue 

There were a total of 1,558,518 sets observations recorded with an accurate NEWS within the Trust (an 

increase of 4,256 from last year).  Out of these observations 323,784 (from 370,129 last year) were recorded 

after they were classed as overdue in the system (overdue depends upon the previous NEWS), this equates 

to 28.10%.  A recommended threshold is 25% of obs recorded as overdue. 

 

29% 29%

17%

27% 27% 27%
29% 30% 30%

31% 30% 30%

25%

0%

5%

10%

15%

20%

25%

30%

35%

Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20 19-20

% obs overdue

Ite
m

 8
e 

- 
D

P
R

 Y
ea

r 
E

nd
R

ep
or

t

Page 271 of 386



17 | P a g e  

 

 

 

9 Hospital at Night  
The information in this report shows a breakdown of the tasks, and their subsequent allocation in the out of 

hour’s period between the Acute Intervention Team and the onsite Foundation Year Doctors.  The data includes 

the following numbers of staff groups per shift per site: 

DMH and UHND 

4 x FY1 junior doctors, 2 x Band 6 Nurse Practitioners, 2 x Band 3 Senior HCA’s..  There is also now 1 x 

Advanced Nurse Practitioner covering weekend day shifts.  

BAH 

1 X Advanced Nurse Practitioner and 1 X Ban 3 Senior HCA 24 hours per day 7 days per week covering all 

tasks at BAH.  1 X Nurse Practitioner Monday to Friday nights  

In 2020/2021 159,224 tasks were completed on the acute sites and 13,194 tasks completed at BAH. 
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9.1 Overall task numbers  

The table below shows the number of tasks sent through the system in the Out of Hours period.  The charts break this down for easier viewing and 

comparisons:  

9.1.1 DMH & UHND 

 

April May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Running Total

Cannulation (non-urgent) 306 375 353 396 540 486 577 667 140 788 642 694 5964

Cannulation (Urgent) 385 439 472 755 562 549 609 691 133 671 629 665 6560

Clinical Review - not triggering on NEWS 847 1297 1186 1322 1478 1411 1698 1788 2039 2156 1552 1464 18238

ABG Required 24 40 27 47 70 70 72 71 114 114 99 56 804

Abnormal bloods to review 22 58 40 40 688 36 35 769 1061 68 980 30 3827

Bloods products to prescribe 2 0 0 0 3 1 1 2 3 3 1 0 16

Clerking 186 244 249 288 344 282 349 352 384 384 304 323 3689

Confusion - new 6 15 14 10 17 22 17 23 20 20 23 15 202

Radiology testing review 0 0 0 0 0 0 0 0 0 0 0 0 0

Drug prescription 540 819 832 984 1081 1153 1140 1241 1243 1251 1124 1168 12576

ECG interpretation 47 77 73 82 75 98 91 118 96 96 95 131 1079

Blood Test request - Urgent 175 205 202 203 282 311 292 258 398 389 318 326 3359

Catheterisation 6 12 9 9 14 15 14 17 11 11 10 16 144

Bloods to review 451 840 634 40 688 760 725 796 1088 1028 980 862 8892

Discharge Letter 77 111 137 169 211 162 225 211 145 205 163 158 1974

Discussion with relative 6 3 8 9 2 4 6 14 11 11 8 2 84

NG Tube Insertion 4 5 9 5 8 7 5 12 9 9 14 11 98

Venepuncture - Urgent 92 156 123 155 129 132 134 188 256 256 282 311 2214

Venepuncture - non-Urgent 206 313 211 151 189 214 260 610 417 417 347 276 3611

Verification of Death 101 71 52 73 65 74 548 102 125 125 113 91 1540

X-Ray Request/Review - non urgent 52 88 90 108 99 75 87 98 132 278 139 141 1387

Fall with head injury/injury 9 9 13 8 9 20 17 16 18 18 10 15 162

X-Ray Request/Review - urgent 98 169 38 186 160 181 188 206 223 152 198 209 2008

Fall with no obvious injury 29 66 169 44 38 49 59 57 52 52 46 36 697

IV Fluids Prescription - Urgent 290 290 38 300 339 304 370 348 405 411 346 383 3824

IV Fluids Prescription - non urgent 302 346 233 449 531 428 535 537 585 585 582 607 5720

Raised NEWS - OOH 2753 2120 1896 1985 2240 2213 2883 3264 4019 4019 2971 2410 32773

High NEWS - OOH 539 439 313 300 315 383 430 651 751 610 515 371 5617

Patient has sepsis - OOH Alert 176 220 118 138 133 150 160 165 165 165 139 136 1865

Drug Prescription: OXYGEN 2 1 1 1 0 1 0 4 1 1 1 0 13

Drug Prescription: INSULIN 64 154 199 216 314 172 289 311 417 417 410 347 3310

Drug Prescription: WARFARIN 14 22 7 24 27 26 21 17 18 18 20 22 236

Drug Prescription: ANALGESIA 200 250 283 324 370 365 403 428 560 479 403 441 4506

Total 8011 9254 8029 8821 11021 10154 13666 34841 15039 15207 13464 11717 159224
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9.1.2 BAH 

 

 

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

Cannulation (non-urgent) 28 26 29 30 17 23 36 61 70 96 43 50 509

Cannulation (Urgent) 31 18 31 16 14 13 35 50 55 64 49 50 426

Clinical Review - not triggering on NEWS 206 266 206 195 189 153 237 305 308 264 206 162 2697

ABG Required 4 3 1 0 1 1 0 3 9 4 5 4 35

Abnormal bloods to review 3 12 2 3 2 61 1 8 6 10 8 2 118

Bloods products to prescribe 0 0 0 1 3 0 0 3 2 2 0 0 11

Clerking 88 121 127 126 152 115 157 164 169 162 142 125 1648

Confusion - new 2 2 1 0 1 2 2 0 7 2 2 2 23

Radiology testing review 0 0 0 0 0 0 0 0 0 0 0 0 0

Drug Prescription - INSULIN 28 42 27 76 57 58 47 49 93 104 53 53 687

Drug Prescription - ANALGESIA 29 36 30 30 24 18 20 34 24 25 22 25 317

Drug prescription 87 78 85 89 71 61 101 173 154 142 99 77 1217

ECG interpretation 5 8 7 12 7 4 3 12 11 16 12 7 104

Blood Test request - Urgent 45 44 66 16 21 30 37 53 81 97 104 57 651

Catheterisation 4 4 2 1 3 5 2 6 3 3 3 2 38

Bloods to review 131 249 170 111 101 61 118 201 288 97 209 115 1851

Discharge Letter 22 38 31 37 28 30 97 74 37 32 11 7 444

Discussion with relative 3 2 6 2 0 0 0 2 4 1 2 0 22

NG Tube Insertion 0 1 2 1 0 4 0 0 1 1 3 0 13

Venepuncture - Urgent 33 43 28 9 11 6 12 31 63 47 45 29 357

Venepuncture - non-Urgent 114 219 66 38 24 5 29 52 61 157 98 57 920

Verification of Death 15 5 2 5 4 5 4 9 14 11 15 9 98

X-Ray Request/Review - non urgent 10 0 5 3 4 3 8 11 15 11 5 5 80

Fall with head injury/injury 1 1 1 2 1 0 2 8 3 4 2 0 25

X-Ray Request/Review - urgent 13 10 5 3 7 7 7 11 21 8 11 11 114

Fall with no obvious injury 12 19 12 9 0 9 8 10 10 10 15 9 123

IV Fluids Prescription - Urgent 7 4 4 2 8 0 4 2 6 3 10 3 53

IV Fluids Prescription - non urgent 23 20 23 3 14 8 19 26 25 35 24 24 244

Urgent Admission 1 1 0 0 0 0 0 0 1 0 0 0 3

Raised NEWS 26 12 12 16 21 20 15 29 28 76 67 23 345

COVID 19 Swabbs Required na na na na na 5 1 4 4 10 0 1 25

Total 971 1284 981 836 785 707 1002 1387 1573 1494 1265 909 13194
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9.2 Task Attribution percentages 

The graphs below show the overall percentage of tasks allocated to each of the clinical staff group in the Out 

of Hours period.  There is a linear trend decrease in tasks for the junior doctor, with a linear increase to the AI 

Team 

Over time an expectation would be that the allocation of tasks continues to decrease for doctors and increase 

for AI team.  If we were to remove medical specific tasks (tasks that must be performed a doctor) the allocation 

looks very different. 

The average %, from April 2020, of tasks to junior doctor falls from 65% to 55%, with an increase to the AI 

team from 35% to 45% when taking into account tasks that can be attributed to any member of the service. 

 

 

9.3 Acute Intervention Team Out of Hours 

The AI team function is to support the treatment and on-going support for the deteriorating patient.  There are 

4 main tasks in the out of hours period linked to this patient demographic which are: 

 Raised NEWS OOH Alert 

 High NEWS OOH Alert 

 Clinical Review not triggering on NEWS 

 Patient has sepsis – OOH Alert 
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The graphs below show a percentage breakdown of these tasks for 2020/21: 

 

An average of 78.47% of the Raised NEWS tasks were actioned by the AI team (an increase of 39.98% from 

19-20) 

 

An average of 87.52% of the High NEWS tasks were actioned by the AI team (an increase of 6.6% from 

2019-20) 

 

An average of 20.52% of the Clinical Review – Not triggering in NEWS tasks were actioned by the AI team ( 

an increase of 116.3% from 2019-20) 
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An average of 74.69%of the Patient has sepsis (OOH) tasks were actioned by the AI team (an increase of 

14.66% from 2019-20) 

This information suggests that the AI team are collectively supporting the deteriorating patient well in relation 

to response to an elevated NEWS; are taking just over half the sepsis tasks (with a increasing linear trajectory); 

however the patients needing a clinical review who may be deteriorating is low.  In order to provide context 

behind this, a large number of clinical review tasks are in fact drug prescription tasks that have not been created 

from the ward location correctly. 

10 Sepsis Clinical Rules 
The Sepsis Clinical Rules have been live on the Acute sites in the Trust (UHND & DMH) for a number of years, 

and has supported a dramatic improvement in screening for sepsis and the time to antibiotics.  

There were 43,920 positive sepsis screens in 2020/21 (a decrease of 9674 from 2019-20). There were 6,260 

(an decrease of 1,383 from last year) occasions that the ‘patient has sepsis’ task was sent, meaning that the 

patient has hit all the criteria for sepsis treatment in relation to the regional sepsis screening tool, this equates 

to 18% (a decrease of 4% from  last year) of all positive screen observations recorded. 

 

Once a positive sepsis task has been sent to an appropriate clinician for action, the clinician can choose to say 

that the patient does not have sepsis.  Data from the system demonstrates that a significantly lower number of 

patients are confirmed as having sepsis after clinical review.  In 2020/21 there were 1096 confirmed sepsis 

incidences when the patient was reviewed, this equates to 18.4% (from 15.88% in 2018-19) of patients who 

had a positive ‘Patient has sepsis’ from the regional algorithm, were a confirmed sepsis after review by the 

clinician. 
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A timely response to recognising that the patient has infection after a NEWS score of 5 or more (or 3 in 1 

parameter) is critical to supporting timely intervention for patients with sepsis.  The information below shows 

the time taken to confirm infection for those patients who have a positive screen for sepsis.  It is suggested 

that 80% of patients who hit this criteria should have the infection question answered within 20 minutes, during 

2020/21 this was achieved in 59% of cases (compared to 47.9% in 2018-19). 
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11.  Acute Intervention Team Referrals 
There were 2396 referrals to the Acute Intervention team in 2020/21. This is a decrease compared to the 

previous year. 

 

 

 

12. DNACPR Audit 
In response to reduced compliance the audit was increased to monthly, however due to the emerging 

COVID-19 situation, and the redeployment of the CAP Team, some areas were not audited between 

November 2020 and March 2021..  In to 2021-22 DNACPR form completion will remain in the audit agenda 

and a focused area of support for improvement. 

 

month Clinical Concern High NEWS Palliative Post ITU Post Surgery Concern Blank Other Total 

Apr-20 53 91 4 16 1 0 15 180

May-20 48 74 5 9 0 0 13 149

Jun-20 52 57 5 14 1 0 6 135

Jul-20 47 71 4 18 1 0 16 157

Aug-20 51 81 4 22 0 0 11 169

Sep-20 54 97 1 17 3 0 18 190

Oct-20 81 79 4 29 0 0 14 207

Nov-20 62 111 2 32 2 0 22 231

Dec-20 76 128 5 15 0 0 30 254

Jan-21 55 148 1 29 2 0 28 263

Feb-21 78 104 4 34 1 0 23 244

Mar-21 69 88 4 23 2 0 31 217

Total 726 1129 43 258 13 0 227 2396

Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21

CDDFT 80% 89% 92% 88% 91% 86%

Medical Intermediate Specialities No Audit 90% 92% 96% 89% 90% 87%

Surgery No Audit 78% 85% 83% 88% 90% 83%

Community Services No Audit No Audit No Audit 97% 88% 92% 94%

Family Health No Audit 73% 98% nil forms nil forms 78%

Specialist Services

Target 98% 98% 98% 98% 98% 98% 98% 98% 98% 98% 98% 98%
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13. Education provided by the Cardiac Arrest Prevention Team in 

2020/21 (figures from L&D) 
In 2020/21 1623 staff were trained in a wide range of resuscitation courses outlined below. Due to Covid 19 

surges resuscitation training was stood down between March 2020- August 2020 and November 2020- 

March 2021. As a comparison in 2019/20 the CAP trained 4609 staff plus an additional 600 external staff. 

       

Essential Training 2020/21 

 

 

Other internal Courses 2020/21 

 

14. Education provided by the Acute Intervention Team in 2020/21 
In 20/21 the team spent 814 hours providing ward based teaching. This is a reduction of 41 % 

since year end 19/20. It is expected that the team will complete at least 12hrs of education a day 

between Monday – Friday, 9am-5pm.  However clinical emergencies will always take priority. 

15. 2020/21 Quality Improvement Updates 

15.1 Situation Background Assessment Recommendation and handover tool in Nerve Centre 

After consultation with ward staff and managers, the Acute Intervention and Special Projects Teams have 

developed an ‘e handover’ tool in Nerve Centre based on the SBAR acronym. This will replace the old paper 

style tool, and will facilitate nursing staff in completing a faster more efficient handover. This tool will also 

afford more accountability while also being available to hand on pods and desktops. The pilot of the ‘e 

handover’ was initially delayed due to the COVID-19 pandemic and resulting surges. It has now been piloted 

at both DMH and UHND with varying success. It was agreed that in order to gain a more in-depth view the e 

handover pilot would continue on the pilot wards and then after further evaluation we hope to fully implement 

Trust wide by the Autumn of 2021-22. 

15.2 Treatment Escalation Plan 

Treatment Escalation 
Plan Project 2.pptx

 

A revised version of the Treatment Escalation Plan has been developed, deployment is planned for 2021-22.  

Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21 Grand Totals

DPR RGN 0 0 0 0 176 64 64 54 10 0 0 42 410

DPR ACUTE 0 0 0 0 11 13 31 11 29 0 0 0 95

HCA AIM update 0 0 0 0 103 77 55 23 22 0 0 0 280

Induction 0 0 0 0 56 37 50 12 21 0 42 50 268

DPR Consultants & Senior Med 

Staff 0 0 0 0 0 0 0 0 0 0 0 15 15

HCA AIM induction 0 0 0 0 0 0 48 0 4 0 0 0 52

Total 0 0 0 0 346 191 248 100 86 0 42 107 1120

Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21 Totals

ILS 0 0 0 0 13 0 4 13 0 3 0 22 55

ILS Re-Cert 0 0 0 0 23 20 27 0 13 22 1 30 136

PILS Re-Cert 0 0 0 0 7 5 0 17 9 0 0 4 42

PILS 0 0 0 0 0 7 9 0 0 0 0 11 27

AIM 0 0 0 0 2 0 10 16 0 0 0 5 33

ALS 0 0 0 12 16 16 16 14 16 0 0 16 106

EPALS 0 0 0 0 0 0 0 16 0 0 0 0 16

Sepsis 0 0 0 0 0 0 0 0 0 0 0 0 0

FBAKI 0 0 0 0 0 0 6 0 0 0 0 0 6

ATLS 0 0 0 0 0 15 0 0 0 0 0 0 15

External Courses 0 0 0 0 14 15 6 0 0 0 0 0 35

NLS 0 0 0 0 0 16 0 0 0 0 16 0 32

Total 0 0 0 12 75 94 78 76 38 25 17 88 503

Ite
m

 8
e 

- 
D

P
R

 Y
ea

r 
E

nd
R

ep
or

t

Page 280 of 386



26 | P a g e  

 

 

16. Service Plans for 2021-22 

16.1 Digital Specialist Nurse Service 

Throughout 2021-22 the Digital Specialist Nurse Service will be supporting the move towards our new 

Electronic Patient Record System.  This is likely to be one of the biggest change projects the Trust has ever 

delivered and certainly the biggest Digital Transformation the Trust has witnessed, and the team will be 

pivotal in supporting staff through this change. 

Alongside this the team will continue to support Nerve Centre ‘Business as Usual’ with some focused areas 

for improvement: 

 Evaluation of Comfort Observations 

 Vaccination Status in the handover field. 

 Neonatal and Maternity handover profiles.   

 

16.2 AKI Specialist Nurse Service 

In 2021-22 the AKI Nurses will aim to enhance and optimise this new service.  They will also complete the 

following: 

 Survey monkey to Trust staff to understand their views of the service and how this can be improved 

 Secure South Tees Renal In-reach programme 

 Collect Data regarding Patient transfers to the renal tertiary centres. 

 Review the Hyperkalaemia protocol 

 Complete the Hydration Water Jug Quality Improvement Initiative 

 Evaluate the AKI Risk App and embed within EPR. 

16.3 Acute Intervention Team 

The Acute Intervention team will focus on the following outcomes in 2021-22 

 Evaluation of the Service through a trust wide Survey Monkey 

 Completion of the Trust E-handover project. 

16.4 Cardiac Arrest Prevention (CAP) Team 

The CAP Team supported the clinical teams during the two surges of the covid-19 pandemic assuming 

clinical roles in front line wards.  They are acutely aware of the impact this has had on Deteriorating Patient 

and Resuscitation Training across the Organisation.  Much of their focus will therefore be supporting CDDFT 

staff in fulfilling their training requirement and they will support the clinical team in making this as easy as 

possible, including taking to the training to the staff if required.  Their other focus areas will be on the 

following outcomes in 2021-22: 

 Provide Resuscitation Training to those who require it, aim to achieve trust thresholds by the end of 

2022. 

 Secure a Service Level Agreement with HMP Services to deliver Resuscitation Training in the North 

East and North West. 

 Defibrillation Replacement programme 

 RCUK Resuscitation Guideline Change (due May 2021) 
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Trust Board – September 2021 

Integrated Quality and Performance Report 

Open Session x Private & Confidential Session  

Author Nichola Kenny, Director of Performance 

Reason for 

Submission 

Tick all that apply 

If none of the above, 

please provide 

rationale for 

submission 

Standing item                                             

Development / approval or update on strategy                         

Decision reserved for Board                                

Statutory / regulatory requirement                                   

Oversight of significant risks                                  

Update on action log item                                                    

Requires Board approval e.g. policies or business cases    

Core performance information        

Other rationale, please state below: 

 

Strategic Aim: 

 

To transform care pathways and develop services which deliver the  

best patient outcomes                               

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

provide the best patient experience                                         

To maximise our resources and relationships to sustain services and  

deliver best efficiency                                                                                   

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

are proud of – best employer                                          

Purpose of Report To summarise performance in relation to key NHS standards and requirements 

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

Positive performance 

/ developments within 

this report   

 

Positive matters  Page 

Activity recovery: At the time of writing the Trust has the 

potential to achieve the August Elective Recovery Fund (ERF) 

target (based on activity % to date). 

 

Emergency Department at DMH: There is early indication that 

the enhanced SDEC model in DMH is helping to dampen any 

direct growth in the ED.  

5 

 

 

6-8 

 

Issue and actions Page 
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Key issues and 

actions within this 

report  

 

Emergency Department: attendances at UHND in August 

continue to run 10% above those in Aug 2019. Together with the 

latest surge in COVID admissions this has put significant pressure 

on Trust services and on the wider local health system. 

Ambulance delays have increased and patients are waiting longer 

in ED, some waiting over 12 hours and the 4 hour performance 

has deteriorated.  

COVID: The continuing impact of COVID-19 remains a key risk to 

the Trust’s services, workforce and finances. Having declined to 

single figures at some points over the summer, in-patient COVID 

numbers have been steadily growing, reaching 90 at the latest 

weekly count, the majority at UHND. This leads to the need for 

more switching of beds tor COVID patients.  

Elective Endoscopy recovery: Endoscopy capacity continues 

to be critical to Cancer performance, particularly in relation to 

Colorectal cancers. Independent Sector in-reach capacity 

remains vital and is likely to remain so until re-furbishing work on 

the BAH endoscopy unit is completed (currently expected by 

Autumn 2022). 

Cancer performance: Cancer performances remain within 

common cause variation, with the exception of 62 days which 

has deteriorated, and all are below standards. There are specific 

pressures in the Colorectal and Upper GI pathways.  The work 

of the Regional Surgical Hub continues to ensure Cancer and 

Priority 2 patients receive timely interventions across our region. 

Workforce. Sickness absence and COVID self-isolation 

continue to put considerable strain on front-line services at a 

time when non-elective activity continues at high levels. 

Managers are engaged in a programme of health and well-being 

conversations and support for all staff. 

Finance. In month 5, all bar the Community Care Group were in 

financial deficit. of £0.215m against the breakeven plan after 

adjusting for the I&E impact re Capital Donations.   

6-8 
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Regulatory 

compliance 

implications 

Tick all that apply 

 

Tick for any implications for compliance with 

NHS Constitution     

Provider Licence (especially Condition 6)        

CQC Fundamental Standards of Care       

Health and Social Care Act         

Mental Health Act / Mental Capacity Act                         
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Significant risks 

identified (if any) 

The main risks to Trust performance include: 

 Current and increasing non-elective pressures and surge in COVID may 

significantly affect the Trust’s ability to sustain the current levels of elective 

recovery.  

 The exceptional level of attendances at UHND, directly adversely 

impacting ED performances. 

 Workforce exhaustion. 

 Finance: a deficit for the year is still being forecast. 

Action / decision 

required from the 

Board 

The Trust Board is recommended to: 

 Note the operational pressures directly impacting on the Trust’s current 

performances in particularly the deterioration in UEC measures. 

 Support the ongoing health and well-being actions in support of frontline 

employees and the wider workforce. 

 Acknowledge the risk that operational decisions taken to balance non-

elective pressure against elective recovery, may lead to lower levels of 

elective recovery. 
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Icon

Special cause variation - improvement          

(indicator where low is good)

The system may achieve or fail the target subject 

to random variation

The system is expected to consistently fail the 

target

The system is expected to consistently pass the 

target

Summary Icons

Description

Special cause variation - cause for concern 

(indicator where high is a concern)

Special cause variation - cause for concern 
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Special cause variation - improvement          

(indicator where high is good)
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Executive Summary & Constitutional Standards

www.cddft.nhs.net
3

Patient Access Overview

The Trust continues to experience pressures across most constitutional and other standards. Particular pressures are caused by the recent sustained
upsurge in the incidence of COVID, and by the unprecedented number of patients attending ED, specifically at UHND. These trends continue to have an
adverse effect on 4-hour waits, ambulance handover times and performance against the new UEC standards; as well as on elective activity.

Positively,

• In relation to non-elective care, the SDEC at DMH is performing well, successfully treating more medical patients than its RAMAC predecessor and
discharging a higher percentage of patients back into the community without the need for an in-patient stay on AMU or a base ward.

• In relation to RTT, although there is an increased number of patients on waiting lists, significant progress has been made in reducing long waits
during 2021-22.

Cancer: 2ww cancer performance in July was 78.41%, with only
gynaecology achieving the 93% target. 62-day performance fell to
72.73% (target - 85%).

August cancer data is still subject to validation. It shows mixed
performance across tumour groups.

Diagnostics: Performance remains good overall and as at 5/9 the
active endoscopy waiting list size remained stable at 865, having
fallen from 1,800 in April. The planned waiter numbers have also
fallen significantly since April. Continued recovery of endoscopy
performance remains vital to cancer performance, particularly in
some of the highest pressure tumour groups such as colorectal and
GI.

Workforce

Levels of vacancies and ongoing absences due to sickness and COVID self-isolation in addition to operational pressures is putting considerable strain on 
front-line services. Managers are undertaking health and well-being conversations and assessments with all staff and there is monitoring of annual 
leave uptake in place and work is ongoing with all teams placing focus on support and  People Matter actions and delivery of them. Over the next few 
months there will be a positive impact on reducing nurse vacancies due to successful nurse recruitment locally and internationally.

Finance

At the end of Month 5, four of the five Care Groups were overspent, Community Services being the exception. The Month 05 position is showing a 
deficit of £0.215m against the breakeven plan after adjusting for the I&E impact re Capital Donations.  This is driven mainly by overspends in employee 
expenses offset by an over recovery in income.

National NHS Planning Guidance for the second half of the year (H2) has yet to be published, but is still expected in September. 

Performance Measure RO
Variation 

Indicator

Target 

Indicator
Target

Target 

Type

Referral To Treatment % Within 18wks CL Jul-21 76.17% Aug-21 75.23% NHSI Traj

Referral To Treatment Total Incompletes CL Jul-21 29,974 Aug-21 30,115 NHSI Traj

A&E % Seen Within 4 Hours (Type 1 only) CL Jul-21 61.44% Aug-21 58.63% 95.00% National

A&E Attendances (Type 1 and 3) CL Jul-21 19,146 Aug-21 19,384 NHSI Traj

A&E % Seen Within 4 Hours (Inc All UCC) CL Jul-21 74.50% Aug-21 73.65% 95.00% National

Cancer 2WW CL Jun-21 80.75% Jul-21 78.41% 93.00% National

Cancer 2WW to Treatment Within 62 Days CL Jun-21 79.61% Jul-21 72.73% 85.00% National

DM01 Diagnostics % Within 6 Weeks CL Jul-21 97.70% Aug-21 97.06% 99.00% National

This PeriodLast Period
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COVID-19 Update

www.cddft.nhs.net 4

In the last month in-patient COVID levels have continued to increase, reaching 90 as at 20th September. 

Increased levels directly leads to increased constraints to be able to continue seamlessly transfer patients due to the logistical challenges of 
switching beds (from covid to non-covid) and wards (when reaching a critical mass), increased deep cleaning and increased ‘contact’ patients and 
therefore closed beds. There has been a number of outbreaks also leading to wards being temporarily closed to admissions. 

Patient with COVID continue to be admitted to ITU, therefore there is the need to maintain the segregated areas.
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2021/22 Elective Recovery Summary

www.cddft.nhs.net
5

Commentary

August recovery is above the 95% threshold based on 
activity levels (not value, which has been tracking c3% 
behind activity). 

Notwithstanding current operational pressures, CDDFT 
compared well with regional peers, being above the 
regional average for new out-patients and day-cases. 
Diagnostic performance was also strong with only 2.3% of 
patients waiting >6 weeks compared to a regional 
average of 24.1%. 

As emergency pressures persist, as they have throughout 
September to date, it will become more challenging to 
maintain an equitable balance with recovery.

In relation to other key Gateway activity requirements:

• The Trust continues to be behind the regional average 
and gateway criteria standard of 25% for digital out-
patient appointments. CDDFT performance in the 
latest week is 16.2% (7th of 8 Trusts). Care Groups are 
actively validating activity capture to ensure all non-
face2face activity is recorded accurately and in place, 
where it is appropriate. 

• Care Groups are aiming to introduce Patient-Initiated 
Follow-up Pathways (PIFU), the first step being to 
develop clinical criteria.  Dermatology, Plastics, 
Rheumatology and cancer tumour groups are working 
on this.

The Out-patient Strategy Group continues to support the 
transformation of outpatients; new clinic schedules are 
due to go live 20th September to optimise equitable 
access to clinic capacity; works are due to start to 
accommodate Ophthalmology and plans to be finalised to 
relocate ENT (DMH).

Performance is 
measured against 
the same month 
in 2019.

Activity Based Perfomance April May June July August

National Target (Value) 70% 75% 80% 95% 95%

CDDFT Overall 79.5% 90.9% 90.2% 86.8% 95.4%

Daycases 76.0% 80.6% 94.7% 90.9% 94.4%

Inpatient Electives 71.9% 86.0% 74.4% 99.0% 75.8%

Outpatient New 81.5% 97.3% 91.9% 91.8% 105.4%

OP Procedure New 58.6% 73.9% 70.7% 72.0% 83.2%

Outpatient Review 78.8% 88.5% 89.0% 83.1% 90.3%

OP Procedure Review 53.2% 72.1% 71.3% 72.2% 72.8%

Ite
m

 1
0(

i) 
- 

IQ
P

R

Page 289 of 386



Best Experience: Responsive – Emergency Department

6

Commentary

Emergency Department (ED): A&E performance has deteriorated to lower levels and continues to be a cause of concern. Please see spotlight report. 

In August 2021 (cf. Aug 2019), ED attends at DMH fell by 2%. Attends at UHND increased by 10%. This mirrors the position throughout Apr-Aug 2021.  
1+ LOS non-elective admissions continue to remain comparable to 2019/20. The volume in attendances and increasing levels of COVID patients are key 
factors in driving further inefficiencies and challenges in patient flow leading to a deterioration in the number of patients being seen within 4 hours and 
an increasing volume of ambulance delays >120 minutes. More recently, due to poor bed availability a number of 12 hour trolley breaches have been 
incurred, all subject to the Root Cause Analysis process and no harm being reported. 

Long stay patient trends, whilst have been increasing in recent months, they remain low compared to 19/20 and are within common cause variation for 
7+ and 14+. 21+ days is showing improvement. 

Performance Measure RO
Variation 

Indicator

Target 

Indicator
Target

Target 

Type

A&E % Seen Within 4 Hours - DMH (Type 1) CL Jul-21 68.07% Aug-21 64.05% 95.0% National

A&E % Seen Within 4 Hours - UHND (Type 1) CL Jul-21 56.15% Aug-21 54.17% 95.0% National

Ambulance handovers >15-30mins CL Jul-21 1,389 Aug-21 1,274 - - -

Ambulance handovers >30-60mins CL Jul-21 501 Aug-21 506 - - -

Ambulance handovers >60mins CL Jul-21 273 Aug-21 282 - - -

Ambulance Handovers - no. >120 minutes CL Jul-21 57 Aug-21 70 - 0 National

A&E Type 1 - Time to treatment (median) CL Jul-21 120 Aug-21 112 60 National

12 Hour Trolley Waits CL Jul-21 2 Aug-21 4 - 0 National

Community Bed Occupancy CL Jul-21 73.23% Aug-21 70.21% 90.0% Local

Acute Bed Occupancy DMH/UHND only (excludes 

obs/paeds)
CL Jul-21 83.88% Aug-21 84.84% - - -

Long Stay Patients 7+ Days LoS CL Jul-21 306 Aug-21 299 301 Ambition

Long Stay Patients 14+ Days LoS CL Jul-21 159 Aug-21 152 159 Ambition

Long Stay Patients 21+ Days LoS CL Jul-21 97 Aug-21 88 77 Ambition

Non Elective / ED Access / Bed Management
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Best Experience: Responsive - New Urgent & Emergency Care 
Measures Shadow Monitoring

7

The new measures of UEC performance have not yet been 
implemented, though the Trust continues to shadow 
monitor them. 

Commentary

The measures confirm a system under stress. They show a 
picture of more patients spending longer in ED, even in the 
case of those who do not go on to be admitted. 

No recent comparable information is available nationally. 

Locally, the average time to assessment and average 
journey time in ED is increasing across all providers. 

Standard                                                     Month: Apr-21 May-21 Jun-21 Jul-21 Aug-21

DMH ED attends 5,514 5,617 5,871 5,624 5,571

DMH ED Time to Initial Assessment – within 15 minutes 3,670 3,274 3,019 3,841 4,051

DMH ED Time to Initial Assessment – % within 15 minutes 66.56% 58.29% 51.42% 68.30% 72.72%

DMH ED Patients spending more than 12 hours in A&E 22 64 88 172 271

Average time(mins) in DMH ED – Admitted patients 271 309 334 394 456

Average time(mins) in DMH ED – Non-admitted patients 164 170 178 200 219

UHND ED attends 6,728 7,280 7,420 7,040 6,773

UHND ED Time to Initial Assessment – within 15 minutes 5,113 4,741 4,454 3,937 3,877

UHND ED Time to Initial Assessment – % within 15 minutes 76.00% 65.12% 60.03% 55.92% 57.24%

UHND ED Patients spending more than 12 hours in A&E 56 87 160 232 396

Average time(mins) in UHND ED – Admitted patients 299 332 398 436 508

Average time(mins) in UHND ED – Non-admitted patients 185 204 214 242 250

Trust ED attends 12,242 12,897 13,291 12,664 12,344

Trust ED Time to Initial Assessment – within 15 minutes 8,783 8,015 7,473 7,778 7,928

Trust ED Time to Initial Assessment – % within 15 minutes 71.74% 62.15% 56.23% 61.42% 64.23%

Trust ED Patients spending more than 12 hours in A&E 78 151 248 404 667

Average time(mins) in Trust ED – Admitted patients 286 321 366 415 483

Average time(mins) in Trust ED – Non-admitted patients 176 190 199 224 236
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8

Responsive: ED 4 Hour – Spotlight Report

Commentary Risk and Mitigating Actions

Key factors driving ED 4 hour 
performance:

• ED attendances are trending higher 
in UHND.

• Enhanced SDEC is having a positive 
impact in DMH on attendances:

 seeing 450-500 patients per 
month in SDEC

>85% patients discharged from 
SDEC

• Non-elective admissions remain 
comparable to pre-covid levels, 
however there are fewer beds in 
UHND losing Ward 14 to facilitate 
separate covid and non-covid
pathways in Theatres. Ward 17 is 
also allocated to Surgery to 
maintain robust IPC standards in 
elective care.

• Rise in COVID activity creates 
inefficiencies; slowing down 
transfers (shift in use of beds from 
COVID to non-COVID), loss of beds 
due to isolating patients who have 
been in contact with a COVID 
positive patient; deep cleaning and 
having to switch whole wards. 

• Staff absences (in all sectors, 
including dom care)

• Region-wide system pressure; 
ambulance average arrival to clear 
times increased in all neighbouring 
trusts but to different levels.

• The usual elements of the winter 
plan actions have been mobilised 
early where possible, however the 
uptake of additional shifts has been 
minimal. 

• Occasional mutual aid has been 
sought and secured.

• At anyone time up to 50 escalation 
beds are opened where staffing 
allows. 

• In September, Ward 17 at UHND 
(which in recent years has 
previously afforded IMS more 
medical beds) has now been 
converted from elective to non-
elective beds, directly impacting on 
elective recovery, having affected 
T&O initially and long wait patients. 

• Work is ongoing in a number of 
areas including, OPEL (escalation), 
strengthening of existing SOPs, 
discharge practice and the firming 
up of the winter plan to put in 
place additional mitigations, and 
expediting SDEC in UHND which is 
subject to Estate works.

• Rapid development of primary care 
/urgent care ‘super hub’ on UHND 
site to support ED (Commissioner 
led).
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Best Experience: Responsive – Elective Care

www.cddft.nhs.net
9

Commentary

Two patients have had their operation cancelled and not rescheduled within 28 days and no patients have been cancelled for a second time in the last 
period. The teams continue to closely manage the waiting list and significant progress has been made to date in elective recovery and continues to 
be. However the waiting list overall is increasing as referral activity resumes, backlogs remain high including patients waiting over 52 weeks. 

As at mid-Sept, the number of patients waiting for >52 weeks has fallen to 1,151 and this includes 35 patients who have now waited >104 weeks with 
the majority of patients waiting for plastics and T&O. All have been clinically reviewed to ensure they are suffering no harm and patients who have 
declined to come into hospital remain in contact with the relevant clinical team.

2ww patients and others with urgent needs continue to be prioritised, followed by others in the order in which they were listed.

Cancer performances remain within common cause variation, with the exception of 62 days which has deteriorated and all are below standards. 

See Spotlight report.

Performance Measure RO
Variation 

Indicator

Target 

Indicator
Target

Target 

Type

Cancelled Operations - Breaches of 28 Days CL Jul-21 0 Aug-21 2 0 Local

Urgent Operations cancelled for 2nd time CL Jul-21 0 Aug-21 0 - 0 Local

DNA % Rate CL Jul-21 8.84% Aug-21 8.61% 6.96% National Median

First to Follow Up Ratio CL Jul-21 1 : 1.71 Aug-21 1 : 1.66 - - -

Referral To Treatment % Within 18wks CL Jul-21 76.17% Aug-21 75.23% NHSI Traj

Referral To Treatment Total Incompletes CL Jul-21 29,974 Aug-21 30,115 NHSI Traj

Referral to Treatment 52 Week Breaches CL Jul-21 1,209 Aug-21 1,159 National

Referral to Treatment 18 Weeks Backlog CL Jul-21 7,143 Aug-21 7,460 - National

Cancer 2WW CL Jun-21 80.75% Jul-21 78.41% 93.00% National

Cancer 2WW Breast CL Jun-21 89.20% Jul-21 87.50% 93.00% National

Cancer 31 Days Diagnosis to Treatment CL Jun-21 92.57% Jul-21 89.27% 96.00% National

Cancer 2WW to Treatment Within 62 Days CL Jun-21 79.61% Jul-21 72.73% 85.00% National

Cancer 62 Days Consultant Upgrade CL Jun-21 89.19% Jul-21 92.59% 85.00% National

Electives and Cancer
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Responsive: Elective Care – Spotlight report

www.cddft.nhs.net
10

Commentary Risk and Mitigating Actions

The 18-week graph shows good 
progress on reducing long waiters in 
T&O but General Surgery waits are 
increasing. 

Additional outpatient elective 
recovery capacity has been 
operationalised in a number of high 
pressured areas including 
Ophthalmology, Heart Failure and 
Rheumatology. 

The Elective Recovery Programme 
Lead through the working group 
continues to oversee all inpatient 
recovery and keeps theatre 
allocations under constant review to 
balance clinical priorities, long waiting 
patients and to achieve a reduction in 
waits across all specialities. 

Theatre lists continue to be prioritised 
for Cancer and Urgents and there is 
more trauma lists now to match 
demand. 

Theatre workforce continues to be 
insourced enabling c30 additional 
patient surgeries per week.

The volume of patients waiting >52 
weeks has significantly reduced but 
the pace has now slowed due to a 
number of operational pressures –
loss of beds, staffing, insourcing .  

• Operational pressures are now 
starting to impact on the 
elective programme and 
mitigating actions are in place 
as described earlier in the 
report to protect the elective 
programme as far as possible.

• Further actions, pressures 
permitting, have been 
identified to progress some of 
which are subject to funding 
and resourcing, including 
increased capacity in Plastics at 
SBH to reduce backlog, P2 waits 
& 104 week waits.

• Specialty Teams are currently 
preparing their demand and 
capacity and activity projections 
in preparation for H2 and 2022-
23 and support development of 
recovery forecasts beyond 
21/22.
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Responsive:  Cancer – Spotlight report

www.cddft.nhs.net
11

Cancer Referrals

Commentary Risk and Mitigating Actions

Positive restoration: Referrals are generally 
above pre-pandemic levels and recently 
began to touch the upper control limit. The 
exceptions are in Lung and Skin but 
differences are marginal and both now have 
different referral triage pathways. 

The Cancer PTL backlog remains high, 
although it is slowly decreasing. Colorectal 
has the highest regional backlog and the 
Trust has the highest single Trust backlog. 
CDDFT is now ranked at 51 (of 150 Trusts) 
for size of backlog. This puts the Trust in the 
top 40% (1st is best).

After a period in which the 104 backlog was 
reducing it has started to increase again in 
August. This is mainly due to low risk 
suspected skin cancer patients awaiting 
surgery and colorectal diagnostics (End and 
CTC). 

Performance remains significantly below 
pre-pandemic levels (see opposite), however 
in some tumour groups more patients are 
being seen now compared to 19/20. For 
example in Breast services, performance is 
at 87.5% for July which is lower than 
historical performances, but the average 
number of patients being seen within 
2weeks is currently 371 per month 
compared to 304 in 19/20.

Actions being taken include:

• Pro-active pathway tracking and 
escalation /addressing of delays 
and blockages of a higher 
number of patients

• Additional CTC capacity being 
operationalised (to support 
colorectal pathway)

• Priority is being given to 
reducing endoscopy waits with 
insourcing and outsourcing 
support whilst driving the BAH 
refurbishment work which is 
scheduled for Oct 2022. 

• A review of the histopathology 
reporting contract to address 
underperformance.

• Bid to NCA for challenge funding 
in relation to Colorectal 
pathway.
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Best Outcomes: Safe

www.cddft.nhs.net12

Commentary

Compliments. There is a special cause variation in compliments which requires further review. 

Mortality: SHMI has reduced but remains in the higher than expected band, therefore we are continuing to explore the cause with the following 
actions, which are monitored through the Mortality Reduction Committee:

Falls: There is a continued downward trend in the community, though the acute sites show cause for concern. The Falls Team has used falls awareness 
week to visit clinical areas to improve falls awareness and deliver the ‘call don’t fall‘ poster and talk to staff about falls prevention.  The Falls Team is 
also trying to encourage staff with an interest in falls prevention to become a falls advocate so they can be involved in improvement work in their 
clinical area to reduce falls and share best practice across the Trust. 

Performance Measure RO
Variation 

Indicator

Target 

Indicator
Target

Target 

Type

Clostridium difficile cases cumulative* NS Jul-21 20 Aug-21 24 - - 45 PA National

MRSA Bacteraemia cumulative* NS Jul-21 2 Aug-21 2 - - 0 National

MSSA cumulative* NS Jul-21 16 Aug-21 21 - - - -

Ecoli cumulative* NS Jul-21 123 Aug-21 146 - - - -

Never events NS Jul-21 0 Aug-21 0 0 National

Serious Incidents reported <2 working days NS Jul-21 4 Aug-21 0 - - Local

Total number of incidents reported (Monitoring trends) NS Jul-21 1,785 Aug-21 1,572 - - Local

Serious Incident RCAs submitted within 60 working days NS Apr-21 100.00% May-21 85.71% - - Local

Compliments NS Jun-21 724 Jul-21 483 - - Local

Crude Mortality (rolling 12 months) NS Mar-21 5.37% Apr-21 5.08% - - -

HSMR (rolling 12 months) NS Mar-21 96.26 Apr-21 93.64 - - -

SHMI (rolling 12 months) NS Mar-21 118.54 Apr-21 116.82 - - -

Reduction in Falls - Acute (per 1000 beddays) (Cumulative) NS Jun-21 6.6 Jul-21 6.6 5.4 Local

Reduction in Falls - Community (per 1000 beddays) (Cumulative) NS Jun-21 7.6 Jul-21 7.4 6.0 Local

Grade 3 & 4  newly acquired avoidable pressure ulcers - Acute NS Jul-21 0 Aug-21 0 0 Monitoring

Grade 3 & 4  newly acquired avoidable pressure ulcers - Community NS Jul-21 0 Aug-21 0 0 Monitoring

Grade 2  newly acquired avoidable pressure ulcers - Acute NS Jul-21 1 Aug-21 1 0 Monitoring

Grade 2  newly acquired avoidable pressure ulcers - Community NS Jul-21 0 Aug-21 1 0 Monitoring

Last Period This Period

Infection Control/ Incident Reporting/ Mortality/ Harm Free Care

 Check that all COVID-19 cases are being removed from the sample.

 Review all VLADs from the previous 12 months and provide a summary 
of these to Mortality Reduction Committee in October.

 Continue to review any hot spots and on-going thematic work from all 
the other indicators.

 Discuss the current position with Deputy Director NEQOS and Chair of 
Regional Mortality Group.

 Contact other lowest and highest SHMI Trusts nationally to see if there 
is anything we can learn from them.

 Continue high level learning themes/reduction work (MEOWS in ED, 
Nurse led Sepsis Pathway in ED, AKI Nurses).
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Best Outcomes: Nurse Staffing

Aug-21
RN Average HCA Average RN Average HCA Average

Ward name

Registered 

Nurses/ 

Midwives

Non-Registered 

Nurses/ 

Midwives

Registered 

Nursing 

Associates

Non-Registered 

Nursing 

Associates

Overall

fill rate - registered 

nurses/ midwives 

(%)

fill rate - care staff 

(%)

fill rate - registered 

nurses/ midwives 

(%)

fill rate - care staff 

(%)

Ward 04 Stroke Rehab Unit BAGH 2.3 3.2 0.0 0.0 5.5 82.9% 95.5% 105.0% 61.1%

Ward 07 BAGH 3.3 3.7 0.0 0.0 7.0 118.6% 76.7% 111.3% 107.6%

Ward 10 BAGH 2.8 4.2 0.0 0.0 7.0 74.6% 93.7% 96.7% 92.4%

Ward 16 BAGH 2.8 3.0 0.0 0.0 5.9 86.6% 82.6% 96.8% 100.0%

Ward 18 BAGH 7.6 7.3 0.0 0.0 14.9 65.6% 98.5% 53.8% 53.7%

C-Hosp CLS Ward 1 3.2 3.5 0.0 0.0 6.7 117.2% 83.1% 100.0% 106.3%

Ward 11 SEU DMH 7.0 3.5 0.0 0.0 10.5 79.9% 74.5% 98.3% 59.4%

Ward 21 DMH 13.8 3.5 0.0 0.0 17.3 78.2% 82.3% 84.8% 122.5%

Ward 31 Orthopaedic Unit DMH 3.5 4.2 0.0 0.1 7.8 81.7% 89.8% 73.0% 106.1%

Ward 32 DMH 3.5 3.5 0.0 0.0 7.0 87.6% 106.8% 78.9% 112.2%

Ward 33 DMH 2.0 2.3 0.0 0.0 4.3 67.9% 58.8% 80.0% 110.0%

Ward 34 AMU DMH 4.8 3.7 0.0 0.0 8.5 87.3% 102.2% 80.3% 109.5%

Ward 41 Diabetes DMH 2.5 2.9 0.0 0.0 5.4 90.7% 97.6% 98.5% 133.4%

Ward 42 Oncology DMH 8.7 2.0 0.0 0.0 10.6 96.6% 85.5% 98.4% 70.1%

Ward 43 DMH 3.5 2.8 0.0 0.0 6.3 85.3% 79.1% 93.1% 111.8%

Ward 44 DMH 3.9 2.3 0.0 0.0 6.2 95.5% 63.0% 96.8% 100.0%

Ward 51 Gastro DMH 2.6 3.0 0.0 0.0 5.6 81.8% 104.7% 100.0% 99.6%

Ward 52 DMH 2.3 3.1 0.0 0.1 5.5 84.4% 92.7% 78.6% 107.4%

Ward 61 DMH 4.3 3.2 0.0 0.0 7.5 72.5% 95.1% 55.9% 67.6%

Ward 62 DMH 5.9 1.9 0.0 0.0 7.8 85.8% 95.5% 113.2% -

Critical Care DMH 22.2 3.1 0.0 0.0 25.3 78.1% 99.4% 88.5% 96.8%

Day NightCare Hours Per Patient Day (CHPPD)
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Best Outcomes: Nurse Staffing

Aug-21
RN Average HCA Average RN Average HCA Average

Ward name

Registered 

Nurses/ 

Midwives

Non-Registered 

Nurses/ 

Midwives

Registered 

Nursing 

Associates

Non-Registered 

Nursing 

Associates

Overall

fill rate - registered 

nurses/ midwives 

(%)

fill rate - care staff 

(%)

fill rate - registered 

nurses/ midwives 

(%)

fill rate - care staff 

(%)

C-Hosp Sedgefield Wards 3.1 3.6 0.0 0.0 6.7 96.8% 90.3% 98.2% 184.4%

C-Hosp Richardson Starling Ward 4.1 4.0 0.0 0.0 8.1 123.5% 140.6% 100.0% 145.2%

C-Hosp Shotley Bridge - Ward 2 3.3 2.6 0.0 0.0 5.8 99.2% 101.2% 100.0% 100.0%

Ward 01 Medicine UHND 2.4 2.5 0.1 0.0 5.1 89.2% 88.9% 105.1% 107.1%

Ward 02 Stroke UHND 3.4 3.2 0.0 0.0 6.7 73.2% 95.2% 59.6% 93.6%

Ward 03 Elderly UHND 2.5 3.6 0.0 0.0 6.1 93.2% 99.5% 103.6% 104.0%

Ward 04 AMUSS UHND 5.2 4.9 0.0 0.0 10.1 91.2% 97.0% 87.1% 102.8%

Ward 05 Gastro UHND 2.4 3.1 0.0 0.0 5.5 77.5% 105.0% 91.4% 122.2%

Ward 06 UHND 3.9 3.3 0.0 0.0 7.2 83.7% 92.7% 96.8% 106.3%

Treetops UHND 13.2 4.3 0.0 0.2 17.7 104.4% 103.6% 100.3% 106.5%

Ward 09 UHND 4.6 3.0 0.0 0.2 7.8 103.9% 111.4% 100.1% 100.0%

Acute Cardiac Unit UHND 3.2 2.6 0.0 0.0 5.9 96.3% 81.4% 95.2% 108.8%

Ward 12 Orthopaedic Unit UHND 2.6 3.4 0.0 0.0 6.0 72.5% 105.9% 78.5% 121.9%

Ward 15 and 17 ESU UHND 7.6 5.1 0.0 0.0 12.7 59.7% 88.9% 109.7% 70.8%

Ward 10 UHND 3.2 0.0 0.0 0.0 3.2 62.6% - 65.5% -

ITU UHND 23.1 2.3 0.0 0.0 25.3 102.4% 82.6% 98.5% 60.0%

SAU UHND 3.2 2.6 0.0 0.0 5.8 104.1% 97.9% 105.7% 110.2%

C-Hosp Weardale 3.2 3.8 0.0 0.0 6.9 63.0% 107.4% 98.5% 82.3%

4.1 3.2 0.0 0.0 7.3 86.2% 93.2% 90.0% 101.2%

Day NightCare Hours Per Patient Day (CHPPD)
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Best Outcomes: Nurse Staffing
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Best Outcomes: Nurse Staffing
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www.cddft.nhs.net

Best Outcomes: Nurse Staffing –
Ward Sr. commentary on <80% or >120% staffing levels

Aug-21
RN 

Average

HCA 

Average

RN 

Average

HCA 

Average

Ward name

fill rate - 

registered 

nurses/ 

midwives 

(%)

fill rate - 

care staff 

(%)

fill rate - 

registered 

nurses/ 

midwives 

(%)

fill rate - 

care staff 

(%)
< 80% or Over 120% Comments

Ward 04 Stroke Rehab Unit BAGH 82.9% 95.5% 105.0% 61.1%
This is due to HCA vacancies, Staff have been recruited to posts shifts were put about to bank but were not picked up. The ward was supported at times of pressure in this month by 

other wards and staff were moved around to enable patients safety but this has not been transcribed on to HealthRoster.

Ward 07 BAGH 118.6% 76.7% 111.3% 107.6%

There was some long-term absence which resulted in a reduction in HCAs alongside Covid related absence. The ward had 3 band 4 staff who accounted for some of the shifts 

covered. 

Ward 10 BAGH 74.6% 93.7% 96.7% 92.4%
This is due to a large number of RN LTS and Maternity leave on the ward. HCA's have been used to fill gaps.  The ward was supported at times  staff across the Bishop Auckland site  

but this has not been transcribed on to HealthRoster.

Ward 18 BAGH 65.6% 98.5% 53.8% 53.7%

Currently the  ward is not yet operating at maximum capacity particularly at a weekend and night shifts therefore staffing is deployed to peak periods and then reviewed daily and 

altered to plug immediate gaps and reflect the current demand. Twice weekly staffing meetings across the surgical areas mean we can review and assess the priority and higher 

risk areas and redeploy the staff across the areas to provide the safest cover.   

Ward 11 SEU DMH 79.9% 74.5% 98.3% 59.4%
The ward was staffed to bed occupancy and cover was satisfactory. Over weekends patient numbers were even lower so staff numbers dropped accordingly on top of this there is a 

small amount of HCA sickness.

Ward 21 DMH 78.2% 82.3% 84.8% 122.5%  There was some RN sickness absence during August. 

Ward 31 Orthopaedic Unit DMH 81.7% 89.8% 73.0% 106.1%
The Ward has vacancies and is experiencing higher levels of absence, shifts are sent out to bank, and agency (when required) but not always picked up. Twice weekly staffing 

meetings mean we can review and assess the priority and higher risk areas and redeploy the staff across the areas to provide the safest cover.

Ward 32 DMH 87.6% 106.8% 78.9% 112.2%
The Ward has vacancies and is experiencing higher levels of absence, shifts are sent out to bank, and agency (when required) but not always picked up. Twice weekly staffing 

meetings mean we can review and assess the priority and higher risk areas and redeploy the staff across the areas to provide the safest cover.

Ward 33 DMH 67.9% 58.8% 80.0% 110.0%
The ward opened on 22nd  August with only 8 beds open, the ward was staffed appropriately for the number of patients 1 RN and HCA on every shift. the majority of these staff 

were  redeployed from other ward areas to provide  cover however this was not always changed on the roster to demonstrate the redeployment. 

Ward 41 Diabetes DMH 90.7% 97.6% 98.5% 133.4% The ward had patients requiring enhanced care during the night therefore additional bank and agency staff were used to support these patients

Ward 42 Oncology DMH 96.6% 85.5% 98.4% 70.1% The HCA night cover is covered by twilight shifts due to leave and sickness in August these were not always covered as there is always two RN's on duty .

Ward 43 DMH 85.3% 79.1% 93.1% 111.8% This is due to HCA vacancies, Staff have been recruited to posts shifts were put about to bank but were not picked up

Day Night
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Best Outcomes: Nurse Staffing –
Ward Sr. commentary on <80% or >120% staffing levels

Aug-21
RN 

Average

HCA 

Average

RN 

Average

HCA 

Average

Ward name

fill rate - 

registered 

nurses/ 

midwives 

(%)

fill rate - 

care staff 

(%)

fill rate - 

registered 

nurses/ 

midwives 

(%)

fill rate - 

care staff 

(%)
< 80% or Over 120% Comments

Ward 44 DMH 95.5% 63.0% 96.8% 100.0% The ward had some HCA short term sickness shifts went out to bank but not picked up

Ward 52 DMH 84.4% 92.7% 78.6% 107.4% This is due to RN vacancies. Shifts were sent to bank and agency . There was a minimum of 2 RN's on shift as a minimum

Ward 61 DMH 72.5% 95.1% 55.9% 67.6%
The Ward is currently undertaking a workforce transformation that impacts upon the traditional staffing numbers. The ward is staffed for the number of births expected as opposed 

to beds.  Midwives move across the floor  to where the women need care. 

Critical Care DMH 78.1% 99.4% 88.5% 96.8% RN Shortfall is due to short term sickness and isolation. Nurse to patient ratios were adjusted at times , there was also a higher level of HDU patients which enabled safe working .

C-Hosp Sedgefield Wards 96.8% 90.3% 98.2% 184.4% This is due to patients requiring enhanced levels of care - cohorting and 1: 1 supervision which has resulted in staff working extra as well as using bank and agency staffing to 

ensure patient safety. 

C-Hosp Richardson Starling Ward 123.5% 140.6% 100.0% 145.2% This is due to patients requiring enhanced levels of care - cohorting and 1: 1 supervision which has resulted in staff working extra as well as using bank and agency staffing to 

ensure patient safety. 

Ward 02 Stroke UHND 73.2% 95.2% 59.6% 93.6%
This is due to current RN vacancies and sickness. Substantive staff pick up extra bank shifts a the ward was supported by RN's from ward 04 BAH for two weeks to keep staffing 

numbers safe. Incident reports are completed and  staffing issues always escalated

Ward 05 Gastro UHND 77.5% 105.0% 91.4% 122.2%
RN days is due to sickness.   HCA nights the ward had patients requiring enhanced care during the night therefore additional bank and agency staff were used to support these 

patients. 

Ward 12 Orthopaedic Unit UHND 72.5% 105.9% 78.5% 121.9%
The ward has multiple RN vacancies and are awaiting some new starters. Staffing is reviewed daily and staff deployed across the areas dependent on risk at the time. HCA to 

support some of the RN shortfall. 

Ward 15 and 17 ESU UHND 59.7% 88.9% 109.7% 70.8%
The ward was staffed to bed occupancy and cover was satisfactory. Over weekends patient numbers were even lower so staff numbers dropped accordingly staff were use dto 

support wards with staffing issues particularly SAU . 

Ward 10 UHND 62.6% - 65.5% -
The Ward is currently undertaking a workforce transformation that impacts upon the traditional staffing numbers. The ward is staffed for the number of births expected as opposed 

to beds.  Midwives moveacross the floor  to where the women need care.  

C-Hosp Weardale 63.0% 107.4% 98.5% 82.3%
The ward experienced high levels of sickness and other long term absences in August. All shortages were escalated to Senior Management. There were 2 RN’s on duty at all times. 

Extra HCA’s were requested via bank and agency

SAU UHND 104.1% 97.9% 105.7% 110.2%
This ward has  8 escalation beds open (42 beds) but the roster template is set up for substantive staffing for 33 beds. If these addital beds were added into the tempate this ward 

would show a  much lower fill rate 
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Green - Met acuity of 
current staffing 
establishment
Amber - up to 2 
midwives short on 
current staffing 
establishment
Red  - More than 2 
midwife shortfall

www.cddft.nhs.net

Best Outcomes: Midwife Staffing- DMH

Commentary:
The above demonstrates that the staffing establishment in relation to acuity was met on 81 % of recorded occasions throughout the month of August 
2021. It has also identified the time periods where it has not met.  The acuity tool highlighted  the following:

• Midwives scrubbed in theatre with elective surgery – sometimes x 2  between the hours of 08.00am and 16:00 pm. Currently performing elective 
Caesarean section (CS) on a daily basis within labour ward theatre whilst awaiting staffing/preparations for elective lists in main theatre (Following 
approval of ELSCS case).  In the month of August, there was 1  recorded delay to elective LSCS. The LSCS rate in August was 29.7%

• Sudden staff sickness: 1 episodes recorded. Long term sickness- 2 staff. 2 clinical staff were isolating due to COVID. 2 staff maternity leave. 2 staff 
career break.

• Midwife scrubbed in theatre: 9 episodes.
• Redeployment of staff across department during increased activity equates to: 3 occasions
• Co-ordinator not supernumerary: 1 episode
• There were 2 delays to inductions. Induction rate was 50.8%.  Delays can be attributed to levels of acuity/staffing shortages/Emergency C/S and are 

to maintain patient safety. 
• 2 staff have now joined the CoC Infinity teams -birth availability midwife to support their women in labour. 

DMH Delivery Suite Monthly Acuity Tool Report – August 2021  (4 WEEK DATA COLLECTION PERIOD), Deliveries 128 
DATA COLLECTION COMPLIANCE: 96% (FOR DATA TO HAVE TRUE VALUE COMPLIANCE NEEDS TO BE ABOVE 85%)
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Green - Met acuity of 
current staffing 
establishment
Amber - up to 2 midwives 
short on current staffing 
establishment
Red  - More than 2 midwife 
shortfall

www.cddft.nhs.net

Best Outcomes: Midwife Staffing, UHND

Commentary:
The above demonstrates that the staffing establishment in relation to acuity was met on 59% of recorded occasions throughout the month of 
August  2021 which is slightly reduced from July which was 61% . It has also identified the time periods where it has not met.  The acuity tool identifies 
that demand can be due to the following:
• Data captured over a 4 week month.
• Inductions of Labour were delayed 32 times to maintain safe acuity.
• The availability of staff has been affected by COVID 19 due to staff having to follow government guidance on ‘shielding and isolating’
• All staff training has been stood down until October and staff allocated clinical shifts to cover gaps in the rosters.  Staff are being supported to  

complete L7 training and this is taken from their clinical commitment, which equates to 1 WTE. 
• The elective LSCS lists usually scheduled on Tuesday and Thursday mornings in main theatre have been reintroduced and are populated first, with the 

aim to reduce the amount of sections carried out on delivery suite , there have been midwives scrubbed in theatre 15 times when acuity was recorded
• Redeployed staff from the PN ward and PAU 12 times recorded and this will affect the staffing in those areas   
• There are seven staff on maternity leave.  The Roll out of COC teams continue to be supported  with Stanley and  Ferryhill now rolled out from the end 

of June we should gain a birth availability midwife to support the women from these areas when they come in in labour, however both teams have 
experienced unexpected sickness within their teams creating gaps in their rosters which if unfilled impact the workload on the labour ward 

• Two staff are on Long term sick, and two have returned but are on phased return, anoher member of staff continues to shield. There are unfilled 
vacancies at all levels that have been advertised for and filled however NQMs complete their programme of study in August and September and will 
commence employment follow the completing of study. 

• There has been 3 internal diverts during August  the workload used the escalation policy and delayed work to avoid further diverts 
• Daily SITREP calls are in place at both local and regional level  to discuss pressures, and where mutual assistance can be offered.

UHND Delivery Suite Monthly Acuity Tool Report August  2021 (4 WEEK DATA COLLECTION PERIOD) :   218  deliveries
DATA COLLECTION COMPLIANCE: 96.5% (FOR DATA TO HAVE TRUE VALUE COMPLIANCE NEEDS TO BE ABOVE 85%)
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Best Outcomes: Nurse Staffing

Staffing levels Commentary:

RN  hours as a percentage of planned hours for the reportable safe staffing areas is reduced again in August to 87.6%, from 88.3% in July and 90.3% in 
June. This was achieved by utilizing  84.8% substantive staff, 14.7% bank staffing and 0.5% Agency staffing. This is a return to levels last seen in October 
2021. 

HCA hours as a percentage of planned hours in the reportable safe staffing areas dropped in August by 0.3% to  96.3%. This has been achieved by 
utilising 70.2% substantive staff 22.6% bank and 7.3% agency  staff. This is a return to levels seen February 2021. 

Some of this will be due the continuation of the budget reset work in HealthRoster  which was commenced in July 2021 
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Best Outcomes: Nursing & Midwifery Staffing

www.cddft.nhs.net

Staffing levels Commentary:

The August workforce report, following the establishment reset, highlights that there are 304.76 WTE RN vacancies and  114.91  WTE HCA vacancies.  
The care groups are working to validate these numbers against the new budgets.  

International Recruitment 

 Cohort 6, a total of 24 nurses, arrived on 16 August and have started the ‘boot camp’ model of training. They will be classroom based for 5 
weeks until their OSCEs which are booked for 21st and 22nd September.

 Cohort 7, a total of 24 nurses arrived on 13th September and will follow the same model. OSCEs  21st October.
 Monthly intakes planned until December.

Graduate Recruitment 

• 49 home trust students recruited internally from Teesside University. 34 Adult, 7 Child, 8 Midwives.  46 Teesside University, 3 Sunderland 
University

• 8 external recruits interviewed successfully after applying via NQN advert on NHS Jobs (1 out of area, 4 Northumbria University, 2 Sunderland, 1 
Teesside)

• 21 additional recruits applied to specific wards, all NQN 
• Recruitment Team has a list of 78 NQNs currently going through pre-employment checks for starting on or around 20th September.
• 56 home trust students due to qualify in January 2022.  PPFs currently collecting the information of their preferences and applications submitted 

via internal vacancy reference number on NHS Jobs.  Meeting with care groups in September to discuss potential vacancies.
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Rolling Hours Balances – August   

www.cddft.nhs.net

The rolling hours balance for August  is 
1099.54.  This is lower than last month but 
the hours owed by staff  have reduced by 
300 hrs.  

There are 5346 hours owed by staff owing 
less than 10 hours.  This has increased by 
484 hrs from last month.

There are 5199 hours owed to staff that 
have 10 hours or less owed to them. 
Managers should continue to regularly  
review staff  hours as part of the pre 
approval.

Roster checklist to ensure hours are paid 
back in a timely manner as per the roster  
policy . 
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Rolling Hours Balances – August   

www.cddft.nhs.net

The rolling hours balance for August  is 
1099.54.  This is lower than last month but 
the hours owed by staff  have reduced by 
300 hrs.  

There are 5346 hours owed by staff owing 
less than 10 hours.  This has increased by 
484 hrs from last month.

There are 5199 hours owed to staff that 
have 10 hours or less owed to them. 
Managers should continue to regularly  
review staff  hours as part of the pre 
approval.

Roster checklist to ensure hours are paid 
back in a timely manner as per the roster  
policy . 
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Best Outcomes: Safe Staffing Bank RN fill rates

www.cddft.nhs.net

RN Bank fill rates:

In August bank fill rates rose slightly to 61.82% as did the agency fill which rose by 0.69% to 2%, these are rates similar to those seen in December 2020. 

This increase could be due in part to the temporary increase in bank rates of pay by 15% until the end of September.  

When comparing to August 2020 this years bank fill rates have dropped by  7.67%  however the Agency fill rate is similar to August 2020. 
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Best Outcomes: Safe Staffing Bank HCA fill rates

HCA  Bank fill rates:

In August, bank fill rates rose to 59.25% but agency fill rates remained  similar to July at 12.86%.  Agency fill rates  have remained at around 12% since 
April 2021. This increase could be due in part to the temporary increase in bank rates reported earlier.
When comparing bank fill rates to August 2020 the  fill rate has dropped  11.9% over the past 12 months. 
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Best Outcomes: Safe Staffing Composition 
Temporary v. substantive

RN Bank fill rates :

Fill rates for reportable safe 
staffing areas in August: 
substantive staff levels dropped 
again to 84.8% bank fill rate 
increased slightly to 14.7%. This 
could be due to an increase in 
staff having to isolate due to 
covid contacts  and annual 
leave 

HCA Bank fill rates :

Fill rates for reportable safe 
staffing areas in August: the 
HCA substantive staff levels 
have dropped for 4th month 
running to 70.2% . Bank staffing 
levels have increased to 22.6%  
as did the agency fill rate to 
7.3% . Again this could be due 
to  staff isolating from covid 
contacts and annual leave 
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Best Employer | Best Efficiency: Well Led

www.cddft.nhs.net

Workforce:
- The New Budgeted Establishments have been incorporated into the report from April 2021, this includes changes to nursing establishment to include 

cover for absence. Budgeted Vacancies are calculated as the difference between Budget Establishment (Finance) and Contracted SIP (ESR), the 
increase in vacancies has arisen from the changes to nursing establishments

- The reduction in Staff In Post (Actual) is mainly due to Doctors in Training rotations and the transition to LET employment
- Absence has decreased this month following a 4 month increase; there has been an reduction in  COVID related absence.  MSK absence remains the 

same as previous month. OH&W support remains at an enhanced level supplemented by the ICS mental health resilience hub resources.
- Appraisals continue to run below target levels – trust appraisals are currently being completed and revalidation processes for Nursing and Medical 

staff have been reinstated. 

www.cddft.nhs.net

Target Average 20/21 Average 21/22 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21 Apr-21 May-21 Jun-21 Jul-21 Aug-21 2020/2022 Movement

Budgeted Establishment  - 6649.21 7082.24 6594.19 6597.91 6578.56 6598.75 6650.16 6826.81 6847.68 6791.98 7040.44 7040.44 7091.22 7087.72 7151.37

Total Contracted SIP 5913.08 6069.08 5907.35 5804.68 5848.53 5896.74 5896.87 5911.01 5976.19 6043.98 6012.32 6040.72 6084.63 6118.21 6089.52

Of Which Career Break 11.49 11.93 10.72 10.72 10.72 10.72 10.72 10.72 12.31 14.31 12.71 13.71 10.75 10.75 11.75

Of Which Maternity/Adoption 115.36 116.77 126.39 122.19 117.14 117.13 109.50 107.24 104.61 111.60 115.23 110.53 119.78 119.83 118.49

Of Which Other Unavailable 1.80 5.00 1.80 1.80 1.99 1.99 1.99 2.59 2.59 2.60 2.60 3.60 6.60 7.60 4.60

Available SIP 5784.44 5935.37 5768.44 5669.97 5718.68 5766.90 5774.66 5790.46 5856.68 5915.47 5881.78 5912.88 5947.50 5980.03 5954.68

Budgeted Vacancies 736.13 1013.16 686.84 793.23 730.03 702.01 753.29 915.80 871.49 748.00 1028.12 999.72 1006.59 969.51 1061.85

Lost Due To  Overall Sickness Absence - 365.43 350.75 291.31 299.37 320.25 394.46 403.65 433.71 382.44 334.22 275.27 342.95 369.93 385.11 380.50

Of Which MSK 51.09 59.53 53.07 57.83 52.61 46.71 47.35 53.27 59.74 46.14 38.82 53.81 71.37 66.98 66.69

Of Which COVID Related 89.16 41.10 24.23 28.92 52.61 102.07 95.86 141.87 83.16 146.11 39.41 34.89 30.33 53.82 47.04

Of Which Mental Health 108.92 110.19 102.10 91.85 102.36 113.61 120.69 107.70 108.93 114.76 94.70 115.30 111.81 112.42 116.71

Bank Usage 425.12 392.00 446.53 388.93 396.23 538.38 393.07 504.73 441.81 508.92 390.50 391.92 362.15 396.51 418.90

Agency Usage 78.86 68.55 64.61 74.16 80.15 82.96 92.77 102.70 91.68 62.77 63.59 68.90 73.32 67.69 69.23

In Month Starters 64.57 79.56 70.77 47.39 42.79 55.66 29.36 57.44 95.30 75.32 66.02 60.73 79.94 94.85 96.24

In Month Leavers 51.32 66.99 107.58 53.35 42.37 34.49 48.10 59.84 41.61 49.59 60.43 44.31 43.89 58.14 128.18

Staff Turnover Rate  FTE %  (Voluntary) 9% 7.10% 6.73% 7.33% 7.20% 7.11% 6.77% 6.60% 6.62% 6.48% 6.58% 6.64% 6.73% 6.53% 6.78% 6.96%

Staff Turnover FTE % (All) - 11.64% 11.35% 12.00% 11.71% 11.76% 11.28% 11.09% 11.09% 10.89% 10.74% 11.22% 11.21% 11.14% 11.42% 11.77%

Core Essential Training 95% 91.19% 94.91% 91.75% 91.89% 91.84% 90.01% 90.13% 90.52% 89.40% 91.10% 94.74% 95.56% 94.69% 94.87% 94.71%
Staff Appraisal 95% 69.43% 67.92% 66.48% 65.54% 66.05% 71.60% 66.81% 64.09% 64.92% 69.46% 71.36% 69.76% 66.89% 66.11% 65.49%

Sickness Absence Overall 4% 6.32% 5.91% 5.05% 5.28% 5.60% 6.84% 6.99% 7.49% 6.53% 5.65% 4.68% 5.80% 6.22% 6.44% 6.39%

Of Which MSK 0.88% 1.00% 0.92% 1.02% 0.92% 0.81% 0.82% 0.92% 1.02% 0.78% 0.66% 0.91% 1.20% 1.12% 1.12%

Of Which COVID Related 1.54% 0.69% 0.42% 0.51% 0.92% 1.77% 1.66% 2.45% 1.42% 2.47% 0.67% 0.59% 0.51% 0.90% 0.79%

Of Which Mental Health 1.88% 1.86% 1.77% 1.62% 1.79% 1.97% 2.09% 1.86% 1.86% 1.94% 1.61% 1.95% 1.88% 1.88% 1.96%

Sickness Absence Short Term 1.25% 2.18% 1.71% 1.36% 1.74% 2.23% 3.19% 2.51% 3.03% 2.04% 1.43% 0.62% 1.81% 2.03% 2.14% 1.96%

Sickness Absence Long Term 2.25% 4.14% 4.19% 3.69% 3.54% 3.37% 3.65% 4.48% 4.47% 4.49% 4.22% 4.06% 3.99% 4.19% 4.30% 4.43%

CDDFT Workforce Performance Overview
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Workforce:
- The reduction in Staff In Post (Actual) is mainly due to Doctors in Training rotations and the transition to LET employment
- WTE Substantive, includes both CDDFT and SCL

www.cddft.nhs.net

NHSi PWR Return – Headline Figures

SUMMARY STAFF WTE DETAIL 01WTEM01_ACT 01WTEM02_ACT 01WTEM03_ACT 01WTEM04_ACT 01WTEM05_ACT

 Actual Actual Actual Actual Actual

30/04/2021 31/05/2021 30/06/2021 31/07/2021 31/08/2021

Month 1 Month 2 Month 3 Month 4 Month 5

WTE WTE WTE WTE WTE

Total non medical - clinical substantive staff 4,943.17 4,951.48 5,010.27 5,041.57 5,075.98

Total non medical - non-clinical substantive staff 947.79 967.77 951.41 948.65 947.89

Total medical and dental substantive staff 531.14 535.91 536.21 535.66 470.70

Total WTE substantive staff 6,429.10 6,462.16 6,504.89 6,532.88 6,501.57
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RN Vacancies v Establishment:

There has been a slight increase in the RN vacancy position in August 2021 by 13 WTE.  

There have been no significant budget changes in month 5

These vacancies do not take into consideration the August international recruitment arrivals (24 nurses) who are planned to complete their OSCE examination 
on 21 September 2021 
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HCA Vacancies v Establishment:

Overall vacancies have reduced from 138 – 114, this is due to appointments equivalent of 13 HCAs. 

The remaining decrease is a result of temporary allocation of international nurses who arrived in August (24) pending completion of OSCE and NMC 
registration and will move into RN positions when in receipt of their NMC pin.   
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[Item No] – [Report title to insert] Private & Confidential    1 

 

 

Trust Board – 29th September 2021 

Workforce and OD Quarter 1 report 2021 

Open Session x Private & Confidential Session  

Author 

 

Reason for 

Submission 

Tick all that apply 

If none of the above, 

please provide 

rationale for 

submission 

Standing item                                             

Development / approval or update on strategy                         

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…. 

Positive performance 

/ developments within 

this report   

Insert or delete rows as 

required. Provide a headline 

summary for each point to 

allow Board members to 

understand the outcome and 

its importance – remove all 

red text once table 

complete. 

Positive matters  Page 

How our strategy underpins the system 2 

Our suite of underpinning People strategies 3 

People Matter, evolvement from Staff Matter and focus of on our 

people agenda through the development of strategic intent and 

continued work towards improved culture, initially driven through 

the NHSE/I ‘Moving to Good’ Programme, which informed our 

Culture Matters strategy. We have now established four pillars of 

engagement to focus our work. 
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[Item No] – [Report title to insert] Private & Confidential    2 

Ongoing activity, achievement and planned action is detailed 

through the report. 

5 onwards 

 

 

 

 

Key issues and 

actions within this 

report  

Insert or delete rows as 

required. Provide summary 

level information to allow 

Board members to 

understand the issue and 

action – delete all red text 

once the table has been 

completed  

Issue and actions Page 

Work in the wellbeing of our people continues, detailed 

throughout paper during these uncertain times, in order to best 

support out workforce. 

 

  

  

  

  

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) 

Work in the wellbeing of our people continues, detailed throughout paper during 

these uncertain times, in order to best support out workforce. 

Action / decision 

required from the 

Board 

For note and information, 

For information and update in relation to Workforce and OD activity and 

improvement, 
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Workforce & Organisation Development

Quarterly Board Report

Quarter 1

Morven Smith, Director of Workforce & OD

www.cddft.nhs.net
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We are the NHS: People 
Plan 2020/2021 – action 

for us all

• Responding to new challenges 
and opportunities

• Looking after our people

• Belonging in the NHS

• New ways of working and 
delivering care

• Growing for the future

• Supporting our NHS people for 
the long term

ICS/ICP Workforce 
Programme

• Supply

• Health and wellbeing

• Equality, diversity & inclusion

• System development and 
leadership

• Workforce redesign

People Matter 2020 - 2023

• Making CDDFT the best place to 
work

• Improving our leadership culture

• Addressing urgent workforce 
shortages

• Delivering 21st century care

• A new operating model for 
workforce

National System Organisational Ite
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Workforce & OD Objectives & Work Plan
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• People Matter is our People Strategy, informed by the NHS People Plan and made up of 
five key enablers aimed to focus activity to further develop an engaged, resilient, 
competent, adaptable workforce, prepared for a changing healthcare economy

• Taking into account feedback from Care Groups and Corporate Directorates, the 
development and reporting of action plans was improved ensuring more local targeted 
actions based on Workforce metrics and Staff Survey results

• ‘People Matter Clinics’ were organised for Care Group and Corporate Directorate with 
expert representatives from the teams within Workforce and OD to provide advice and 
guidance on what support is available to help address identified areas of development

• People Matter Action plans developed and owned by Care Groups and Corporate 
Directorates will report quarterly to Strategic Change Board, and progress against 
actions monitored through Performance Reviews to ensure the Workforce is at the 
centre of all we do
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W&OD Q1 2021/22 – Equality, Diversity and Inclusion 
(EDI) Matters
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Quarter 1 – We have …

Launched a zero tolerance campaign

Launched phase 2 of the #100 faces 
campaign – ‘Your Story Our Story’

Developed and issued a joint organisational 
statement of commitment for the inclusion 
agenda

Promoted the need for disclosure of 
protected characteristics onto ESR

Promoted the need for 100% compliance of 
EDI training across the Workforce (94.32% 
at 30 June 2021)

Developed the EDI Strategic Intent and 
Activity Plan

Commenced inclusive recruitment working 
party to link with career progression and 
talent

Network Group Membership overall 
membership status - 282 members

Developed a programme of Equality 
Network events for the year

Completed the WRES and the WDES

Agreed protected time for Staff Network 
chairs

Launched the ‘Please Speak Clearly’ 
campaign

Embedded an Equality Impact Assessment 
into the Business Case template

Quarter 2 – We will …

Review recruitment training to include 
a focus on Equality and Inclusion, 
targeting under-represented groups

Ensure under-represented groups are 
a consideration in our revised Talent 
Matters strategy

Report on disparity ratios

Promote the Freedom to Speak up 
training packages

Participate in the Regional design work 
of Inclusive Leadership Coaching 

Publish the WDES and WRES  and 
ensure actions are taken forward 
through the EDI Activity Plan

Quarter 3 Quarter 4
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Matters – workforce demographic

www.cddft.nhs.netwww.cddft.nhs.net

Group Headcount %

White 6614 89.16%

BME 595 8.02%

Not Stated 201 2.71%

Unknown 8 0.11%

Total 7418 100.00%

Staff In Post By Ethnic Group

Gender Headcount %

Female 6219 83.84%

Male 1199 16.16%

Total 7418 100.00%

Staff In Post By Gender
Disability Headcount %

Learning disability/difficulty 15 0.20%

Long-standing illness 35 0.47%

Mental Health Condition 13 0.18%

No 4999 67.39%

Not Declared 258 3.48%

Other 11 0.15%

Physical Impairment 16 0.22%

Prefer Not to Answer 7 0.09%

Sensory Impairment 15 0.20%

Unspecified 1951 26.30%

Yes - Unspecified 98 1.32%

Total 7418 100.00%

Staff In Post By Disability

Footnote: 
- Data extracted from ESR at Quarter end (30th June 2021)

Improve data 
quality & analysis

Setting priorities
Targeted 

interventions

How we use our data
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Quarter 1 – We have …

Re-established Retention Working 
Party 

Set criteria TOR for annual review 
of the organisational response to 
retention 

Celebrated our successes in 
relation to International 
Recruitment, HCA Recruitment 
outcomes

Re-designed our On-boarding 
process to ensure our people’s 
experience at the point of joining 
the Trust is a positive and 
seamless experience 

Quarter 2 – We will …

Refine our on-going recruitment 
activity for hard to recruit to 
areas via Recruitment 
Performance Framework 

Trust-wide Programme of events 
seeking to engage our people to 
share their workforce experience 
and generate ideas to enhance 
retention 

Review the  changing strategic 
context of the Retention Matters 
Strategy and impact assess 
national changes in policy i.e. 
Pensions, Generational Diversity, 
agile working 

Evaluation of engagement 
programme,  outcomes to be 
presented to care group forums 
in order to create future 
interventions to reduce adverse 
voluntary turnover 

Using data driven outcomes to 
chart leavers and inform priority 
areas for retention focus

Quarter 3 Quarter 4
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Staff Group <=20 Years 21-25 26-30 31-35 36-40 41-45 46-50 51-55 56-60 61-65 66-70 >=71 Years TOTAL

Add Prof Scientific and Technic 20 32 30 29 23 18 21 19 7 2 1 202

Additional Clinical Services 19 140 149 177 144 145 194 229 202 132 17 5 1553

Administrative and Clerical 17 62 91 95 154 171 221 271 218 145 19 7 1471

Allied Health Professionals 44 80 84 78 62 67 56 40 20 1 532

Estates and Ancillary 6 9 24 27 20 38 41 79 93 55 17 5 414

Healthcare Scientists 14 32 24 28 26 19 12 8 3 1 167

Medical and Dental 18 68 50 74 114 106 68 49 30 6 1 584

Nursing and Midwifery Registered 112 288 326 287 338 359 373 261 118 22 3 2487

Students 1 3 2 2 8

Total 42 419 765 816 816 919 1025 1109 890 510 85 22 7418

Staff In Post Age Profile By Staff Group (Headcount)

Staff Group FTE Vacancies

Registered Nursing, Midwifery and Health Visiting -293.05

Allied Health Professionals -58.51

Medical & Dental -72.56

Support To Clinical Staff -187.16

Infrastructure Support -148.08

Scientific & Healthcare Scientists -32.08

Total -791.44

* Data supplied by fiancne, extracted from Ledger June 2021

Vacancies By Staff Group *

Area Target Average 20/21
Average 21/22 

Qtr 1
Apr-21 May-21 Jun-21

CDDFT 7.10% 6.63% 6.64% 6.73% 6.53%

Clinical Specialist Service 9.45% 8.30% 8.31% 8.13% 8.45%

Community Services 8.16% 6.28% 6.60% 6.17% 6.07%

Family Health 5.04% 7.42% 6.87% 7.67% 7.73%

Integrated Medical Specialties 8.01% 7.40% 7.76% 7.31% 7.12%

Surgery 5.59% 5.17% 5.36% 5.36% 4.78%

Chief Executive 8.88% 5.97% 5.33% 5.25% 7.33%

Director Of Finance 5.84% 4.61% 3.46% 5.18% 5.18%

Director Of Operations 4.11% 2.82% 1.76% 3.09% 3.61%

Medical Director 5.93% 3.36% 3.39% 3.33% 3.37%

Nursing & Quality 6.14% 5.25% 5.48% 5.15% 5.12%

Workforce & Organisational Development 8.49% 10.00% 7.73% 10.85% 11.41%

Staff Turnover FTE% (Voluntary)

9%

Improve data 
quality & analysis

Setting priorities
Targeted 

interventions

How we use our data
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W&OD Q1 2021/22 – Health & Wellbeing Matters
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Quarter 1 – We have …

Published revised H&WB catalogue of 
support for staff with Trust, Regional & 
National Support Initiatives aimed at 
supporting staff

Established H&WB Steering Group to 
ensure strategic oversight of this important 
agenda 

Supported the launch of the Central and 
South ICP Enhanced Occupational Health 
Programme; funding secured to support 
integration

Introduced CEV specialist panel providing 
an expert advisory service for line managers 
who are supporting CEV & CV staff whilst at 
work

Supported 136 CEV staff to safely return to 
work via the CEV Roadmap exercise, 
creation of a SPOC to centrally monitor 
trends and learning to ensure we are 
effectively supporting staff whilst at work. 

Enhanced Occupational Health advisory 
service to the Trust allowing timely 
guidance to our people in relation to 
Isolation and Exemption rules imposed 
nationally. 

Recruited 52 TRiM practitioners to offer 
support across the organisation

Wellbeing Guardian confirmed in post

Quarter 2 – We will …

Further enhance the H&WB Framework 
& continue to embed innovation in the 
support of our people

Impact assess the transition of Agile 
Working on the Health & Wellbeing of 
our people

Evaluation the implementation of the 
Trim practitioner work against our 
people metrics

Assess Demand and Supply on our 
Occupational Health Service to ensure 
the service offered targets the needs of 
our people through positive 
interventions.

Continue to develop referral pathways 
from Occupational Health for staff with 
long-covid.

Report compliance on Risk Assessments 
and Health and Wellbeing conversations 
at a Care Group and Corporate 
Directorate level

Establish wellbeing champion role across 
the organisation

Quarter 3 Quarter 4
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Area Target Average 20/21
Average 21/22 

Qtr 1
Apr-21 May-21 Jun-21 Area Target Average 20/21

Average 21/22 

Qtr 1
Apr-21 May-21 Jun-21

CDDFT 6.32% 5.57% 4.68% 5.80% 6.22% CDDFT 1.54% 0.59% 0.67% 0.59% 0.51%

Clinical Specialist Service 5.72% 6.16% 5.78% 6.14% 6.55% Clinical Specialist Service 0.85% 0.22% 0.21% 0.33% 0.13%

Community Services 7.55% 6.64% 5.18% 7.39% 7.34% Community Services 2.02% 0.87% 0.87% 0.95% 0.78%

Family Health 5.03% 5.57% 4.69% 5.93% 6.09% Family Health 1.11% 0.72% 0.86% 0.60% 0.69%

Integrated Medical Specialties 7.06% 5.37% 4.62% 5.43% 6.07% Integrated Medical Specialties 2.26% 0.76% 0.88% 0.77% 0.63%

Surgery 7.04% 5.56% 4.45% 5.61% 6.62% Surgery 1.30% 0.49% 0.64% 0.45% 0.39%

Chief Executive 1.41% 5.54% 3.31% 6.90% 6.42% Chief Executive 0.00% 0.11% 0.00% 0.00% 0.32%

Director Of Finance 1.43% 2.41% 4.09% 2.37% 0.77% Director Of Finance 0.63% 0.00% 0.00% 0.00% 0.00%

Director Of Operations 4.28% 3.71% 3.64% 3.65% 3.84% Director Of Operations 0.78% 0.00% 0.00% 0.00% 0.00%

Medical Director 2.53% 1.46% 0.83% 1.27% 2.28% Medical Director 0.74% 0.00% 0.00% 0.00% 0.00%

Nursing & Quality 3.76% 3.49% 3.22% 4.07% 3.19% Nursing & Quality 1.08% 0.39% 0.36% 0.35% 0.46%

Workforce & Organisational Development 4.40% 4.88% 3.81% 4.36% 6.48% Workforce & Organisational Development 0.64% 0.00% 0.00% 0.00% 0.00%

Area Target Average 20/21
Average 21/22 

Qtr 1
Apr-21 May-21 Jun-21 Area Target Average 20/21

Average 21/22 

Qtr 1
Apr-21 May-21 Jun-21

CDDFT 2.18% 1.49% 0.62% 1.81% 2.03% CDDFT 1.88% 1.81% 1.61% 1.95% 1.88%

Clinical Specialist Service 1.63% 1.78% 1.26% 1.75% 2.32% Clinical Specialist Service 2.26% 2.28% 2.16% 2.33% 2.34%

Community Services 2.48% 1.70% 0.83% 2.04% 2.22% Community Services 2.36% 2.44% 1.95% 2.81% 2.56%

Family Health 1.74% 1.31% 0.40% 1.82% 1.72% Family Health 1.45% 1.76% 1.40% 1.90% 1.98%

Integrated Medical Specialties 2.79% 1.63% 0.61% 1.88% 2.39% Integrated Medical Specialties 1.51% 1.36% 1.25% 1.45% 1.39%

Surgery 2.22% 1.30% 0.11% 1.92% 1.87% Surgery 2.26% 1.68% 1.56% 1.74% 1.75%

Chief Executive 0.83% 1.06% 1.19% 0.52% 1.47% Chief Executive 0.98% 5.21% 3.31% 6.39% 5.93%

Director Of Finance 1.12% 0.96% 2.37% 0.17% 0.35% Director Of Finance 0.46% 1.74% 2.60% 2.19% 0.42%

Director Of Operations 1.29% 1.33% 1.14% 0.91% 1.95% Director Of Operations 1.52% 1.43% 1.41% 1.54% 1.33%

Medical Director 0.70% 0.44% 0.02% 0.47% 0.82% Medical Director 1.15% 0.86% 0.83% 0.94% 0.82%

Nursing & Quality 1.76% 1.28% 0.25% 2.16% 1.43% Nursing & Quality 1.32% 1.05% 1.23% 0.96% 0.97%

Workforce & Organisational Development 1.44% 1.73% 0.92% 3.84% 0.44% Workforce & Organisational Development 2.24% 1.64% 1.80% 1.45% 1.66%

Area Target Average 20/21
Average 21/22 

Qtr 1
Apr-21 May-21 Jun-21 Area Target Average 20/21

Average 21/22 

Qtr 1
Apr-21 May-21 Jun-21

CDDFT 4.14% 4.08% 4.06% 3.99% 4.19% CDDFT 0.88% 0.92% 0.66% 0.91% 1.20%

Clinical Specialist Service 4.09% 4.38% 4.52% 4.40% 4.23% Clinical Specialist Service 1.13% 0.82% 0.53% 0.72% 1.22%

Community Services 5.06% 4.94% 4.35% 5.35% 5.11% Community Services 0.88% 0.99% 0.80% 0.94% 1.24%

Family Health 3.29% 4.26% 4.30% 4.11% 4.37% Family Health 0.76% 1.00% 0.78% 1.08% 1.13%

Integrated Medical Specialties 4.27% 3.75% 4.01% 3.55% 3.68% Integrated Medical Specialties 1.05% 0.93% 0.80% 0.89% 1.10%

Surgery 4.82% 4.26% 4.34% 3.68% 4.75% Surgery 0.93% 1.21% 0.58% 1.29% 1.75%

Chief Executive 0.58% 4.49% 2.12% 6.39% 4.95% Chief Executive 0.14% 0.00% 0.00% 0.00% 0.00%

Director Of Finance 0.31% 1.44% 1.72% 2.19% 0.42% Director Of Finance 0.00% 0.19% 0.57% 0.00% 0.00%

Director Of Operations 2.99% 2.37% 2.49% 2.74% 1.89% Director Of Operations 0.12% 0.06% 0.00% 0.02% 0.15%

Medical Director 1.83% 1.03% 0.81% 0.80% 1.47% Medical Director 0.45% 0.00% 0.00% 0.00% 0.00%

Nursing & Quality 2.00% 2.22% 2.97% 1.91% 1.77% Nursing & Quality 0.39% 0.35% 0.08% 0.47% 0.50%

Workforce & Organisational Development 2.96% 3.15% 2.89% 0.52% 6.04% Workforce & Organisational Development 0.89% 0.90% 0.75% 0.47% 1.47%

Sickness Absence - COVID

2.25%

Sickness Absence - Mental Health

2.25%

Sickness Absence - MSK

2.25%

Sickness Absence Short Term

1.25%

Sickness Absence Long Term

2.25%

Sickness Absence Overall

4.00%
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Quarter 1 – We have …

297 apprentices in post

Developed the Leadership and 
Management Framework with career 
pathways and detailed learning at all 
levels by Band to support Talent 
conversations 

Continued development of learning 
offer in line with People Plan 
requirements, Staff Survey and 
Covid19 learning to include: Engaging 
Teams, Virtual Leader – managing 
remotely, managing wellbeing and 
Resolution approach

Promoted Band 5 to 7 Apprenticeships 
in management and leadership

Training and Development Business 
Partner in post from 28 June 2021

Launched CPD offer for all qualified 
nursing and AHP colleagues through 
Teesside University

Reviewed Disciplinary procedure 
training to support a fair and just 
leadership culture

Refreshed Management Information 
Reports on Core Essential and Role 
Specific training

Quarter 2 – We will …

Develop the work to refresh the Talent 
Matters Strategy

Review the Mary Seacole Leadership 
programme and continue pilot with a 
view of this enhancing the offering to 
Bands 5 – 7 

Promote the leadership development 
offer for Bands 5 – 7

Roll out training for investigating 
officers to support new policy and a 
fair and just culture

Develop work to produce a skills 
matrix linked to the Leadership and 
Management Framework

Develop a robust process as to how 
colleagues access learning and 
evaluation of learning outputs and 
practice

Quarter 3 Quarter 4
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Area Target Average 20/21
Average 21/22 

Qtr 1
Apr-21 May-21 Jun-21

CDDFT 91.19% 95.00% 94.74% 95.56% 94.69%

Clinical Specialist Service 92.93% 94.99% 95.41% 96.55% 93.00%

Community Services 94.17% 96.95% 97.09% 97.36% 96.41%

Family Health 91.91% 95.46% 95.43% 96.07% 94.89%

Integrated Medical Specialties 87.34% 92.82% 92.44% 93.09% 92.93%

Surgery 89.92% 93.40% 92.85% 94.29% 93.05%

Chief Executive 92.72% 96.32% 97.00% 98.97% 93.00%

Director Of Finance 98.73% 99.19% 99.67% 99.31% 98.60%

Director Of Operations 96.92% 98.98% 98.19% 99.23% 99.52%

Medical Director 83.24% 91.77% 88.99% 92.75% 93.56%

Nursing & Quality 94.12% 98.15% 97.93% 98.80% 97.73%

Workforce & Organisational Development 95.63% 99.24% 99.25% 99.05% 99.41%

Area Target Average 20/21
Average 21/22 

Qtr 1
Apr-21 May-21 Jun-21

CDDFT 81.86% 85.43% 84.91% 85.59% 85.78%

Clinical Specialist Service 87.40% 90.67% 90.16% 91.09% 90.76%

Community Services 88.12% 90.52% 90.31% 90.41% 90.85%

Family Health 80.94% 83.56% 82.98% 83.81% 83.88%

Integrated Medical Specialties 76.23% 81.02% 80.56% 81.30% 81.19%

Surgery 79.45% 81.75% 81.23% 81.91% 82.10%

Chief Executive 94.07% 95.30% 93.00% 96.41% 96.50%

Director Of Finance 98.63% 99.08% 99.33% 98.62% 99.30%

Director Of Operations 97.54% 98.62% 97.94% 98.82% 99.09%

Medical Director 76.61% 82.99% 80.50% 83.31% 85.17%

Nursing & Quality 88.63% 93.50% 92.78% 93.41% 94.31%

Workforce & Organisational Development 96.59% 96.43% 95.52% 96.12% 97.64%

Area Target Average 20/21
Average 21/22 

Qtr 1
Apr-21 May-21 Jun-21

CDDFT 69.43% 69.34% 71.36% 69.76% 66.89%

Clinical Specialist Service 67.18% 65.97% 67.09% 66.56% 64.25%

Community Services 80.71% 83.87% 89.11% 83.94% 78.56%

Family Health 69.62% 67.92% 69.38% 68.00% 66.38%

Integrated Medical Specialties 67.48% 68.49% 71.04% 70.32% 64.11%

Surgery 61.54% 59.43% 60.34% 59.43% 58.53%

Chief Executive 67.41% 78.90% 80.56% 80.56% 75.58%

Director Of Finance 83.39% 90.36% 91.07% 90.91% 89.09%

Director Of Operations 84.46% 68.75% 64.74% 69.11% 72.40%

Medical Director 57.28% 50.74% 52.73% 50.82% 48.68%

Nursing & Quality 55.96% 53.77% 49.50% 52.27% 59.55%

Workforce & Organisational Development 69.20% 93.83% 95.00% 92.86% 93.62%

Staff Appraisal

95%

Core Essential Training 

95%

Role Specific Training

-

Improve data quality

Monitor compliance 
against CQC and 
other standards

Identify hotspots and 
target interventions

How we use our data
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Quarter 1 – We have …

13 Teams in Need of Support /OD  bespoke 
interventions running during this period

Developed a Culture Matters strategy 
identifying 4 pillars of engagement EDI, 
Leadership and Organisational 
Development, Health and Wellbeing and 
Communications

Introduced the Quarterly Staff Survey 
which has replaced the Staff Friends and 
Family Survey

Facilitated 11 People Matter clinics with all 
Care Groups and Corporate areas and 
supported the development of action 
plans specific to each area based on staff 
survey results and expectations from the 
People Matter strategy

Developed a more enhanced ‘Workforce’ 
section of the Business Case template to 
ensure that all Workforce requirements 
are considered when developing a 
Business Case

Designed a ‘Difference through Change’ 
session for inclusion in the IMPS 
programme

Continue to support the Workforce & OD 
agenda as part of the EPR implementation

Continue to work in partnership with TU 
colleagues – excellent feedback from 
engagement with them throughout the 
Pandemic 

Quarter 2 – We will …

Work with Communications Team in 
developing an internal 
communications strategy and 
engagement activity throughout the 
year

Produce and distribute results from 
1st Quarterly Staff Survey

Executive support being given to 
identify key opportunities for 
improved resilience and recovery of 
our staff, which includes trust-wide 
opportunities for staff to meet with 
freedom to speak up guardian

Ensure results are taken into account 
by Care Groups and Corporate areas 
in order to refine People Matter 
action plans in response to Quarterly 
Staff Survey Results

Further enhance our engagement 
action plans to encompass learning 
from open sessions

Ensure People Matter action plans are  
quality checked for meaningful 
actions to improve engagement

Quarter 3 Quarter 4
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Care Group Disciplinary MHPS Grievance/Resolution WB Capability
LTS Cases/ 
Absence 
Hearings

Appeals
Tribunals/ 
Early 
Conciliation

Organisational 
Change

Clinical Specialist Services 2 0 3 0 0 42 0 0 0

Community Services 0 0 1 0 0 46 2 0 0

Family Health 1 0 2 0 0 44 0 0 0

Integrated Medical Specialities 10 1 2 0 1 54 0 0 1

Surgery 1 0 5 0 1 46 0 3 0

Chief Executive 0 0 0 0 0 2 0 0 0

Director of Finance 0 0 0 0 0 1 0 0 0

Director of Operations 0 0 1 0 0 4 0 0 1

Medical Director 0 0 0 0 0 0 0 0

Nursing & Quality 0 0 1 0 0 6 0 0 0

Workforce & Organisational Development 1 0 2 0 0 1 0 0 0

Total 15 1 17 0 2 246 2 3 2

Improve data quality

Identify hotpots, trends and 
target interventions 

Monitor workload across the 
Human Resources team who 

provide support to Care 
Groups and Corporate 

Directorates

How we use our data
Staff Engagement Question 2018 2019 2020 +/-

Recommending Trust as place to work or 

receive treatment

21a Care of patients / service users is my 

organisation's top priority (agree, strongly 

agree).

64% 71% 74% +3%

21c I would recommend my organisation as 

a place to work (agree, strongly agree).

49% 58% 57% -1%

21d If a friend or relative needed 

treatment, I would be happy with the 

standard of care provided by this 

organisation (agree, strongly agree).

60% 62% 66% +4%
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1. Introduction 

County Durham & Darlington NHS Foundation Trust (CDDFT) has a People Matter Strategy 
which has 5 strategic priorities:  
 

1. Equality, Diversity and Inclusion Matters  

2. Retention Matters 

3. Health & Wellbeing Matters 

4. Talent Matters 

5. Culture Matters 

 
Our first priority: Equality, Diversity & inclusion includes promoting equality and valuing 
diversity. 
 
Although we have achieved much in creating an environment where our staff and patients 
consider that we provide equal opportunities and take action against any discrimination we 
are not complacent and set annual priorities around our Public Sector Equality Duties. We can 
use the results of this Gender Pay Gap report to assess:  
 

 the levels of gender equality in our workplace  

 the balance of male and female employees at different levels  

 how effectively talent is being maximised and rewarded  
 
Through analysis of the report’s findings the challenge in our organisation and others across 
Great Britain is to eliminate any gender pay gap. CDDFT supports the fair treatment and 
reward of all staff irrespective of gender or any other protected characteristic.  
 
In producing this report we recognise that we have more to do to reduce the gender pay gap 

and we remain committed to a workplace that respects and harnesses equality and diversity. 

We will work to improve the gender pay gap by undertaking the actions set out at the end of 

this report. 
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2. What is the Gender Pay Gap? 

The gender pay gap shows the difference between the average (mean or median) earnings of 
men and women. This is expressed as a percentage of men’s earnings e.g. women earn 15% 
less than men. Used to its full potential, gender pay gap reporting is a valuable tool for 
assessing levels of equality in the workplace, female and male participation, and how 
effectively talent is being maximised.  
 
What is the difference between the gender pay gap and equal pay?  
 
The gender pay gap differs from equal pay. Equal pay deals with the pay differences between 
men and women who carry out the same jobs, similar jobs or work of equal value. It is unlawful 
to pay people unequally because they are a man or a woman.  
 
The gender pay gap shows the differences in the average pay between all men and women 
across the whole organisation. If a workplace has a particularly high gender pay gap, this can 
indicate there may be a number of issues to deal with, and the individual calculations may 
help to identify what those issues are. In some cases, the gender pay gap may include unlawful 
inequality in pay but this is not necessarily the case.  
 
Guidance: Managing Gender Pay Reporting. ACAS  
 
It is a legal requirement for all relevant employers to publish their gender pay report within one 
year of the ‘snapshot’ date. Due to the impact of Coronavirus (COVID-19), the Equality and 
Human Rights Commission (EHRC) announced that gender pay gap reporting period for the 
20/21 reporting year, which uses a snapshot date of 31 March 2020 for the public sector, 
would be extended with a deadline of 5 October 2021.  

 
All employers must comply with the reporting regulations for any year where they had a 
headcount of 250 or more employees on the ‘snapshot’ date.  
 
Relevant employers must follow the rules in the regulations to calculate the following 
information:  
 

 Their mean gender pay gap  

 Their median gender pay gap  

 Their mean bonus gender pay gap  

 Their median bonus gender pay gap  

 Their proportion of males receiving a bonus payment  

 Their proportion of females receiving a bonus payment  

 Their proportion of males and females in each quartile pay band  

 A written statement, authorised by an appropriate senior person, which confirms the 
accuracy of their calculations. However, this requirement only applies to employers 
subject to the Equality Act 2010 (gender Pay Gap Information) Regulations 2017.  

 
Most NHS trusts fall into the above category and thus must comply. With this in mind, IBM 

suppliers of the ‘Electronic Staff Record’ (ESR), which is the NHS’ Workforce & Payroll system, 

have developed a report which uses the required calculations to produce the gender pay gap 

data. 
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3. Assumptions 

The following gender pay gap report is for CDDFT only and does not include the subsidiary 
company of Synchronicity Care Limited (SCL).  The Gender Pay Gap for SCL is available in 
a separate report. 
 
3.1. Who Is included? 

 
For the purposes of the Gender Pay Gap Report, the definition of who counts as an employee 
is defined in the Equality Act 2010.  This is known as an ‘extended’ definition which includes: 
 

 Employees (those with a contract of employment including apprenticeships) 

 Workers and agency workers (those with a contract and do work or provided 
services) 

 Some self-employed people (where they have to personally perform the work) 
 
For the purposes of this report, agency workers will form part of the headcount of the agency 
that provides them, and not the employer they are on assignment to.  
 
Bank Workers (the Trust’s temporary workers) who worked a shift on the snapshot date 
have been included. 

 
3.2. What Pay Elements are included? 
 
The statutory calculations have been undertaken using the standard national ESR Business 
Intelligence report. 
 
In line with NHS Employers guidance, Clinical Excellence Awards and the approach taken to 
award them at CDDFT have been categorised as bonuses.   
 
Pay includes: basic pay, full paid leave including annual leave, sick leave, maternity, paternity, 
adoption or parental leave, bonus pay, shift premium pay, pay for piecework and local 
agreements.  
 
Pay does not include: overtime pay, expenses (payments made to reimburse expenditure 
wholly and necessarily incurred in the course of employment, e.g. mileage for use of vehicle), 
remuneration in lieu of leave, the value of salary sacrifice schemes, benefits in kind (e.g. child 
care vouchers), redundancy pay and tax credits or pay referable to redundancy or termination 
of employment. 
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4. Gender Profile across the County Durham & Darlington NHS Foundation Trust 

84.8% of the Trust’s staff are female, with 15.2% being male.  
 

This is shown graphically below: 
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5. County Durham & Darlington NHS Foundation Trust – Gender Pay Gap Report 2020 

Trust’s Gender Pay Gap summary:  
 

 The Trust’s mean gender pay gap is 37.74%  

 The Trust’s median gender pay gap is 22.18%  

 The Trust’s mean bonus gender pay gap is 74.31%  

 The Trust’s median bonus gender pay gap is 95.44%  

 The proportion of males receiving a bonus payment is 16.35%  

 The proportion of females receiving a bonus payment is 3.48%  
 
The proportion of males and females in each quartile (Quartile 1 represents our lowest paid 
staff and Quartile 4 represents our highest paid staff).   
 

 Quartile 1: 90.82% (1524 Headcount) Female and 9.18% (154 Headcount) Male  

 Quartile 2: 89.42% (1496 Headcount) Female and 10.58% Male (177 Headcount) 

 Quartile 3: 87.95% (1489 Headcount) Female and 12.05% Male (204 Headcount) 

 Quartile 4: 70.65% (1189 Headcount) Female and 29.35% Male (494 Headcount) 
 

 
 
5.1. Mean Gender Pay Gap 

The calculation shows the difference between the mean average hourly rate of pay that male 
and female relevant employees receive.  
 
The calculation is undertaken by subtracting the mean average hourly rate of pay of all female 
employees from the mean average hourly rate of pay of all male employees and dividing the 
result by the mean average hourly rate of pay of all male employees and multiplying it by 100.  
 

 The Trust’s mean gender pay gap is 37.74%  
 
Table 1 : Gender Pay Gap Data – Average Hourly Rate 

 

Gender Avg. Hourly Rate 

Male 25.61 

Female 15.94 

Difference 9.66 

Pay Gap % 37.74 

 

90.82

89.42

87.95
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5.2. Median Gender Pay Gap 

The calculation shows the difference between the median hourly rate of pay that male and 
female relevant employees receive.  
 
The calculation is undertaken by subtracting the median hourly rate of pay of all female 
employees from the median average hourly rate of pay of all male employees and dividing the 
result by the median average hourly rate of pay of all male employees and multiplying it by 
100.  
 

 The Trust’s median gender pay gap is 22.18%  
 
Table 2 : Gender Pay Gap Data –Median Hourly Rate 

 

Gender Median Hourly Rate 

Male 19.05 

Female 14.83 

Difference 4.22 

Pay Gap % 22.18 

 
5.3. Mean Bonus Gender Pay Gap 

The calculation shows the difference between the mean average bonus pay that male and 
female relevant employees receive.  
 
The calculation is undertaken by subtracting the mean average bonus pay of all female 
employees (who were paid bonus pay during the 12 month period ending with the snap shot 
date) from the mean average hourly rate of pay of all male employees (who were paid bonus 
pay during the 12 month period ending with the snap shot date) and dividing the result by the 
mean average bonus pay of all male employees and multiplying it by 100.  
 
• The Trust’s mean bonus gender pay gap is 74.31% 

 
Table 3 : Gender Pay Gap Bonus Data ; Average Bonus Pay 

 

Gender Avg. Bonus Pay 

Male 11,988.11 

Female 3,080.17 

Difference 8,907.94 

Pay Gap % 74.31 

 
5.4. Median Bonus Gender Pay Gap 

The calculation shows the difference between the median bonus pay that male and female 
full-pay relevant employees receive.  
 
The calculation is undertaken by subtracting the median bonus pay of all female full-pay 
employees from the median average bonus pay of all male full-pay employees and dividing 
the result by the median average bonus pay of all male full-pay employees and multiplying it 
by 100.  
 
• The Trust’s median bonus gender pay gap is 95.44% 

 
Table 3 : Gender Pay Gap Bonus Data ; Median Bonus Pay 
 

Gender Median Bonus Pay 

Male 6,032.04 

Female 274.89 

Difference 5,757.15 

Pay Gap % 95.44 
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5.5. The Proportion of males and females receiving a bonus payment: 

These two calculations show the proportion of male employees who were paid bonus pay 
and the proportion of female employees who were paid bonus pay.  
 
Male This calculation is undertaken by dividing the number of males who were paid 

bonus pay in the qualifying period by the total number of male employees and 
multiplying by 100.  

 
 The proportion of males receiving a bonus payment is 16.35% 
 
Female This calculation is undertaken by dividing the number of females who were paid 

bonus pay in the qualifying period by the total number of female employees and 
multiplying by 100.  

 
The proportion of females receiving a bonus payment is 2.48%  

 
Table 5 : Gender Pay Gap Bonus Data - Number of Employees 

 

Gender Employees Paid 
Bonus 

Total Relevant 
Employees 

% 

Male 164 1,003 16.35 

Female 195 5,603  2.48 

 
5.6. The Proportion of males and females in each quartile pay band: 

This calculation shows the proportions of male and females in four quartile pay bands, the 
calculation is undertaken by dividing the workforce into four equal parts;  
 

 firstly, all relevant employees are ranked from lowest hourly rate of pay to the highest 
hourly rate of pay. 

 Secondly, the list is divided into four sections called quartiles with an equal number of 
employees in each section  

 
Quartile 1 represents our lowest paid staff and Quartile 4 represents our highest paid staff.   
The highest proportion of male employees per quartile is in the highest bracket whilst the 
lowest proportion is in the lowest bracket which results in the gender pay gap of 37.74%. 
 
Table 6 : Quartile Pay Bands- Number of Employees | Q1 = Low, Q4 = high 

 

Quartile Female Male Female % Male % 

1 1,524 154 90.82 9.18 

2 1,496 177 89.42 10.58 

3 1,489 204 87.95 12.05 

4 1,189 494 70.65 29.35 
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6. Conclusion 

The Trust has a Gender Pay Gap of 37.74% in 2020, this has increased slightly from 2019 
when the Gender Pay Gap was 37.48%, it is worth remembering that the gender pay gap is 
not the same as unequal pay. At County Durham & Darlington NHS Foundation Trust, the 
gender pay gap is not because people doing the same jobs are being paid differently according 
to their gender - which would also be unlawful - instead, it is because there are more men than 
women in higher paid roles. 
 
The Trust as a whole has a proportion of 84.82% Females and 15.18% Male and whilst the 
Trust has a high proportion of Female staff overall this is generally in line with National NHS 
Figures. There are proportionately more female staff than male staff working at lower bands 
and adversely proportionately more male staff working at higher bands. 
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7 Action Plan – What is County Durham & Darlington NHS Foundation Trust going to 

do? 

Actions to improve the Trust’s Gender Pay Gap 
 
To meet this goal the Trust has committed to:  
 

 Develop a healthy organisational culture;  

 Invest in teams to deliver clinically excellent and responsive services;  
 

No. Action When Review 

1. Monitor and review gender pay gaps  Annually April 2022 

2. Use Equality Impact Assessments to monitor and review 
recruitment and promotion policies and processes to 
ensure any barriers to recruitment or promotion are 
identified and removed  

Annually April 2022 

3. Ensure the Trust has an inclusive recruitment process. 
Continue to develop flexible working options and 
workforce strategies to improve recruitment and retention 
of staff, including supporting female staff to return to work 
following maternity or adoption leave  

Ongoing October 
2021 

4. Share Gender Pay Gap data with the Trust’s Equality & 
Diversity Strategic Group, which will consider any further 
actions  

Annually April 2022 

5.  Work undertaken regarding encouraging female 
consultants to apply for CEA.  This has included the 
decision that part time staff should receive the full award 
and not a pro-rata proportion 

Annually September 
2021 

6.  Review mechanisms for career progression/staff 
development/talent management. To ensure equality 
and inclusivity within process 

Ongoing October 
2021 
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SCL Board Report: Private & Confidential    1 

SYNCHRONICITY CARE LIMITED 

BOARD PAPER: GENDER PAY GAP REPORTING 

Date of Meeting 11 August 2021 

Agenda Item and Number AOB: Gender Pay Gap Reporting 

Author Ian Walworth 

Reason for Submission 

Tick all that apply 

If none of the above, 

please provide rationale 

for submission 

Standing item                                             

Requires Board approval                                                                                       

Oversight of significant risks                                  

Update on action log item                                                    

Other rationale, please state below: 

 

Executive Summary The purpose of this report is to provide an update on the Gender Pay Gap. 
 
The gender pay gap shows the differences in the average pay between men and 
women. It is a legal requirement for all relevant employers to publish their gender 
pay report within one year of the ‘snapshot’ date: this year’s date being 31st March 
2020. 
 
Due to the impact of Coronavirus (COVID-19), the Equality and Human Rights 
Commission (EHRC) announced that gender pay gap reporting period for the 20/21 
reporting year, which uses a snapshot date of 31 March 2020 for the public sector, 
would be extended with a deadline of 5 October 2021. 
 
SCL has a Gender Pay Gap of 9.61% in 2020, this has decreased from 2019 when 
the Gender Pay Gap was 12.71%, it is worth remembering that the gender pay gap 
is not the same as unequal pay.   At Synchronicity Care Limited, the gender pay gap 
is not because people doing the same jobs are being paid differently according to 
their gender - which would also be unlawful - instead, it is because there are more 
men than women in higher paid roles. 
 
SCL as a whole has a proportion of 69.88% Females and 30.12% Male and whilst 
SCL has a high proportion of Female staff overall this is generally in line with 
National NHS Figures. There are proportionately more female staff than male staff 
working at lower bands and marginally more female staff working at higher bands. 
  

Report The gender pay gap shows the difference between the average (mean or median) 

earnings of men and women. This is expressed as a percentage of men’s earnings 

e.g. women earn 15% less than men.  Used to its full potential, gender pay gap 

reporting is a valuable tool for assessing levels of equality in the workplace, female 

and male participation, and how effectively talent is being maximised. 
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Identify and provide 

details of the impact of 

any proposed 

action/decision.  

 

Identify any consultation 

which has taken place 

(e.g. with Workforce, 

Suppliers, Customers or 

the Trust) 

 

 

Tick for any impact arising from the  proposed action/decision having regard to: 

a) the likely consequences of any decision in the long term                                    

(b) the interests of the company's employees                                                            

(c) the need to foster the company's business relationships with 

suppliers, customers and others                                                                                    

(d) the impact of the company's operations on the community and the 

environment                                                                                                                      

(e) the desirability of the company maintaining a reputation for high  

standards of business conduct                                                                                       

(f) the need to act fairly as between members of the company                              

 

Significant issues of risks 

identified (if any) 

 

 

Next Steps The final report will be presented to the Trust Board on 25 August alongside the 

overall Trust Report.  The consolidated report will be uploaded to the Government 

website and published on the Trust website by 5 October 2021. 

SCL to consider the findings set out within the report and incorporated into the 

workforce plans for this year. 

Action / decision required 

from the Board 

 The Board are asked to: 

• Note the content of the paper 

• Confirm if this report provides sufficient information and  

• Advise if any further information and/or actions are required 
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1. Introduction 

One of Synchronicity Care Limited (SCL) key priorities is:  
 

 Equality, Diversity and Inclusion Retention Matters 

 
Equality, Diversity & inclusion includes promoting equality and valuing diversity. 
 
Although we have achieved much in creating an environment where our staff and patients consider that we 
provide equal opportunities and take action against any discrimination we are not complacent and set annual 
priorities around our Public Sector Equality Duties. We can use the results of this Gender Pay Gap report to 
assess:  
 

 the levels of gender equality in our workplace  

 the balance of male and female employees at different levels  

 how effectively talent is being maximised and rewarded  
 
Through analysis of the report’s findings the challenge in our organisation and others across Great Britain is 
to eliminate any gender pay gap. SCL supports the fair treatment and reward of all staff irrespective of gender 
or any other protected characteristic.  
 
In producing this report we recognise that we have more to do to reduce the gender pay gap and we remain 

committed to a workplace that respects and harnesses equality and diversity. We will work to improve the 

gender pay gap by undertaking the actions set out at the end of this report. 
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2. What is the Gender Pay Gap? 

The gender pay gap shows the difference between the average (mean or median) earnings of men and 
women. This is expressed as a percentage of men’s earnings e.g. women earn 15% less than men. Used to 
its full potential, gender pay gap reporting is a valuable tool for assessing levels of equality in the workplace, 
female and male participation, and how effectively talent is being maximised.  
 
What is the difference between the gender pay gap and equal pay?  
 
The gender pay gap differs from equal pay. Equal pay deals with the pay differences between men and 
women who carry out the same jobs, similar jobs or work of equal value. It is unlawful to pay people unequally 
because they are a man or a woman.  
 
The gender pay gap shows the differences in the average pay between all men and women across the whole 
organisation. If a workplace has a particularly high gender pay gap, this can indicate there may be a number 
of issues to deal with, and the individual calculations may help to identify what those issues are. In some 
cases, the gender pay gap may include unlawful inequality in pay but this is not necessarily the case.  
 
Guidance: Managing Gender Pay Reporting. ACAS  
 
It is a legal requirement for all relevant employers to publish their gender pay report within one year of the 
‘snapshot’ date. Due to the impact of Coronavirus (COVID-19), the Equality and Human Rights Commission 
(EHRC) announced that gender pay gap reporting period for the 20/21 reporting year, which uses a snapshot 
date of 31 March 2020 for the public sector, would be extended with a deadline of 5 October 2021.  

 
All employers must comply with the reporting regulations for any year where they had a headcount of 250 or 
more employees on the ‘snapshot’ date.  
 
Relevant employers must follow the rules in the regulations to calculate the following information:  
 

 Their mean gender pay gap  

 Their median gender pay gap  

 Their mean bonus gender pay gap  

 Their median bonus gender pay gap  

 Their proportion of males receiving a bonus payment  

 Their proportion of females receiving a bonus payment  

 Their proportion of males and females in each quartile pay band  

 A written statement, authorised by an appropriate senior person, which confirms the accuracy of 
their calculations. However, this requirement only applies to employers subject to the Equality Act 
2010 (gender Pay Gap Information) Regulations 2017.  

 
Most NHS trusts fall into the above category and thus must comply. With this in mind, IBM suppliers of the 

‘Electronic Staff Record’ (ESR), which is the NHS’ Workforce & Payroll system, have developed a report 

which uses the required calculations to produce the gender pay gap data. 
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3. Assumptions 

The following gender pay gap report is for SCL only and does not include County Durham & Darlington NHS 
Foundation Trust (CDDFT).  The Gender Pay Gap for CDDFT is available in a separate report. 
 
3.1. Who Is included? 

 
For the purposes of the Gender Pay Gap Report, the definition of who counts as an employee is defined in 
the Equality Act 2010.  This is known as an ‘extended’ definition which includes: 
 

 Employees (those with a contract of employment including apprenticeships) 

 Workers and agency workers (those with a contract and do work or provided services) 

 Some self-employed people (where they have to personally perform the work) 
 
For the purposes of this report, agency workers will form part of the headcount of the agency that provides 
them, and not the employer they are on assignment to.  
 
Bank Workers (SCL temporary workers) who worked a shift on the snapshot date have been included. 

 
3.2. What Pay Elements are included? 
 
The statutory calculations have been undertaken using the standard national ESR Business Intelligence 
report. 
 
Employee of the Month and Attendance Bonus payments have been categorised as bonuses.   
 
Pay includes: basic pay, full paid leave including annual leave, sick leave, maternity, paternity, adoption or 
parental leave, bonus pay, shift premium pay, pay for piecework and local agreements.  
 
Pay does not include: overtime pay, expenses (payments made to reimburse expenditure wholly and 
necessarily incurred in the course of employment, e.g. mileage for use of vehicle), remuneration in lieu of 
leave, the value of salary sacrifice schemes, benefits in kind (e.g. child care vouchers), redundancy pay and 
tax credits or pay referable to redundancy or termination of employment. 
  

Ite
m

 1
1b

ii 
- 

20
21

08
16

 S
C

L
G

en
de

r 
P

ay
 G

ap
 2

02
0 

F
IN

A
L

Page 350 of 386



 

SCL Board Report: Private & Confidential    7 

4. Gender Profile across Synchronicity Care Limited 

69.88% of SCL staff are female, with 30.12% being male.  
 
This is shown graphically below: 
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5. Synchronicity Care Limited – Gender Pay Gap Report 2020 

SCL’s Gender Pay Gap summary:  
 

 SCL’s mean gender pay gap is 9.61%  

 SCL’s median gender pay gap is 6.71%  

 SCL’s mean bonus gender pay gap is 34.25%  

 SCL’s median bonus gender pay gap is 19.92%  

 The proportion of males receiving a bonus payment is 19.05%  

 The proportion of females receiving a bonus payment is 18.77%  
 
The proportion of males and females in each quartile (Quartile 1 represents our lowest paid staff and 
Quartile 4 represents our highest paid staff) pay band is:  
 

 Quartile 1: 82.30% Female and 17.70% Male  

 Quartile 2: 76.87% Female and 23.13% Male  

 Quartile 3: 67.74% Female and 32.26% Male  

 Quartile 4: 53.23% Female and 46.77% Male  
 

 

5.1. Mean Gender Pay Gap 

The calculation shows the difference between the mean average hourly rate of pay that male and female 
relevant employees receive.  
 
The calculation is undertaken by subtracting the mean average hourly rate of pay of all female employees 
from the mean average hourly rate of pay of all male employees and dividing the result by the mean average 
hourly rate of pay of all male employees and multiplying it by 100.  
 

 SCL’s mean gender pay gap is 9.61%  
 
Table 1 : Gender Pay Gap Data – Average Hourly Rate 

 

Gender Avg. Hourly Rate 

Male 12.42 

82.30

76.87

67.74

53.23

17.70

23.13

32.26

46.77
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1

2

3

4

Proportions of Genders in each Quartile

Female % Male %
Ite

m
 1

1b
ii 

- 
20

21
08

16
 S

C
L

G
en

de
r 

P
ay

 G
ap

 2
02

0 
F

IN
A

L

Page 352 of 386



 

SCL Board Report: Private & Confidential    9 

Female 11.23 

Difference 1.19 

Pay Gap % 9.61 
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5.2. Median Gender Pay Gap 

The calculation shows the difference between the median hourly rate of pay that male and female relevant 
employees receive.  
 
The calculation is undertaken by subtracting the median hourly rate of pay of pay of all female employees 
from the median average hourly rate of pay of all male employees and dividing the result by the median 
average hourly rate of pay of all male employees and multiplying it by 100.  
 

 SCL’s median gender pay gap is 6.72%  
 
Table 2 : Gender Pay Gap Data –Median Hourly Rate 

 

Gender Median Hourly Rate 

Male 11.12 

Female 10.37 

Difference 0.75 

Pay Gap % 6.72 

 
5.3. Mean Bonus Gender Pay Gap 

The calculation shows the difference between the mean average bonus pay that male and female relevant 
employees receive.  
 
The calculation is undertaken by subtracting the mean average bonus pay of all female employees (who were 
paid bonus pay during the 12 month period ending with the snap shot date) from the mean average hourly 
rate of pay of all male employees (who were paid bonus pay during the 12 month period ending with the snap 
shot date) and dividing the result by the mean average bonus pay of all male employees and multiplying it by 
100.  
 
• SCL’s mean bonus gender pay gap is 34.25% 

 
Table 3 : Gender Pay Gap Bonus Data  Average Bonus Pay 

 

Gender Avg. Bonus Pay 

Male 754.66 

Female 496.15 

Difference 258.50 

Pay Gap % 34.25 

 
5.4. Median Bonus Gender Pay Gap 

The calculation shows the difference between the median bonus pay that male and female full-pay relevant 
employees receive.  
 
The calculation is undertaken by subtracting the median bonus pay of all female full-pay employees from the 
median average bonus pay of all male full-pay employees and dividing the result by the median average 
bonus pay of all male full-pay employees and multiplying it by 100.  
 
• SCL’s median bonus gender pay gap is 19.92% 

 
Table 3 : Gender Pay Gap Bonus Data ; Median Bonus Pay 
 

Gender Median Bonus Pay 

Male 583.33 

Female 476.14 
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Difference 116.20 

Pay Gap % 19.92 

 
 

5.5. The Proportion of males and females receiving a bonus payment: 

These two calculations show the proportion of male employees who were paid bonus pay and the 
proportion of female employees who were paid bonus pay.  
 
Male This calculation is undertaken by dividing the number of males who were paid bonus pay in the 

qualifying period by the total number of male employees and multiplying by 100.  
 
 The proportion of males receiving a bonus payment is 19.05% 
 
Female This calculation is undertaken by dividing the number of females who were paid bonus pay in the 

qualifying period by the total number of female employees and multiplying by 100.  
 

The proportion of females receiving a bonus payment is 18.77%  

 
Table 5 : Gender Pay Gap Bonus Data - Number of Employees 

 

Gender Employees Paid 
Bonus 

Total Relevant 
Employees 

% 

Male 64 341 18.77 

Female 28 147  19.05 

 
5.6. The Proportion of males and females in each quartile pay band: 

This calculation shows the proportions of male and females in four quartile pay bands, the calculation is 
undertaken by dividing the workforce into four equal parts;  
 

 firstly, all relevant employees are ranked from lowest hourly rate of pay to the highest hourly rate of 
pay. 

 Secondly, the list is divided into four sections called quartiles with an equal number of employees in 
each section  

 
Quartile 1 represents our lowest paid staff and Quartile 4 represents our highest paid staff.   
The highest proportion of male employees per quartile is in the highest bracket whilst the lowest proportion 
is in the lowest bracket which results in the gender pay gap of 9.61%. 
 
Table 6 : Quartile Pay Bands- Number of Employees | Q1 = Low, Q4 = high 

 

Quartile Female Male Female % Male % 

1 93 20 82.30 17.70 

2 103 31 76.87 23.13 

3 84 40 67.74 32.26 

4 66 58 53.23 46.77 
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6. Conclusion 

SCL has a Gender Pay Gap of 9.61% in 2020, this has decreased from 2019 when the Gender Pay Gap was 
12.71%, it is worth remembering that the gender pay gap is not the same as unequal pay. At Synchronicity 
Care Limited, the gender pay gap is not because people doing the same jobs are being paid differently 
according to their gender - which would also be unlawful - instead, it is because there are more men than 
women in higher paid roles. 
 
SCL as a whole has a proportion of 69.88% Females and 30.12% Male and whilst SCL has a high proportion 
of Female staff overall this is generally in line with National NHS Figures. There are proportionately more 
female staff than male staff working at lower bands and marginally more female staff working at higher bands. 
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7. Action Plan – What is Synchronicity Care Limited going to do? 

Actions to improve SCL’s Gender Pay Gap 
 
To meet this goal SCL has committed to:  
 

 Develop a healthy organisational culture;  

 Invest in teams to deliver clinically excellent and responsive services;  
 

No. Action When Review 

1. Monitor and review gender pay gaps  
 

Annually April 2022 

2. Use Equality Impact Assessments to monitor and review 
recruitment and promotion policies and processes to ensure 
any barriers to recruitment or promotion are identified and 
removed  
 

Annually April 2022 

3. Ensure the Trust Group has an inclusive recruitment process. 
Continue to develop flexible working options and workforce 
strategies to improve recruitment and retention of staff, 
including supporting female staff to return to work following 
maternity or adoption leave  

Ongoing October 
2021 

4. Share Gender Pay Gap data with the Trust Group Equality & 
Diversity Strategic Group, which will consider any further 
actions  

Annually April 2022 

6.  Review mechanisms for career progression/staff 
development/talent management. To ensure equality and 
inclusivity within processes 

Ongoing October 
2021 
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Trust Board – 29 September 2021 

Item 11c and 11d – Workforce Race Equality Standard & Workforce Disability 

Equality Standard 2021  

Author 

 

Committee 

objective served / 

reason for paper 

Tick all that apply 

If none of the 

above, please 

provide rationale 

for submission 

Assurance over annual and long-term plans       

Assurance over strategy (workforce, IS, financial, improvement)      

Assurance re: operational performance including access targets   

Assurance over in-year financial performance         

Assurance over medium and long-term financial planning     

Assurance over plans for Improving Quality and Eliminating Waste       

Assurance over capital plan / programme                   

Assurance re: workforce planning and performance     

Assurance re: procurement Strategy and operations     

Assurance re: information systems strategy programme    

Assurance re: data security and protection      

Assurance re: EPRR         

Assurance re: major projects planning and delivery     

Other rationale, please state below: - None 

Purpose of 

Report 

Workforce Race Equality Standard 

The annual collection of the WDES Indicators allows NHS Trusts and Foundation 
Trusts to better understand and improve the employment experiences of BAME staff 
in the NHS 

Workforce Disability Equality Standard 

The annual collection of the WDES Metrics allows NHS Trusts and Foundation Trusts 

to better understand and improve the employment experiences of Disabled staff in the 

NHS 
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Summary of Key 

Issues 
Workforce Race Equality Standard 

Based on the findings in these reports the key areas which as an organisation we 
need to focus on across 2021/22 in relation to BAME staff are: 

o Undertake a targeted recruitment campaign of BAME and under-represented 
groups to increase the diversity of our workforce  

o Continued improvement in the number of BAME staff in senior leadership 
roles  

o Development of a strategy to improve the support available and the career 
progression and development opportunities for BAME staff leading to an 
improvement in our 2021 staff survey results for BAME staff  

o Development of a campaign to tackle harassment, bullying and abuse from 
patients, managers and colleagues  

o Improve disclosure rates in relation to Ethnicity on ESR 
 
Workforce Disability Equality Standard 
 
Based on the findings in these reports, the key areas have been identified which as 
an organisation we intend to need to focus on across 2021/22 in relation to Disabled 
staff are: 
 

o Undertake a targeted recruitment campaign of disabled staff and people with 
long-term health conditions and under-represented groups to increase the 
diversity of our workforce 

o Continue improvement in the number of staff with long-term health conditions 
and disabled in senior leadership roles 

o Development of a campaign to tackle harassment, bullying and abuse from 
patients, managers and colleagues  

o Improve disclosure rates in relation to Disability on ESR 
o Continue to focus on the need for us to provide reasonable adjustments to 

support the Workforce 

 
All of the above actions will also form part of a wider national piece of work currently 

under way which has been implemented by NHS England & NHS Improvement in 

June 2021, focusing on Overhauling Recruitment and Disparity Ratio action plans 

and the wider local activity planned throughout the year. 
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Regulatory 

compliance 

implications 

Tick for any implications for compliance with: 

NHS Constitution          

Provider Licence (especially Condition 6)         

Health and Social Care Act          

Other  - CQC Fundamental Standards                                       

 

The WDES and WRES are mandated by the NHS Standard Contract and help to 

demonstrate our compliance with our Public Sector Equality Duty as part of the 

Equality Act 2010 

 

Significant risks 

identified (if any) 

None identified 

Action required 

from the 

Committee 

Reports previously shared at Private Board on 25th August 2021 to meet publication 

deadlines, presented here for inclusion in Public reports only. 
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Workforce Race Equality Standard 2021 Report  
 
Author: Pat Winter Workforce Experience Officer  
 
Version 1.1 
 

 

Workforce Race Equality Standard 2021 Report  
 
Author: Pat Winter Workforce Experience Officer  
 
Version 1.3 
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1. Introduction  
 

The Workforce Race Equality Standard (WRES) was introduced in April 2015 and was 
mandated as an annual part of the NHS Standard Contract. 

The ‘Trust Group’ and/or ‘CDDFT Group’ includes CDDFT and its wholly owned subsidiary 

Synchronicity Care Limited (trading as CDD Services).  Unless specifically indicated 

otherwise any reference to the ‘Trust’ shall be interpreted as a reference to the Trust Group. 

 
The WRES is a key component in how the Trust is working to deliver tangible and lasting 
improvements to race equality and inclusion, as well as supporting how, as a Trust, we 
deliver our obligations under the Public Sector Equality Duty (PSED) to: 

i. Eliminate unlawful discrimination, harassment and victimisation and other conduct 
prohibited by the Equality Act 2010 

ii. Advance equality of opportunity between people who share a protected characteristic 
and those who do not 

iii. Foster good relations between people who share a protected characteristic and those 
who do not  

This report contains the Trust’s fifth annual WRES report which will be published on our 
website and shared with NHS England and our local commissioners, as well as being 
reviewed as part of any CQC inspection processes as may be required. 

The key purpose of the WRES is to: 
o ‘Hold a mirror to the NHS and spur action to close gaps in (established and 

persistent) workplace inequalities between Black, Asian, or  Minority Ethnic (BAME) 
and white staff’ 

o Prompt inquiry and assist organisations to develop and implement evidence-based 
responses to the challenges their data reveals 

o Complement national NHS workforce policy on diversity and inclusion, and report 
delivery of national policy frameworks, included in for example the NHS People Plan  

Nationally this year we have been asked to include in our WRES report for 2021, our Trust’s 

race disparity ratio and the race disparity ratio for our largest workforce group, Nursing and 

Midwifery staff. 

 

2. Summary of Findings  
 

 Overall CDDFT & SCL 
Workforce Data 2019/20 

Overall CDDFT & SCL 
Workforce Data 2020/21 

 

 Headcount % Headcount % Direction 

White 6422 90.5% 6557 89.3%  

BAME 472 6.7% 577 7.9%  

Not Stated  199 2.8% 208 2.8%  

Total 7093  7342   

 
The overall workforce data for 2020/21 shows a small increase in the number of BAME staff 
employed within the Trust of 1.2% compared to 2019/20, with a 1.2% reduction in the 
number of White staff employed across CDDFT & SCL within the same period. 

Workforce Race Equality Standard 2021 report  
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There has been no change in the number of staff who have not stated their ethnicity in their 
ESR records and this is an area that we will need to focus on improving across 2021/22. 
 
 
WRES Indicator 1 
 
Clinical staff data  
Looking at the tables below we can see that there has been a year on year increase in the 
number of clinical BAME staff employed by CDDFT & SCL within the following AfC bands:  
 
Clinical Workforce 
Data  

BAME  White   

 2019/20 % 2020/21 % Direction 2019/20 % 2020/21 % Direction  

Band 3 1.25% 1.75%  95.49% 95.00%  

Band 4 0.66% 23.57%  99.34% 72.86%  

Band 5 6.88% 8.78%  91.14% 89.30%  

Band 6 2.85% 3.53%  94.80% 94.16%  

Band 7 1.89% 2.12%  96.21% 95.77%  

Band 8a 1.77% 3.17%  93.81% 94.44%  

VSM 0.00% 12.50%  100.00% 95.00%  

 
 
Whilst this is only a small increase in the number of BAME staff for 2020/21 compare to 
2019/20, it is encouraging to see the improvement particularly in the higher bandings. 
 
If we look at the clinical workforce data by staffing there has been a reduction in the 
percentage results for white staff with a corresponding increase in the percentage results for 
BAME staff in AfC bands 3, 4, 5, 6, 7, 8a and VSM for the WRES results for 2020/21 
compared to 2019/20. 
 
Non-clinical staff data 
 
This improvement has not been replicated across the non-clinical workforce employed by 
CDDFT & SCL, where the data shows the numbers have remained largely static apart from 
a small increase in Bands 1 and Bands 7. 
 
This will be an area of focus over the next twelve months in order to make improvements in 
addressing this disparity. 
 
A full breakdown of the staff numbers and percentages across all clinical and non-clinical 
workforce data across the whole AfC & medical individual bands are included in 
Appendices 1.   
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WRES Indicator 1 
 
Clinical Workforce Data By Percentage Results Across Each Individual AfC & Medical Banding 
 

Indicator 1: Percentage of BAME staff as compared to percentage of white staff in the overall workforce 
Clinical  2019/20 

White 

2020/21 

White 

Year on 

Year 

comparison 

2019/20 

BAME 

2020/21 

BAME  

Year on 

Year 

comparison 

2019/20 Not 

Stated  

2020/21 Not 

Stated  

Year on 

Year 

comparison 

Under Band 1  0.00%  0.00%   0.00%  0.00%   0.00%  0.00%  

Band 1 88.46% 90.32%  3.85% 3.23%  7.69% 6.45%  

Band 2 92.24% 92.30%  3.93% 3.85%  3.83% 3.85%  

Band 3 95.49% 95.00%  1.25% 1.75%  3.26% 3.25%  

Band 4 99.34% 72.86%  0.66% 23.57%  0.00% 3.57%  

Band 5 91.14% 89.30%  6.88% 8.78%  1.98% 1.92%  

Band 6 94.80% 94.16%  2.85% 3.53%  2.36% 2.32%  

Band 7 96.21% 95.77%  1.89% 2.12%  1.89% 2.12%  

Band 8a 93.81% 94.44%  1.77% 3.17%  4.42% 2.38%  

Band 8b 100.00% 100.00%  0.00% 0.00%  0.00% 0.00%  

Band 8c 100.00% 100.00%  0.00% 0.00%  0.00% 0.00%  

Band 8d 100.00% 100.00%  0.00% 0.00%  0.00% 0.00%  

Band 9  0.00% 0.00%   0.00% 0.00%   0.00% 0.00%  

VSM  100.00% 87.50%  0.00% 12.50%  0.00% 0.00%  

Consultants 51.70% 52.41%  44.56% 43.09%  3.74% 4.50%  

Senior Medical Managers 

(Consultants) 
0.00% 0.00%  0.00% 0.00%  0.00% 0.00%  

Non-consultant Career 

Grades 
41.90% 42.59%  51.43% 52.78%  6.67% 4.63%  

Trainee Grades 58.86% 54.72%  34.18% 39.62%  6.96% 5.66%  

Other 45.7% 37.5%  48.6% 56.3%  5.7% 6.3%  
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Non-Clinical Workforce Data By Percentage Results Across Each Individual AfC Banding 
 
 

Indicator 1: Percentage of BAME staff as compared to percentage of white staff in the overall workforce 

Non- Clinical  2019/20 White 2020/21 White Year on 

Year 

comparison 

2019/20 

BAME 

2020/21 

BAME  

Year on 

Year 

comparison 

2019/20 

Not 

Stated  

2020/21 Not 

Stated  

Year on 

Year 

comparison 

Under Band 1  0.0%  0.0%   0.0% 0.0%   0.0%   0.0%  

Band 1 91.9% 90.5%  2.7% 4.1%  5.4% 5.4%  

Band 2 95.1% 95.2%  1.2% 1.2%  3.7% 3.6%  

Band 3 96.6% 97.0%  1.6% 1.3%  1.8% 1.7%  

Band 4 94.8% 95.4%  2.1% 2.0%  3.1% 2.6%  

Band 5 98.9% 97.9%  1.1% 1.1%  0.0% 1.1%  

Band 6 97.3% 94.8%  1.4% 1.3%  1.4% 3.9%  

Band 7 98.4% 98.3%  1.6% 1.7%  0.0% 0.0%  

Band 8a 98.0% 98.0%  0.0% 0.0%  2.0% 2.0%  

Band 8b 93.9% 94.4%  0.0% 0.0%  6.1% 5.6%  

Band 8c 100.0% 100.0%  0.0% 0.0%  0.0% 0.0%  

Band 8d 100.0% 100.0%  0.0% 0.0%  0.0% 0.0%  

Band 9  0.0% 0.0%   0.0%  0.0%    0.0% 0.0%   

VSM  100.0% 100.0%  0.0% 0.0%  0.0% 0.0%  

 
Data Key used  
 
Arrows show year-on-year of direction of travel for the Trust’s workforce WRES data by percentage results across each AfC banding 
 
         Indicates % workforce data increasing          
         Indicates % workforce data decreasing       
         Indicates % workforce data has remains unchanged  
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Race Disparity Ratios 
 
Since its introduction the WRES has required NHS trusts to self-assess, annually, on nine 

indicators of workforce race equality, these include indicators related to BAME representation at 

senior and board level. 

 

Although BAME leadership representation across the Trust has shown signs of improvement 

since the introduction of the WRES, there is a clear need for further accelerated improvement. 

Many organisations are setting aspirational goals to increase BAME representation at 

leadership levels, and across the workforce pipeline using the Model Employer strategy. 

 

Nationally this year we have been asked to include in our WRES report for 2021our Trust’s race 

disparity ratio as well as including the race disparity ratio for our largest workforce group 

Nursing and Midwifery staff. 

 
This is calculated using the progression ratio, which represents the probability figure of white 
staff versus BAME staff, working in the Trust, being promoted through the lower, middle and 
upper workforce bands.  
 
These bands are grouped as follows:   
 
Bands 5 and below (lower) 
Bands 6 & 7 (middle) 
Bands 8a and above (upper) 
 
The Disparity Ratio is calculated between the comparison of the progression ratios for white 
staff and BAME staff (the calculation excludes the medical grades, ‘Consultant’, ‘senior medical 
manager’, ‘Non consultant career grade’, ‘Trainee grades’ and ‘Other Medical and Dental 
grades’)  
 
The data used to calculate the race disparity ratio is on the basis that once recruited into an 
organisation progression/promotion chances should be equally accessible to everyone, 
provided that their ethnicity profile has been entered onto their ESR records.  
Using the Model Employer strategy as a guide, our race disparity ratio should be 1.5 or lower. 

Nationally this year we have been asked to include in our WRES report for 2021our Trust’s race 

disparity ratio as well as including the race disparity ratio for our largest workforce group 

Nursing and Midwifery staff. 

 

Whilst our Trust race disparity figure has shown improvement in our 2021 report compared to 
our results for 2020 there is still work needed to be done to achieve the model employer target 
across the three groups highlighted previously. 
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The race disparity figures for nursing and midwifery staff show that there is considerable areas 
for improvement across all three groups particularly for columns 2 and 3 where it has not been 
possible to calculate a ratio due to lack of representation in staff numbers for these bands.  
 
In order to support improvement in this area, 2021 sees the introduction of a new programme 
offering funded education during the next three years for each registered Nurse, Registered 
Midwife and Allied Health Professional colleague to develop their knowledge skills. An allocated 
100 pints is to be utilised across a range of training modules, there are three core modules 
which it is believed everyone will benefit from with access to additional modules which staff can 
select bases on what is of most benefit to individuals.  
 
 

CDDFT’s race disparity 

ratio  

WRES Indicator 1 

 Disparity Ratio Lower 

to Middle (Bands 1 to 

5) 

Disparity Ratio 

Middle to Upper 

(Bands 6 to 7) 

Disparity Ratio 

Lower to Upper 

(Bands Band 8a+) 

 Column 1 Column 2 Column 3 

2021 Race disparity ratio  1.94 1.69 3.27 

2020 Race disparity ratio 1.59 3.33 5.31 

 
CDDFT’s race disparity 

ratio – Nursing & 

Midwifery staff  

WRES Indicator 1 

 Disparity Ratio Lower 

to Middle (Bands 1 to 

5) 

Disparity Ratio 

Middle to Upper 

(Bands 6 to 7) 

Disparity Ratio 

Lower to Upper 

(Bands Band 8a+) 

 Column 1 Column 2 Column 3 

2021 Race disparity ratio  5.31 Not possible to 

calculate  

Not possible to 

calculate  

2020 Race disparity ratio 4.39 Not possible to 

calculate  

Not possible to 

calculate  

 

Key:  

Where 'Not possible to calculate', the reason for this is due to there being no BAME staff in that 
'Bandings' group for the calculation to work. 
 
Race Disparity Ratio – lower to middle - Column 1 

Race Disparity Ratio – middle to upper – Column 2 
Race Disparity Ration – lower to upper – Column 3 

 

A full breakdown of the staff numbers and percentages across all clinical and non-clinical 
workforce data across all the AfC & Medical individual bands in relation to the whole Trust these 
are included in Appendices 2.   
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WRES Indicators 2 – 4 

Indicator 2: Relative likelihood of BAME staff being appointed from shortlisting across all posts Compared 
to that of white staff. 

Descriptor White                     
2019/20 

BAME               
2019/20 

Not Stated 
2019/20 

White 
2020/21 

BAME 
2020/21 

Not Stated 
2020/21 

Number of 
shortlisted 
applicants  

3612 200 105 4114 272 123 

Number appointed 
from shortlisting 

485 61 21 513 57 19 

% results  
 

13.43% 30.5% 20.0% 12.47% 20.96% 15.45% 

BAME disparity 
ratio  

 0.44   0.60  

 

Whilst the percentage figure for the likelihood of BAME staff being appointed from shortlisting across all 

posts compared to that of white staff has gone down in 2020/21 compared to 2019/20 it is still higher than 

the percentage results for white staff. 

 

Also the disparity ratio has increased slightly for 2020/21 but it still below the model employer figure of 1.5. 

 

Indicator 3: Relative likelihood of BAME staff entering the formal disciplinary process, as 
measured by entry into a formal disciplinary investigation compared to that of White staff. 
Descriptor White                     

2019/20 
BAME               
2019/20 

Not Stated 
2019/20 

White 
2020/21 

BAME 
2020/21 

Not 2020/21 

Number of staff in 
workforce  

6422 472 199 6557 577 208 

Number of staff 
entering the formal 
disciplinary process 

25 3 1 10 0 1 

% results  
 

0.39% 0.64% 0.5% 0.15% 0.0% 0.48% 

BAME disparity 
ratio 

 1.63   0.00  

 

For 2020/21 there have been no BAME staff who have entered the formal disciplinary investigation process 

compared to white staff and the disparity ratio is therefore zero for this reporting year reduced from 1.63 in 

2019/20.  

 

Whilst these results are very welcome as an organisation we are continuing to improve staff 
experience around disciplinary and capability.  

Our HR colleagues are offering new managers the opportunity to access additional training around 
our formal disciplinary process focusing on how to conduct an investigation and to achieve a 
satisfactory resolution.  
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Indicator 4: Relative likelihood of BAME staff accessing non-mandatory training and CPD compared with 
White staff. 

Descriptor White                     
2019/20 

BAME               
2019/20 

Not Stated 
2019/20 

White 
2020/21 

BAME 
2020/21 

Not 2020/21 

Number of staff in 
workforce  

6422 472 199 6557 577 208 

Number of staff 
accessing non-
mandatory training 
& CPD 

6373 471 197 5683 537 10 

% results 99.24% 99.79% 98.99% 86.67% 93.07% 4.81% 

BAME disparity 
ratio  

 0.99   0.93  

 

The 2020/21 percentage for BAME staff accessing non-mandatory training and CPD compared 

to white staff has reduced by 6.72% compared to the 2019/20 results. However this is still 6.4% 

higher for BAME staff compared to white staff in the 2020/21 results and was against the 

backdrop of Covid19 where for most of the reporting period non-mandatory training was stood 

down. 

Again the disparity ratio is under the model employer 1.5 target. 

WRES Indicators 5 - 8 

For each of the following staff survey indicators, the WRES compares the responses for BAME 
and white staff. In the 2020 staff survey results 2503 (40%) of staff responded, which included 
122 staff who indicated they were from a BAME background.  
 

Indicator 5: Percentage of staff experiencing harassment, bullying or abuse from patients, 
relatives or the public in last 12 months (the lower the score the better)  
 

Descriptor  Staff % 2019 Staff % 2020  

White  33% 30% 3% 

BAME  33% 38% 5% 

 
The information for indicator 5 shows a decrease in white staff who have experienced 
harassment, bullying or abuse from patients, relatives or the public in the 2020 results 
compared to 2019. However the results show a 5% increase in BAME staff response rate for 
the 2020 staff survey who have experienced harassment, bullying or abuse from patients. 
 
A zero tolerance strategy has been implemented by the Trust with the initial focus on our 
emergency departments which has been identified as a target area where staff have 
experienced harassment, bullying and abuse from patients.  A Violence, Reduction and 
Prevention Policy has been implemented and working group established.  Training and 
Development have also refreshed the Bullying and Harassment Training to incorporate latest 
findings from the Staff Survey and other data sources. 

 

Indicator 6: Percentage of staff experiencing harassment, bullying or abuse from staff in last 12 
months (the lower the score the better). 
 

Descriptor  Staff % 2019 Staff % 2020  

White  23% 26% 3% 

BAME  24% 32% 8% 
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There is a 3% increase in the results for 2020 for white staff that have experienced harassment, 
bullying or abuse from staff. The response results for BAME staff for the 2020 staff survey for 
indicator 6 show an 8% increase.  
 
The zero tolerance strategy above has now been extended to focus on staff who have 
experienced harassment, bullying and abuse from colleagues. An initial statement of intent was 
issued as a joint statement from the Chief Executive, staff side representative and the Chair of 
the BAME staff network group outlining the organisations commitment to tackling this issue.  
 
Within this statement it outlined the support options that are currently available for staff to 
access who have been victims of harassment, bullying or abuse.  
 
A zero tolerance strategy has been implemented by the Trust with the initial focus on our 
emergency departments which has been identified as a target area where staff have 
experienced harassment, bullying and abuse from patients. The poster and communications 
campaign has been launched in June and will be rolled out across the whole Trust over the next 
coming months 
 
The next phase of the project #100 Faces has been relaunch as ‘Your Story is our Story’ which 
is aimed at tackling stereotyping and people’s pre conceived ideas. A series of images and 
statements from volunteers across the Trust will be promoted in articles and communications 
circulated by our Communications team.       
 

As a Trust we have an internal Civility Saves Lives project which forms part of the Patient 
Safety Team’s portfolio, with oversight from the Medical Director as this is included in the 
National Patient Safety Strategy.  Following an initial campaign to promote the ethos of Civility 
Saves Lives, the focus is now on embedding and ‘normalising’ the concept as part of our work 
in response to our Culture Matters strategy.  
 
As a trust we include the national video on civility saves lives in our Bullying/ Behaviours 
Workshop as it plays out some of the behaviours we wish to draw staffs attention to.  
 
Through our Freedom to Speak up Guardian the Trust offers three new E-Learning package, 
which come in three parts  

o For all staff "Speaking up" 
o For Managers "Listening up" 
o For senior Leaders "Following up" 

We will also be holding an awareness session in February 2022 through our equality staff 
network group on the role and support offered by the Freedom to Speak up Guardian as well as 
promoting these three e-learning packages.  

Indicator 7: Percentage believing that Trust provides equal opportunities for career progression 

or promotion (the higher the score the better) 

Descriptor  Staff % 2019 Staff % 2020  

White  90% 89% 1% 

BAME  86% 68% 18% 

 

There is a slight decrease of 1% in the results for 2020 for white staff who believe that the Trust 
provides equal opportunities for career progression or promotion. However the decrease for 
BAME staff members has decreased by a significant 18% in the 2020 results compared to the 
previous 2019 staff survey results. 
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This is an area that will remain a continued focus and support WRES related activity under the 

overarching Equality, Diversity and inclusion Activity Plan.  
 

 

Indicator 8: In last 12 months have you personally experienced discrimination at work from any of 
the following? 
b) Manager/team leader or other colleagues (the lower the score the better) 

Descriptor  Staff % 2019 Staff % 2020  

White  6% 5% 1% 

BAME  15% 25% 10% 

 

There is a slight improvement of 1% in the results for 2020 for white staff that have personally 
experienced discrimination at work from their manager/ team leader or other colleagues. 
However there is a significant increase of 10% for the 2020 staff results compared to the 
previous year’s results for 2019 for BAME members of staff who have personally experienced 
discrimination from their manager/ team leader or other colleagues. 
 
Supporting improvement activity is ongoing in this area which has previously been referenced 
under indicators 5 and 6. 
 

WRES Indicator 9 

This information looks at the membership and voting of the organisations Board 

Indicator 9: Percentage difference between the organisations’ Board membership and its overall workforce 
disaggregated: by voting membership of the Board and Executive membership of the Board 

Descriptor White                     
2019/20 

BAME               
2019/20 

Not Stated 
2019/20 

White 
2020/21 

BAME 
2020/21 

Not 2020/21 

Number of staff in 
workforce  

6422 472 199 6557 577 208 

Total Board members 13 0 0 12 1 0 

Voting Board members  11 0 0 10 1 0 

Non-voting Board 
Members  

2 0 0 2 0 0 

Total Board members -
% by ethnicity 

100% 0.0% 0.0% 92.3% 7.7% 0.0% 

Voting Board member - 
% by ethnicity 

100% 0.0% 0.0% 90.9% 9.1% 0.0% 

Non-voting Board 
member - % by ethnicity 

100% 0.0% 0.0% 100.0% 0.0% 0.0% 

Executive Board 
member - % by ethnicity 

100% 0.0% 0.0% 100.0% 0.0% 0.0% 

Non-executive Board 
member - % by ethnicity  

100% 0.0% 0.0% 83.3% 16.7% 0.0% 

Overall workforce - % by 
ethnicity 

90.5% 6.7% 2.8% 89.3% 7.9% 2.8% 

Difference (total Board 
overall workforce)  

9.5% -6.7% -2.8% 3.0% -0.2% -2.8% 

 

This year has seen improvement in this indicator due to movement and associated recruitment 
to a non-executive Director post in the Board structure.  
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3. Conclusion   
 

Based on the findings in these reports the key areas which as an organisation we need to focus 
on across 2021/22 in relation to BAME staff are: 

 
o Undertake a targeted recruitment campaign of BAME and under-represented groups to 

increase the diversity of our workforce  
o Continued improvement in the number of BAME staff in senior leadership roles  
o Development of a strategy to improve the support available and the career progression 

and development opportunities for BAME staff leading to an improvement in our 2021 
staff survey results for BAME staff  

o Development of a campaign to tackle harassment, bullying and abuse from patients, 
managers and colleagues  

o Improve disclosure rates in relation to Ethnicity on ESR 
 

4. WRES Actions for 2021/22 
 
This activity will sit under, and form part of the wider Equality, Diversity and Inclusion Activity 
Plan. 

 
o Working across WF& OD directorate set up a working party to look at developing an 

inclusive recruitment programme, targeting underrepresented groups by engaging 
directly with our local community.  

o Development of an inclusive succession planning and talent management strategy 
(include Coaching, Mentoring, National Leadership programmes etc.)  

o Review of recruitment training and the introduction of a new training programme to focus 
on the development of  Equality and Inclusion representatives who will sit on all 
recruitment and promotion panels 

o Development of a training session to support internal candidates for promotion 
interviews and include career conversations  

o Exploring potential of recording on ESR ‘ready now’ status to identify those eligible for 
acting up/stretch projects/ career development 

o Promote and support NEYLA ILM5 Coaching training for BAME staff  
 

All of the above actions will also form part of a wider national piece of work currently under way 
which has been implemented by NHS England & NHS Improvement in June 2021, focusing on 
Overhauling Recruitment and Disparity Ratio action plans.  Current activity is underway to 
support this work in the form of: 
 

o Implementation of a zero tolerance campaign to tackle harassment, bullying and abuse 
from patients, managers and colleagues leading to an improvement in our 2021 staff 
survey results for BAME staff 

o Launch of next phase of #100 Faces – ‘Your Story is our Story’ to tackle preconceived 
ideas and stereotyping 

o Review of the Bullying and Harassment training package 
o Organise focus groups with the Freedom to Speak up Guardian and promote the three 

freedom to Speak Up Guardian training packages for staff:  
                       1. For all staff "Speaking up" 
                       2. For Managers "Listening up" 
                       3. For senior Leaders "Following up" 

o Establish and set up a Violence prevention group 
o Work with Workforce Services to develop a campaign to encourage staff to update their 

personal information on ESR  
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o We have a NED representative who is the EDI Champion on the Board and actively 

supports the organisations staff network groups  

Appendices 1 

Full breakdown of the staff numbers and percentages for all clinical and non-clinical 

workforce data across each Individual AfC & Medical bandings 

Appendices 1.docx

 

Appendices 2 

Full breakdown of the staff numbers and percentages for all clinical and non-clinical 

workforce data across each Individual AfC & Medical banding in relation to the whole 

Trust 

Appendices 2.docx

 

Appendices 3   

Demographic Data  

Workforce Data – Ethnicity  % County Durham 

& Darlington 

Population 

% CDDFT & SCL 

Workforce  

Difference 

White/ Other White   98.5% 90.0% 8.5% less 

British Asian/ Asian Chinese/ 

India/ Pakistani/ Bangladeshi/ 

Malaysian/ Filipino/ Other Asian 

Background 

1.0% 5.5% 4.5% more 

Black British/ Caribbean/ 

African/ Other Black 

Background  

0.3% 1.0% 0.7% more 

Other Ethnic Group 0.2% 0.8% 0.6% more 

Not Specified/ Not Stated   0.0% 2.7% 2.7% more 
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WDES 2021   
 

Workforce Disability Equality Standard 2021 Report  
 
Author: Pat Winter Workforce Experience Officer  
 
Version 1.3 
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1. Introduction  
 

This report sets out the Trust’s data and response to the new Workforce Disability Equality 

Standard (WDES) in its third year of implementation.  

The ‘Trust Group’ and/or ‘CDDFT Group’ includes CDDFT and its wholly owned subsidiary 

Synchronicity Care Limited (trading as CDD Services).  Unless specifically indicated 

otherwise any reference to the ‘Trust’ shall be interpreted as a reference to the Trust Group. 

 

NHS organisations are expected to publish data for each of the metrics and use this 

information to develop local action plans to improve access to employment as well as the 

employment experiences of disabled staff. Year-on-year comparisons are anticipated to 

demonstrate progress and challenges for individual NHS employers.  

People with disabilities face considerable inequity in the workplace in the UK, and data from 

NHS national staff surveys suggests that employees with disabilities were: 

o more likely to say they felt bullied by their manager  

o more likely to say they felt pressured to work when unwell  

o less likely to say their organisation acted fairly with regards to career progression 

The WDES was launched in 2019 as part of the NHS response to these issues, designed to 

improve access to, and experience of, employment in the NHS by people with disabilities.  

The WDES is a set of ten specific measures (Metrics) that will enable NHS organisations to 

compare the career and workplace experiences of disabled and non-disabled staff.  

This report sets out the Trust’s WDES progress in relation to the 10 WDES metrics in the 

third year of implementation, together with our actions which will feed into the overarching 

Equality, Diversity and Inclusion Activity plan for 2021-22. 

2. Summary of Findings  
 

 CDDFT Workforce Data 
2019/20 

CDDFT Workforce Data 
2020/21 

 

 Headcount % Headcount % Direction 

Non-Disabled 
Staff 

4513 63.5% 4787 65.5%  

Disabled Staff 203 3% 239 3%  

Not Stated  2377 33.5% 2316 31.5%  

Total 7093  7342   

 
Data Key used  
 
Arrows show year-on-year direction of travel for the Trust’s workforce WDES representative 
data by percentage results. 
 
         Indicates % workforce data increasing          
         Indicates % workforce data decreasing       
         Indicates % workforce data has remains unchanged  
 

Workforce Disability Equality Standard  
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The number of staff who have disclosed that they have a disability or long-term health 

condition has not changed significantly between our 2019/20 and 2020/21 results. 

The results for non-disabled staff has increased in the 2020/21 results, this may be due to 

improvement in the number of staff who previously in 2019/20 who had disclosed having a 

disability. 

Whist the number of staff who have not disclosed this information on their ESR records has    

reduced there are still a third of our staff who have not stated or disclosed this information on 

their ESR records.  

Going forward we have begun focused action to improve in this area as there are a 

significant number of staff who have not disclosed if they have a disability or long-term 

health condition, which potentially could influence the overall results and subsequent action 

plan in this report, and wider reporting.  This is key as this data informs design and delivery 

of supportive intervention. 

Comparing the data for clinical and non-clinical staff in the 2020/21 results there has been 
very little change in the percentage of staff declaring they have a disability in the workforce 
compared to the 2019/20 results.  
 
This outcome may be influenced by disabled staff working in CDDFT not declaring their 
disability on ESR as currently the non-disclosure percentage of staff who have not declared 
if they have or have not got a disability on ESR is 31.5%, positive action is being taken in 
order to improve this position as previously detailed. 
 
The number of disabled staff working in CDDFT with a disability remains very low across all 
bands but in particularly in more senior roles.  Refinement of recruitment and talent 
processes aims to support and further promote inclusive recruitment.
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WDES Indicator 1 
 
Clinical Workforce Data By Percentage Results Across Individual AfC & Medical Bandings 
 

Metrics 1 % of staff in AfC (Agenda for Change) pay bands or medical and dental subgroups and Very Senior Managers (including Executive 
Board members) compared with the percentage of staff in the overall workforce. 

Clinical  2019/20 

Disabled  

2020/21  

Disabled 

Year on 

Year 

comparison 

2019/20 

Non-

disabled 

2020/21 

Non-

disabled  

Year on 

Year 

comparison 

2019/20 

Not Stated  

2020/21 

Not Stated  

Year on 

Year 

comparison 

Cluster 1  

AfC Bands 1 to 4  

2.7% 2.6%  57.1% 61.1%  40.2% 36.4%  

Cluster 2  

AfC Bands 5 to 7 

4.5% 3.6%  48.2% 70.5%  47.3% 25.9%  

Cluster 3  

AfC Bands 8a to 8b 

6.0% 2.9%  57.1% 67.9%  36.9% 29.3%  

Cluster 4  

AfC Bands 8c to VSM & 

Other  

5.4% 6.7%  51.4% 66.7%  43.2% 26.7%  

Cluster 5  

Medical & Dental Staff, 

Consultants 

0.3% 0.3%  58.5% 62.1%  41.2% 37.6%  

Cluster 6  

Medical & Dental Staff,  

Non-consultant Career 

Grades 

1.0% 0.9%  71.4% 74.1%  27.6% 25.0%  

Cluster 7  

Medical & Dental Staff, 

Medical & Dental 

Trainee Grades 

5.1% 5.7%  86.7% 79.2%  8.2% 15.1%  
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5 
 

Non- Clinical Workforce Data By Percentage Results Across Individual AfC Bandings 
 
 

Metrics 1 % of staff in AfC (Agenda for Change) pay bands or medical and dental subgroups and Very Senior Managers (including Executive 
Board members) compared with the percentage of staff in the overall workforce. 

Non- Clinical  2019/20 

Disabled  

2020/21  

Disabled 

Year on 

Year 

comparison 

2019/20 

Non- 

disabled 

2020/21 

Non-

disabled  

Year on 

Year 

comparison 

2019/20 

Not Stated  

2020/21 

Not Stated  

Year on 

Year 

comparison 

Cluster 1  

AfC Bands 1 to 4  

2.7% 3.3%  57.1% 59.4%  40.2% 38.2%  

Cluster 2  

AfC Bands 5 to 7 

4.5% 6.1%  48.2% 50.9%  47.3% 37.3%  

Cluster 3  

AfC Bands 8a to 8b 

6.0% 4.7%  57.1% 58.1%  36.9% 37.2%  

Cluster 4  

AfC Bands 8c to VSM 

5.4% 2.4%  51.4% 53.7%  43.2% 43.9%  

 
Data Key used  
 
Arrows show year-on-year of direction of travel for the Trust’s workforce WRES data by percentage results  
 
         Indicates % workforce data increasing          
         Indicates % workforce data decreasing       
         Indicates % workforce data has remains unchanged
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WDES Metrics 2 – 3 

Metrics 2:  Relative likelihood of Non-disabled staff compared to Disabled staff being appointed from 
shortlisting across all posts. 

Descriptor Non-disabled                  
2019/20 

Disabled               
2019/20 

Not Stated 
2019/20 

Non-
disabled 
2020/21 

Disabled 
2020/21 

Not Stated 
2020/21 

Number of shortlisted 
applicants  

3260 189 470 3820 220 469 

Number appointed 
from shortlisting 

521 24 23 541 23 25 

Ratio  1.26   1.35  

 

A ratio figure of less than 1 indicates that disabled staff are more likely than non-disabled 
staff to be appointed from shortlisting.  

Our ratio figure has increased to 1.35 in our 2020/21 results compared to the previous year, 
this is an area of focus this year, with planned activity around inclusive recruitment.  

 

Metrics 3: Relative likelihood of Disabled staff being compared to non-disabled staff entering formal capability 
process, as measured by entry into the formal capability procedure. 

Descriptor Non-disabled                  
2019/20 

Disabled               
2019/20 

Not Stated 
2019/20 

Non-
disabled 
2020/21 

Disabled 
2020/21 

Not Stated 
2020/21 

Number of staff in 
workforce   

4513 203 2377 4787 239 2316 

Number of staff 
entering the formal 
capability process by 
entry into the formal 
capability procedure 

0 2 0 1 0 1 

Ratio  0.00   0.00  

 

A ratio above 1.00 indicates that disabled staff are more likely than non-disabled staff to 
enter the formal capability process. For the second year running our ratio has remained 
positive with a ratio of nil.  

Whilst this outcome is positive for the organisation we continue to look at improving staff 
experience around disciplinary and capability.  

The HR team are offering new managers ad hoc disciplinary training on the new resolution 
policy for those managers who are undertaking investigations and who may needed specific 
training. It entails details of the full steps of our formal disciplinary process focusing on how 
to conduct an investigation and also guidance in achieving a satisfactory resolution, in line 
with work around just and fair culture. 
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WDES Metrics 4 – 9 

For each of the following staff survey Metrics, the WDES compares the responses for 

disabled and non-disabled staff. In the 2020 staff survey results 2503 (40%) of staff 

responded, which included 391 staff who identified as disabled or having a long-term health 

condition.  

 

Metrics 4 i) Percentage of disabled staff compared to non-disabled staff experiencing 
harassment, bullying or abuse from patients/ service users, their relatives or other 
members of the public (the lower the score the better) 

Descriptor  
 

Staff % 2019 Staff % 2020  

Non-disabled staff results  
 

32% 28% 4% 

Disabled staff results  
 

38% 38% Same  

 
The results show that there has been a 4% improvement in the 2020 staff survey results for 

non-disabled staff who have identified that they have experienced harassment, bullying form 

patients/ service users, their relatives or other members of the public. The results for 

disabled staff have remained the same for 2019 and 2020. If you compare the results for 

2020 between disabled staff and non-disabled staff it shows that 10% more disabled staff 

have experienced harassment, bullying or abuse from patients/ service users, their relatives 

or other members of the public, which informs our focused activity in improving in this area 

going forward. 

 

A zero tolerance strategy has been implemented by the Trust with the initial focus on our 

emergency departments which has been identified as a target area where staff have 

experienced harassment, bullying and abuse from patients.  A Violence, Reduction and 

Prevention Policy has been implemented and working group established.  Training and 

Development have also refreshed the Bullying and Harassment Training to incorporate 

learning. 

 

Metric 4 ii) Q13b. Percentage of disabled staff compared to non-disabled staff 
experiencing harassment, bullying or abuse from managers (the lower the score the 
better) 

Descriptor  
 

Staff % 2019 Staff % 2020  

Non-disabled staff results  
 

9% 11% 2% 

Disabled staff results  
 

17% 22% 5%  

 
The 2020 results show a 2% increase in non-disabled staff who have experienced 
harassment, bullying or abuse from managers and a 5% increase for disabled staff 
compared to 2019. The 2020 results show that 11% more disabled staff compared to non-
disabled staff have experienced harassment, bullying or abuse from managers. Again a 
position of focus to improve through activity previously referenced and other training added 
to the Leadership and Management Framework 
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Metrics 4 iii): Q13c. Percentage of disabled staff compared to non-disabled staff 
experiencing harassment, bullying or abuse from other colleagues (the lower the 
score the better) 

Descriptor  
 

Staff % 2019 Staff % 2020  

Non-disabled staff results  
 

12% 17% 5% 

Disabled staff results  
 

32% 29% 3%  

 
The 2020 results show a 5% increase in non-disabled staff who have experienced 
harassment, bullying or abuse from other colleagues. However there has been a 3% 
improvement in the 2020 staff survey results for this question for disabled staff compared to 
2019. The 2020 results show that 12% more disabled staff compared to non-disabled staff 
have experienced harassment, bullying or abuse from other colleagues. Positive action is 
being taken as previously described. 
 

Metrics 5: Q11. Percentage of disabled staff compared to non-disabled staff believing 
that the Trust provides equal opportunities for career progression or promotion (the 
higher the score the better) 

Descriptor  
 

Staff % 2019 Staff % 2020  

Non-disabled staff results  
 

92% 90% 2% 

Disabled staff results  
 

81% 82% 1% 

 
The 2020 results for disabled staff show an improvement of 1% compared to 2019. However 
the difference between the 2020 results for disabled and non-disabled staff show that 8% 
fewer of disabled staff do not believe the Trust provides equal opportunities for career 
progression or promotion compared to non-disabled staff. A wider piece of work is being 
undertaken this year around talent and succession, with the aim of enhancing inclusivity. 
 

Metrics 6:  Percentage of disabled staff compared to non-disabled staff saying that 
they have felt pressure from their manager to come to work, despite not feeling well 
enough to perform their duties (the lower the score the better) 

Descriptor  
 

Staff % 2019 Staff % 2020  

Non-disabled staff results  
 

17% 24% 7% 

Disabled staff results  
 

30% 31% 1% 

 
The 2020 results for non- disabled staff show an increase of 7% of staff who have felt 
pressure from their manager to come to work, despite not feeling well enough to perform 
their duties compared to 2019. However there is still a difference between the 2020 results 
for disabled and non-disabled staff which show that 7% more disabled staff have felt 
pressure from their manager to come to work, despite not feeling well enough to perform 
their duties, compared to non-disabled staff. 
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Metrics 7: Q11. Percentage of disabled staff compared to non-disabled staff saying 
that they are satisfied with the extent to which their organisation values their work 
(the higher the score the better) 

Descriptor  
 

Staff % 2019 Staff % 2020  

Non-disabled staff results  
 

48% 43% 5% 

Disabled staff results  
 

36% 34% 2% 

 
The 2020 results for disabled staff show an improvement of 2% compared to 2019 whilst 
there has been a decrease in the number of non-disabled staff who feel they are satisfied 
with the extent to which the organisation values their work.  
 

Metrics 8: Q28b. Percentage of disabled staff saying that their employer has made 
adequate adjustment(s) to enable them to carry out their work (the higher the score 
the better) 

Descriptor  
 

Staff % 2019 Staff % 2020  

Disabled staff results  
 

75% 75% Same 

 
There is no change in the results for 2020 compared to 2019, however, with 75% of the 
workforce having a positive experience, there remains a requirement for further improvement 
in this area.  This is an area where the Disability Network Group are supporting improvement 
to influence improvements in this area. The Equality Network Group have previously had 
training sessions around this subject area. 
 

Metrics 9 a): The staff engagement score for disabled staff, compared to the Non-
disabled staff and the overall engagement score for the organisation (the higher the 
score the better) 

Descriptor  
 

Staff % 2019 Staff % 2020  

Overall Trust engagement score  
 

6.9 6.9 Same 

Non-disabled staff engagement 
score 

7.1 7.0 0.1 

Disabled staff results 6.5 6.6 
 

0.1 

 

The staff engagement score for disabled staff is slightly lower than the results for the overall 
Trust and non-disabled staff.  We continue work with our network groups and wider Equality, 
Diversity and Inclusion agenda. 
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Metrics 9 b): Has your Trust taken action to facilitate the voices of disabled staff in 
your organisation to be heard (Yes) or (No) – If the Trust response is yes please 
provide at least one practical example of current action being taken in the relevant 
section of your WDES Annual report  

Yes 
o We now have a Disability and Wellbeing staff network group which has a Mental 

Health sub group. These network groups meet every 2 months and each group has an 
appointed Chair to lead and organise them 

o We also issue annually an Equality Staff Survey which the questions focus on the 
areas of the staff survey where the organisation has performed badly and we involve 
our staff network groups to also have the opportunity to included questions 

o The Chairs from our staff network groups attend and contribute to the organisations 
EDI Strategic group  

o We have a NED representative who is the EDI Champion on the Board and actively 
supports the organisations staff network groups  
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WDES metrics 10 

This information looks at the membership and voting of the organisations Board 

Metrics 10:  Percentage difference between the organisation’s Board voting membership and its 
organisational overall workforce, disaggregated by: voting membership of the Board and 
Executive membership of the Board 

Descriptor Non-
disabled                  
2019/20                  

Disabled               
2019/20 

Not Stated 
2019/20 

Non-
disabled 
2020/21 

Disabled 
2020/21 

Not Stated 
2020/21 

Number of staff in 
workforce  

4513 203 2377 4787 239 2316 

Total Board 
members 

9 0 4 9 1 3 

Voting Board 
members  

8 0 3 8 1 2 

Non-voting Board 
Members  

1 0 1 1 0 1 

Total Board 
members 

69% 0.0% 31% 69% 8% 23% 

Of which: voting 
Board members 

73% 0.0% 27% 73% 9% 18% 

Of which: Non-
voting Board 
members 

50% 0.0% 50% 50% 0.0% 50% 

Of which: Exec 
Board members  

71% 0.0% 29% 71% 0.0% 29% 

Of which: Non-
Executive Board 
members  

67% 0.0% 33% 67% 17% 17% 

Difference (total 
Board – Overall 
workforce) 

6% -3% -3% 4% 4% -8% 

Difference (voting 
membership – 
overall workforce) 

9% -3% -6% 8% 6% -13% 

Difference  
(Executive 
membership – 
overall workforce)  

8% -3% -5% 6% -3% -3% 

 

There are six Board members who have not declared if they have a disability or long-term 
health condition. Work is currently being undertaken through a campaign to encourage all 
colleagues to update their ESR records in order that we have a true account of the 
breakdown of colleagues with protected characteristics.  This will further support a truer 
picture of the workforce and support richer data collected through the Staff Survey and other 
mechanisms. Currently one Board member who has declared they have a disability or long-
term health condition in our 2020/21 results and it is recommended that when recruiting any 
future Executive Director or Non-Executive Director roles advert should always highlight that 
the Trust is under represented from particular minority groups and have an inclusion focus. 
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3. Conclusion 
 

Based on the findings in these reports, the key areas have been identified which as an 
organisation we intend to need to focus on across 2021/22 in relation to Disabled staff are: 
 

o Undertake a targeted recruitment campaign of disabled staff and people with long-
term health conditions and under-represented groups to increase the diversity of our 
workforce 

o Continue improvement in the number of staff with long-term health conditions and 
disabled in senior leadership roles 

o Development of a campaign to tackle harassment, bullying and abuse from patients, 
managers and colleagues  

o Improve disclosure rates in relation to Disability on ESR 
o Continue to focus on the need for us to provide reasonable adjustments to support 

the Workforce 

4. WDES Actions for 2021/22 

This activity will sit under and form part of the wider Equality, Diversity and Inclusion Activity 

plan: 

o Working across WF& OD directorate set up a working party to look at developing an 
inclusive recruitment programme, targeting underrepresented groups by engaging 
directly with our local community.  

o Development of an inclusive succession planning and talent management strategy 
(include Coaching, Mentoring, National Leadership programmes etc.)  

o Review of recruitment training and the introduction of a new training programme to 
focus on the development of  Equality and Inclusion representatives who will sit on all 
recruitment and promotion panels 

o Development of a training session to support internal candidates for promotion 
interviews and include career conversations  

o Exploring potential of recording on ESR ‘ready now’ status to identify those eligible 
for acting up/stretch projects/ career development 

 
All of the above actions will also form part of a wider national piece of work currently under 
way which has been implemented by NHS England & NHS Improvement in June 2021, 
focusing on Overhauling Recruitment and Disparity Ratio action plans.  Current activity is 
underway to support this work in the form of: 
 

o Implementation of a zero tolerance campaign to tackle harassment, bullying and 
abuse from patients, managers and colleagues leading to an improvement in our 
2021 staff survey results for BAME staff 

o Launch of next phase of #100 Faces – ‘Your Story is our Story’ to tackle 
preconceived ideas and stereotyping 

o Review of the Bullying and Harassment training package 
o Organise focus groups with the Freedom to Speak up Guardian and promote the 

three freedom to Speak Up Guardian training packages for staff:  
                       1. For all staff "Speaking up" 
                       2. For Managers "Listening up" 
                       3. For senior Leaders "Following up" 

o Establish and set up a Violence prevention group 
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o Work with Workforce Services to develop a campaign to encourage staff to update 
their personal information on ESR  

 

 

 

Appendices 1 

 

Full breakdown of the staff numbers and percentages for all clinical and non-clinical 

workforce data across each Individual AfC & Medical bandings 

Appendices  1.docx

 

Appendices 2 

Full breakdown of the staff numbers and percentages for all clinical and non-clinical 

workforce data across each Individual AfC & Medical banding in relation to the whole 

Trust 

Appendices 2.docx

 
 

Appendices 3   

Demographic Data  

Workforce Data – Disability   % Population % Workforce  Difference 

Disabled  12.0% 2.5% 9.5% less 

Not Disabled  11.0% 65.5% 54.5% more 

Not Specified/ Not Stated 77.0% 32.0% 45.0% less 
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