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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 24th November 2021 at 

09.00hrs – 11:45hrs 

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 – 29th September 2021 
3b. Action Log – 29th September 2021 

Item 4  

 

Chief Executive’s Report  
 CEO Update (including Care Quality 

Commission Update) 
 

SJ 
Attached/ to 

follow 
For 

information 

 
Patient Safety & Quality 

 

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

For 
assurance 

Item 6 IQAC Preface  MB Attached 
For 

assurance 

Item 7  
Medical Management / Mortality  

 Guardian of Safe Working 
JC 

 
Attached 

 

For 
assurance  
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Item No Title of Item 
 

Presented By / Status 
 

Item 8   
Patient Safety and Experience  

8a. Staff influenza Vaccine 
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)  Equality Delivery System 
b)  Retention Matter Strategy - DEFERRED 
c)  Workforce & Organisation Development – Quarter 
2 Report 

 

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 29 September 2021 from 09:00hrs, in the 
Boardroom at Darlington Memorial Hospital and Via MS Teams 

Part One (Open) 
 
Present: 
Prof Paul Keane OBE  Chairman 
Mr Michael Bretherick  Non-Executive Director 
Mr Stephen Crosland  Non-Executive Director 
Ms Jenny Flynn MBE  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 Manager (Minute Taker) 
Ms Hannah Whinn  Guardian of Safe Working (for Item 7c) 
Ms Margaret Omole  Staff BAME Network Chair (Observer) 
Ms Helen Liddell  Board and Committee Administrator (Observer) 

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

 

96/22 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 
Ms Omole, who chaired the Trust’s BAME staff network, both of whom were in 
attendance to observe. 
 
The Chairman clarified that the meeting was being undertaken in accordance with 
Covid-19 social distancing guidelines.  
 
Apologies had been received from Mr Forster-Jones, Non-Executive Director 
 

 

97/22 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 session of the meeting that created a conflict for the 
SCL officers.  
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98/22 Minutes & Matters Arising from the Previous Meeting held on 28 July 2021 Action 

 

Accuracy 
The minutes of the meeting held on Wednesday 28 July 2021 were approved as 
accurate. 
 
Matters Arising 
59/22 Chief Executive’s Report, CQC Action Plan from last inspection, Page 6; 
The Chairman enquired as to whether the meeting between Mr Edge and the 
Family Health Care Group had taken place. Mr Edge confirmed that it had taken 
place.  
 
Action Log 
Those actions ‘greyed out’ were accepted as complete and could be closed: 
Action 1 (174/21), Action 2 (175/21), Action 3 (175/21), Action 4 (175/21), Action 
5 (176/21), Action 7 (178/21), Action 8 (18/22) and Action 10 (20/22).  
 
Action 9 (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 this action was complete and the report would 
be covered in the Private and Confidential session. ACTION COMPLETE 
 
Action 14 (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. Ms Jacques confirmed that this was included in her report. 
ACTION COMPLETE 
 
Action 15 (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. Mr Scanlon confirmed that this was included in the Covid-19 
report. ACTION COMPLETE 
 
Action 16 (61/22); Provide outwith the meeting, July 2018/19 performance figures 
to provide context of the 2019/20 and 2020/21 performance and targets. Ms 
Langrick confirmed that she had corresponded with Dr Scothon to provide this 
information further to the question he had raised in the previous Board meeting. 
ACTION COMPLETE 
 
Action 17 (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. Ms Smith confirmed that this would be covered under her item on the 
agenda. ACTION COMPLETE 
 

 

99/22 Chief Executive’s Report Action 

 

CEO Update 
Ms Jacques presented the report which had been prepared to update the Board 
on matters relating to the following, together with an associated implications:  

 National developments, the Cumbria and the North East ICS, southern and 
central ICPs and sub-ICP developments; and  

 Other matters relevant for the Board and not substantively covered in the 
standard reports. 

 
Ms Jacques highlighted the following points from the report: 
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 The Board were reminded that the green text in the report had been previously 
discussed at the private and confidential session of the Board in August 2021 
and had been included in order for it to be shared in the public domain.  

 
National Matters 

 NHSE/I had published further guidance on provider collaboratives following 
the publication of the Integrated Care System (ICS) design framework and a 
summary briefing from NHS providers had been appended to Ms Jacques 
report.  

 There had been several further guidance documents produced in respect of 
the ICS implementation: 

o Guidance on place based partnerships as part of the statutory ICS. 
o Guidance on working with people and communities – this was currently 

a CCG responsibility but would move to be under the remit of the 
Integrated Care Board (ICB), which would be expected to develop a 
system-wide strategy for engaging with people and communities.  

o Guidance on effective clinical and care professional leadership. 
o Guidance on partnerships with the voluntary, community and social 

enterprise sector – though these principles were already being 
followed. 

o Interim guidance on the function and governance of the ICB – this 
reiterated the minimum membership of the ICB Board; however, it was 
expected that the full make up would be confirmed prior to 31st 
December 2021. 

o Guidance supporting the successful transition of people into ICBs – 
this related to NHS organisations directly affected by the proposed 
legislative changes and principally the establishment of the ICS. Its 
scope did not include the Trust 

o Guidance on the ICS people function – this built on the ICS Design 
Framework and the People Plan, describing 10 outcome-based 
functions to make the local area a better place to live and work through 
governance and accountability arrangements for people and workforce 
functions in the ICS 

 
ICS 

 Work continued to consider the relevant guidance, with respect to how the 
regional ICS and ICB would function. The Trust had fed into this work through 
the Provider Collaborative and had led the development financial proposals 
agreed by the Provider Collaborative in September.  

 The ICS Management Group had met on 24 September 2021 and focused on: 
furthering the approach to tackle inequalities; a deep dive in respect of winter 
planning; consideration of planning for the second half of the year (H2) and 
reviewing feedback from the Provider Collaborative on the ICS design.  

 
Provider Collaborative 

 The Provider Collaborative had met in September 2021 and agreed priorities 
for 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: clinical services strategy, workforce, and financial 
delivery and risk sharing. 
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Staff Survey 

 Further to the quarter one staff survey a number of actions had been 
undertaken to better understand and support Trust staff during the remainder 
of the year.  

 A full report would be provided to the October Board meeting but, in summary, 
to date the Trust had: 

o Held 10 sessions led by the Freedom to Speak up Guardian to 
understand where the Trust could improve staff experience.  

o Increased clinical staff bank rates. 
o Established a site for managers to access resources to support 

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

help them support their teams.  

 In addition, The CEO and W&OD Director had attended a number of Care 
Group and Corporate senior meetings to understand any concerns and issues, 
and to ensure a swift and appropriate response. 

 An engagement calendar, which could be mapped to the key pillars of the 
Trust’s Culture Matters Strategy, had been developed for the remainder of the 
year with engagement activities grouped around: 

o Equality, Diversity & Inclusion; 
o Health & Wellbeing;  
o Leadership & OD; and 
o Communications.  

 
Shotley Bridge 

 Work continued with the next stage of the project which was the development 
of the online business case. 

 Further discussion on the project would take place in the Private and 
Confidential Session. 

 
EPR 

 The project continued to progress in line with the revised plan and was rated 
green overall 

 A number of contractual matters were being progressed and revised 
arrangements for the Future State Review had been agreed in principle. 

 
CQC Key Matters 

 As per the discussion in the previous Open Board meeting, work continued to 
implement and assure the presence of robust arrangements for children 
attending A&E to access paediatric specialist nursing where necessary. 

 There had been no further engagement with the CQC since the last report, 
with the next meeting due on 11 October 2021. 

 The next CQC insights report was due to be published at the end of September 
2021. 

 CQC had asked for a further update on discharge procedures at DMH as part 
of their routine enquiries. 

 The Associate Director of Nursing (ADN) for Patient Experience and 
Safeguarding, and the ADN for Integrated Medical Specialties were leading a 
piece of work to identify whether there was any relevant learning from some 
recent safeguarding cases and enquiries on specific wards.   

 
National Finalist 

 The County Durham Care Partnership, of which CDDFT was a key member, 
had been shortlisted for a national award by the Health Service Journal. This 
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reflected very positively on the partnership work that the Board had supported 
over recent years and the improvements that had been made for patients. The 
winner was due to be announced on 18th November 2021. 

 
Questions were invited from the Board. 
 
Dr Scothon asked whether the Council of Governors would have sight of the 
information pertaining to the national and regional ICS developments. Mr Edge 
confirmed that there would be a paper presented to the Council of Governors 
meeting in October 2021. The Chairman added his thanks to Mr Edge for 
confirming this as he believed it important for Governors to be kept abreast of the 
changes and structures in the wider NHS landscape.  
 
Mr Crosland asked whether there was any evidence that work had begun under 
the ICS to identify and engage with excluded groups. Ms Jacques explained that 
there had been some work prior to, and particularly during, Covid-19 on those 
groups who were harder to reach such as the travelling community. Ms Jacques 
added that the guidance, and approach being taken to the design of the ICS 
effective hard-coded an expectation that such groups would be engaged, with the 
ultimate proof to be seen in the final design. Dr Scothon noted the approach of the 
ICS with respect to equality, diversity and inclusion and stated he looked forward 
to how this focus would develop further.  
 
Mr Crosland noted the way in which Local Authorities were referred to in the 
guidance and asked if there had been any indication as to how the political make-
up of the Local Authorities in the region could impact the ICS. Ms Jacques 
explained that there was ongoing development work in the Local Authorities with 
respect to the ICS but this would be discussed in more detail in the Private and 
Confidential Session.  
 
Ms Flynn sought clarification on how the concept of ‘place’ would be defined. Ms 
Jacques explained that the formal design work, which was ongoing, would craft a 
definitive definition. In the Trust’s region however, there was a clear and long-
standing acknowledgement that “place” related to each local authority patch. 
While the framework was not yet written, the guidance stated that the geography 
should make sense to the communities involved, which Ms Jacques considered 
suggested that this approach would be accepted as the way forwards. Ms Flynn 
thanked Ms Jacques for her explanation. She stated her agreement with Mr 
Crosland that politics may impact on the ICS in respect of the definition of ‘place’ 
due to the way in which some communities identified themselves within the Local 
Authorities. Ms Jacques assured the Board that the Local Authorities had action 
partnerships which reached out to such areas and communities and the Trust 
already worked through, and supported these partnerships. Ms Jacques added 
that this work would continue.  
 
Mr Bretherick noted the minimum membership for the ICB and sought an 
understanding, based on the size and scale of the region, as to the likely size of 
the membership for the ICB. Ms Jacques explained that further definition and 
guidance was still expected, and that it was too early to reach a clear view on this 
question. There was ongoing discussion in the region around the size of the ICB 
as it was recognised that it would need to be broad enough to cover the relevant 
responsibilities, but also small enough to be effective. Alongside the ICB there 
would be a Partnership Body, which would have a much larger composition. Mr 
Bretherick thanked Ms Jacques and added that his concern would be that the ICB 
might become dominated by a Super-Trust or a locality. Ms Jacques agreed that 
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this could be a risk; she assured the Board that the ongoing work on ICS design 
was alive to this risk and would seek to prevent it from materialising. 
 
The Chairman asked whether there was expected to be any impact from staff 
retiring at 55 to protect their pensions, given the pension reforms. Ms Jacques 
explained that the reforms were confusing to many staff causing many to feel they 
needed to retire earlier to protect their pensions. This was not, however, the case 
and the Trust had issued some communications, in line with the advice it was 
allowed to provide, to explain this. There were further national communication 
materials being prepared to explain the implications of the reforms in clearer detail 
and the Trust would share this as soon as it was received. Ms Smith added that 
while there had been some noise over the implications of the reform there was no 
evidence at that time to show that there would be an impact on the Trust.  
 
Dr Scothon made reference to that work being led by Professor Kunonga and 
asked when the Board would receive a report. Ms Smith advised that the report 
was progressing through internal reporting mechanisms and would be included in 
the Chief Executive report to Board. Ms Jacques added that this would be prior to 
Christmas. ACTION 
 
Ms Flynn noted that the Trust’s Charity was to act as the controlling party for the 
ICS with respect to around £250K, from NHS Charities Together, to work with 
young people with mental health needs. She enquired as to whether this could 
link in to the health inequalities work. Ms Smith explained that there was an 
identified individual within the ICS, Ms Julie Gillan, who was the lead on the health 
inequalities work stream. All work at a local level and work in partnership with the 
Local Authorities would be captured through Ms Gillan and her team. Ms Flynn 
thanked Ms Smith for this clarification and asked if a meeting could be arranged 
outside of the Board with relevant leaders to further this work. Ms Jacques agreed 
and stated that she would facilitate this. ACTION 
 
The Chairman noted the further provision of discharge information to the CQC for 
DMH and asked whether this indicated the potential for them to look more closely 
at the issue. Ms Jacques assured the Board that this was a routine request and 
had been made further to previous data provided.  
 
There were no further questions. Ms Jacques was thanked for her report and the 
Board noted the content.  
 
Board Assurance Framework (BAF) 
Mr Edge presented the report which had been to provide the Board with an 
analysis of the movement in risk scores over the last quarter for strategic risks 
which the Board managed; a helicopter view of the level of assurance for each of 
the Trust’s 19 principle business objectives, including any gaps in controls or 
assurance and associated plans; and a summary of key risks together with 
mitigating actions. 
 
Mr Edge discussed the following points: 

 None of the Trust’s key objectives had seen an increase in their current risk 
score over the last quarter; 

 There were three objectives with current risk scores which were off trajectory 
and off target. The Board were aware of the details of the risks and the 
mitigation in place and Mr Edge assured the Board that all three were being 
managed proactively. These were: 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

MS/SJ 
 
 
 
 
 
 
 
 
 
 

SJ/JF 
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o Minimising Harm – The current score was nine against a trajectory and 
target score of eight 

o Safe and Suitable Patient Environment – The current score was 12 
against a trajectory and target score of nine 

o Staff Experience and Morale – There was a current score of nine 
against a trajectory and target score of six. 

 The Quality objectives had been reviewed by the Integrated Quality and 
Assurance Committee (IQAC), for consistency with the underlying assurance 
data and evidence scrutinised by the Committee during the quarter. All 
relevant remaining objectives not reserved for the Board had been similarly 
reviewed for consistency through the Operational and Performance 
Assurance Committee (OPAC). 

 IQAC had queried the Patient Environment score due to the UHND Same Day 
Emergency Care (SDEC) works delay; however it was Mr Edge’s opinion that 
the impact of this risk on patient flow was already reflected in the capacity 
objective and as such the score was appropriate.  

 During quarter three of 2021/22 the BAF would be reset through work with the 
Executive Directors and Board. Ideally this would be alongside an update 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 would also be reviewed to identify whether it could be simplified whist 
retaining all essential content. 

 
Questions were invited from the Board.  
 
The Chairman noted risk number 937 of the BAF report: “Experience of falls 
causing harm in 2020/21 suggests a heightened risk of further avoidable falls” and 
thanked Mr Scanlon and his team for the work they had undertaken with regards 
to the recent falls awareness week to ensure that this risk remained a priority.  
 
The Chairman noted risk number 2436: “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”. The Chairman 
sought assurance as to the mitigations for this risk. Mr Scanlon confirmed that 
while there was some movement within the team, the Trust had successfully 
recruited a senior nurse in the week prior to Board meeting and that arrangements 
were in place to ensure continued service provision.  
 
The Chairman, with reference to the overall BAF report, stated that it would be 
useful for the actions to contain dates in order for the Board to understand the 
progress made. He enquired as to whether this would be possible. Ms Jacques 
explained that the report produced for Board was a summary with a running 
commentary to avoid the requirement for the Board to review copious amounts of 
documents. She explained that all of the actions were reviewed by the Executive 
Team with the Care Groups in the meetings held to discuss registers. She could 
however arrange for a snapshot of one area to be reproduced to allow the Board 
to view the granular detail which the Executive Team and Care Groups managed 
and reviewed. The Chairman thanked Ms Jacques for this explanation and 
advised that further to this assurance this would not be necessary.  
 
Mr Crosland noted the further work planned on the Strategy Handbook and 
commended the Trust for this. In order to ensure the clarity of the document and 
its ability to be understood by staff of all levels, Mr Crosland enquired as to 
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whether it would be possible to test the updated handbook on a group of staff. Ms 
Jacques thanked Mr Crosland for this suggestion and assured him that there was 
a reference group of staff set up through the Communications Team which were 
utilised for the development of such documents.  
 
Mr Bretherick added that IQAC had discussed Objective 2 in the BAF and noted 
that the narrative demonstrated that it was not possible to achieve a risk score 
below eight. As a result Mr Bretherick enquired as to whether this would be reset 
in the BAF review. Mr Edge confirmed that the trajectory or targets had not 
formally been reviewed for 18 months and as such during the review of the BAF 
this query would be considered.  
 
There were no further questions. Mr Edge was thanked for his report and the 
Board noted the content.  
 

100/22 Patient Safety and Quality Action 

 

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

 The UK Covid-19 Alert remained at Level 3 

 The Trust Covid-19 inpatient figures on the day of the Board differed to those 
in the report and were: 86 patients in total, with 27 in DMH, 38 in UHND, 10 in 
Bishop Auckland and 11 in the Community hospitals. Three of the patients 
were in intensive care. 

 The vaccination status of patients was now captured and the figures of the 
inpatients as at 16 September were included in the report.  

 Seven day rates of infection in the community had increased since the last 
report, reaching 429.7 per 100,000 population in County Durham and 391.4 in 
Darlington. The national average was 322. 

 There had been 33 deaths with Covid-19 since the last report, and all patients 
had had one or more of the reportable pre-existing conditions. Some 21 had 
been double vaccinated. 

 A number of outbreaks had 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 
outbreaks 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 had been identified and the Director of Infection, Prevention and 
Control (DIPC) had taken corrective and preventive actions. 

 As numbers of Covid-19 positive patients had increased, segregated space 
on Ward 5 at UHND had been set aside to care for patients and work was 
ongoing to sustainably staff ward 33 at DMH to provide escalation capacity. 

 The Trust had successfully minimised the impact on the elective programme 
from the latest Covid-19 wave.  From early September, however, it had 
become necessary to consolidate surgical beds at UHND, using Ward 17 as 
an emergency surgery ward rather than an elective ward, to accommodate 
demand for emergency medicine, as a result of which a small number of 
operations have been cancelled. 

 Staff sickness absence figures, including those with Covid-19 and those self-
isolating had increased slightly since the last report to Board.  
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 The Trust’s flu vaccination programme had commenced and the Covid-19 
booster programme was expected to commence during the week of 23 
September 2021. The intention was, when both programmes were fully up and 
running, staff would receive both vaccinations at the same time, in line with 
national guidance.  

 There had been further Infection Prevention Control (IPC) guidance released 
the weekend prior to the Board meeting. The guidance indicated the need to 
provide isolated elective facilities to protect elective activity, a direction the 
Trust had already moved in as well with respect to the specific testing for 
elective patients, though the Trust already utilised PCR testing in these cases. 
The guidance would be taken to the Gold Command meeting for further 
discussion.  

 
Questions were invited from the Board.  
 
The Chairman enquired as to whether the testing regime to enable staff to return 
to work had remained the same. Ms Jacques confirmed that it was unchanged, 
and advised that staff had been provided with flowcharts to enable them to 
understand what processes they needed to follow.  
 
The Chairman sought an understanding on whether the Trust had encountered 
any difficulty ensuring that patients and the public wore face masks while on sites. 
Ms Jacques explained that mask-wearing on site remained mandatory and further 
security staff had been placed in the main outpatient departments to support this. 
The signage the Trust had in place was strong and the reception staff Trust-wide 
were doing an amazing job. The Trust continued to listen to front-line feedback 
and were responding in the most appropriate way as it was not fair nor was it 
expected that staff should have to receive abuse, verbal or otherwise. Mr Scanlon 
added that, at that time, visiting remained suspended with exceptions in place for 
patients on end of life care or with learning difficulties and resident parents. 
Different arrangements were also in place for birthing partners as well as 
attendances for post-natal and ante natal care. Requirements for mask wearing 
were consistently reinforced. Visiting arrangements were expected to be reviewed 
in the future as the current arrangements placed extra burdens on the staff to 
maintain communications with families and also made advocacy and collaborative 
discharge planning more difficult. Ms Jacques assured the Board that 
arrangements were reviewed weekly in the Gold Command Meeting and the 
Ethics Committee had been asked to feed into the meeting to support decision 
making.  
 
Ms Flynn enquired as to whether the Trust had seen a benefit from a specific 
Covid-19 ward. Ms Jacques explained that, at that time, the benefit had not be 
tangible at DMH; however it was known that it would reduce transmission due to 
Covid-19 positive patients being less spread out through the site.  
 
There were no further questions. Ms Jacques was thanked for her report and the 
Board noted the content.  
 
IQAC Preface 
Mr Bretherick presented the report which had been prepared to inform the Board 
of the business undertaken by the Committee since the last meeting and to 
escalate any items which the Committee felt required the Board’s attention.  
 
Mr Bretherick outlined the following points: 
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 IQAC had met in the week prior to the Board and had undertaken a lengthy 
discussion around maternity services. Prior to the meeting Mr Bretherick and 
Ms Flynn had visited the maternity department at UHND as required by the 
Ockendon recommendations 

 IQAC had received the report on the Medical Director’s review of A&E and this 
was on the agenda for the Private and Confidential section of the Board 
meeting for discussion.  

 The Committee had received a report on the Trust’s DNACPR processes 
further to the press coverage of nationwide issues during the pandemic. The 
Committee had been assured that the Trust had processes in place which 
sought to involve patients and carers in decision-making and which worked 
well.  

 
There were no questions. Mr Bretherick was thanked for his report and the Board 
noted the content.  
 
Medical Management and Mortality 
Medical Director Report 
Mr Cundall presented his report which had been prepared to provide the Board 
with an overview of the progress with work streams within the remit of the Medical 
Director.  
 
Mr Cundall highlighted the following points: 
 
Job Planning 

 Mr Cundall had challenged Care Groups to increase the percentage of plans 
recorded as having been fully signed off.  

 Community Services and Family Health had performed well (100% and 95% 
respectfully) and Surgery had improved since the last report (77%); however 
IMS at 34% and CSS at 15% required improvement. A review had been 
undertaken which had established that: 

o CSS were impacted by the lower number of departments and staff 
which meant each unapproved staff member’s job plan had a bigger 
impact on the overall percentage. 

o IMS had had difficulty in defining the financial envelope for the team to 
develop appropriate plans. This issue had since been resolved; 
however, the increase in operational pressures had then made it 
difficult to finalise the plans. 

 The next round of job planning was due in December which Mr Cundall 
remained confident would rectify the Trust’s position. 

 
Healthroster 

 The Board were reminded that this system was being brought in for medical 
staff rotas, to enable the same level of oversight as the Nursing Directorate 
had for their staff.  

 Stakeholder engagement events held over the summer were very well 
received, and highlighted the benefits of electronic systems in terms of 
demand and capacity management. The workshops highlighted that this 
would be resource-intensive and would require a review of current systems 
and processes to maximise impact.   

 Mr Cundall’s team had 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. The coordinators were 
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based in the Care Groups but meetings and procedures would enable a 
consistent approach and reduce variation.    

 
Ethics Committee 

 The Committee had been set up in 2020 and, for varying reasons, had not 
been fully utilised, however this had changed and the Committee’s activity had 
significantly increased. 

 It had been used to review visiting and mask-wearing as well as patients who 
do not wish to undertake routine swabbing during admission.  

 The advice and viewpoints provided by the Committee on such difficult clinical 
and ethical questions had been heartening and taken into account in updating 
policies. 

 
Questions were invited from the Board. 
 
The Chairman noted that it was pleasing to see the success of mediation used 
during job planning. Mr Cundall agreed and stated that this was usually 
undertaken by the Care Group Directors or Directors from other Care Groups 
when there was a disagreement. Such matters were only occasionally passed to 
himself which was very reassuring.  
 
The Chairman enquired as to whether there should be a lay person on the Ethics 
Committee to provide more balance as the current membership was very clinical. 
Mr Cundall explained that this had been considered previously and he would 
ensure the suggestion was re-visited.  
 
The Chairman sought an understanding as to whether the Ethics Committee also 
received items relating to research ethics. Mr Cundall confirmed that it did not as 
such ethics matters were handled by the University Ethics Committees.  
 
There were no further questions. Mr Cundall was thanked for his report and the 
Board noted the content.   
 
Medical Examiner Report 
Mr Cundall presented the report which had been prepared to provide an update 
to the Board on the implementation of the CDDFT Medical Examiner Service. 
 
The following points were highlighted: 

 There were currently seven medical examiners (ME) in post. 

 The challenge was the lack of space for the ME service at UHND which placed 
significant limitations on the Trust’s ability to expand the service to cover the 
acute site and roll it out into the community.  

 Two rooms were required with access to computers and telephones in each 
to cover UHND and work was underway with estates colleagues to progress 
this.  

 The NHSI model did not take into account annual leave or on call time when 
calculating the funding for ME posts. 

 ME provision was the bare minimum and more difficult for the Trust due to the 
split sites. The Trust was therefore keeping in view the possibility of a risk to 
compliance with the Health and Social Care Act when the system becomes 
statutory (anticipated in Spring 2022), together with the further mitigations 
which might be required. 

 
Questions were invited from the Board. 
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Ms Flynn sought a further understanding of whether the Medical Examiners had 
to review all deaths or just a percentage. Mr Cundall clarified that every death was 
to be reviewed. He explained to the Board that workforce would be an issue as 
every trust would be seeking individuals to fulfil these roles when the system 
became statutory. The Trust had eight ME posts at that time but would require a 
further 14 or 15 and these would probably need to come from General Practice, 
though this was not expected to be difficult to achieve from the pool of around 600 
GPs in the Trust footprint. Funding could also be an issue due to the way in which 
the funding envelope was controlled. It had been communicated that 
reimbursement would be available for appointments, though this was not ideal.  
 
There were no further questions. Mr Cundall was thanked for his report and the 
Board noted the content.  
 
Guardian of Safe Working, Q1 
Ms Whinn presented the report which had been prepared to provide the Board 
with an update on the status of Junior Doctor rotas, matters of concern raised to 
the Guardian and their disposition or escalation. 
 
The following points were highlighted: 

 There had been a slight reduction in exception reports from the previous 
quarter, the reason for which was currently unclear though it was believed it 
may have been connected to the junior doctor rotation and the decrease in 
Covid-19 cases.  

 Around half of exception reports were related to the UHND medicine rota. This 
was understood to have been due to the rota covering the busy Covid-19 ward 
and the number of medical outliers. Work had been undertaken to try to 
resolve the issue with a locum brought in to help support and provide cover. 
This resulted in no further reports.  

 The rest area at UHND was complete, with the official opening to take place 
at the next junior doctor forum.  Work had begun on the BAH rest area.  No 
space had yet been identified at DMH. 

 There had been an increase in payments with respect to exception reports as 
the doctors could not take time off in lieu.  

 Two ED rotas (one at DMH and one at UHND) remained at 1 in 2 weekends 
in breach of the 1 in 3 minimum.  They had been signed off for another year 
with efforts ongoing to find a solution.  Support from the Board may be needed 
to reach a resolution, if financial investment was required. Mr Cundall added 
that a business case was due at the end of October and a significant increase 
in resources might be required. 

 Mr Cundall added that the Medical Workforce meetings had been re-
established in order to try and organise a response to pressures and there had 
been some immediate success. Medical students had been involved in 
providing some phlebotomy provision and extra junior doctors had provided 
cover for the emergency bleep on a morning to enable ward rounds to run 
undisturbed. 

 For issues in the summer, Mr Cundall explained that the Trust had tried to 
mitigate shortages using an enhanced bank rate.  

 
Questions were invited from the Board.  
 
The Chairman enquired as to whether or not there was any consequence on job 
planning from the exception reporting or if the pressure on the trainees had 
impacted on job planning. Mr Cundall clarified that job planning did not apply to 
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the trainees and only applied to permanent staff. There were times on rotas where 
Consultants had needed to act down to fill gaps though this was rare and 
expensive in terms of both time and finances. Ms Whinn added that ED 
supervisors were allotted time in their job plan to act as supervisors to junior 
doctors. Should exception reporting increase then there would be an increased 
call on the time of supervisors to support juniors; however, job planning should 
allow for this.  
 
The Chairman enquired as to whether the regional Guardians meeting had 
revealed any difference in pressures or issues for other organisations. Ms Whinn 
advised that all trusts had similar issues and shortages.  
 
The Chairman recalled that the Darlington Rotary Club provided money for junior 
doctor facilities and reminded Mr Cundall and Ms Whinn that they had asked to 
visit, if possible, to see how the money had been sent. Mr Cundall and Ms Whinn 
noted this. 
 
Ms Flynn sought an understanding as to the impact of paying for exception 
reporting rather than providing time off in lieu. Ms Whinn explained that everyone 
at all levels was exhausted and was doing as much as they could. Time off in lieu 
was always encouraged in the first instance to pay back extra time taken, however 
when this was not possible the doctors were paid for this time instead. Whilst not 
ideal, payment for time owed would encourage staff to continue to make exception 
reports. In addition Ms Whinn assured the Board that all staff were encouraged to 
book and take their annual leave to ensure resilience levels.  
 
There were no further questions. Ms Whinn was thanked for her report and the 
Board noted the content.  
 
Patient Safety and Experience Report 
Mr Scanlon presented the report which had been prepared to update the Board 
on the position of the Trust with regards to health care associated infections 
(HCAI), serious incidents and patient experience measures.  
 
The following points were highlighted: 

 The change in the government requirement to self-isolate following a positive 
Covid-19 contact, which applied to all staff, permanent and bank, contractors, 
suppliers and students. It was believed that this had helped to reduce staff 
absence by around 20 instances per week, though Covid-19 related absence 
was still a significant burden.  

 The IPC topic of the month for August 2021 had been MRSA awareness. The 
IPC team had visited wards and provided education and support to staff.  

 A scheme to reinstate the borehole for the water supply at DMH was 
underway, which would assist in the control of legionella at the DMH site due 
to lower temperature of the water supply at source, compared to taking water 
from the mains.  

 A high pressure water pump had been installed, as a result of which patients 
on the sixth floor could not shower on that floor. 

 The Trust had received positive feedback from the Darlington MP, on its 
management and communication of the legionella issue at DMH.  

 There had been no serious incidents (SI’s) reported in August.  

 With respect to the IPC interim guidance mentioned in the Covid-19 report, 
this had been issued two days after the IPC winter guidance had been 
circulated for consultation. The Trust would formally respond to this in the 
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week following the Board meeting, but was already reviewing the elective 
adjustments suggested. Changes to bed spacing and cleaning regimes had 
already been made, in addition there were further nuances on pre-procedure 
isolation and testing. 

 The Trust had begun to receive complaints related to visiting arrangements 
and it was expected that there would be an increase apparent in the quarter 
two report. As outlined earlier, Gold Command reviewed the policy frequently 
and the Trust would want to ease restrictions when it could do so safely. 

 The appended annual reports for Complaints and Chaplaincy demonstrated 
measurable progress during the pandemic for these services.  

 The Deteriorating Patients Resuscitation Annual Report 2020/21 
demonstrated a ninth successive year with a reduction in cardiac arrests and 
the positive impact of innovations involving the implementation of early 
warning scores (EWS) and a ‘track and trigger’ system in Paediatrics.  

 The Trust was over trajectory for Clostridium Difficile Infections (CDI). There 
was work required to increase education on antibiotic usage. Procedures 
required isolation following a change in patient bowel habits, though isolation 
capacity had been limited through the need to segregate Covid-19 inpatients, 
potentially impact on the Trust’s ability to manage CDI.  

 The Macmillan and Hospital Radio volunteer services had been restored 
however training and re-establishment of the wider volunteer team was 
impeded due to the age of the volunteers and the need to provide safeguards 
for them during training.  

 
Questions were invited from the Board.  
 
Mr Bretherick noted the recommendations and action plan with respect to the 
STERIS IMS review of the Trust’s Sterile Services department (SSD), and sought 
an understanding as to the Trust’s progress. Ms Langrick explained that she 
chaired a Project Leadership Group, established from key stakeholders of the 
SSD services including the Surgery Care Group. She assured the Board that the 
immediate actions required from the review had been implemented. There had 
been positive feedback from the surgical teams with respect to the turnaround of 
their equipment from SSD as well as from the SSD team themselves who had 
been reinvigorated due to the backlog of work having been cleared. Though 
difficult to obtain due to the specific skillset and knowledge required, an individual 
had been identified and recruited to enable a review of the processes, some of 
which were sub-optimal and out of date. It was expected that this project manager 
would be able to increase the SSD output through improving efficiency.  It was 
intended to implement a “TDoc” system, using barcodes and tracing for the 
processing of SSD work, which would assist with the update of out of date 
practices in the department. It was noted, however, that the SSD team were 
understaffed and remained under pressure to deliver. Ms McCree added that 
there had been a combination of low morale and sickness in the team, and she 
commended the department for the work they had undertaken to get to this 
positive position. She made special mention of two junior staff members who had 
stepped up during this time as well as Mr Stuart Stangroom who had moved to 
oversee the team in the interim. The Trust was in the process of recruiting a Head 
of Decontamination, though it was difficult due to the niche knowledge and skillset 
required. The advert had been extended once, but would not be extended a 
second time if there were no applications. The Trust would take the opportunity to 
review the requirements and would utilise a fresh advertisement. Throughout the 
project there had been a daily call between SSD and Theatres at 16.00 hours, but 
this had now been able to be stood down due to the improved position. Much 
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remained to be done, including streamlining of all the processes, however Ms 
McCree was confident that they were on the right track.  
 
Ms Flynn noted the Patient Property Task and Finish group referred to in the report 
and recalled that the Trust’s Charitable Funds had been set to provide bags for 
patient property moved between wards, with the expectation to reduce lost 
property. She sought an understanding on whether property complaints had 
improved. Mr Scanlon noted that there had been a reduction in lost property; 
however, there remained an issue especially when patients passed away or when 
family had had to leave property at Reception desks during the pandemic. There 
had been the introduction of the T-SHOP form initiative to improve the monitoring 
of patient property. T-SHOP stood for; teeth, spectacles, hearing aid, other, 
phone. This property could then be placed into the bags as mentioned by Ms Flynn 
to reduce property loss during transfers. Mr Brown added that number of property 
claims had declined, and this was monitored and discussed when losses and 
compensation payments were reported to the Trust’s Audit Committee each 
quarter.  
 
Dr Scothon noted the Chaplaincy report and commended the service for the 
difference it made to both patients and staff. Mr Scanlon concurred. He noted that 
the addition of a Muslim Chaplain had been incredibly beneficial to patients of that 
faith and the Trust continued to reach out to other faiths for further opportunities 
to improve the team. The Chairman also noted his thanks to the Chaplaincy team 
for their contribution to the wellbeing of staff and patients alike.  
 
The Chairman noted Mr Scanlon’s reference to the average age of the Trust’s 
volunteers and sought assurance that the application process, online through 
NHS Jobs, was not having a negative impact on the number who wished to 
support the Trust. Mr Scanlon assured the Board that he was not aware of any 
issues that the process had caused for candidates. He explained that the Trust 
needed to treat volunteers applying to work with the Trust in the same way as 
everyone else and this included the same level of screening, controls and support. 
Ms Smith confirmed that the requirements were, essentially, nationally prescribed. 
She also noted that the age of the applicant did not specifically correlate to their 
technological ability; any who required additional support was provided with it, 
through the Workforce and Recruitment teams; such as inviting them on site to 
provide an appropriate terminal on which to complete the necessary forms. 
 
Ms Flynn enquired as to whether the approach to volunteer applicants was a Trust 
or an NHS-wide approach. Ms Smith explained that the NHS Jobs system was 
the preferred approach to ensure compliance with the requirements of the 
recruitment process. Mr Scanlon assured the Board that the number of individuals 
applying to be a volunteer through the system did not appear to be impacted, but 
it had enabled the Trust to decline applications from individuals who were not 
appropriate and, as such, was of a significant benefit to the organisation.  
 
The Chairman sought an understanding as to whether the use of the borehole 
would also provide a cost improvement for the Trust. Mr Scanlon responded that 
there would be a long term cost saving, once the cost of the works and pump had 
been recuperated; however, it had been the quality of the water and the consistent 
temperature which had been the main driver for the decision to recommission the 
borehole. 
  
The Chairman noted that reference in the DNACPR Annual Report to a reluctance 
among junior doctors to log into Nervecentre handsets during the working day, 
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and sought an understanding as to how the Trust approached this area of non-
compliance. Mr Scanlon explained that the approach was one of encouragement 
and training. There was an understanding of the issues the junior doctors faced 
which could impact their uptake of the devices. This had been escalated and was 
a known challenge and focus of the new EPR system work. He assured the Board 
that the increased use of the handsets out of hours was promising as it 
demonstrated a level of engagement and allowed for the move away from a bleep 
system.  
  
There were no further questions. Mr Scanlon was thanked for his report and the 
Board noted the content. 
 

101/22 Compliance and Performance Management Action 

 

Operational Performance and Assurance Committee (OPAC) Preface 
Dr Scothon presented the report which had been prepared to inform the Board of 
the business undertaken by the Committee since the last meeting and to highlight 
items which the Committee felt required the Board’s attention. 
 
Dr Scothon highlighted the following points: 

 The Committee had received and reviewed the usual business items 
pertaining to constitutional targets, finance, Improving Quality and Eliminating 
waste (IQEW), and the elective recovery programme.  

 OPAC had received an in depth presentation and report on several Workforce 
and Organisational Development matters; the Staff Survey, and the Workforce 
and OD quarterly report which was for discussion on the Board agenda.  

 The Committee had received the BAF report relevant to the meeting and was 
satisfied with the changes presented and that the objectives included were 
appropriate for the remit of OPAC.  

 
There were no questions. Dr Scothon was thanked for his report and 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 Covid-19 update graph demonstrated the gradual increase in patients with 
Covid-19 which underpinned the need to have the necessary arrangements, 
which the Board had already discussed, in place.  

 Elective recovery  
o Notwithstanding the operational pressures, the Trust compared well 

with regional peers. The volume of patients waiting 52 weeks or more 
had significantly reduced over the course of the year; however, the 
pace had slowed due to operational pressures which were beginning 
to impact on elective work streams.  

o The Surgery Care Group was adept at reacting to change and had 
moved some work to Bishop Auckland Hospital (BAH) including further 
Orthopaedics procedures. 

 Emergency Care 
o While the ICS as a whole continued to experience a level of ambulance 

handover delays lower than the national average, the Trust continued 

 

Ite
m

 3
 -

 D
R

A
F

T
 O

pe
n 

T
ru

st
B

oa
rd

 M
in

ut
es

 2
9 

S
ep

te
m

be
r

Page 18 of 275



 

17 

to see a significant number of handover delays. Demand pressures 
had led to some 12 hour trolley waits: this was doubly disappointing as 
not only was it a poor experience for the patient, but because the 
Trust’s staff worked incredibly hard to maintain flow and prevent such 
waits. Ms Langrick described current conditions as Perfect Storm, 
involving increased demand, a shortage of beds and a shortage of 
clinical staff. The Trust’s experience was reflective of the experience 
of the wider NHS. The Trust needed to continue to focus on the positive 
work they could influence such as timely care packages and 
discharges to generate further improvements in patient flow to manage 
the demand, as much as possible, even though it was extremely 
challenging. 

o Feedback had been given to the Urgent and Emergency Care Network 
that the fundamental problems the Trust faced needed to be addressed 
on a macro scale for there to be any significant improvement.  

o A 10 point action plan had been issued to providers by NHSE/I, 
although, from review, this reiterated actions the Trust had already 
taken.  

o ICS discussions had confirmed some supportive actions which could 
be taken such as NEAS reinstating intelligent conveyancing to ensure 
that they conveyed patients to the hospital with the shortest ED queue 
when appropriate. In addition, planning was underway for a system-
wide reset which was expected to target decompression and improved 
across the region.  

 Diagnostics 
o The Trust continued to lead the region for performance.  

 
Questions were invited from the Board.  
 
Dr Scothon noted that OPAC had received assurance on the Trust’s performance 
but enquired as to whether the regional cancer surgery hub was working well and 
whether the Trust had realised any benefit from it. Ms Langrick explained that it 
was working well as, when any Trust needed to transfer a patient to ensure a 
prioritised cancer related surgery, it had able to do so. The Trust had not yet had 
to take advantage of the hub.  
 
Ms Flynn sought an understanding of how many 12 hour waits the Trust had had 
and how often it experienced them. Ms Langrick confirmed that, around that time, 
the Trust had at least one 12 hour wait each day and had had as many as 13 at 
any one time. She added that the number of 12 hour breaches was a fraction of 
the number of patients who were moved after long waits not reaching the 12 hour 
marked.  
 
Ms Flynn sought clarity on the current impact of ED demand on the elective 
programme. Ms Langrick explained that the Trust had protected the elective 
programme as far as it was able to; however, in the previous three weeks, there 
had been a need to cancel some elective cases. The Surgical Care Group, was 
in the process of considering what further use could be made of the BAH site. A 
portion of surgical capacity had to be ring-fenced in order to account for 
emergency and cancer surgeries. The remaining capacity was utilised for elective 
work and this would be protected as long as it was possible.  
 
Mr Bretherick sought an understanding of the external view on the Trust’s 
performance, from organisations such as the CQC, NHSE/I and Commissioners. 
Ms Langrick assured the Board that these organisations were being very 
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supportive of the Trust, and understanding of the pressures it was experiencing, 
and indeed there had never been a time in her recollection where there had been 
more understanding and support. However, this did not mean that these agencies 
were able to provide a solution. The issues, as she had explained, needed 
reviewing at a macro level. Ms Jacques added that the Trust continued to work 
hard to ensure that its position was understood by the relevant parties. There had 
been recognition that there was scope for GPs to provide assistance. In the 
weekend prior to the Board there had been a group of GPs who had worked in ED 
for several hours in order to see the potential of how many patients could have 
been treated outside of the Acute setting and there was clear potential identified 
to see some of the patients attending A&E in alternative settings. The Provider 
Collaborative had also committed to ensuring that the regional imbalance between 
demand and capacity was addressed, and to seek to share workload and 
resources optimally between sites.  
 
Mr Bretherick sought assurance on the Trust’s position in comparison to its 
regional peers. Ms Langrick confirmed that while the biggest pressure was in the 
central ICP locality where the Trust was positioned. In this context, the Trust was 
not an outlier.  
 
Dr Scothon enquired as to whether the BAH endoscopy unit was still expected to 
be operational in 2022, given the Trust’s cancer performance and the positive 
impact the unit could have. Ms Langrick confirmed that it was still expected to be 
operational in 2022. 
 
The Chairman sought assurance as to the support available to the Trust from the 
independent sector, or whether the Trust had to compete for capacity. Ms Langrick 
assured the Board that the Trust was receiving the support it required from the 
independent sector. She added that the development of the community diagnostic 
hubs would also improve the support available.  
 
The Chairman noted the Trust’s outpatient department (OPD) performance and 
enquired if it was performing as well as other organisations. Ms Langrick 
confirmed that the Trust was not an outlier. There were some organisations who 
were conducting more face to face appointments and were generating more OPD 
activity. However, she believed the Trust had found a balance between face to 
face and remote appointments.  
 
The Chairman enquired as to whether there had been a notable impact from the 
reopening of Sedgefield for OPD appointments. Ms Langrick confirmed that this 
was the case and the Trust had more or less fully utilised its space. Mr Cundall 
added that consultants who had conducted clinics at the site had found it a positive 
experience.  
 
The Chairman recalled that there had been a recruitment campaign ongoing for 
theatre staffing and sought assurance that this had been successful to enable 
staffing levels to be maintained. Ms Langrick explained that it had not been as 
successful as the service had hoped. As a result the Trust was currently piloting 
the use of insourcing.  
 
There were no further questions. 
 
Mr Scanlon presented the section of the report relating to Safe Staffing and 
highlighted the following points: 
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 Nursing vacancies, at that time, exceeded 300. International and graduate 
recruitment activity was expected to reduce this number significantly; 
however, in the interim, the nursing and midwifery service was under extreme 
pressure exacerbated by over 50 unfunded escalation beds.  

 There were 13 areas in the Trust which had reported staffing levels rated red; 
however given hour by hour reassignments and dynamic management by 
Matrons and ADNs, these wards and departments were kept safe.  

 There was, however a noticeable impact on staff health and wellbeing and, 
therefore, a risk to staff retention. 

 The care hours per patient day (CHPPD) metric had been included in the 
report. While the planned verses actual staffing chart would be the preferred 
metric, the Board had requested this metric be added. Mr Scanlon outlined the 
basis of the calculation for Board members.  

 The labour ward at UHND was in a worse staffing position than its equivalent 
at DMH however 19 job offers had been made to graduates as the Trust had 
aimed to over-recruit in order to provide better staffing levels.  

 Bank staff fill rates demonstrated a slight uplift but were still not at a pre-Covid-
19 levels. 

 
Questions were invited from the Board 
 
The Chairman noted that the report stated there had been 32 birth inductions 
delayed for safety reasons and sought assurance that there had been no negative 
impact on the patients. Mr Scanlon advised that, whilst some mothers had waited 
longer than expected for induction to start, and he acknowledged the impact on 
their experience, there was no evidence of delays leading to harm. He added that 
controlling demand in Maternity was difficult due to the nature of the service and 
the peaks and troughs experienced. It could result, as in these cases, in delaying 
elective sections or requiring deployment from other wards to support.  
 
The Chairman commended the scope of, and results from, ongoing nursing 
recruitment activity. He asked for clarity on the numbers of new recruits expected. 
Mr Scanlon advised that up to Christmas there were expected to be 25 
international recruits per month with another 50 in the pipeline. He was unable to 
give a definitive figure for graduate recruitment, however as graduates often 
accepted job offers from several trusts and then made a choice as to which they 
joined. 
 
There were no further questions.  
 
Ms Smith presented the section of the report relating to Workforce and OD and 
highlighted the following points: 

 Staff appraisals continued to perform well below the target of 95%. However 
considering the operational pressures it was not realistic to expect staff to take 
time away from clinical work to undertake an appraisal. However the process 
also included wellbeing and risk assessment discussions which were 
important. As a result Ms Smith had asked her team to review the process to 
determine if it could be streamlined or refined to be concluded in the minimum 
time, whilst still enabling necessary support to be provided to staff.  

 Sickness absence continued to be monitored. At that time there were 515 staff 
absent, 61 of whom were Covid-19 positive and a further 45 in isolation. 
 

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

 H2 guidance was still awaited; it had been due on 16 September, but this had 
slipped to the 23rd September, which date had, in turn, slipped further. 

 Soft intelligence indicated that NHSEI and the Treasury had reached an 
agreement and the Trust’s own financial plan would be deliverable.  

 The Month5 position showed a deficit/variance against the breakeven plan of 
£0.213m after adjusting for the impact of capital donations on the income and 
expenditure account.  

 As at 31 August 2021 the group cash balance was £48,739k, which was 
£10,470k increase on the previous month’s report.  

 As at Month 5, capital expenditure totalled £7,692k compared to the planned 
£8,110k 

 Under the Better Payment Practice Code (BPPC) the Trust had paid 97.5% of 
supplier invoices on time (based on the number of invoices) and 98.4% based 
on the invoice value, both of which were above the target of 95%. 

 
Questions were invited from the Board.  
 
Dr Scothon noted that OPAC had reviewed the finance report in some detail and 
while the delay in H2 guidance made it difficult, the Committee had received a 
great deal of assurance from Mr Brown and his team.  
 
There were no further questions.  
 
The Executive Team were thanked for their report and the Board noted the 
content.  
 
Workforce & OD 
Quarterly Assurance Staff Report 
Ms Smith presented the report which had been prepared to provide assurance 
with respect to Workforce and OD activity, performance against objectives and 
the rollout of the People Matter Strategy. The report had previously been 
presented and discussed in detail during the September OPAC meeting. 
 
Ms Smith highlighted the following points: 

 The opportunity had been taken to refresh the reporting approach, with making 
more use of a high-level overview and infographics in order to provide a 
balance between information and assurance for OPAC initially, and the needs 
of the Trust Board.  

 The report was framed to provide an overview of how the national, system and 
organisational workforce priorities were linked. People Matter had evolved 
from the previous Staff Matter strategy to recognise the national and local NHS 
agenda to support people in their roles and had built upon the NHSE/I ‘Moving 
to Good’ Programme, which – itself - informed the Culture Matters strategy. 
The Trust had established four pillars of engagement to focus its work. People 
Matter action plans were in place in each Care Group and Corporate area. 
Ongoing activity, achievement and planned actions were detailed through the 
report. 

 The report included a summary of the actions which had been taken in the first 
quarter of the year and details of the planned actions which would take place 
in the second quarter. In addition it included data and statistics relevant to 
each plan, such as the staff in post broken down by disability, ethnicity and 
gender for the EDI Matters section. 
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 There were three reports appended which had been presented to the Private 
and Confidential meeting in August and were included in the Board pack for 
the public domain. The actions detailed in those papers were triangulated and 
included in the quarterly report.  

 Equality, Diversity and Inclusion (EDI) Matters: 
o There was a planned review of recruitment training to include a focus 

on Equality and Inclusion, targeting under-represented groups 
o A zero tolerance campaign had been launched for bullying and 

harassment 
o Work had been undertaken to promote the need for disclosure of 

protected characteristics on ESR to improve reporting and ensure staff 
data was more meaningful to feed into a greater understanding of the 
workforce, which in turn would lead to greater support.  

o The Workforce Race Equality Standard (WRES) and Workforce 
Disability Equality Standards (WDES) reports had been completed, 
with the intent to publish, and actions were to be taken forward through 
the EDI activity plan 

 Retention Matters: 
o This strategy had been refreshed in order to ensure a better fit with 

People Matter timelines 
o It was planned to review the changing strategic context of the strategy 

and impact assessments of national changes in policy such as 
pensions 

o Work was ongoing on Trust data which could feed into the strategy to 
enable improved workforce planning and a more proactive approach.  

o The Trust was well-placed to meet many of the national requirements 
due to arrangements already in place for agile and flexible working.  

 Health and Wellbeing 
o The Trust was well placed both regionally and nationally for its ongoing 

work under this strategy 
o The Trust had supported the launch of the Central and South ICP 

Enhanced Occupation Health Programme, attended by the National 
Lead who was using the pilot to demonstrate the art of the possible.  

o 52 TRiM practitioners had been recruited to offer support across the 
organisation. 

 Talent Matters 
o Work was underway to move this strategy forward in a meaningful way, 

taking account of the feedback from the staff survey and the results 
from the WRES and WDES. 

 Culture Matters 
o This strategy underpinned many of the actions required by the Trust to 

drive engagements. 
o Work was ongoing to ensure staff were aware that the Trust was 

listening and trying to improve.  
 
Questions were invited from the Board 
 
Dr Scothon noted that OPAC had engaged in a meaningful discussion when this 
report had been presented and had received a lot of assurance from Ms Smith 
and her team. He wished to highlight and commend the work undertaken on the 
Talent and EDI matters strategies.  
 
The Chairman noted that both he and Dr Scothon had attended a recent meeting 
of the Workforce Disability Staff Network Group and had been made aware of the 
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disparity of the Trusts website and materials when compared with other 
organisations for accessibility purposes. This included posters which were not 
successfully utilising the script acceptable for dyslexia.  
 
There were no further questions. Ms Smith was thanked for her report and the 
Board noted the content.  
 

102/22 Other Business Action 

 

The Chairman congratulated Ms McCree and SCL for their recent award. He also 
noted that the company Healthcall, of which the Trust had been a founding 
member, had received an award from the HSJ for its work with care homes.  
 
The Chairman expressed his sincere condolences to the family of Ms Woolley-
Brown who had recently passed away. Ms Woolley-Brown had been the Trust’s 
Freedom to Speak up Guardian and a key member of the organisation providing 
support and advice to staff. She would be a big loss to the Trust. 
 
The Chairman asked those invited to observe the meeting if they had any 
questions or comments that they would like to put forward to the Board. Ms Omole 
thanked the Chairman for this opportunity and wanted to commend the Trust on 
its focus on compassion for its staff, especially in light of the report delivered by 
Ms Whinn. She wondered if the Trust had considered the possibility of providing 
mindfulness sessions through Occupational Health to support staff further. Mr 
Cundall explained that, at this time, there were many resources available which 
staff could be directed to but the Trust was aware that access rather than 
awareness could be an issue. He advised that discussions were ongoing with the 
Occupational Health Psychologist on how best to approach improving the mental 
health and wellbeing of all staff and what could be offered.  
 

 

103/22 Time and Date of next meeting Action 

 
The next meeting of the Trust Board would be on Wednesday 24 November. This 
was expected to be held virtually. 

 

104/22 Declaration to exclude the public Action 

 

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

 

105/22 Meeting Closed at  12:16  
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Trust Board Action Log          Page 1 of 2 

TRUST BOARD ACTIONS FOR 24 November 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)  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 
Complete to 
be closed 

JC 

2)  26/05/2021 21/22 Provide the Council of Governors with an update on the work of the BAME committee November 2021  WE 

3)  26/05/2021 21/22 
To work with Governors with an aim of broadening the diversity of the Council of 
Governors 

November 2021  RS 

4)  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.  

November 2021  WE/SJ 

5)  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 

Complete to 
be closed 

SJ 

6)  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 

Complete to 
be closed 

SJ 

7)  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 

September 
2021 

Complete to 
be closed 

CL 

8)  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 

Complete to 
be closed 

MS 

9)  29/09/2021 99/22 To provide the Board with a report on the work of Professor Kunonga December 2021  MS/SJ 
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Trust Board Action Log          Page 2 of 2 

No. Meeting Item Action Point Timescale Status Lead 

10)  29/09/2021 99/22 
Facilitate a meeting of Ms Flynn and relevant leaders to further the work within the 
ICS of working with young people with mental health needs, as per the remit of the 
Trust Charity as controlling party of the quarter million pound charitable fund 

March 2021  SJ/JF 

 

 

Ite
m

 3
a 

- 
 D

R
A

F
T

T
ru

st
 B

oa
rd

 O
pe

n

Page 26 of 275



    

ed 

 

Trust Board – [24th November 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 October when it met only in private 
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Summary of Key 

Issues 

National Matters  

 

No further update 

 

ICS  

 

Work on the design of the ICS continues with discussion focusing on whether 

there is a need for anything between locality and the ICB, the relationship between 

the new partnership group(s) and the ICB, and the membership of each.  The 

approach being adopted is one of transition (Oct 21 – Apr 22), stabilisation (Apr 

22 – Jun 22) and evolution (Jun 22 onwards).  

 

The appointment process for the CEO of the ICS, in which we were involved, has 

now concluded. Sam Allen, Chief Executive of Sussex NHS FT, a Mental Health 

Trust, will take up post at the end of January.  

 

The recommended design of the ICS is expected to be finalised in November. A 

verbal report will be provided to the Board. 

 

In addition to the above, the ICS continues to oversee patch performance and 

planning having recently considered urgent and emergency care planning for 

winter, H2 planning including elective recovery (inc waiting well) , improving 

access for patients and supporting general practice, and reducing harm from 

Opioids.  

 

Provider Collaborative  

 

The Provider Collaborative met in October and considered the following: 

 Our approach to elective recovery and an update from the Task Force 
including progress with bids for additional funding 

 An update in urgent and emergency care including an approach to 
ambulance handovers 

 A collaborative commercial opportunity which will be shared fully in the 
private meeting of the Board 

 Preparation for a development session in November 
 

The development session in November sought to agree key aspects of 

governance including the following: 

1. Nature of a collaboration 
2. Membership of the collaborative 
3. The overall governance model 
4. Chairing arrangements 
5. Oversight 

6. Sub groups 
 

More information will be shared in the private Board but discussion on the above 

was consistent with that previously shared with the Board. 

Ite
m

 4
 -

 C
E

O
 B

oa
rd

 p
ap

er
 N

ov
21

 -
 O

pe
n 

 -
 fi

na
l

Page 28 of 275



    

The next stage in the collaborative development will focus on the distribution of 

Senior Responsible Officer leadership, decision making principles, subsidiarity 

arrangements and Non-Executive Director involvement. 

It was agreed that some strategic work on optimising urgent and emergency care 

across the North East and North Cumbria was critical given the pressures all 

organisations are currently experiencing. The CEO of CDDFT has agreed to lead 

this work. The Urgent & Emergency Care Network will ensure that operational and 

tactical responses to the increase in demand are also optimised. 

 

 

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

ICP  

 

The ICP met at the beginning of October to consider the following: 

 

1. Operational and financial performance 

2. Financial recovery – the Board will note that the Trust’s financial 

performance is accounted for wholly in the Central ICP and many aspects 

of this work are therefore not relevant to CDDFT 

3. Winter planning and assurance 

4. System leadership development 

 

The ICP met in November when, in addition to considering current operational 

performance, it agreed a System Leadership Development programme, that for 

CDDFT would involve colleagues working in both the Durham and Darlington 

localities, and reflected on a winter planning event that had been held the previous 

day to optimise performance over the forthcoming months. 

 

 

Central ICP  

The ICP met at the beginning of October to consider the following: 

 

1. Clinical leadership 

2. Emergency and urgent care pressures 

3. Planning guidance 

4. Financial and operational performance 

5. Vaccination  

6. ICS development 

 

CEOs joined the informal chair’s meeting where there was discussion about its 

purpose and consideration of draft terms of reference. It was agreed that its main 

purpose was to influence the ICS although other views were also expressed. The 

terms of reference were not agreed but it was determined that the group would 

continue to meet on an informal basis until the design of ICS arrangements were 

clearer. 

 

The ICP met in November to consider the following: 

 ICS development 

 Development of clinical leadership 

 Performance matters 
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 The optimal way to address urgent and emergency care pressures – it 
was agreed to hold a summit to explore this matter further 

 An update on COVID and Vaccination 
 
 
NHSI/E 
 
NHSE/I advised us of our NHS system oversight framework segmentation on 19th 
October 2021. This is based on the framework for 2021/22 which was consulted 
upon nationally earlier this year. Following consideration by the NHSE/I North East 
and Yorkshire Regional Support Group, it has been confirmed that the Trust has 
been placed in segment 2. The Board will recall that this is in accordance with its 
expectations and results therefore in no form of intervention. 
 
 
Green Plan 
 
The Sustainability Development Group met on the 5th October where positive 
progress against each workstream was shared including areas on which we are 
providing national leadership / influence. Following the resignation of the SCL 
Company Secretary, who also provides support to this group, the Chair and Co-
Chair are developing proposals to further strengthen our ability to deliver / exceed 
the ambition agreed by our Board 
 
The Co-Chair of the group is delivering two presentations at COP 26 and the Chair 
the key note address at the County Wide Conference of Partners for Climate 
Change at Beamish Hall Hotel on the 1st November. 
 
 
Staff Survey  
 
The paper attached, at appendix a, summarises the actions being taken in relation 
to the extensive engagement activities that were undertaken over summer. The 
Board is asked to support this work. 
 
The 21/22 national annual staff survey is now live and has been issued to all staff. 
Thus far, almost 3000 staff (was 1000), some 41.4% of the workforce, (was15%) 
have completed the survey, a response rate slightly above the national average 
at this point. Staff completing the survey, which closes towards the end of 
November, receive a token for a free hot beverage. The Board is asked to note 
progress. 
 
 
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 

Darlington Locality 

No further update.  
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EPR  

In summary, the project is rated amber as a result of two items impacting the 

timeline. More widely there has been good progress with the future state design 

and readiness for the validation activities due to commence. 

As the Board is aware, there is agreement in principle, to the revised timeline 

albeit the commercial underpinnings need resolution.  

 

CQC Key Matters  

Attached at appendix b is an update on CQC matters. The Board will note that 

with the paediatric assessment area now open 24/7, both Emergency 

Departments having dual qualified consultants with paediatric emergency 

competency from November, only the formalisation of training is required before 

we formally update the CQC on must do actions to enable them to identify any 

gaps.  

At the recent engagement meeting on the 11th October 2021 the Board will note 

that there were no substantial issues raised including any relating to the concerns 

that had been raised with them about outpatients. 

Given the ‘much worse’ rating in respect of two of the A&E indictors including 

deterioration in 4 hour waits, an updated report to provide assurance on safety in 

the Emergency Department has been requested by the CEO. The report has been 

drafted by the Senior Associate Director of Assurance & Compliance and is with 

the care group for review. 

The next engagement meeting with CQC is due on 23rd November 2021 and the 

next CQC Insights Report is due out before the end of November, hence there is 

no detailed update on either in this report. 

The key matters worked on since the last Board meeting comprise: 

 Updating the Trust’s self-assessment against the recommendations 
included in CQC’s ‘Patient First’ document, in the light of the demand 
pressures being experienced by our A&E departments and the actions 
being taken to maintain safety in spite of them.  

 Consolidating the arrangements to train adult nurses to care for children 
attending the A&E Department at Darlington Memorial Hospital. The Trust 
is able to cover the majority of each 24 hour period with at least one 
Registered Children’s Nurse, and aims to have a minimum of two such 
nurses on shift during those hours where demand is high. This is in line 
with CQC’s expectations. Recent successful recruitment activity – in what 
is traditionally a challenging market - has allowed the rotas to be 
strengthened. There remains a need for adult registered nurses to 
supplement the rota, however. The training programme for these nurses 
has been formalised, and covers a range of necessary competencies such 
as Paediatric Life Support and Paediatric Observations. As a matter of 
policy, nurses are not allowed to work in the Paediatrics area of the A&E 
Department unless they have been signed off by both an A&E Staff Nurse 
and a Paediatrics Sister as achieving the competencies. The Nursing 
Education Team have confirmed the potential to secure support for further 
training in Paediatrics nursing skills from Teesside University and work has 
begun to define course content.  
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Communications 

The second iteration of our communications strategy is in draft and will be 

scheduled for discussion / approval at the November Board. 

This is now deferred until December / January 

 

Mortuaries and Body Stores 

NHSE/I have requested Boards with either a mortuary or body store to ensure 

they are compliant with existing guidance. There are no immediate concerns but 

the longer term improvements that have been suggested will be progressed by 

the CSS care group as part of their annual planning process. 

A further request was received on the 3rd November providing clarity around a 

revised definition and asking Trusts to ensure that there is effective CCTV 

coverage and monitoring access to and from mortuary areas. It also requires 

CCTV data to be reviewed, alongside swipe card data, by appropriate trained and 

authorised individual to audit access. All necessary work will be complete by or 

before April 1st 2022. 

For those properties operated by our partners the necessary guidance and 

instruction on requirements had been shared and the Trust is seeking 

documented assurance that they too will have all the necessary arrangements in 

place by the same deadline. 

UHND ED 

The UHND ED scheme approved by the Board some years ago has been 

prioritised for consideration in tranche 2 of the new hospitals scheme as only one 

of two schemes from NCNE. The scheme costs have been inflated to April 21 

prices and now stand at £35m including VAT. Estimated savings of £2m per 

annum have not been inflated and link to additional patient parking, improved staff 

recruitment and retention, elimination of backlog maintenance and reduction in 

ambulance handovers and diverts. The final decision on the 8 schemes to be 

supported nationally will be announced in Spring 22. 

We have been requested to provide further information on this scheme which is 

included in the private Board papers. 

 H2 Planning 

H2 planning guidance has now been issued and our plans are being modified for 

its content accordingly. System plans are being developed for a final submission 

deadline of 29th October and coordinated through ICPs. A component of this is the 

Targeted Investment Fund (TIF) bids which we are prioritizing through the 

Provider Collaborative. Our bid amounts to £5.6M and covers the reinstatement 

of theatre 1 at UHND as a laparoscopic theatre and the redevelopment of our 

endoscopy suite and decontamination facilities at BAGH and DMH. An update will 

be provided to the Board when it meets. A provider financial plan is required by 

25th of November the components of which are included in the report to the Board 

from the Finance Director. A full update on H2 planning will be provided to the 

Board at its meeting on 24th November. The Board is asked to note the planning 
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requirements and timescales, support our TIF bid and receive a full H2 planning 

update at its November meeting. 

UHND Chemotherapy Unit 

The Board is asked to support the refurbishment of the Chemo unit at UHND at 

a cost £248,688 ex VAT from designated charitable funds.  

This was approved at the October meeting. 

Freedom To Speak Up Guardian 

Mel Anderson has been appointed to the Freedom To Speak Up Guardian 

(FTSUG) role whilst a permanent appointee is sought. Mel brings a wealth of 

experience to the role and is being supported by FTSUGs in local organisations.  

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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Workforce Feedback Actions 

 

Health and well-being catalogue 

 Continue to promote the support 
available 

 Team support to access it 

 Temporary reduction in hours 
(reverse phased return) 

 Easy access to Flu and COVID 
booster 

 Wellness Wednesday (not 
badged as such in terms of a 
campaign but every Wednesday 
wellbeing message is being 
shared into the Facebook Group) 
and the message also runs in the 
weekly bulletin on a Monday  

 Focus on patient stories – uniting 
us through ‘our common 
purpose’ and the difference the 
workforce continues to make in 
challenging times  

 Continue with efforts to improve 
patient aggression – 
communications & security 
arrangements  

 

Keeping on top of the basics 

 Prioritise rest breaks and 
finishing shift on time 

 Provision of increased car 
parking 

 Team brief key messages to 
support information cascade to 
front line teams and colleagues 
with limited access to e-bulletins  

Key messaging 

 We have a plan – regular 
updates through team brief : 
winter communications campaign  

 Reinforcing our ‘common 
purpose’ through patient stories, 
refreshing of learning from 
excellence bulletin  & supporting 
communications 

 Winter isn’t going to be easy 

 Don’t be too hard on yourself, we 
can only do our best  

 Talk to your teams to really 
understand their needs 

 Not one size fits all, find out what 
works for you 

 Remember to look after yourself 
 

Managing escalation of operational 
pressure 

 No plans to redeploy and open 
more beds as part of winter plan.  

 Will only come into effect in 
extreme circumstances/ critical 
incident 

 Sharing of escalation tasks 
between front-line teams and 
managers and back office teams  

 Standing down of non-meetings 
 

Managing short term gaps 

 Advance bank pool bookings of 
RNs and HCAs  

Visibility 

 Increased exec walk abouts (and 
promotion to share the visits) 
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 Forward planning for January 
when absence usually peaks 

 Checking in ‘how are you’  

 Senior managers walk arounds  
 

 Civility saves lives 

 Positive reinforcement of 
message 

 Role modelling 

 Kindness in action – follow on 
from leaders development 
session in September: structured 
programme of activities launched 
to align with World Kindness Day 
(13 November 2021)  

Schwartz rounds 

 themed Schwartz rounds around 
operational challenges starting 
the end of November 

listening ear 

 Continue and increase promotion 
of existing engagement 
channels: in particular Listening 
Ear / Teams in Need  

 

  

Improved facilities for staff 

 Improve rest facilities – work 
underway at DMH with new 
facilities through charitable funds  

 Access to food (TBC) 

 Access to bottled water (to be 
discussed with Charity)  

Charity  
 

 Limited donations due to market, 
however sweet treats sourced for 
UHND for monthly delivery  

 Christmas gifts  

 12 days of Christmas draw  
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1 

ITEM 4c - 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’s 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. 

Since my last update, the Matron responsible for ED at DMH has recruited more registered children’s nurses, providing more resilient cover of peak periods 

and have begun to document the training requirements for adult nursing staff who provide support, with support from Paediatrics. This work will be completed 

early in Quarter 4 2021/22 and scope has been identified to seek support from Teesside University, in line with CQC’s expectation that a Higher Education 

body is involved. There remains access to support from Paediatrics for emergencies. The long-term strategy would be to replicate the UHND model (see 

below); however, this is not possible at present due to physical constraints on the estate.  

At UHND, peak times are covered mainly through the co-located Paediatric Assessment Area (PAA) which will now open 24/7 over the winter, with a view to 

proving the case for a funded 24/7 service going forwards. 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 has appointed a dual-

qualified consultant who will start in November.  

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.  
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Engagement meeting and enquiries 

The latest engagement meeting was held on 11th October 2021. There were no significant matters arising. CQC received the updates which they had 

requested on Access and Flow, and discharge arrangements and had no further queries.  They emphasised the importance of monitoring safety and 

fundamental standards of care in A&E and throughout clinical pathways at times of high demand pressure. 

On 1st October CQC submitted an enquiry to the Trust relating to Outpatients, noting that issues had been raised with them in respect of: 

 Concerns regarding bullying and harassment in the workplace. 

 Allegations that patients being exposed to aggressive staff behaviour. 

 Allegations that hospital not adhering to waiting times or informing the patients of the delay. 

 Concerns that patients not receiving the correct standard of care that they are entitled. 

 Concerns regarding lack of staff due to Covid-19 and illness not covering clinics and departments. 

 Concerns that trainee staff not being supervised in the workplace. 

 Concerns Emergency repairs not adhering to Health and Safety Regulations. 

A full response was issued – following review of incidents, complaints, staff survey and other data, which was included – by CQC’s deadline of 6th October 

2021. The response confirmed that the Trust has no evidence of specific issues or failures in these areas and monitors fundamental standards of care in the 

department with no issues identified. The response did, however, acknowledge contextual issues including: 

 The impact of vacancies and long-term sickness on staffing, which had already been recognised in the risk register, together with the progress being 

made in recruiting new staff and the actions in place to ensure that rotas are safe.  

 Ongoing work to support the integration of new trainees, and to re-provide some displaced clinics, including the fracture clinic, which was also 

referenced including dialogue with the relevant clinicians.  

 The nursing staffing model, which is being reviewed and modernised, to balance the need for specialist skills, with flexibility to deploy nurses across a 

range of clinics (given national shortages) and to provide for career development for associate roles. This approach differs to the previous approach 

where nurses were allocated to specialisms and is being undertaken carefully to maintain an appropriate balance; however, it was acknowledged that 

further engagement and dialogue would be undertaken.  

The Trust has no evidence of significant delays in clinics, where waiting times have improved since pre-pandemic levels or with communication; nor does the 

incident reporting system have any evidence of bullying and harassment between staff. The Board has been made aware of the challenging circumstances in 

the department with respect to patients refusing to wear facemasks which we consider provides the context for the comment in the second bullet point.  

CQC have advised that they have no further queries at this stage but would like an update on the ongoing work, particularly around engagement and dialogue 

in a future engagement meeting. 
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CQC Insights Report – September 2021 

Annex 1 summarises the key information from the report. The overall trend in indicators is similar to the last reports taken to Board (March 2021 and July 

2021), with some improvement in indicators previously rated as ‘worse’ or ‘much worse’. However, there has been an increase from 4 to 6 ‘much worse’ 

indicators driven by the deterioration in performance against A&E waiting times standards (four hours and 12 hours) during August 2021, as previously 

reported to the Board.  

There are three indicators relating to A&E now rated as much worse, based on August 2021 performance. The rating is based on the Trust’s position 

compared to the national average, although CQC do not disclosure the thresholds where ratings move between categories (therefore below average 

performance results in a worse, or much worse rating but the dividing line between the two is not specified). The table below shows the Trust’s performance – 

as quoted by CQC – and the average national performance. 

Indicator Trust performance Average 

A&E Attendees spending more than 12 hours from decision to admit to 
admission 

7 0 

Patients spending less than 4 hours in (any type of) A&E (%) 73.6% 74.4% 

Patients spending less than 4 hours in major A&E (%) 58.5% 66.2% 

The above variances were discussed by the Integrated Quality and Assurance Committee, on 19th October 2021, noting the comments made by CQC in the 

most recent engagement meeting and CQC’s continuing focus on safety re: A&E Departments and Patient Flow as one of three priority areas at the present 

time. The previous self-assessment against CQC’s Patient First recommendations on safety and quality indicators therefore in the process of being brought up 

to date, to identify any further actions necessary to maintain safety and quality in line with fundamental care standards in the face of current challenges.  

 

Warren Edge, 20th October 2021  
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Annex 1 - CQC Insights – Summary of Indicators and Movements  

 

The split of indicators, which remains similar to previous months is shown below.  The main change is the increase in ‘much worse’ indicators reflecting the 

deterioration in A&E performance during August 2021.  

 March 2021 July 2021 Sept 2021 

Much Better 4 4 4 

Better 9 9 10 

About the same 177 174 168 

Worse 15 19 14 

Much worse 4 4 6 

Percentage ‘About the Same’ or above  91% 89% 90% 

 

Indicators which are rated better or worse than peers are noted overleaf, together with whether they have improved or deteriorated compared to July 2021. 

Comments on indicators which have deteriorated are provided. Commentary is provided in the final column.  

Please note that the following indicators have improved from worse or much worse to ‘about the same’ in the period: 

 Never Events (rule-based) – improved from ‘worse’ 

 Sick Days – back problems – improved from ‘worse’ 

 Stability of other clinical staff – improved from ‘worse’ 

 Whistleblowing alerts – the alert has been closed, enabling a movement from ‘much worse’ to ‘about the same’. 
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Much Better (4) Better (10) Worse (14) Much Worse (6) Notes 

Ratio of consultant to 
non-consultant 
medical staff  

EDI result – staff survey Ratio of occupied beds to 
medical staff 

Mortality Outlier Alert – Acute 
Bronchitis 

SHMI The Board has been fully appraised of issues 
regarding SHMI and mortality alerts. The ratio of 
occupied beds to medical staff is affected by the 
escalation beds open due to demand pressures.  

Delayed transfers and 
no. of occupied beds 

Flu vaccination rate  Health and Wellbeing of 
staff (NHS Staff Survey) 

NELA – crude proportion of 
patients with preoperative risk 
of death recorded - UHND 

A&E four hour waits 
– all types 
(deterioration) 

A&E indicators are impacted by pressures and 
August performance previously reported to the 
Board.  

Sick days – medical 
and dental staff  

Stroke database (SSNAP) 
quality rating  

Staff Morale (NHS Staff 
Survey) 

NELA – crude proportion of 
patients with perioperative risk 
of death recorded  - DMH 

A&E Four hour 
waits (majors) 
 

There are four ‘worse indicators’ from the NHS 
Staff Survey, which will not move unless they 
improve in the next survey relative to others. The 
Board is aware of all work ongoing re staff health 
and wellbeing, engagement, morale and bullying.  

Risk-adjusted visual 
acuity loss  

In-hospital mortality – 
myocardial infarction  

Bullying and Harassment 
(NHS Staff Survey) 

NELA – proportion admitted to 
critical care post-operation 

Patients waiting 
over 12 hours in 
A&E 
(deterioration)  

Indicators from the National Emergency 
Laparotomy Audit (NELA) will not change until the 
next audit takes place but reflect under-bedding 
for critical care compared to standards (on the 
IQAC agenda this month) and pressures on 
access to theatres. Preoperative documentation 
has been improved but any benefit will not be 
seen until the next audit.  

 Stablished and risk-adjusted 
perinatal mortality 

Staff Engagement Score 
(NHS Staff Survey) 

Stablished and risk-adjusted 
perinatal mortality ignoring 
congenital abnormalities 

In-hospital mortality: 
pneumonia  

The Perinatal mortality data is four years old as 
previously reported. See above re SHMI and 
mortality alerts. 

Referral to Treatment Times Sick Days – Nursing and 
Midwifery 

NELA – crude proportion of 
cases with access to theatres 
in a clinically appropriate 
timeframe (DMH) 
 

Cancer – first 
treatment in 62 
days from screening 
referral 
(deterioration) 

The Board is well-appraised of ongoing trends in 
sickness and work in place to support long-term 
absentees in returning to work and the health and 
wellbeing of staff. 
Cancer treatments – the Trust sees very few 
patients from screening hence performance can 
fluctuate due to small numbers.   

Diagnostic tests in six weeks Non-small cell lung 
carcinoma (NSCLC) 
receiving surgery 

  Issues re NSCLC are as previously reported and 
have been discussed in CEC. Staffing at UHND is 
a constraint in achieving objectives. 

Information and explanations 
given after birth 

Outlier – neonatal 
admissions 

Family Health are seeking to identify an 
independent peer reviewer regarding neonatal 
readmissions, which are mainly related to 
jaundice. Bilimeters being brought into use which 
will align the Trust’s practice to others in the 
region.  

Participation in ICCQIP 
(Critical Care data collection) 

 

Patients waiting under 4 
hours for Type 3/ urgent care 
appointments (improved) 
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Trust Board – 24th November 2021 

Item 5 – Report on Covid-19 Response and Activity 

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 and performance on access targets. 

Positive 

performance / 

developments 

within this report   

 

Positive matters  Section 

There has been a reduction in the number of Covid-19 positive 

inpatients since the last report, which reflects reductions in 

community infection rates also. However, the rate for Darlington 

remains well above the England average. 

3.1 

 Results for the Covid-19 Perfect Ward assessments, and from PPE 

monitoring checks remain positive. 

3.2 

 Staff absence levels have reduced slightly – particularly those 

directly related to Covid-19 since the last Board report. Staffing has 

been secured to open escalation beds on Ward 33 at DMH in line 

with the winter plan approved by the Board. 

3.3, 3.4 
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 There remains a resilient supply of PPE. 3.6 

 The Trust has been able to partially relax visiting restrictions other 

than for higher risk wards and areas. 

3.7 

Key issues and 

actions within this 

report  

Key issues and actions Section 

The number of outbreaks in the Trust remains higher than peers. 

The Trust invited NHSE/I’s Infection Control Lead to visit UHND to 

advise on where the Trust should focus its further efforts to manage 

the risk of nosocomial infection. Observations from this visit are 

being acted upon through the development of formal action plans, 

covering four work-streams overseen by a Task and Finish Group, 

with full detail to come to the Integrated Quality and Assurance 

Committee and the Board in December.  

3.2 

 Capacity remains stretched with both sites operating at OPEL 3, a 

trend which remains across much of the region and nationally 

3.3 

 Further work is being undertaken to continue to drive up vaccination 

rates (flu and the Covid-19 booster) among staff with around half of 

staff having been vaccinated. Walk-in clinics are being offered on 

specified days at BAH, with car parking spaces reserved for 

community-based staff to attend 

3.5 

Regulatory 

compliance 

implications 

Tick all that apply 

 

Tick for any implications for compliance with 

NHS Constitution     

Provider Licence (especially Condition 6)        

CQC Fundamental Standards of Care       

Health and Social Care Act         

Mental Health Act / Mental Capacity Act                         

Significant risks 

identified (if any) 

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. Gold 

Command has approved – subject to Board ratification – a decision to purchase a 

new, high capacity analyser, to expand laboratory testing capacity to cope with winter 

surges and better support in-patient screening. The formal request for approval will 

be included in the Finance Report on the P&C agenda due to commercial sensitivity. 
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TRUST BOARD – (24th NOVEMBER 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. 

Site management arrangements have been amended, with a senior operational or nursing leader 

acting as site director on a daily basis, working closely with colleagues. This arrangement supersedes 

the need for the previous Tactical Command meetings which have been stood down.     

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 continues to meet frequently, in response to 

a surge in A&E attendances linked to non-Covid conditions and trends in Covid-19. 

Briefings to the Chairman and to the Non-Executive Lead for Resilience remain in place and the 

Covid-19 bulletin continues to be used, together the closed Facebook page, Facebook Live events 

and Directors’ Briefings as key channels of communication and engagement with staff. 

3. Update on management of COVID-19 

3.1 Case trends 

As of 15th November 2021, there were 69 inpatients with Covid-19, some 34 of which were 

hospitalised because of Covid-19. This is a reduction compared to over 80 patients at the last Borad 

meeting. Of these 32 were at UHND and 33 at DMH. The remainder were at Bishop Auckland or in 

community hospitals. There were four Covid-19 inpatients in the ITU at Durham and three at DMH.  

Thirty-four of the 69 patients noted above had been admitted because of Covid-19, with the remainder 

being admitted due to other conditions whilst having the virus.  The breakdown of the patients’ 

vaccination status is noted below: 

 Nil Not 
known 

Single 
AZ 

Double 
AZ 

Single 
PF 

Double 
PF 

Mixed Single 
Med 

Double 
Med 

Current 
Total 

9 10 2 32  15 2   

 AZ = Astra Zeneca and PF = Pfizer    * patients admitted after the data was extracted for reporting 

Whilst 47 of these patients had two doses of the vaccination, the overall numbers continue to remain 

low compared to during previous waves, despite the relaxing of restrictions in the community, which 

is consistent with assurances provided nationally that the vaccination provides immunity for the 

majority.  
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Seven day rates of infection in the community have reduced since the last report, to 371.4 cases per 

100,000 population in County Durham and 473.2 cases in Darlington, compared to the national 

average of around 363.1 cases per 100,000 patients. Prevalence in Darlington remains, however, 

among the highest in England (20th highest out of 149 local authorities). The largest infection rates 

are in children, followed by the middle-aged population.  

There have been 32 deaths with Covid-19 reported since the last Board meeting. For 26 of these, we 

have been able to determine whether one or more of the reportable pre-existing conditions was 

present. All 26 patients had at least one such condition. The status of the remaining six patients is 

being ascertained. Some 23 patients had been double-vaccinated.  

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 99.5% compliance overall, with the lowest scoring 

ward scoring 94%. There were 44 inspections overall.   

There were 10 independent observational audits of compliance with Personal Protective Equipment 

(PPE) requirements, undertaken by the Infection Prevention and Control Team, found high 

compliance levels (rated green) in 9 out of 10 cases and remedial actions were taken to address the 

one area rated-red. More detail is included in the Infection Control section of the Director of Nursing’s 

Patient Safety and Experience report being presented to this meeting. 

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. Regional comparisons show that the 

Trust continues to have the highest number of outbreaks in the North East and North Cumbria region. 

The most recent report shows 9 outbreaks for the Trust. This has subsequently reduced to six. The 

Patient Safety and Experience report provides more detail on the numbers of staff and patients 

affected. The Trust invited NHSE/I’s Infection Control Lead to visit UHND to advise on any further 

actions the Trust should be taking. The Infection Control Lead made a number of written and verbal 

suggestions as to where the Trust should focus its further efforts to manage the risk of nosocomial 

infection covering: isolation capacity, utilisation of capacity among Matrons and the Infection Control 

Team, management of the movement of patients, testing and screening and assurance. A task and 

finish group has been set up, with a number of work-streams, the first task of which is to develop 

specific action plans and to capture ongoing actions which already contribute some of the further risk 

mitigation recommended. The detailed plans and progress will be presented to the Integrated Quality 

Assurance Committee on 9th December and the Board on 15th December 2021.   

The Trust has already received and acted on observations from NHSE/I’s Infection Control Lead 

relating to DMH and is to request a similar visit to BAH.  

The Trust has implemented a model pioneered by Queen Elizabeth Hospital King’s Lynn NHS FT to 

provide full Duty of Candour to the relatives of patients who died, after contracting nosocomial Covid-

19 infections in hospital.  

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 number of Covid-19 cases.  

Staffing has been secured to open up additional escalation beds on Ward 33 at DMH (up to 25 beds) 

in line with the plans previously shared with the Board.  
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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 and NHS England and Improvement have requested that winter plans assume a continuation 

of current levels of Covid-19 inpatients.  

3.4 Staffing 

The numbers of staff off sick, and those self-isolating to 15th November 2021 are shown below. The 

overall levels are similar to those reported last month. We see day to day fluctuations in the numbers 

but continue to provide health and wellbeing support, and guidance and support to line managers to 

bring staff back to work as soon as possible.  

 

All of the support for staff resilience and wellbeing outlined in previous reports to the Board remains 

in place. 

 
3.5 Testing and vaccination 

The Trust’s Covid-19 booster programme and flu vaccination programmes are now well underway. 

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 Health and Safety Committee 

was advised on 12th November 2021 that the percentages of staff who have received vaccinations 

are: 

 53% for the flu vaccination; and 

 48% for the Covid-19 booster vaccination. 

To enable staff to readily access the vaccinations, if based at BAH and in the community, walk-in 

clinics are open on specified afternoons in the BAH restaurant and parking spaces reserved at BAH 

for community-based staff.  

A Task and Finish Group has been set up to undertake preparatory work for the implementation of 

the national requirement for all ‘front-line’ staff to be vaccinated by 1st April 2022. National guidance, 

on the definition of front-line staff, and with respect to operational, governance and reporting 

requirements is awaited at the time of drafting this report.  

Gold Command has authorised, subject to Board approval, the purchase of a new and more powerful 

analyser to increase the capacity for Covid-19 testing in the Trust’s laboratories. The investment 

approval request will – as usual – be included in the Finance Report to the Private and Confidential 

session of the Board meeting because of commercial sensitivity. The laboratory is operating at 98% 

of its current testing capacity, and has little resilience to cope with any winter surges, bearing in mind 

that all patients need to be tested on admission and at specified intervals. In addition, the Trust has 

been unable to implement a screening regime on fixed days because of these capacity constraints, 

which is necessary to maximise the effectiveness of the inpatient Covid-19 screening patient 
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programme. It is hoped that the new analyser will be operational by January 2022, allowing for the 

lead times for delivery and validation. Moving to fixed days for screening would enable the Trust to 

act on plans supported by NHSE/I’s Infection Control Lead, following his visit to UHND. 

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 Visiting 

 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 and remain in place, pending any changes to national guidance pertaining to healthcare 

settings. Because of the potential interaction between non-clinical staff and clinical staff – either 

working on wards or in community-based teams – controls remain in place both in clinical and non-

clinical environments.  

 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 being rolled 

out as part of an updated Health and Wellbeing Roadmap for all staff.  The aim is to complete this 

work early in December 2021. 

 Visiting restrictions have been partially-relaxed. Other than for elective wards, and wards with Covid-

19 positive inpatients or outbreaks, there is provision for every patient to have a named visitor, for the 

duration of their care, who can visit by appointment with the ward each day for up to one hour. Gold 

Command is seeking to balance infection risks against the risks arising from a lack of visiting and the 

benefits from visiting, including: easier communication with families and friends; more collaborative 

discharge planning and a reduction in the time required from ward staff to make calls to keep families 

and friends informed.  

 Following receive of legal advice, the Trust has finalised its policy and guidance to staff with respect 

to the expectation that patients and visitors will wear face masks when in hospital. The policy and 

approach draw upon the advice of the Trust’s Clinical Ethics Committee. Communications using 

posters, recorded telephone messages, TV screens and social media are being rolled out to set out 

the Trust’s expectations clearly. Guidance is being issued to staff to assist them in having 

conservations with patients, carers and visitors who attend without wearing a mask. Where these 

individuals advise that they cannot tolerate a mask even for the short periods involved, staff will make 

reasonable adjustments and accommodations. Where they object to wearing a face mask on other 

grounds, staff will explain the Trust’s duty of care to staff and patients and encourage the individual 

to assist the Trust in fulfilling that duty and to mitigate the risk of the spread of Covid-19. Additional 

security staff remain engaged to support staff in reception and Outpatient areas as necessary. This 

arrangement will be kept under review, however, as the revised policy and guidance are rolled out.
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. 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 full Covid-19 risk log has been provided to Board members separately, due to the inclusion of 

provisional / draft information. The key change in the reporting period is to revise some risk 

descriptions to capture the nuances of the advice from NHSE/I’s Infection Control Lead and the action 

plans emerging in response to this work, full details of which will – as noted above – be brought to the 

Board in December 2021.   

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 

 This information is provided to the Board in the Integrated Quality and Performance Report prepared 

for this meeting.  
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Executive Directors Report on Covid-19 response  Page 8 

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.  

There are no decisions reserved to the Board for approval in this report. However, the Board is asked 

to note and endorse the changes to the visiting policy, and the policy requirement for face masks to 

be worn where they can be tolerated by patients, carers and visitors. 

The formal request to approve the purchase of the new analyser will be made in the Finance Report 

to the Private and Confidential part of the Board meeting, due to commercial sensitivity. 
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TRUST BOARD MEETING – 24th NOVEMBER 2021 

ITEM 5 – EXECUTIVE DIRECTORS’ REPORT ON COVID-19  

APPENDIX - (EXTRACTS FROM PUBLIC COVID DASHBOARD FOR COUNTY DURHAM AND DARLINGTON) 
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Trust Board Meeting – 25th November 2021 

Item 6 - Integrated Quality and Assurance Committee Preface – Meeting held 17th November 2021 

Matters discussed by the Committee and key outcomes are noted below. 

Item Notes / comments Outcome / Follow Up Action Agreed 

Report from 
Executive Patient 
Safety and 
Experience 
Committee  
 

The Committee noted a significant reduction in the number of overdue actions from patient safety 
incidents. Actions overdue for more than one year reduced from 80 to 5 following a review between 
the Patient Safety Team and Care Groups.  
 
There were no matters from the discussion to escalate to the Board. 

 

Medical Director’s 
Service Review - 
Radiology 

This was the second of the Medical Director’s reviews and the Committee noted improvements in 
the report format. The review provided positive assurance overall, with the Medical Director 
concluding that the previous CQC ‘Good’ rating for Diagnostics was likely to be reflected in any 
updated assessment of the Radiology service, with the Responsive Domain potentially ‘Outstanding’ 
given the comparative strength of the CDDFT service to others regionally and nationally. The 
summary advised that the team were organised, engaged and had a clear vision and for the service 
to build upon the success achieved to date, which now needed to be clearly articulated and 
translated into strategy with SMART action plans. Many improvements were noted since the last 
CQC inspection (2015), with one main area of concern – the need to recruit sufficient radiographers 
to support the Community Diagnostic Hub. 
 

The SADAC has been asked to review the 
methodology for assessing ratings against the 
latest CQC approach 

DNACPR Action 
Plan 

The Trust’s action plan in response to the CQC Report ‘Protect, respect, connect – decisions about 
living and dying well during COVID-19’ was reviewed. Actions completed included establishing a 
routine audit of advanced care planning decisions and providing training to medical staff. Work was 
ongoing with respect to training for junior doctors and community nurses and discussions taking 
place with MacMillan with respect to funding for specialist nurse leads for “mental capacity and 
ceilings of intervention” on each site.  
 

 

Patient 
Experience 
Report (Q2) 

The Quarter 2 report, covering – in particular – complaints and PALS cases was scrutinised in detail. 
It was noted that there had been an increase in the number of days taken (on average to respond 
to complaints) and the number of extensions, likely to be related to operational pressures. The ADN 
for Patient Experience advised that a piece of work was being undertaken to ensure that complaints 
were properly categorised from the outset, between routine and complex as complex cases had a 
longer target turnaround time of 60 days. 
 

 

Safeguarding 
Report (Q2) 

The report provided positive assurance with respect to most indicators, with some risk around Level 
3 training for both children’s and adults, which were both subject to focused follow up work, and the 
allocation of named supervises to midwifes. The Committee received further verbal assurance from 
the ADN for Patient Experience and Safeguarding that training requirements for safeguarding adults 
now ran over three years (allowing for the requirements to gain experience and gather evidence of 
work undertaken) and – from the date at which the change occurred – the Trust would not expect 
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Item Notes / comments Outcome / Follow Up Action Agreed 

to see 85% compliance in one year. In addition, it was noted that supervision of midwives was taking 
place effectively. Arrangements for named supervision needed to be codified. 

Maternity 
Dashboard   

The Maternity Service Leads briefed the Committee on the service’s performance against each of 
the metrics in the dashboard. Performance against one metric, the percentage of emergency 
caesarean sections was consistently above the upper threshold and rated red. The Director of 
Nursing and Head of Midwifery have advised that the thresholds are out of date and do not reflect 
the demographics of the patient population in the region, as well as the Trust. It was suggested that 
the service ask the LMS to review the thresholds so that the measure can be made meaningful. 
Following a matter raised in the pre-meet the Committee suggested that more information on the 
number of times the service required to go on divert and delays to induction would also be helpful 
information in providing assurance re: the maternity service going forwards. 
 

 

Care Quality 
Commission 

The latest update is included in the Chief Executive’s report to this Board meeting. Good progress 
is being made with respect to the work to ensure that children attending A&E are supported by 
registered children’s nurses or adult nurses with appropriate training. The Trust’s Patient First Gap 
Analysis is being brought up to date.  

 

Perfect Ward – 
October 2021 
audits 

The results for the month were reviewed, together with trends for each domain (covering all wards) 
going back 12 months and the detailed questions used for the audits. The number of areas 
completing audits had reduced. It had been identified that the devices used in a number of areas 
were no longer able to download the operating system. Gold Command had since approved the 
purchase of replacement devices. Trend analysis provided some positive assurance of the impact 
of improvement work over the year – the trend in nutrition scores was much better in the latter half 
of the year – but also identified some results to be followed up with respect to the Emergency 
Department at DMH. The Committee also found the review of the individual questions helpful in 
understanding the basis of the assurance provided. 
 

 

Patient Safety 
Reports 
 

There was one Serious Incident reported – this will be reported in the Patient Safety and 
Experience Report to the Board.  

 

Infection Control  
 

The Committee spent some time reviewing the content of the report and the outcomes of an invited 
visit to UHND by NHSE/I’s Infection Control Lead, both of which are expected to be included in the 
Patient Safety and Experience Report to the Board. Task and Finish Groups have been set up to 
agree and implement a range of actions following the NHSE/I visit. With respect to contamination of 
the water supply at UHND, it was noted that the change to Chlorine Dioxide, to dose the water 
system, had resulted in some improvement in the results of the sample tests being undertaken. On 
Public Health advice the birthing pool remained closed.  
 

 

NICE Compliance 
– Q2 
 

The report showed that 94% of extant guidelines had been assessed as fully implemented and – for 
those guidelines assessed as partly implemented – many had only one or two recommendations 
still being worked on. The Clinical Standards and Therapeutics Committee had endorsed requests 
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Item Notes / comments Outcome / Follow Up Action Agreed 

from clinical service leads, in respect of a small number of guidelines, confirming non-compliance 
due practicality or an alternative clinical model. The SADAC confirmed that commissioners would 
be advised of these in line with the Trust’s contract.  
 
The number of guidelines awaiting assessment had increase significantly in the second quarter of 
the year because of operational pressures. This was being kept under review and would be brought 
back to the Clinical Effectiveness Committee.  
 

Performance 
Headlines  
 

The headlines will be included in the Integrated Quality and Performance Report to the Board.   

 

Warren Edge 

Senior Associate Director of Assurance and Compliance 

For Meeting Chair 

19th November 2021 
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Trust Board – November 24th, 2021 

Item 7 – Mortality Report 

Open Session  Private & Confidential Session  

Author Claire Stocks - Early Detection, Resuscitation and Mortality Lead Nurse 

Rebecca Webster - Information Analyst 

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 

  

  

  

Key issues and 

actions within  

this report  

Issues and actions  Page 

  

  

  

Regulatory compliance 

implications 

 

Tick for any implications for compliance with 

NHS Constitution     

Provider Licence (especially Condition 6)     

CQC Fundamental Standards of Care    

Health and Social Care Act    

Mental Health Act / Mental Capacity Act                

Significant risks 

identified (if any) 

 

Action / decision 
required from the 
Board 

To receive the report and note the risks identified 
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Learning from Deaths Dashboard 

The learning from deaths dashboard has been developed to provide an overview as to where care 

has been excellent/where care could have been better, in parallel to highlighting deaths that may 

potentially have been avoided. The dashboard has been modified from the NHS England 

template.  The individual mortality reviews included within this dashboard are based upon the 

nationally recognised PRISM2 tool. The dashboard presents overall data from mortality reviews 

and captures the number of deaths reviewed as ‘number of deaths/deaths reviewed meeting the 

inclusion criteria’.  The data completeness column indicates whether the information is either 

provisional or final.  

 

The dashboard also includes data in a separate table relating to patients with a learning disability. 

It shows those deaths which have been reviewed internally and how many have a completed or 

ongoing review as part of the national Learning Disabilities Mortality Review (LeDeR) Programme.   

 

The mortality review data for the 2019/20, 2020/21 and 2021/22 dashboards, upon which this 

report is based, was extracted on 6th October 2021.   

 

Not included within the Trust dashboard are stillbirths and neonatal deaths.   
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2019/20 Learning from Deaths Dashboard Final 
 

As all priority deaths have been completed, this dashboard has now been closed.  A final summary is displayed below. 

2019-2020 

Total 
Number of 
Deaths 

Priority 
Deaths 

Number of 
Priority 
Deaths 
Reviewed 

Total 
Number of 
Deaths 
Reviewed 

Number of Deaths graded 
where care was graded as 
'Good', 'Very Good' or 
'Excellent' 

Number of Deaths 
judged as Definitely Not 
Avoidable or slight 
evidence of. 

Deaths Deemed to 
be greater than 
50/50% Avoidable 

Deaths 
graded as 
'Poor or Very 
Poor' Care 

Q1 477 80 80 192+3 165 190 2 12 

Q2 460 71 71 191+1 158 188 2 8 

Q3 498 87 87 195+3 181 194 1 1 

Q4 550 85 85 275+8 251 275 0 3 

Total 1985 323 323 868 751 847 5 24 

% Deaths 
Reviewed        44% 87% 98% 0.60% 2.80% 

% of All Deaths         38% 43% 0.25% 1.20% 

 

 

Eight Hundred and Sixty Six (868) reviews have been completed to date for 

2019/20 (including reviews of the care of patients with Learning Disabilities).  

Five (5) deaths were identified as greater than 50/50 avoidable at mortality 

review.  Two of the deaths were escalated as a Serious Incident and uploaded 

to the National Reporting and Learning System (NRLS) as avoidable, three 

were deemed not to be avoidable after further review. 

Twenty-Four (24) Cases were graded as having received either ‘Poor’ or ‘Very 

Poor’ quality care.  This equates to 1.2% of all deaths that occurred in 2019/20.  

All of these cases have had an incident raised on the Ulysses system and have 

been managed as patient safety incidents.  Seventy-Two (72) Cases were 

deemed to have received only ‘Adequate’ care.  Nineteen (19) of these cases 

have been managed through the incident reporting process as there was 

significant learning potential in the case.   

The remaining 2 deaths that were outstanding for review from 2019/20 have been 

allocated to reviewers and have now been completed at the time of writing this report.   
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2020/21 Learning from Deaths Dashboard Provisional 

2020-2021 

Total 
Number 
of Deaths 

Priority 
Deaths 

Number 
of Priority 
Deaths 
Reviewed 

Total 
Number of 
Deaths 
Reviewed 

Number of Deaths 
graded where care was 
graded as 'Good', 'Very 
Good' or 'Excellent' 

Number of Deaths 
judged as Definitely Not 
Avoidable or slight 
evidence of 

Deaths Deemed to 
be greater than 
50/50% Avoidable 

Deaths graded 
as 'Poor or 
Very Poor' Care 

Q1 Final 578+5 94 94 (356+5) 316 344 1 3 

Q2 Final 447+4 108 108 (193+4) 181 175 2 0 

Q3 Provisional 675+6 165 163 (328+6) 304 258 3 2 

Q4 Provisional 696+10 135 113 (170+10) 153 98 1 2 

Total 2421 502 478 
(1047+25) 

1072 954 875 7 7 

% Deaths Reviewed        44% 89% 82% 0.65% 0.65% 

 % of All Deaths         39% 36% 0.30% 0.30% 

 

 

One Thousand and Seventy Two (1072) reviews have been completed to date for 

2020/21 (including reviews of the care of patients with Learning Disabilities).  

Seven (7) deaths were identified as greater than 50/50 avoidable at mortality review.  

This equates to 0.3% of all deaths that occurred in 2020/21. Three of the deaths have 

had an RCA completed and raised as a Serious Incident, two cases have been uploaded 

to the National Reporting and Learning System (NRLS) as avoidable. A further three 

deaths were being considered as a Serious Incident relating to Nosocomial transmission 

for COVID-19.  The final case has been downgraded following peer review.  

Seven (7) Cases were graded as having received either ‘Poor’ or ‘Very Poor’ quality 

care.  This equates to 0.3% of all deaths that occurred in 2020/21.  Six of the Seven 

cases are the same patients discussed in the paragraph above, all cases have been 

subjected to further scrutiny and followed the incident management process. 
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2021/22 Learning from Deaths Dashboard Provisional 

2021-2022 

Total 
Number 
of 
Deaths 

Priority 
Deaths 

Number of 
Priority 
Deaths 
Reviewed 

Total 
Number of 
Deaths 
Reviewed 

Number of Deaths graded 
where care was graded as 
'Good', 'Very Good' or 
'Excellent' 

Number of Deaths 
judged as Definitely Not 
Avoidable or slight 
evidence of 

Deaths Deemed to 
be greater than 
50/50% Avoidable 

Deaths graded 
as 'Poor or Very 
Poor' Care 

Q1 Provisional 426 48 40 42+3 36 41 1 2 

Q2 Provisional 565 80 18 20+4 15 19 1 1 

Total  991  128  58 
 62+7 

69 
51  60  2 3 

% Deaths 
Reviewed         

74%  87%  2.8%  4.3%  

 % of All Deaths         5%  6%  0.20%  0.30%  

 

 

 

 

 

 

 

 

 

 

 

Sixty Nine (69) reviews have been completed to date for 2021/22.  

Two deaths (2) have been graded as greater than 50/50 avoidable at 

mortality review and are currently following the incident management 

process.   

Three reviews (3) have been graded as receiving poor or very poor 

care. 

These will all follow the incident management process. 
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COVID-19 Mortality 

  

                      

 

 

 

Nosocomial COVID-19  

Since October 2020, any patient who developed Nosocomial COVID-19 (post day 8 +ve swab) and subsequently died, has had a mortality review and duty of 

candour.  From July 2021 all patients with confirmed Nosocomial COVID-19 will follow the Trust Incident management process in addition to a mortality review 

being undertaken. 
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Inpatient Deaths with <10% SHMI Risk 

Following Mortality Committee in July 2020, and subsequent discussions with the Executive Medical Director and the Chief Executive, a decision was taken to 

review the care of all patients who died as inpatients of CDDFT with a calculated SHMI risk of less than 10%.  From January 2020 100% of patients falling 

within this patient group will be subject to a prism 2 mortality review with 50% of those from 2019 also having been reviewed.  These reviews are included in 

the Learning from Deaths Dashboard and all learning will be included within this report. 

<10% 

Mortality 

Risk

Reviews 

Complete
% Complete by month

% 

Complete 

by year

Apr-20 30 30 100%

May-20 38 38 100%

Jun-20 34 33 97%

Jul-20 49 48 98%

Aug-20 46 39 85%

Sep-20 46 35 76%

Oct-20 48 48 100%

Nov-20 23 23 100%

Dec-20 39 39 100%

Jan-21 33 30 91%

Feb-21 41 34 83%

Mar-21 44 4 9%

Hogan 2021/22 NCEPOD 2021/22

1. Definitely Not Preventable 352 1-Good practice 300

2. Slight evidence for preventability 38 2-Room for improvement in clinical care 75

3-Possibly preventable less than 50-50 4 3-Room for improvement in organisation care 12

4-Probably preventable greater than 50-50 4 4-Room for improvement in clinical and organisation care 10

5-Less than satisfactory 1

Quality 2021/22

1 - Excellent 61

2 - Very Good 161

3 - Good 126

4 - Adequate 44

5 - Poor 6

85%

2021/22 HOGAN

1. Definitely Not Preventable

2. Slight evidence for preventability

3-Possibly preventable less than 50-50

4-Probably preventable greater than 50-50

0
50

100
150
200
250
300
350

1-Good practice 2-Room for
improvement
in clinical care

3-Room for
improvement

in organisation
care

4-Room for
improvement
in clinical and
organisation

care

5-Less than
satisfactory

2021/22 NCEPOD

0

100

200

1 - Excellent 2 - Very Good 3 - Good 4 - Adequate 5 - Poor

2021/22 QUALITY
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Learning from Deaths Themes and Action 

This paper provides an update on work relating to these areas and includes any new themes highlighted through the review process.  A separate paper 

provides detailed information relating to all covid deaths within the Organisation.  Positive themes of learning are also included on page 7 and 8. 

Acute Kidney Injury (AKI) 

The quarterly activity report can be found below (password - aki): 

Acute Kidney Injury 

Specialist Nurse Service Activity Report Q1.docx
 

Escalation Planning and Decision Making  

As described in previous Mortality reports there has been significant work in the Organisation to implement Treatment Escalation Plans.  In response to 

clinician request the form for documenting these plans has been reviewed and amended to facilitate ease of use.   

TEP Form V2.pdf

 
The CAP and AI teams now audit the completion of Treatment Escalation forms and these are presented to the governance meetings. 

Call for Concern 

In addition to ensuring escalation plans and advanced decision making is appropriately in place, The Acute Intervention Team have recently implemented ‘Call 

4 Concern’, an initiative which provides patients and families an opportunity to raise concerns regarding deteriorating patients.  Thirty two calls have been 

received since March, one of which resulted in a direct intervention and admission to Intensive Care.  

Management of Sepsis in Maternity Patients 

In response to learning from a maternal death regarding Sepsis, the Early Detection Lead Nurse has been working closely with Maternity Services to review 

the current Sepsis tool which is now in line with NICE and UK Sepsis Trust recommendations.  

LP204341 Maternity 

Sepsis Tool (A4 D-S).pdf
   

LP206258 CDDFT 

High Dependency Chart (520mm x 297mm D-S).pdf FINAL.pdf
 

LP209802 Maternity 

Obs Chart (Business Continuity Chart) A4 D-S.pdf FINAL.pdf
 

This has also prompted further development work with the Maternity Early Observation Warning Score (MEOWS) and care for patients outside of Maternity 

Units; whereby a Pilot in ED DMH to use MEOWS charts is to begin soon. 
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Management of Sepsis in Emergency Department 

A Nurse-Led Sepsis Pathway has been developed, alongside a PDG for IV tazocin.  This allows the senior Nurse in the Emergency Department to administer 

a dose of antibiotics whilst waiting for a Clinician to review the patient, in addition to the other key elements of the Sepsis six.  The pathway is currently being 

trialled in DMH, if successful will be implemented Trust wide. 

LP223057 Nurse Led 

Sepsis Pathway Emergency Department (A4 D-S).pdf
 

PIPERACILLIN and 

TAZOBACTAM IV infusion (ABX 2021-021) - for DMH ED only.._.pdf
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Themes from 2020/21 Reviews to date 

The following charts highlight learning identified within the clarity mortality review system for 2020/21 reviews.   

Positive Learning 
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Negative Learning 

 

 

 

Ite
m

 7
 -

 M
or

ta
lit

y
R

ep
or

t O
ct

ob
er

 2
02

1

Page 71 of 275



High Level Learning 

The table below highlights how the Learning from Deaths Themes and Actions links to some of the negative learning categories in Clarity. 
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Mortality Data  

CDDFT Mortality Indicators Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21

Jan20-Dec20 Feb20-Jan21 Mar20-Feb21 Apr20-Mar21 May20-Apr21 Jun20-May21 Trendline

SHMI 115.67 117.44 117.05 118.54 116.82 0.00

SHMI Banding Higher than expected Higher than expected Higher than expected Higher than expected Higher than expected

HSMR 98.14 97.94 97.05 96.26 93.64 92.05

Weekend HSMR 97.48 98.02 97.24 97.55 95.42 94.08

Crude (from HSMR) 5.21% 5.36% 5.38% 5.37% 5.08% 4.95%

CDDFT

 

SHMI for the 12mths from May 20 to Apr 21 is 116.82 which is a decrease from last month, the Trust remains in the higher than expected band.  Both DMH 

and UHND have seen a decrease, with DMH at 114.49, and UHND a decrease to 118.96.  The UHND site remains in the higher than expected band. 

HSMR has reduced to 93.64, UHND has reduced to 94.93 (from 101.81) but remains higher than DMH 91.96, however both remain within expected limits.   

 

CDDFT Mortality Indicators Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21

Jan20-Dec20 Feb20-Jan21 Mar20-Feb21 Apr20-Mar21 May20-Apr21 Jun20-May21 Trendline

SHMI 119.29 120.26 120.02 120.97 118.96 0.00

SHMI Banding Higher than expected Higher than expected Higher than expected Higher than expected Higher than expected

HSMR 101.81 100.86 99.99 98.54 94.93 93.80

Weekend HSMR 100.60 99.00 98.94 99.54 95.30 95.10

Crude (from HSMR) 6.50% 6.87% 7.01% 6.99% 6.55% 6.45%

UHND

 

CDDFT Mortality Indicators Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21

Jan20-Dec20 Feb20-Jan21 Mar20-Feb21 Apr20-Mar21 May20-Apr21 Jun20-May21 Trendline

SHMI 111.69 114.03 112.46 114.79 114.49 0.00

SHMI Banding as expected as expected as expected as expected as expected

HSMR 93.43 93.84 92.62 92.83 91.36 89.24

Weekend HSMR 92.01 94.83 93.14 93.23 93.32 90.45

Crude (from HSMR) 5.16% 5.27% 5.29% 5.37% 5.11% 4.87%

DMH
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Regional Peers 

The Trust remains above regional peers and the national average for both palliative care coding and death at usual place of residence.  

Trust SHMI Funnel Plot                Trust HSMR Funnel Plot 
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As highlighted in previous reports, work is ongoing to improve depth of coding.  Most recent contextual indicators show that CDDFT is just below the NE peer 

average for non elective and just above for elective. 
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The Trust remains above the National and NE Peer average for % of COVID-19 spells excluded from SHMI. 
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Review of Coding in a randomised sample of patients with a less than 20% SHMI Risk 

This paper provides an overview of a review which looked at a randomised sample of patients with a less than 20% SHMI risk.  A review of the care has been 

completed by a member of the Mortality Central Review Team, alongside a review of the coding completed by the Coding Auditor.  This work relates to an 

ongoing action plan to explore our rising SHMI.   

Due to time and resourcing constraints of the coding department, fifteen cases were included in the sample. 

Review Findings: 

There were no concerns regarding quality of care or preventability of death in eighty percent of the patients reviewed (twelve patients).  Learning was 

identified in three patients, one of which related to care in the community and two others relating to their care in hospital.  In all three cases, the problems in 

care could not be attributed to their death.  Learning has been shared as per the usual mortality review process. 

There were issues found with coding in forty six percent of cases.  These included missing co-morbidities (which would increase risk of death), incorrect 

terminology used and missing clinical records (meaning some conditions could not be coded for).  

It was also discovered that the Coding team do not access Nerve Centre, despite this being part of the clinical record.  Further review of the cases highlighted 

that in some cases, information that was not in the clinical notes, was being documented in Nerve Centre.  Similarly the coding team noted that unless a 

Sepsis Tool was in place, Sepsis may not be coded for.  However in-patient areas would be screened and treated for Sepsis using both Nerve Centre and 

EPMA.  Patients with a positive sepsis screen have a ‘flag’ generated on Nerve Centre.  Implementation of the new Electronic Patient Record (EPR) in 

summer 2022 will resolve these issues, however until that system is in place it should be considered as to whether Nerve Centre should be used to aid 

coding. 

In almost all cases (thirteen patients) the reviewer felt that the patients’ comorbidities, presenting condition and treatment the risk of death was higher than 

20%. 

Details of the individual patient reviews can be found in the table in appendix 1 
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Appendix 1 

CRN Clinical Review Coding Review Additional Findings 

B242785 

 

83 years old admitted with fall, cough and shortness of 

breath. Treated for Sepsis. CXR showed consolidation + 

Pleural Effusion. 

Developed acute abdominal pain and increased lactate 

(above 10).  CT Scan showed pancreatitis with multi 

organ failure.  Difficulty maintaining IV access and due to 

her co morbidities she was not a candidate for further 

invasive procedures.  She continued to deteriorate and 

following discussion it was agreed for palliative approach. 

 

PMH includes: IHD, CCF,HTN, Hypothyroid, Hepatic 

Cirrhosis, Frailty and chronic cellulitis in both legs. 

Carers’ three times daily plus family support. 

Missing co-

morbidity:  

Sepsis (no sepsis 

tool scanned) 

Old MI 

Smoker  

Hyperthyroidism  

 

Sepsis Diagnosis confirmed within Nerve Centre. 

 

Hypothyroidism is documented in the ‘Background/PMH’ 

Section in Nerve Centre. 

 

Smoking history is confirmed within Nerve Centre Smoking 

Assessment. 

 

Term LRTI is used which throughout the clinical record, 

?Community acquired Pneumonia is also referred to but not 

confirmed (despite being the likely diagnosis).  

 

No concerns regarding care. 

 

The clinical information does not harmonise with a <20% risk of 

death. 

 

B190031 

 

48 year old year admitted with 1/52 history of feeling 

unwell. Multiple reviews in the community setting by HCP 

and GP made decision to admit to ED as patient lacks 

Capacity. PMH: frailty, Spina Bifida, MS, HTN, CKD 

multiple admissions for infection and AKI. 

On admission investigations revealed severe metabolic 

acidosis and severe Sepsis. pH <6.8, Lactate 9.6. large 

wound to gluteal region and green discharge from skin 

folds on abdomen.  

The patient was discussed with ITU for possible 

admission, however following an MDT Discussion it was 

agreed that she was unlikely to survive due to extreme 

frailty and her co-morbidities.  This was discussed with 

her next of kin, who was in agreement.   

Coding review was 

noted to be fully 

complete. 

 

The clinical information does not harmonise with a <20% risk of 

death. 

 

No concerns regarding care. 
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B118466 68 Years old. Patient admitted following a fall at home 

and increased shortness of breath.  

Diagnosis Pneumonia, malignancy and palliative COPD.  

DNACPR in place for ward based care.  Anticipatory 

medicines prescribed and moved towards palliative 

approach. 

PMH: severe COPD on LTOT poor functional state. 

Exercise tolerance 5 metres, frailty and malnutrition. 

 

Noted to be on the community palliative care register 

prior to this admission. 

Missing Co-

morbidity 

Hypercalcaemia 

Bed Bound 

 

The clinical information does not harmonise with a <20% risk of 

death. 

 

No concerns regarding care. 

A445157 87 Year old. Patient recent palliative discharge from 

UHND with end stage Heart failure. Readmitted via ED 

with bradycardia, bilateral pleural effusions and 

hypothermic- palliative approach. 

Working diagnosis of decompensated heart failure, AKI 

and hypothermia, for palliation. 

 

PMH: CCF, CKD. Severe LVSD, Ejection Fraction <20% 

fully dependent for ADL’s. 

 

Coding review was 

noted to be fully 

complete.  

No concerns regarding care. 

 

The clinical information does not harmonise with a <20% risk of 

death. 

 

 

0809486 61 year old admitted with shortness of breath and a 

recent Chest infection.  

PMH: LD, Diabetic. Limited functional reserve due to 

reduced exercise tolerance. Investigations revealed T2RF 

and right sided pneumonia, pancytopenia and AKI 1. 

Palliative approach due to limited reversibility. 

 

Coding review was 

noted to be fully 

complete.  

No concerns regarding care. 

 

B173002 67 year old. Patient admitted and treated as bilateral 

pneumonia. CXR showed infiltrates likely to be 

malignancy. The patient was too unwell for a CT and a 

decision was taken to palliate. 

Coding review was 

noted to be fully 

complete. 

 

No concerns regarding care. 

 

The clinical information does not harmonise with a <20% risk of 

death. 
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Background of hypertension, RA, OA, Previous 

cholecystectomy.  Bedbound for the last 4 weeks. 

 

K296107 Patient admitted with hypotension and fall/collapse, 

history of D+V.  

PMH: CKD 4, COPD, AF, triple vessel disease, HTN, HF 

and exercise tolerance 10-20 yards.  Treated for an upper 

GI Bleed. 

 

Despite treatment the patient did not response to 

treatment and a decision was taken to palliate due to co-

morbidities and poor baseline. 

 

Coding review was 

noted to be fully 

complete. 

 

No concerns regarding care. 

 

The clinical information does not harmonise with a <20% risk of 

death. 

B378453 78 year old with a past medical history of CKD, COPD, 

MI, Diabetes and recent diagnosis of Metastatic 

Adenocarcinoma.  Admitted with AKI and Hyperkalaemia 

and infection secondary to progression of disease.  

Treated with IV abx, fluids and dextrose insulin.  After 

24hours no improvement and the patient was 

deteriorating.  Discussed with patient and family - 

DNACPR in place and for ward based care. 

Referred to SPCT and anticipatory medicines prescribed. 

 

Coding review was 

noted to be fully 

complete.  

Concerns in care were raised from mortality review relating to 

responding to blood tests in the GP Surgery. However death 

was not noted to be preventable, and in hospital care was 

graded as ‘Good’. 

 

The clinical information does not harmonise with a <20% risk of 

death. 

 

 

K232939 75 Year old admitted with severe Community acquired 

pneumonia.  

 

PMH includes HTN, High cholesterol, frailty and requires 

assistance with ADL’s.  

Patient reviewed by ITU in view of severe hypoxia, 

sarcopenia and poor prognosis ward based ceiling of 

care and a palliative approach was agreed. 

 

Coding review was 

noted to be fully 

complete.  

No concerns regarding care. 

 

The clinical information does not harmonise with a <20% risk of 

death 
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K107158 53 year old patient admitted feeling generally unwell, 

decreased appetite, abdo pain and distention.  

PMH: severe LVSD, ALD, T2DM, Liver cirrhosis and 

alcohol excess. ET <20 yards.  

 

On admission treated as ALD, Sepsis and AKI limited 

reversibility and decision to palliate. 

 

Missing co-

morbidity:  

Sepsis (no sepsis 

tool scanned) 

 

The clinical information does not harmonise with a <20% risk of 

death. 

 

Concern in care relating to delay in placing medical emergency 

call. 

 

A381059 69 year old admitted with shortness of breath, treated for 

sepsis secondary to CAP and AKI 3.  

PMH AF, T2DM, PVD, Bilateral Amputee, Grade 4 

pressure ulcer to sacrum and nursing home resident, 

limited self-care. DNACPR decision based on futility. 

 

Missing co-

morbidity:  

Sepsis 

Multi-organ failure  

 

Sepsis Treatment Completed tag is complete on Nerve Centre. 

 

No concerns regarding care. 

 

The clinical information does not harmonise with a <20% risk of 

death. 

K175459 82 year old admitted with leg weakness and generally 

unwell. Treated for LRTI and T2RF and likely malignancy.  

PMH significant smoking history, CKD, IHD, PE, Multiple 

PCI and COPD (not diagnosed until this admission). 

patient has likely lung Ca and was not for escalation to 

HDU/ITU 

 

 

 

 

Missing co-

morbidity:  

COPD  

Abnormal findings 

on diagnostic 

imaging lung – RMZ 

mass 

Urinary retention – 

insertion of catheter 

 

 

No concerns regarding care. 

 

The clinical information does not harmonise with a <20% risk of 

death. 

 

 

5192534 77 year old discharged 5 days previous following Tx for 

IECOPD unable to cope at home.  

Readmitted with SOB and deranged electrolytes due to 

increased stoma output). Whilst an in-patient had 

witnessed a fall and suffered a Fractured NOF- DSH 

completed and transferred to ortho ward. Following 

surgery had multiple MET calls. Treated for Aspiration 

pneumonia and reduced stoma output investigated. 

Despite intervention the patient sadly died. PMH: Bowel 

Missing co-

morbidity:  

AKI 

Obstruction intestine 

Aspiration 

pneumonia – coded 

to lobar pneumonia  

NB:  clinical terms 

aspiration 

Bowel Obstruction & Aspiration Pneumonia are documented in 

the diagnosis in Nerve Centre. 

 

Problems in care noted by the reviewer included: 

Clinical deterioration/risk of dying could have been identified 

earlier as had several MET calls 

Inappropriate repeated attempts at invasive intervention (NG 

insertion) despite causing patient distress.  
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resection (Bowel Ca, AF, COPD) 

 

 

 

pneumonia and 

lobar pneumonia 

used 

interchangeably 

throughout 

admission 

documentation 

Oesophagitis 

 

No operation note 

scanned for DHS 

treatment of 

fractured NOF 

 

K565862 94 year old admitted with new confusion, Unwitnessed 

fall, bradycardia and hypothermia. PMH includes 

pulmonary fibrosis Frailty. During admission the patient 

was treated for CCF, delirium and slow AF. She was 

referred to palliative care team and died peacefully. 

 

Coding review was 

noted to be fully 

complete. 

The clinical information does not harmonise with a <20% risk of 

death. 

 

No concerns regarding care. 

1534292 88 year old admitted following an out of hospital cardiac 

arrest.  

PMH includes TIA, CVA,HTN, CKD 3, Wheel chair bound 

and poor functional status. ROSC was achieved with the 

ambulance crew, however due to comorbidities and frailty 

a decision was taken to palliate in ED.  

 

Missing co-morbidity 

CKD3 

Poor mobility 

 

The clinical information does not harmonise with a <20% risk of 

death. 

 

No concerns regarding care. 

 

CKD is noted in the Nerve Centre record. 
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Learning from Deaths Dashboard

Organisation

Financial Year

Month

Co Durham and Darlington NHS Foundation Trust

2020-21

March
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Co Durham and Darlington NHS Foundation Trust:  Learning from Deaths Dashboard -  2020-21 March

No. % No. % No. % % No. % No. % No. %

Apr-20 Final 262 38 15% 38 100% 185 71% 0 0% 184 70% 165 63% 2 1%

May-20 Final 184 28 15% 28 100% 107 58% 1 1% 106 58% 94 51% 1 1%

Jun-20 Final 132 28 21% 28 100% 64 48% 0 0% 63 48% 57 43% 0 0%

Jul-20 Final 153 27 18% 27 100% 61 40% 0 0% 61 40% 59 39% 0 0%

Aug-20 Final 137 32 23% 32 100% 61 45% 1 1% 60 44% 60 44% 0 0%

Sep-20 Final 157 49 31% 49 100% 71 45% 1 1% 70 45% 62 39% 0 0%

Oct-20 Final 182 38 21% 38 100% 111 61% 0 0% 110 60% 103 57% 1 1%

Nov-20 Final 230 56 24% 56 100% 116 50% 2 1% 112 49% 110 48% 0 0%

Dec-20 Provisional 263 71 27% 69 97% 101 38% 1 0% 99 38% 91 35% 1 0%

Jan-21 Provisional 271 64 24% 63 98% 83 31% 0 0% 83 31% 78 29% 1 0%

Feb-21 Provisional 237 46 19% 39 85% 68 29% 1 0% 67 28% 57 24% 1 0%

Mar-21 Provisional 188 25 13% 11 44% 19 10% 0 0% 18 10% 18 10% 0 0%

Q1 20/21 Final 578 94 16.3% 94 100.0% 356 61.6% 1 0.2% 353 61.1% 316 54.7% 3 0.5%

Q2 20/21 Final 447 108 24.2% 108 100.0% 193 43.2% 2 0.4% 191 42.7% 181 40.5% 0 0.0%

Q3 20/21 Provisional 675 165 24.4% 163 98.8% 328 48.6% 3 0.4% 321 47.6% 304 45.0% 2 0.3%

Q4 20/21 Provisional 696 135 19.4% 113 83.7% 170 24.4% 1 0.1% 168 24.1% 153 22.0% 2 0.3%

YTD Provisional 2396 502 21.0% 478 95.2% 1047 43.7% 7 0.3% 1033 43.1% 954 39.8% 7 0.3%

No. % No. % No. % No. % No. % No. % No. % No. %

Apr-20 Final 1 1 100% 1 100% 0 0% 0% 0% Apr-20 Provisional 14 7 50% 4 29% 0 0%

May-20 Final 3 3 100% 2 67% 0 0% 0% 0% May-20 Provisional 11 1 9% 1 9% 0 0%

Jun-20 Final 1 1 100% 1 100% 0 0% 0% 0% Jun-20 Provisional 11 1 9% 1 9% 0 0%

Jul-20 Final 2 2 100% 2 100% 0 0% 0% 0% Jul-20 Provisional 9 1 11% 0 0% 0 0%

Aug-20 Final 1 1 100% 1 100% 0 0% 0% 0% Aug-20 Provisional 16 2 13% 2 13% 0 0%

Sep-20 Final 1 1 100% 1 100% 0 0% 0% 0% Sep-20 Provisional 15 3 20% 2 13% 0 0%

Oct-20 Final 1 1 100% 0 0% 0 0% 0% 0% Oct-20 Provisional 11 2 18% 1 9% 1 9%

Nov-20 Final 4 4 100% 3 75% 0 0% 0% 0% Nov-20 Provisional 11 0 0% 0 0% 0 0%

Dec-20 Final 1 1 100% 0 0% 0 0% 0% 0% Dec-20 Provisional 13 2 15% 2 15% 0 0%

Jan-21 Final 6 6 100% 0 0% 0 0% 0% 0% Jan-21 Provisional 21 5 24% 4 19% 0 0%

Feb-21 Final 2 2 100% 2 100% 0 0% 0% 0% Feb-21 Provisional 19 2 11% 2 11% 0 0%

Mar-21 Final 2 2 100% 2 100% 0 0% 0% 0% Mar-21 Provisional 10 2 20% 1 10% 0 0%

Q1 20/21 Final 5 5 100.0% 7 140.0% 0 0.0% 0 0.0% 0 0.0% Q1 20/21 Provisional 36 9 25.0% 6 16.7% 0 0.0%

Q2 20/21 Final 4 4 100.0% 4 100.0% 0 0.0% 0 0.0% 0 0.0% Q2 20/21 Provisional 40 6 15.0% 4 10.0% 0 0.0%

Q3 20/21 Final 6 6 100.0% 3 50.0% 0 0.0% 0 0.0% 0 0.0% Q3 20/21 Provisional 35 4 11.4% 3 8.6% 1 2.9%

Q4 20/21 Final 10 10 100.0% 4 40.0% 0 0.0% 0 0.0% 0 0.0% Q4 20/21 Provisional 50 9 18.0% 7 14.0% 0 0.0%

Deaths reviewed 

where care was 

graded as excellent or 

v.good
Month of 

Death

ED Death ReviewsLearning Disability Review

Deaths reviewed 

where care was 

graded as poor or very 

poor

LeDer reviews in 

Progress
Data 

No. of 

deaths

Total Number of Deaths, Deaths Reviewed and Deaths Deemed Avoidable 

Month of 

Death
Data 

No. of 

deaths

Deaths reviewed 

under PRISM II 

methodology

Deaths judged as 

definitely not 

preventable

Completed LeDer 

reviews

No.

Number of deaths 

reviewed

Deaths reviewed 

where care during 

last admission was 

graded as excellent, 

very good or good

Deaths judged as 

avoidable (>50% 

likelihood of 

avoidability)

Deaths reviewed 

where care during 

last admission was 

graded as poor or 

very poor

Description:

The suggested dashboard is a tool to aid the systematic recording of deaths and learning from care provided by NHS Trusts. Trusts are encouraged to use this to record relevant incidents of mortality, number of deaths reviewed and cases from which lessons can be learnt to improve care. 

Summary of total number of deaths and total number of cases reviewed under the PRISM II Methodology

Total Number of Deaths, Deaths Reviewed and Deaths Deemed Avoidable (does not include patients with identified learning disabilities or death within the ED Department)

Month of 

death
Data 

Total No. of 

deaths

Deaths meeting 

inclusion criteria

Deaths reviewed 

meeting inclusion 

criteria

Total Number of  

Deaths reviewed

Deaths judged as 

avoidable (>50% 

likelihood of 

avoidability

Deaths judged as 

definitely not 

avoidable or slight 

evidence of 

avoidability

0% 1% 0% 0% 1% 1% 0% 1% 0% 0% 0% 0%

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21

Mortality over time, total deaths reviewed and  deaths considered to have  been 
potentially avoidable

(Note: Changes in recording or review practice may make  comparison over time 
invalid)

Deaths reviewed meeting inclusion criteria

Deaths judged as avoidable (>50% likelihood of avoidability

Deaths judged as definitely not avoidable or slight evidence of avoidability

Deaths reviewed where care during last admission was graded as excellent, very good or good

Deaths reviewed where care during last admission was graded as poor or very poor
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Co Durham and Darlington NHS Foundation Trust:  Learning from Deaths Dashboard -  2020-21 March

No. % No. % No. % No. % No. % No. %

Apr-20 Final 242 32 13% 32 100% 170 70% 0 0% 169 70% 153 63% 1 0%

May-20 Final 168 22 13% 22 100% 93 55% 1 1% 92 55% 83 49% 1 1%

Jun-20 Final 116 24 21% 24 100% 53 46% 0 0% 53 46% 47 41% 0 0%

Jul-20 Final 132 21 16% 21 100% 48 36% 0 0% 48 36% 47 36% 0 0%

Aug-20 Final 118 22 19% 22 100% 44 37% 0 0% 44 37% 44 37% 0 0%

Sep-20 Final 143 41 29% 41 100% 61 43% 0 0% 61 43% 55 38% 0 0%

Oct-20 Final 167 33 20% 33 100% 103 62% 0 0% 103 62% 97 58% 1 1%

Nov-20 Final 214 49 23% 49 100% 104 49% 1 0% 101 47% 100 47% 0 0%

Dec-20 Provisional 249 65 26% 64 98% 94 38% 1 0% 92 37% 86 35% 1 0%

Jan-21 Provisional 253 54 21% 53 98% 69 27% 0 0% 69 27% 64 25% 1 0%

Feb-21 Provisional 219 37 17% 30 81% 57 26% 1 0% 56 26% 48 22% 1 0%

Mar-21 Provisional 178 23 13% 10 43% 16 9% 0 0% 16 9% 16 9% 0 0%

Q1 20/21 Final 526 78 14.8% 78 100.0% 316 60.1% 1 0.2% 314 59.7% 283 53.8% 2 0.4%

Q2 20/21 Final 393 84 21.4% 84 100.0% 153 38.9% 0 0.0% 153 38.9% 146 37.2% 0 0.0%

Q3 20/21 Provisional 630 147 23.3% 146 99.3% 301 47.8% 2 0.3% 296 47.0% 283 44.9% 2 0.3%

Q4 20/21 Provisional 650 114 17.5% 93 81.6% 142 21.8% 1 0.2% 141 21.7% 128 19.7% 2 0.3%

YTD Provisional 2199 423 19.2% 401 94.8% 912 41.5% 4 0.2% 904 41.1% 840 38.2% 6 0.3%

No. % No. % No. % No. % No. % No. % No. % No. % No. %

Apr-20 Provisional 14 7 50% 4 29% 0 0% 12 8 67% 7 58% 0 0% Apr-20 21 17 81% 14 67% 0 0%

May-20 Provisional 11 1 9% 1 9% 0 0% 6 2 33% 2 33% 0 0% May-20 21 9 43% 8 38% 0 0%

Jun-20 Provisional 11 1 9% 1 9% 0 0% 6 3 50% 3 50% 0 0% Jun-20 15 7 47% 5 33% 0 0%

Jul-20 Provisional 9 1 11% 0 0% 0 0% 4 2 50% 2 50% 0 0% Jul-20 14 7 50% 7 50% 0 0%

Aug-20 Provisional 16 2 13% 2 13% 0 0% 8 3 38% 3 38% 0 0% Aug-20 12 3 25% 3 25% 0 0%

Sep-20 Provisional 15 3 20% 2 13% 0 0% 10 5 50% 4 40% 0 0% Sep-20 14 8 57% 8 57% 0 0%

Oct-20 Provisional 11 2 18% 1 9% 1 9% 9 5 56% 4 44% 0 0% Oct-20 33 22 67% 21 64% 0 0%

Nov-20 Provisional 11 0 0% 0 0% 0 0% 9 3 33% 3 33% 0 0% Nov-20 42 24 57% 24 57% 0 0%

Dec-20 Provisional 13 2 15% 2 15% 0 0% 15 6 40% 5 33% 0 0% Dec-20 39 17 44% 15 38% 0 0%

Jan-21 Provisional 21 5 24% 4 19% 0 0% 12 3 25% 3 25% 0 0% Jan-21 38 8 21% 7 18% 0 0%

Feb-21 Provisional 19 2 11% 2 11% 0 0% 16 4 25% 4 25% 0 0% Feb-21 32 5 16% 4 13% 0 0%

Mar-21 Provisional 10 2 20% 1 10% 0 0% 12 2 17% 2 17% 0 0% Mar-21 21 1 5% 1 5% 0 0%

Q1 20/21 Provisional 36 9 25.0% 6 16.7% 0 0.0% 24 13 54.2% 12 50.0% 0 0.0% Q1 20/21 57 33 57.9% 27 47.4% 0 0.0%

Q2 20/21 Provisional 40 6 15.0% 4 10.0% 0 0.0% 22 10 45.5% 9 40.9% 0 0.0% Q2 20/21 40 18 45.0% 18 45.0% 0 0.0%

Q3 20/21 Provisional 35 4 11.4% 3 8.6% 1 2.9% 33 14 42.4% 12 36.4% 0 0.0% Q3 20/21 114 63 55.3% 60 52.6% 0 0.0%

Q4 20/21 Provisional 50 9 18.0% 7 14.0% 0 0.0% 40 9 22.5% 9 22.5% 0 0.0% Q4 20/21 91 14 15.4% 12 13.2% 0 0.0%

Integrated Medical Specialties

Summary of total number of deaths and total number of cases reviewed under the PRISM II Methodology

Total Number of Deaths, Deaths Reviewed and Deaths Deemed Avoidable (does not include patients with identified learning disabilities or death within the ED Department)

Month of 

death
Data 

Total No. of 

deaths

Deaths meeting 

inclusion criteria

Deaths reviewed 

meeting inclusion 

criteria

Total Number of  

Deaths reviewed

Deaths judged as 

avoidable (>50% 

likelihood of 

avoidability

Deaths judged as 

definitely not 

avoidable or slight 

evidence of 

avoidability

Deaths reviewed 

where care during 

last admission was 

graded as excellent, 

very good or good

Deaths reviewed 

where care during 

last admission was 

graded as poor or 

very poor

% No.

Respiratory Death ReviewsED Death Reviews Cardiology Death Reviews

Month of 

Death
Data 

No. of 

deaths

Number of deaths 

reviewed

Deaths reviewed 

where care was 

graded as excellent, 

v.good or good

Number of deaths 

reviewed

Deaths reviewed 

where care was 

graded as excellent or 

good

Deaths reviewed 

where care was 

graded as poor or 

very poor

Number of deaths 

reviewed

Deaths reviewed 

where care was 

graded as excellent, 

v.good or good

Deaths reviewed 

where care was 

graded as poor or 

very poor

Apr-20

May-20

Month of 

Death

No. of 

deaths

No. of 

deaths

Month of 

Death

Oct-20

Nov-20

Q4 20/21

Jan-21

Feb-21

Mar-21

Q1 20/21

Q2 20/21

Q3 20/21

Dec-20

Jul-20

Deaths reviewed 

where care was 

graded as poor or 

very poor

Aug-20

Sep-20

Jun-20

0% 1% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0%

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Mortality over time, total deaths reviewed and  deaths considered 
to have  been potentially avoidable

(Note: Changes in recording or review practice may make  
comparison over time invalid)

Deaths reviewed meeting inclusion criteria

Deaths judged as avoidable (>50% likelihood of avoidability

Deaths judged as definitely not avoidable or slight evidence of avoidability

Deaths reviewed where care during last admission was graded as excellent, very good or good

Deaths reviewed where care during last admission was graded as poor or very poor
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Co Durham and Darlington NHS Foundation Trust:  Learning from Deaths Dashboard -  2020-21 March

No. % No. % No. % No. % No. % No. %

Apr-20 Final 18 6 33% 6 100% 15 0 0% 15 83% 12 67% 1 6%

May-20 Final 16 6 38% 6 100% 14 0 0% 14 88% 11 69% 0 0%

Jun-20 Final 13 3 23% 3 100% 10 0 0% 9 69% 9 69% 0 0%

Jul-20 Provisional 21 6 29% 6 100% 13 0 0% 13 62% 12 57% 0 0%

Aug-20 Final 19 10 53% 10 100% 17 1 5% 16 84% 16 84% 0 0%

Sep-20 Final 14 8 57% 8 100% 10 1 7% 9 64% 7 50% 0 0%

Oct-20 Final 15 5 33% 5 100% 8 0 0% 7 47% 6 40% 0 0%

Nov-20 Final 16 7 44% 7 100% 12 1 6% 11 69% 10 63% 0 0%

Dec-20 Provisional 14 6 43% 5 83% 7 0 0% 7 50% 5 36% 0 0%

Jan-21 Final 18 10 56% 10 100% 14 0 0% 14 78% 14 78% 0 0%

Feb-21 Provisional 18 9 50% 9 100% 11 0 0% 11 61% 9 50% 0 0%

Mar-21 Provisional 9 2 22% 1 50% 3 0 0% 2 22% 2 22% 0 0%

Q1 20/21 Final 47 15 31.9% 15 100.0% 39 83.0% 0 0.0% 38 80.9% 32 68.1% 1 2.1%

Q2 20/21 Provisional 54 24 44.4% 24 100.0% 40 74.1% 0 0.0% 38 70.4% 35 64.8% 0 0.0%

Q3 20/21 Provisional 45 18 40.0% 17 94.4% 27 60.0% 1 2.2% 25 55.6% 21 46.7% 0 0.0%

Q4 20/21 Provisional 45 21 46.7% 20 95.2% 28 62.2% 2 4.4% 27 60.0% 25 55.6% 0 0.0%

YTD Provisional 191 78 40.8% 76 97.4% 134 70.2% 3 1.6% 128 67.0% 113 59.2% 1 0.5%

No. % No. % No. % No. % No. % No. % No. % No. % No. %

Apr-20 Provisional 14 11 79% 8 57% 1 7% 4 4 100% 4 100% 0 0% Apr-20 13 11 85% 9 69% 0 0%

May-20 Provisional 13 11 85% 9 69% 0 0% 2 2 100% 1 50% 0 0% May-20 20 15 75% 12 60% 0 0%

Jun-20 Provisional 8 6 75% 5 63% 0 0% 3 2 67% 2 67% 0 0% Jun-20 9 5 56% 5 56% 0 0%

Jul-20 Provisional 14 7 50% 6 43% 0 0% 5 5 100% 5 100% 0 0% Jul-20 16 11 69% 11 69% 0 0%

Aug-20 Provisional 11 10 91% 9 82% 0 0% 7 6 86% 6 86% 0 0% Aug-20 9 6 67% 5 56% 0 0%

Sep-20 Provisional 7 4 57% 2 29% 0 0% 7 6 86% 5 71% 0 0% Sep-20 16 12 75% 10 63% 0 0%

Oct-20 Provisional 7 2 29% 1 14% 0 0% 6 6 100% 5 83% 0 0% Oct-20 12 9 75% 9 75% 0 0%

Nov-20 Provisional 7 5 71% 5 71% 0 0% 8 7 88% 5 63% 0 0% Nov-20 18 8 44% 8 44% 0 0%

Dec-20 Provisional 9 4 44% 3 33% 0 0% 4 2 50% 2 50% 0 0% Dec-20 15 5 33% 5 33% 0 0%

Jan-21 Provisional 10 8 80% 8 80% 0 0% 8 6 75% 6 75% 0 0% Jan-21 23 9 39% 9 39% 0 0%

Feb-21 Provisional 12 7 58% 6 50% 0 0% 6 4 67% 3 50% 0 0% Feb-21 26 12 46% 11 42% 0 0%

Mar-21 Provisional 8 3 38% 2 25% 0 0% 1 0 0% 0 0% 0 0% Mar-21 23 2 9% 2 9% 0 0%

Q1 20/21 Provisional 35 28 80.0% 22 62.9% 1 2.9% 9 8 88.9% 7 77.8% 0 0.0% Q1 20/21 42 31 73.8% 26 61.9% 0 0.0%

Q2 20/21 Provisional 32 21 65.6% 17 53.1% 0 0.0% 19 17 89.5% 16 84.2% 0 0.0% Q2 20/21 41 29 70.7% 26 63.4% 0 0.0%

Q3 20/21 Provisional 23 11 47.8% 9 39.1% 0 0.0% 18 15 83.3% 12 66.7% 0 0.0% Q3 20/21 45 22 48.9% 22 48.9% 0 0.0%

Q4 20/21 Provisional 30 18 60.0% 16 53.3% 0 0.0% 15 10 66.7% 9 60.0% 0 0.0% Q4 20/21 72 23 31.9% 22 30.6% 0 0.0%

Surgery

Summary of total number of deaths and total number of cases reviewed under the PRISM II Methodology

Total Number of Deaths, Deaths Reviewed and Deaths Deemed Avoidable (does not include patients with identified learning disabilities or death within the ED Department)

Month of 

death
Data 

Total No. of 

deaths

Deaths meeting 

inclusion criteria

Deaths reviewed 

meeting inclusion 

criteria

Total Number of  

Deaths reviewed

Deaths judged as 

avoidable (>50% 

likelihood of 

avoidability

Deaths judged as 

definitely not 

avoidable or slight 

evidence of 

avoidability

Deaths reviewed 

where care during last 

admission was graded 

as excellent, very 

good or good

Deaths reviewed 

where care during last 

admission was graded 

as poor or very poor

% No.

53%

83%

88%

77%

62%

89%

71%

ITU Death Reviews

75%

50%

78%

61%

33%

General Surgery Death Reviews Trauma & Orthopaedic Death Reviews

Jan-21

Jun-20

Apr-20

May-20

Number of deaths 

reviewedMonth of 

Death

No. of 

deaths

Deaths reviewed where 

care was graded as 

excellent, very good or 

good

Deaths reviewed where 

care was graded as poor 

or very poor

Dec-20

Jul-20

Aug-20

Sep-20

Oct-20

Nov-20

Deaths reviewed where 

care was graded as poor 

or very poorMonth of 

Death

Deaths reviewed 

where care was 

graded as poor or very 

poor

Number of deaths 

reviewed

Deaths reviewed where 

care was graded as 

excellent, very good or 

good
Month of 

Death
Data 

No. of 

deaths

Number of deaths 

reviewed

Deaths reviewed where 

care was graded as 

excellent, very good or 

good
No. of 

deaths

Q4 20/21

Q2 20/21

Q3 20/21

Feb-21

Mar-21

Q1 20/21

0% 0% 0% 0%
5% 7%

0%

6%

0% 0% 0% 0%

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Mortality over time, total deaths reviewed and  deaths considered 
to have  been potentially avoidable

(Note: Changes in recording or review practice may make  
comparison over time invalid)

Deaths reviewed meeting inclusion criteria

Deaths judged as avoidable (>50% likelihood of avoidability

Deaths judged as definitely not avoidable or slight evidence of avoidability

Deaths reviewed where care during last admission was graded as excellent, very good or good

Deaths reviewed where care during last admission was graded as poor or very poor
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Co Durham and Darlington NHS Foundation Trust:  Learning from Deaths Dashboard -  2020-21 March

No. % No. % No. % % No. % No. % No. %

Apr-20 Final 2 0 0% 0 0 0% 0 0% 0 0% 0 0% 0 0%

May-20 Final 0 0 0 0 0 0 0 0

Jun-20 Final 3 1 33% 1 100% 1 33% 0 0% 1 33% 1 33% 0 0%

Jul-20 Final 0 0 0 0 0 0 0 0

Aug-20 Final 0 0 0 0 0 0 0 0

Sep-20 Final 0 0 0 0 0 0 0 0

Oct-20 Final 0 0 0 0 0 0 0 0

Nov-20 Final 0 0 0 0 0 0 0 0

Dec-20 Final 0 0 0 0 0 0 0 0

Jan-21 Final 0 0 0 0 0 0 0 0

Feb-21 Final 0 0 0 0 0 0 0 0

Mar-21 Final 0 0 0 0 0 0 0 0

Q1 20/21 Final 5 1 20.0% 1 100.0% 1 20.0% 0 0.0% 1 20.0% 1 20.0% 0 0.0%

Q2 20/21 Final 0 0 0 0 0 0 0 0

Q3 20/21 Final 0 0 0 0 0 0 0 0

Q4 20/21 Final 0 0 0 0 0 0 0 0

YTD Final 5 1 20.0% 1 100.0% 1 20.0% 0 0.0% 1 20.0% 1 20.0% 0 0.0%

Family Health

Summary of total number of deaths and total number of cases reviewed under the PRISM II Methodology

Total Number of Deaths, Deaths Reviewed and Deaths Deemed Avoidable (does not include patients with identified learning disabilities or death within the ED Department)

Month of 

death
Data 

Total No. 

of deaths

Deaths meeting 

inclusion criteria

Deaths reviewed 

meeting inclusion 

criteria

Total Number of  

Deaths reviewed

Deaths judged as 

avoidable (>50% 

likelihood of 

avoidability

Deaths judged as 

definitely not 

avoidable or slight 

evidence of 

avoidability

Deaths reviewed 

where care during 

last admission was 

graded as excellent, 

very good or good

Deaths reviewed 

where care during 

last admission was 

graded as poor or 

very poor

No.

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

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21

Mortality over time, total deaths reviewed and  deaths considered to have  been 
potentially avoidable

(Note: Changes in recording or review practice may make  comparison over time 
invalid)

Deaths reviewed meeting inclusion criteria

Deaths judged as avoidable (>50% likelihood of avoidability

Deaths judged as definitely not avoidable or slight evidence of avoidability

Deaths reviewed where care during last admission was graded as excellent, very good or good

Deaths reviewed where care during last admission was graded as poor or very poor
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Co Durham and Darlington NHS Foundation Trust:  Learning from Deaths Dashboard -  2020-21 March

Total deaths
Priority 

reviews

Priority review 

complete

Total deaths 

reviewed
Total deaths

Priority 

reviews

Priority review 

complete

Total deaths 

reviewed
Total deaths

Priority 

reviews

Priority review 

complete

Total deaths 

reviewed
Total deaths

Priority 

reviews

Priority review 

complete

Total deaths 

reviewed

Apr-20 262 38 100% 71% 242 32 100% 70% 18 6 100% 83% 2 0 0%

May-20 184 28 100% 58% 168 22 100% 55% 16 6 100% 88% 0 0

Jun-20 132 28 100% 48% 116 24 100% 46% 13 3 100% 77% 3 1 100% 33%

Jul-20 153 27 100% 40% 132 21 100% 36% 21 6 100% 62% 0 0

Aug-20 137 32 100% 45% 118 22 100% 37% 19 10 100% 89% 0 0

Sep-20 157 49 100% 45% 143 41 100% 43% 14 8 100% 71% 0 0

Oct-20 182 38 100% 61% 167 33 100% 62% 15 5 100% 53% 0 0

Nov-20 230 56 100% 50% 214 49 100% 49% 16 7 100% 75% 0 0

Dec-20 263 71 97% 38% 249 65 98% 38% 14 6 83% 50% 0 0

Jan-21 271 64 98% 31% 253 54 98% 27% 18 10 100% 78% 0 0

Feb-21 237 46 85% 29% 219 37 81% 26% 18 9 100% 61% 0 0

Mar-21 188 25 44% 10% 178 23 43% 9% 9 2 50% 33% 0 0

Q1 20/21 578 94 100.0% 61.6% 526 78 100.0% 60.1% 47 15 100.0% 83.0% 5 1 100.0% 20.0%

Q2 20/21 447 108 100.0% 43.2% 393 84 100.0% 38.9% 54 24 100.0% 74.1% 0 0

Q3 20/21 675 165 98.8% 48.6% 630 147 99.3% 47.8% 45 18 94.4% 60.0% 0 0

Q4 20/21 696 135 83.7% 24.4% 650 114 81.6% 21.8% 45 21 95.2% 62.2% 0 0

YTD 2396 502 95.2% 43.7% 2199 423 94.8% 41.5% 191 78 97.4% 70.2% 5 1 100.0% 20.0%

Month of death

Dashboard Summary

TRUST Integrated Medical Specialties Surgery Family Health
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Co Durham and Darlington NHS Foundation Trust:  Learning from Deaths Dashboard -  2020-21 March

No. % No. % No. % No. % No. % No. %

Apr-20 Final 262 30 11% 30 100% 0 0% 29 97% 21 70% 2 7%

May-20 Final 184 38 21% 38 100% 0 0% 38 100% 35 92% 0 0%

Jun-20 Provisional 132 34 26% 33 97% 0 0% 33 100% 29 88% 0 0%

Jul-20 Provisional 153 49 32% 48 98% 0 0% 48 100% 47 98% 0 0%

Aug-20 Provisional 137 46 34% 39 85% 1 1% 38 97% 38 97% 0 0%

Sep-20 Provisional 157 46 29% 35 76% 1 1% 34 97% 28 80% 0 0%

Oct-20 Final 182 48 26% 48 100% 0 0% 47 98% 41 85% 1 2%

Nov-20 Final 230 23 10% 23 100% 0 0% 23 100% 21 91% 0 0%

Dec-20 Final 263 39 15% 39 100% 1 0% 37 95% 33 85% 1 3%

Jan-21 Provisional 271 33 12% 30 91% 0 0% 30 100% 28 93% 1 3%

Feb-21 Provisional 237 41 17% 34 83% 1 0% 33 97% 23 68% 1 3%

Mar-21 Provisional 188 44 23% 4 9% 0 0% 4 100% 4 100% 0 0%

Q1 20/21 Provisional 578 102 17.6% 101 99.0% 0 0.0% 100 17.3% 85 14.7% 2 0.3%

Q2 20/21 Provisional 447 141 31.5% 122 86.5% 2 0.4% 120 26.8% 113 25.3% 0 0.0%

Q3 20/21 Final 675 110 16.3% 110 100.0% 1 0.1% 107 15.9% 95 14.1% 2 0.3%

Q4 20/21 Provisional 696 118 17.0% 68 57.6% 1 0.1% 67 9.6% 55 7.9% 2 0.3%

YTD Provisional 2396 471 19.7% 401 85.1% 4 0.2% 394 16.4% 348 14.5% 6 0.3%

Deaths judged as 

definitely not 

avoidable or slight 

evidence of 

avoidability

Deaths reviewed 

where care during 

last admission was 

graded as excellent, 

very good or good

Deaths reviewed 

where care during 

last admission was 

graded as poor or 

very poor

Inpatient deaths <10% SHMI Risk

Summary of total number of deaths and total number of cases reviewed under the PRISM II Methodology

Total Number of Deaths, Deaths Reviewed and Deaths Deemed Avoidable (does not include patients with identified learning disabilities or death within the ED Department)

Month of 

death
Data 

Total Trust 

deaths

Deaths <10% SHMI 

Risk

Total Number of 

<10% deaths 

reviewed

Deaths judged as 

avoidable (>50% 

likelihood of 

avoidability

0% 0% 0% 0% 1% 1% 0% 0% 0% 0% 0% 0%

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21

Mortality over time, total deaths reviewed and  deaths considered to have  been 
potentially avoidable

(Note: Changes in recording or review practice may make  comparison over time invalid)

Total Number of <10% deaths reviewed

Deaths judged as avoidable (>50% likelihood of avoidability

Deaths judged as definitely not avoidable or slight evidence of avoidability

Deaths reviewed where care during last admission was graded as excellent, very good or good

Deaths reviewed where care during last admission was graded as poor or very poor
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Learning from Deaths Dashboard

Organisation

Financial Year

Month

Co Durham and Darlington NHS Foundation Trust

2021-22

September
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Co Durham and Darlington NHS Foundation Trust:  Learning from Deaths Dashboard -  2021-22 September

No. % No. % No. % % No. % No. % No. %

Apr-21 Provisional 121 12 10% 6 50% 8 7% 1 1% 7 6% 5 4% 1 1%

May-21 Provisional 156 14 9% 13 93% 13 8% 0 0% 13 8% 12 8% 1 1%

Jun-21 Provisional 149 22 15% 21 95% 21 14% 0 0% 21 14% 19 13% 0 0%

Jul-21 Provisional 177 22 12% 15 68% 15 8% 1 1% 14 8% 13 7% 0 0%

Aug-21 Provisional 188 27 14% 2 7% 4 2% 0 0% 4 2% 2 1% 1 1%

Sep-21 Provisional 200 31 16% 1 3% 1 1% 0 0% 1 1% 0 0% 0 0%

Oct-21 0 0 0 0 0 0 0 0

Nov-21 0 0 0 0 0 0 0 0

Dec-21 0 0 0 0 0 0 0 0

Jan-22 0 0 0 0 0 0 0 0

Feb-22 0 0 0 0 0 0 0 0

Mar-22 0 0 0 0 0 0 0 0

Q1 21/22 Provisional 426 48 11.3% 40 83.3% 42 9.9% 1 0.2% 41 9.6% 36 8.5% 2 0.5%

Q2 21/22 Provisional 565 80 14.2% 18 22.5% 20 3.5% 1 0.2% 19 3.4% 15 2.7% 1 0.2%

Q3 21/22 0 0 0 0 0 0 0 0

Q4 21/22 0 0 0 0 0 0 0 0

YTD Provisional 991 128 12.9% 58 45.3% 62 6.3% 2 0.2% 60 6.1% 51 5.1% 3 0.3%

No. % No. % No. % No. % No. % No. % No. % No. %

Apr-21 Final 2 2 100% 1 50% 0 0% 0% 0% Apr-21 Provisional 9 2 22% 2 22% 0 0%

May-21 Final 0 May-21 Provisional 24 4 17% 3 13% 1 4%

Jun-21 Final 1 1 100% 1 100% 0 0% 0% 0% Jun-21 Provisional 13 0 0% 0 0% 0 0%

Jul-21 Final 0 Jul-21 Provisional 13 0 0% 0 0% 0 0%

Aug-21 Provisional 3 2 67% 2 67% 0 0% 0% 0% Aug-21 Provisional 14 0 0% 0 0% 0 0%

Sep-21 Provisional 1 0% 0% 0% 0% 0% Sep-21 Provisional 22 0 0% 0 0% 0 0%

Oct-21 Oct-21 0 0 0 0

Nov-21 Nov-21 0 0 0 0

Dec-21 Dec-21 0 0 0 0

Jan-22 Jan-22 0 0 0 0

Feb-22 Feb-22 0 0 0 0

Mar-22 Mar-22 0 0 0 0

Q1 21/22 Final 3 3 100.0% 2 66.7% 0 0.0% 0 0.0% 0 0.0% Q1 21/22 Provisional 46 6 13.0% 5 10.9% 1 2.2%

Q2 21/22 Provisional 4 2 50.0% 2 100.0% 0 0.0% 0 0.0% 0 0.0% Q2 21/22 Provisional 49 0 0.0% 0 0.0% 0 0.0%

Q3 21/22 0 0 0 0 0 0 Q3 21/22 0 0 0 0

Q4 21/22 0 0 0 0 0 0 Q4 21/22 0 0 0 0

Deaths judged as 

avoidable (>50% 

likelihood of 

avoidability)

Deaths reviewed 

where care during 

last admission was 

graded as poor or 

very poor

Deaths reviewed 

where care was 

graded as excellent or 

v.good
Month of 

Death

ED Death ReviewsLearning Disability Review

Deaths reviewed 

where care was 

graded as poor or very 

poor

LeDer reviews in 

Progress
Data 

No. of 

deaths

Total Number of Deaths, Deaths Reviewed and Deaths Deemed Avoidable 

Month of 

Death
Data 

No. of 

deaths

Deaths reviewed 

under PRISM II 

methodology

Deaths judged as 

definitely not 

preventable

Completed LeDer 

reviews

No.

Number of deaths 

reviewed

Deaths reviewed 

where care during 

last admission was 

graded as excellent, 

very good or good

Description:

The suggested dashboard is a tool to aid the systematic recording of deaths and learning from care provided by NHS Trusts. Trusts are encouraged to use this to record relevant incidents of mortality, number of deaths reviewed and cases from which lessons can be learnt to improve care. 

Summary of total number of deaths and total number of cases reviewed under the PRISM II Methodology

Total Number of Deaths, Deaths Reviewed and Deaths Deemed Avoidable (does not include patients with identified learning disabilities or death within the ED Department)

Month of 

death
Data 

Total No. of 

deaths

Deaths meeting 

inclusion criteria

Deaths reviewed 

meeting inclusion 

criteria

Total Number of  

Deaths reviewed

Deaths judged as 

avoidable (>50% 

likelihood of 

avoidability

Deaths judged as 

definitely not 

avoidable or slight 

evidence of 

avoidability

1% 0% 0% 1% 0% 0% 0% 0% 0% 0% 0% 0%

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Feb-22 Mar-22

Mortality over time, total deaths reviewed and  deaths considered to have  been 
potentially avoidable

(Note: Changes in recording or review practice may make  comparison over time 
invalid)

Deaths reviewed meeting inclusion criteria

Deaths judged as avoidable (>50% likelihood of avoidability

Deaths judged as definitely not avoidable or slight evidence of avoidability

Deaths reviewed where care during last admission was graded as excellent, very good or good

Deaths reviewed where care during last admission was graded as poor or very poor
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Co Durham and Darlington NHS Foundation Trust:  Learning from Deaths Dashboard -  2021-22 September

No. % No. % No. % No. % No. % No. %

Apr-21 Provisional 113 7 6% 2 29% 3 3% 1 1% 2 2% 2 2% 1 1%

May-21 Provisional 147 11 7% 11 100% 11 7% 0 0% 11 7% 10 7% 1 1%

Jun-21 Provisional 134 12 9% 12 100% 12 9% 0 0% 12 9% 10 7% 0 0%

Jul-21 Provisional 161 13 8% 7 54% 7 4% 1 1% 6 4% 6 4% 0 0%

Aug-21 Provisional 171 18 11% 2 11% 4 2% 0 0% 4 2% 2 1% 1 1%

Sep-21 Provisional 178 22 12% 1 5% 1 1% 0 0% 1 1% 0 0% 0 0%

Oct-21 0 0 0 0 0 0 0 0

Nov-21 0 0 0 0 0 0 0 0

Dec-21 0 0 0 0 0 0 0 0

Jan-22 0 0 0 0 0 0 0 0

Feb-22 0 0 0 0 0 0 0 0

Mar-22 0 0 0 0 0 0 0 0

Q1 21/22 Provisional 394 30 7.6% 25 83.3% 26 6.6% 1 0.3% 25 6.3% 22 5.6% 2 0.5%

Q2 21/22 Provisional 510 53 10.4% 10 18.9% 12 2.4% 1 0.2% 11 2.2% 8 1.6% 1 0.2%

Q3 21/22 0 0 0 0 0 0 0 0

Q4 21/22 0 0 0 0 0 0 0 0

YTD Provisional 904 83 9.2% 35 42.2% 38 4.2% 2 0.2% 36 4.0% 30 3.3% 3 0.3%

No. % No. % No. % No. % No. % No. % No. % No. % No. %

Apr-21 Provisional 9 2 22% 2 22% 0 0% 8 0 0% 0 0% 0 0% Apr-21 15 2 13% 2 13% 0 0%

May-21 Provisional 24 4 17% 3 13% 1 4% 11 0 0% 0 0% 0 0% May-21 23 3 13% 3 13% 0 0%

Jun-21 Provisional 13 0 0% 0 0% 0 0% 13 1 8% 1 8% 0 0% Jun-21 22 0 0% 0 0% 0 0%

Jul-21 Provisional 13 0 0% 0 0% 0 0% 10 0 0% 0 0% 0 0% Jul-21 26 1 4% 1 4% 0 0%

Aug-21 Provisional 14 0 0% 0 0% 0 0% 6 0 0% 0 0% 0 0% Aug-21 18 0 0% 0 0% 0 0%

Sep-21 Provisional 22 0 0% 0 0% 0 0% 6 0 0% 0 0% 0 0% Sep-21 26 0 0% 0 0% 0 0%

Oct-21 0 0 0 0 0 0 0 0 Oct-21 0 0 0 0

Nov-21 0 0 0 0 0 0 0 0 Nov-21 0 0 0 0

Dec-21 0 0 0 0 0 0 0 0 Dec-21 0 0 0 0

Jan-22 0 0 0 0 0 0 0 0 Jan-22 0 0 0 0

Feb-22 0 0 0 0 0 0 0 0 Feb-22 0 0 0 0

Mar-22 0 0 0 0 0 0 0 0 Mar-22 0 0 0 0

Q1 21/22 Provisional 46 6 13.0% 5 10.9% 1 2.2% 32 1 3.1% 1 3.1% 0 0.0% Q1 21/22 60 5 8.3% 5 8.3% 0 0.0%

Q2 21/22 Provisional 49 0 0.0% 0 0.0% 0 0.0% 22 0 0.0% 0 0.0% 0 0.0% Q2 21/22 70 1 1.4% 1 1.4% 0 0.0%

Q3 21/22 0 0 0 0 0 0 0 0 Q3 21/22 0 0 0 0

Q4 21/22 0 0 0 0 0 0 0 0 Q4 21/22 0 0 0 0

Integrated Medical Specialties

Summary of total number of deaths and total number of cases reviewed under the PRISM II Methodology

Total Number of Deaths, Deaths Reviewed and Deaths Deemed Avoidable (does not include patients with identified learning disabilities or death within the ED Department)

Month of 

death
Data 

Total No. of 

deaths

Deaths meeting 

inclusion criteria

Deaths reviewed 

meeting inclusion 

criteria

Total Number of  

Deaths reviewed

Deaths judged as 

avoidable (>50% 

likelihood of 

avoidability

Deaths judged as 

definitely not 

avoidable or slight 

evidence of 

avoidability

Deaths reviewed 

where care during 

last admission was 

graded as excellent, 

very good or good

Deaths reviewed 

where care during 

last admission was 

graded as poor or 

very poor

% No.

Respiratory Death ReviewsED Death Reviews Cardiology Death Reviews

Month of 

Death
Data 

No. of 

deaths

Number of deaths 

reviewed

Deaths reviewed 

where care was 

graded as excellent, 

v.good or good

Number of deaths 

reviewed

Deaths reviewed 

where care was 

graded as excellent or 

good

Deaths reviewed 

where care was 

graded as poor or 

very poor

Number of deaths 

reviewed

Deaths reviewed 

where care was 

graded as excellent, 

v.good or good

Deaths reviewed 

where care was 

graded as poor or 

very poor

Apr-21

May-21

Month of 

Death

No. of 

deaths

No. of 

deaths

Month of 

Death

Oct-21

Nov-21

Q4 21/22

Jan-22

Feb-22

Mar-22

Q1 21/22

Q2 21/22

Q3 21/22

Dec-21

Jul-21

Deaths reviewed 

where care was 

graded as poor or 

very poor

Aug-21

Sep-21

Jun-21

1% 0% 0% 1% 0% 0% 0% 0% 0% 0% 0% 0%

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Mortality over time, total deaths reviewed and  deaths considered 
to have  been potentially avoidable

(Note: Changes in recording or review practice may make  
comparison over time invalid)

Deaths reviewed meeting inclusion criteria

Deaths judged as avoidable (>50% likelihood of avoidability

Deaths judged as definitely not avoidable or slight evidence of avoidability

Deaths reviewed where care during last admission was graded as excellent, very good or good

Deaths reviewed where care during last admission was graded as poor or very poor
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Co Durham and Darlington NHS Foundation Trust:  Learning from Deaths Dashboard -  2021-22 September

No. % No. % No. % No. % No. % No. %

Apr-21 Provisional 7 5 71% 4 80% 5 0 0% 5 71% 3 43% 0 0%

May-21 Provisional 8 3 38% 2 67% 2 0 0% 2 25% 2 25% 0 0%

Jun-21 Provisional 14 9 64% 9 100% 9 0 0% 9 64% 9 64% 0 0%

Jul-21 Provisional 15 9 60% 8 89% 8 0 0% 8 53% 7 47% 0 0%

Aug-21 Provisional 16 8 50% 0 0% 0 0 0% 0 0% 0 0% 0 0%

Sep-21 Provisional 18 8 44% 0 0% 0 0 0% 0 0% 0 0% 0 0%

Oct-21 0 0 0 0 0 0 0 0

Nov-21 0 0 0 0 0 0 0 0

Dec-21 0 0 0 0 0 0 0 0

Jan-22 0 0 0 0 0 0 0 0

Feb-22 0 0 0 0 0 0 0 0

Mar-22 0 0 0 0 0 0 0 0

Q1 21/22 Provisional 29 17 58.6% 15 88.2% 16 55.2% 0 0.0% 16 55.2% 14 48.3% 0 0.0%

Q2 21/22 Provisional 49 25 51.0% 8 32.0% 8 16.3% 0 0.0% 8 16.3% 7 14.3% 0 0.0%

Q3 21/22 0 0 0 0 0 0 0 0

Q4 21/22 0 0 0 0 0 0 0 0

YTD Provisional 78 42 53.8% 23 54.8% 24 30.8% 0 0.0% 24 30.8% 21 26.9% 0 0.0%

No. % No. % No. % No. % No. % No. % No. % No. % No. %

Apr-21 Provisional 4 4 100% 2 50% 0 0% 2 1 50% 1 50% 0 0% Apr-21 7 1 14% 1 14% 0 0%

May-21 Provisional 5 0 0% 0 0% 0 0% 3 2 67% 2 67% 0 0% May-21 5 0 0% 0 0% 0 0%

Jun-21 Provisional 11 6 55% 6 55% 0 0% 3 3 100% 3 100% 0 0% Jun-21 16 9 56% 9 56% 0 0%

Jul-21 Provisional 9 4 44% 4 44% 0 0% 6 4 67% 3 50% 0 0% Jul-21 7 0 0% 0 0% 0 0%

Aug-21 Provisional 13 0 0% 0 0% 0 0% 2 0 0% 0 0% 0 0% Aug-21 20 0 0% 0 0% 0 0%

Sep-21 Provisional 14 0 0% 0 0% 0 0% 3 0 0% 0 0% 0 0% Sep-21 27 0 0% 0 0% 0 0%

Oct-21 0 0 0 0 0 0 0 0 Oct-21 0 0 0 0

Nov-21 0 0 0 0 0 0 0 0 Nov-21 0 0 0 0

Dec-21 0 0 0 0 0 0 0 0 Dec-21 0 0 0 0

Jan-22 0 0 0 0 0 0 0 0 Jan-22 0 0 0 0

Feb-22 0 0 0 0 0 0 0 0 Feb-22 0 0 0 0

Mar-22 0 0 0 0 0 0 0 0 Mar-22 0 0 0 0

Q1 21/22 Provisional 20 10 50.0% 8 40.0% 0 0.0% 8 6 75.0% 6 75.0% 0 0.0% Q1 21/22 28 10 35.7% 10 35.7% 0 0.0%

Q2 21/22 Provisional 36 4 11.1% 4 11.1% 0 0.0% 11 4 36.4% 3 27.3% 0 0.0% Q2 21/22 54 0 0.0% 0 0.0% 0 0.0%

Q3 21/22 0 0 0 0 0 0 0 0 Q3 21/22 0 0 0 0

Q4 21/22 0 0 0 0 0 0 0 0 Q4 21/22 0 0 0 0

Surgery

Summary of total number of deaths and total number of cases reviewed under the PRISM II Methodology

Total Number of Deaths, Deaths Reviewed and Deaths Deemed Avoidable (does not include patients with identified learning disabilities or death within the ED Department)

Month of 

death
Data 

Total No. of 

deaths

Deaths meeting 

inclusion criteria

Deaths reviewed 

meeting inclusion 

criteria

Total Number of  

Deaths reviewed

Deaths judged as 

avoidable (>50% 

likelihood of 

avoidability

Deaths judged as 

definitely not 

avoidable or slight 

evidence of 

avoidability

Deaths reviewed 

where care during last 

admission was graded 

as excellent, very 

good or good

Deaths reviewed 

where care during last 

admission was graded 

as poor or very poor

% No.

71%

25%

64%

53%

0%

0%

ITU Death ReviewsGeneral Surgery Death Reviews Trauma & Orthopaedic Death Reviews

Jan-22

Jun-21

Apr-21

May-21

Number of deaths 

reviewedMonth of 

Death

No. of 

deaths

Deaths reviewed where 

care was graded as 

excellent, very good or 

good

Deaths reviewed where 

care was graded as poor 

or very poor

Dec-21

Jul-21

Aug-21

Sep-21

Oct-21

Nov-21

Deaths reviewed where 

care was graded as poor 

or very poorMonth of 

Death

Deaths reviewed 

where care was 

graded as poor or very 

poor

Number of deaths 

reviewed

Deaths reviewed where 

care was graded as 

excellent, very good or 

good
Month of 

Death
Data 

No. of 

deaths

Number of deaths 

reviewed

Deaths reviewed where 

care was graded as 

excellent, very good or 

good
No. of 

deaths

Q4 21/22

Q2 21/22

Q3 21/22

Feb-22

Mar-22

Q1 21/22

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

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Mortality over time, total deaths reviewed and  deaths considered 
to have  been potentially avoidable

(Note: Changes in recording or review practice may make  
comparison over time invalid)

Deaths reviewed meeting inclusion criteria

Deaths judged as avoidable (>50% likelihood of avoidability

Deaths judged as definitely not avoidable or slight evidence of avoidability

Deaths reviewed where care during last admission was graded as excellent, very good or good

Deaths reviewed where care during last admission was graded as poor or very poor
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Co Durham and Darlington NHS Foundation Trust:  Learning from Deaths Dashboard -  2021-22 September

No. % No. % No. % % No. % No. % No. %

Apr-21 Provisional 1 0 0% 0 0 0% 0 0% 0 0% 0 0% 0 0%

May-21 Provisional 1 0 0% 0 0 0% 0 0% 0 0% 0 0% 0 0%

Jun-21 Provisional 1 1 100% 0 0% 0 0% 0 0% 0 0% 0 0% 0 0%

Jul-21 Provisional 1 0 0% 0 0 0% 0 0% 0 0% 0 0% 0 0%

Aug-21 Provisional 1 1 100% 0 0% 0 0% 0 0% 0 0% 0 0% 0 0%

Sep-21 Provisional 4 1 25% 0 0% 0 0% 0 0% 0 0% 0 0% 0 0%

Oct-21 0 0 0 0 0 0 0 0

Nov-21 0 0 0 0 0 0 0 0

Dec-21 0 0 0 0 0 0 0 0

Jan-22 0 0 0 0 0 0 0 0

Feb-22 0 0 0 0 0 0 0 0

Mar-22 0 0 0 0 0 0 0 0

Q1 21/22 Provisional 3 1 33.3% 0 0.0% 0 0.0% 0 0.0% 0 0.0% 0 0.0% 0 0.0%

Q2 21/22 Provisional 6 2 33.3% 0 0.0% 0 0.0% 0 0.0% 0 0.0% 0 0.0% 0 0.0%

Q3 21/22 0 0 0 0 0 0 0 0

Q4 21/22 0 0 0 0 0 0 0 0

YTD Provisional 9 3 33.3% 0 0.0% 0 0.0% 0 0.0% 0 0.0% 0 0.0% 0 0.0%

Family Health

Summary of total number of deaths and total number of cases reviewed under the PRISM II Methodology

Total Number of Deaths, Deaths Reviewed and Deaths Deemed Avoidable (does not include patients with identified learning disabilities or death within the ED Department)

Month of 

death
Data 

Total No. 

of deaths

Deaths meeting 

inclusion criteria

Deaths reviewed 

meeting inclusion 

criteria

Total Number of  

Deaths reviewed

Deaths judged as 

avoidable (>50% 

likelihood of 

avoidability

Deaths judged as 

definitely not 

avoidable or slight 

evidence of 

avoidability

Deaths reviewed 

where care during 

last admission was 

graded as excellent, 

very good or good

Deaths reviewed 

where care during 

last admission was 

graded as poor or 

very poor

No.

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

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Feb-22 Mar-22

Mortality over time, total deaths reviewed and  deaths considered to have  been 
potentially avoidable

(Note: Changes in recording or review practice may make  comparison over time 
invalid)

Deaths reviewed meeting inclusion criteria

Deaths judged as avoidable (>50% likelihood of avoidability

Deaths judged as definitely not avoidable or slight evidence of avoidability

Deaths reviewed where care during last admission was graded as excellent, very good or good

Deaths reviewed where care during last admission was graded as poor or very poor

Ite
m

 7
(ii

) 
- 

C
op

y 
of

T
ru

st
 le

ar
ni

ng
-f

ro
m

-

Page 95 of 275



Co Durham and Darlington NHS Foundation Trust:  Learning from Deaths Dashboard -  2021-22 September

Total deaths
Priority 

reviews

Priority review 

complete

Total deaths 

reviewed
Total deaths

Priority 

reviews

Priority review 

complete

Total deaths 

reviewed
Total deaths

Priority 

reviews

Priority review 

complete

Total deaths 

reviewed
Total deaths

Priority 

reviews

Priority review 

complete

Total deaths 

reviewed

Apr-21 121 12 50% 7% 113 7 29% 3% 7 5 80% 71% 1 0 0%

May-21 156 14 93% 8% 147 11 100% 7% 8 3 67% 25% 1 0 0%

Jun-21 149 22 95% 14% 134 12 100% 9% 14 9 100% 64% 1 1 0% 0%

Jul-21 177 22 68% 8% 161 13 54% 4% 15 9 89% 53% 1 0 0%

Aug-21 188 27 7% 2% 171 18 11% 2% 16 8 0% 0% 1 1 0% 0%

Sep-21 200 31 3% 1% 178 22 5% 1% 18 8 0% 0% 4 1 0% 0%

Oct-21 0 0 0 0 0 0 0 0

Nov-21 0 0 0 0 0 0 0 0

Dec-21 0 0 0 0 0 0 0 0

Jan-22 0 0 0 0 0 0 0 0

Feb-22 0 0 0 0 0 0 0 0

Mar-22 0 0 0 0 0 0 0 0

Q1 21/22 426 48 83.3% 9.9% 394 30 83.3% 6.6% 29 17 88.2% 55.2% 3 1 0.0% 0.0%

Q2 21/22 565 80 22.5% 3.5% 510 53 18.9% 2.4% 49 25 32.0% 16.3% 6 2 0.0% 0.0%

Q3 21/22 0 0 0 0 0 0 0 0

Q4 21/22 0 0 0 0 0 0 0 0

YTD 991 128 45.3% 6.3% 904 83 42.2% 4.2% 78 42 54.8% 30.8% 9 3 0.0% 0.0%

Month of death

Dashboard Summary

TRUST Integrated Medical Specialties Surgery Family Health
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Co Durham and Darlington NHS Foundation Trust:  Learning from Deaths Dashboard -  2021-22 September

No. % No. % No. % No. % No. % No. %

Apr-21 Provisional 121 34 28% 5 15% 1 1% 4 80% 3 60% 1 20%

May-21 Provisional 156 0 0% 0 0 0% 0 0 0

Jun-21 Provisional 149 0 0% 0 0 0% 0 0 0

Jul-21 Provisional 177 0 0% 0 0 0% 0 0 0

Aug-21 Provisional 188 0 0% 0 0 0% 0 0 0

Sep-21 Provisional 200 0 0% 0 0 0% 0 0 0

Oct-21 0 0 0 0 0 0 0

Nov-21 0 0 0 0 0 0 0

Dec-21 0 0 0 0 0 0 0

Jan-22 0 0 0 0 0 0 0

Feb-22 0 0 0 0 0 0 0

Mar-22 0 0 0 0 0 0 0

Q1 21/22 Provisional 426 34 8.0% 5 14.7% 1 0.2% 4 0.9% 3 0.7% 1 0.2%

Q2 21/22 Provisional 565 0 0.0% 0 0 0.0% 0 0.0% 0 0.0% 0 0.0%

Q3 21/22 0 0 0 0 0 0 0

Q4 21/22 0 0 0 0 0 0 0

YTD Provisional 991 34 3.4% 5 14.7% 1 0.1% 4 0.4% 3 0.3% 1 0.1%

Deaths judged as 

definitely not 

avoidable or slight 

evidence of 

avoidability

Deaths reviewed 

where care during 

last admission was 

graded as excellent, 

very good or good

Deaths reviewed 

where care during 

last admission was 

graded as poor or 

very poor

Inpatient deaths <10% SHMI Risk

Summary of total number of deaths and total number of cases reviewed under the PRISM II Methodology

Total Number of Deaths, Deaths Reviewed and Deaths Deemed Avoidable (does not include patients with identified learning disabilities or death within the ED Department)

Month of 

death
Data 

Total Trust 

deaths

Deaths <10% SHMI 

Risk

Total Number of 

<10% deaths 

reviewed

Deaths judged as 

avoidable (>50% 

likelihood of 

avoidability

1% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0%

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Feb-22 Mar-22

Mortality over time, total deaths reviewed and  deaths considered to have  been 
potentially avoidable

(Note: Changes in recording or review practice may make  comparison over time invalid)

Total Number of <10% deaths reviewed

Deaths judged as avoidable (>50% likelihood of avoidability

Deaths judged as definitely not avoidable or slight evidence of avoidability

Deaths reviewed where care during last admission was graded as excellent, very good or good

Deaths reviewed where care during last admission was graded as poor or very poor
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[Item No] – [Report title to insert] Private & Confidential    1 

 

 

Trust Board – [24/11/21] 

Item 7 – Report from GOSW Q2 2021-22 

Open Session 7 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 

Increase in exception reporting 3-4 

Doctors rest area completed at UHND, work started at BAH 5-6 

Small rest area at DMH improved whilst awaiting a plan for a 

larger area 

6 

Junior doctors reps appointed with a range of experience so they 

can support each other. 

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 

4-5 

ED rotas at DMH and UHND still 1:2 weekends, business case in 

progress to resolve 

5 

Ensuring systems in place for foundation doctors to have access 

to their self development time. 

5 

No area yet identified to use as a doctors rest area at DMH 6 

Ongoing work to obtain information regarding locums filled by 

junior doctors and ensure these are not breaching the contractual 

safety rules. 

6 

   

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 be 

filled soon by current appointment process. 

Remains difficult to get locum cover for short notice gaps. 

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  

Q2 July 2021 – September 2021 

Executive summary 

 Large increase in exception reporting since August changeover. 

 Again more than half related to DMH medicine rotas. 

 Around two thirds were reported by foundation doctors, the remainder by core trainees 

with the exception of one which was reported by a specialty trainee. 

 Most exceptions are closed, some have been actioned by supervisors and are awaiting 

closure by junior doctors whereas others are awaiting supervisor review.  

 Ongoing gaps in medicine at DMH are contributing to some of these exceptions, recruitment 

is progressing to fill some of these. 

 The hospitals have continued to be very busy, that along with staff sickness and the need for 

isolation has exacerbated staffing issues. 

 Mixture of TOIL and payment as outcomes for exception reports.  Payment still being 

needed more than previously due to difficulties fitting in TOIL  

 Junior doctor’s rest area at UHND officially opened after the JDF at the start of October. 

 Ongoing chasing up of BAH rest area works. 

 Hoping to develop a plan for DMH as part of the plan to develop teaching areas. 

 

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) 

 

Q2 Exception reports by department 

Specialty 
No. exceptions 
raised 

No. exceptions 
closed 

No. exceptions 
outstanding 

Medicine – UHND 6 4 2 

Medicine – DMH 32 22 
10 (6 waiting for 

Dr Agreement)   

Medicine – BAH  1 1 0 
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Q2 Exception reports by department cont….. 

Specialty 
No. exceptions 
raised 

No. exceptions 
closed 

No. exceptions 
outstanding 

Surgery UHND 1 0 1 

O&G DMH 1 1 0 

T&O UHND 6 2 4 

T&O DMH 1 1 0 

Total 48 31 17 

    

Q2 Exception reports by grade 

Grade  
No. exceptions 
raised 

No. exceptions 
closed 

No. exceptions 
outstanding 

F1 20 14 6 

F2 16 11 
5 ( 2 waiting for 

Dr agreement)  

CT1-2 / ST1-2 11 6 
5 (4 waiting for Dr 

agreement)  

CT3+/ ST3+ 1 0 1 

Total 48 31 17 

    

    
Q2 Exception reports by rota 

Rota Name  
No. exceptions 
raised 

No. exceptions 
closed 

No. exceptions 
outstanding 

Med-UHND-F1-0821 3 2 1 

GenSurg-UHND-F2-0821 1 0 1 

IMT Medicine-DMH-Tier2 + ITU Block 6 2 4 

Med-BAH-UHND-F1-0821 1 1 0 

Med-DMH F1-0821 UNIQUE SLOTS 11 9 2 

Medicine-DMH-Tier2 -0821 CF 80% 1 1 0  

Medicine-DMH-Tier2 CDT 80% No OC 11 9 2  

Medicine-DMH-Tier2 Template -0821 3 1 2 

Med-UHND-T2- 1220-Unique Slots  

Template 
1 1 0 

Med-UHND-T3-0821 Vacant Duties 1 0 1 

Ite
m

 7
a(

i) 
-

G
ua

rd
ia

n_
qu

ar
te

rly
_r

ep
or

t -

Page 102 of 275



  

3 
 

 

Q2 Exception Reports – Outcomes  

 
TOIL (preferred 

option) 

Overtime 

payment 

Overtime 

Cost € 
NFA 

Work Schedule 

Review 

F1 5 8 
No information 

from payroll 
1 0 

F2 8 1 
No information 

from payroll 
2 0 

CT1-2 / ST1-2 1 3 
No information 

from payroll 
1 0 

Total 14 12 0 4 0 

 

Outstanding exception reports from previous quarter  

 

Quarter  No. of exceptions 
outstanding  

No. exceptions 
closed 

No. exceptions 
outstanding 

Q1 – April2021 – June 2021 

Medicine – DMH 1 1 0 

Medicine - BAH 1 1 0 

Surgery DMH 1 1 0 

 

 

48 exception reports were raised however 7 of these reports included multiple instances resulting in 

62 (21 UHND, 2 BAH and 39 DMH) instances in total reported.  

O&G-DMH-Jnr 0820 1 1 0 

T&O/PLASTIC-UHND-F1 -0821 5 2 3 

T&O-DMH-F2-0821 1 1 0 

T&O-UHND-Tier2-0821 1 0 1 

Med UHND IMT 0821 1 1  

Totals  48 31 17 

 

Q2 Exception reports by response time 

 
Addressed within 
48 hours  

Addressed in 7 
days 

Still open 

F1 3 7 6 

F2 8 10 5 

CT1-2 / ST1-2 1 2 5 

CT3+/ ST3+ 0 0 1 

Total 12 19 17 
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There is a continuing increase in exception reporting.  I suspect this is as a reflection of how busy the 

trust has been but also hopefully that people are more willing to report.  We need to build on this 

going forward.  As has been the usual pattern most reports are from foundation grade doctors, some 

are from core trainees with very few from specialty trainees.  

The outstanding exception reports are being chase up.  They are a mixture of those awaiting review 

by supervisors and others where trainees need to action the outcome.  Outstanding exception 

reports from the previous quarter have been closed so there are none to carry over. 

 

Work schedule reviews   

 

There have been no work schedule reviews in this quarter. 

 

b) Vacancies 

Vacancies by month  

Specialty Grade Month  
Jul 

Month  
Aug 

Month  
Sept 

Total gaps 
(average) 

Number of shifts 
uncovered 

Endocrinology and 
Diabetes Mellitus 

CT3 0 1 0   

Trauma and 
Orthopedic Surgery 

CT3 0 1 0   

General Practice GP 0 1 0   

General Practice F2 0 3 0   

General Practice GPST 0 4 0   

Anesthetics  0 1 0   

Cardiology F1 0  1 0   

Obstetrics and 

gynecology 
GPST 

0 1 0   

Histopathology  0 1 0   

Acute internal 

medicine 
HT 

0 1 0   

Acute internal 

medicine 
IMT2 

0 1 0   

Emergency Medicine ST2 0 1 0   

General Surgery  F1 0 1 0   

Rehabilitation 

Medicine 
F1 

0 1 0   

Obstetrics and 

gynecology 
GPST 

1 0 0   

Total 1 19 0   
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Across the board there are vacancies which are contributing to the rota gaps and increased 

workload.  Appointment processes are ongoing to these gaps to ease the load.  Several of these 

gaps were not anticipated as they were due to last minute changes to doctors rotating to the 

trust. 

 

c) Fines 

 

No fines were levied in this quarter and there were no monies to be dispersed. 

 

Further detail, issues arising and actions taken. 

Very encouraging to see the increase in exception reports, it is hoped that this trend continues.  To 

build on this some information is being compiled to send to junior doctors and supervisors to try to 

dispel some of the myths around exception reporting. 

 

More than half the reports were from medical rotas at DMH.  These are due to the ongoing gaps in 

staffing along with absences due to sickness/isolation requirements leading to increased workload.  

Recruitment is progressing to fill some of the gaps and it is hoped additional staff will be in place 

soon to improve this situation.  Locums continue to be requested however remain difficult to source. 

 

There has been a small cluster of exception reports from T and O at UHND this is due to a gap 

meaning that others are having to hold the on call bleep in the day more often thereby limiting 

access to educational opportunities.  Discussions between the responsible consultants and the care 

group tutor are being held to try to resolve this situation and ensure educational opportunities are 

accessible. 

The 2 ED rotas (one DMH and one UHND) remain non-compliant regarding weekend frequency as 

highlighted previously.  A business case is in progress to address this. 

Recently it has been recommended that foundation doctors are given self-development time.  They 

were previously asked whether they would like this timetabled or to book it in themselves.  The 

majority opted for the latter option however this seems to be difficult to achieve therefore there is a 

perception that it may be better to have this timetabled.  There are ongoing discussions with rota 

makers and foundation doctors to come up with a plan which is workable for all and ensures access 

to this time. 

Attendance at the Junior Doctors Fora continues to be quite variable.  The different options to 

attend – in person and online appear to be used almost equally so are continuing.  Doctors attend 

when they have issues they wish to raise or if they are not able to make it they feedback via the 

reps.  Some doctors contact the Guardian of safe working hours directly by email to raise issues 

which are (where appropriate) fed back to the JDF for information.  Junior doctor’s reps have been 

appointed following the August rotation.  They are a mixture of F1s, F2s and a ST3 who are 

encouraged to work as a team.  IMT reps (core training level) from both sites also feed into the JDF.  

The junior doctor’s newsletter continues to be sent bimonthly, this, along with the minutes of the 

JDF which are circulated helps keep lines of communication open.   

Developments regarding doctors rest facilities are progressing:-   

Bishop Auckland – Continuing to progress. 
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DMH  - Ongoing consideration for a larger room as part of other developments, the Medical Director 

is supporting this which is much appreciated.  One of the new IMT trainees at DMH has worked with 

the Med Ed team to make some improvements to the current room in the meantime.  The reclining 

chairs in the restaurant are still available for the time being.   

UHND  - The rest area has been officially opened and is being used.  The main outstanding issue is to 

get it on the cleaning rota.  It is next to the new CELL and a paper is being taken to gold command to 

achieve this as a joint venture. 

Starting to get data through from the medical bank regarding locums.  The next stage is to see how 

best to analyse this to ensure safety rules are not being breached by additional work carried out by 

junior doctors.  

There was a regional guardians meetings in September.  Not many new developments.  Other trusts 

are gradually getting their rotas which are breaching weekend frequency addressed so fewer and 

fewer remain.  Many other reports of staffing shortages similar to those being experienced at 

CDDFT. 

I submit this report to the board for approval. 

Hannah Whinn 

Guardian of safe working hours, 

CDDFT 

November 2021 
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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, Serious incidents and Patient 
experience indicators 

Positive 
performance/ 
developments within 
this report   

Positive matters  Page 

Each month the IPC team is focusing on an IPC related issue in clinical practice.  
October’s Topic of the Month was respiratory viruses 

 
25 

Commode audits during October - Surgery care group were 100% compliant, IMS 92% 
compliant. Community services 85% and Family Health 50%. 

 
26 

PPE compliance in all areas remains high in all areas 26 

  Almost 500 compliments received in October (cf. 49 complaints) and 6th consecutive 
month of increased PALS interventions  

32-38 

 National in patient survey shows slight improvement and no deterioration in any 
question 

40 

 Progress is being made on NHS complaints standards and patients property reform  41 

 Funding secured for a Volunteer co-ordinator role and recruitment and induction of 
volunteers continues  

41  

Key issues and actions 
within  
this report  
 

Issues and actions  Page 

C. Diff. case rate above trajectory. Performance thresholds handed down 6-7 

Covid-19 cases remain high and constant along with a high number of outbreaks 
across the Trust. The trust is currently a regional outlier – all control measures 
invoked.  

 
14-21 

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 and 6th floor high pressure solutions in 
progress. Costs and benefits alongside an update on taking this issue forward are 
included in the report. 

 
21-22 

 NHSE Lead Nurse IP&C visit to the trust and associated report into drivers for 
Nosocomial Covid-19 infection  

18-21 
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 Two HSIB referrals for a neonatal transfer at one day of age and a neonatal death  29-30 

 A patient fall and an unexpected deterioration in a patients condition leading to death 
currently under investigation  

28-29 

 4th consecutive month of increase in complaints mainly driven by access delays in 
Emergency department  

32-35 

Regulatory 
compliance 
implications 
 

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

Significant risks 
identified (if any) 

 Covid-19 rates and number of outbreaks are high and constantly creating unplanned capacity 
and staffing pressures. Ongoing issues with  

 Legionella in DMH have not abated significantly though stakeholder confidence in the Trust is 
high.  

 MRSA, MSSA, Pseudomonas, Klebsiella & CDI rates are above trajectory.  

 Lack of Isolation Cubicles (Trust-wide) is an ongoing issue. This is leading to difficulties when 
trying to create Cohort areas and multiple movements of patients which is negatively impacting 
the Infection Prevention & Control programme.   

 CPE outbreak on W12 UHND. Cluster of IMP Producing CPE cases at DMH. UKHSA assisting 
Trust with this. 

Action / decision 
required from the 
Board 

To receive the report, note the risks identified and debate any matters for the Executive to respond 
to.  
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1. EXECUTIVE SUMMARY 

The purpose of this report is to inform the Trust Board of the current position with regard to: 

 Healthcare Associated Infections including COVID-19 

 Current position with regard to key indicators for compliance with agreed standards. 

These include:  

Serious Incidents 

Information pertaining to serious incidents reported since last Trust Board meeting. The actions and learning 

are to be monitored through Integrated Quality Assurance Committee. 

NHS National Patient Strategy 2021 

High level update on progress towards implementation of the new National Strategy. 

Patient Experience Measures 

Information pertaining to patient experience measures, including complaint compliments and PALS 

Reports 

 A review of infection control and other practices which Have contributed to Nosocomial Covid-19 

infection 

 National IP survey 2021 for CDDFT highlights   

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 Summary 

The purpose of this report is to inform the Trust Board Committee of the current position with regard to: 

 The Trusts Healthcare Associated Infections position including COVID-19. 

 Report an uptick in MSSA Blood stream Infections. 

 Report the visit to the Trust from NHSE/I and subsequent recommendations 

 Review of increased levels of Legionella in DMH water supply. 

 Report the outbreak of CPE on W12 UHND. 

 Report a cluster of IMP producing CPE cases at DMH. 

 Report the IPC Teams proactive ‘Topic of the Month’ work stream.  

 

The chart below gives an overview of all mandated HCAI surveillance until October 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 0 0

Trust Apportioned ECOLI 5 15 10 7 9 12 5

Trust Apportioned MSSA 1 4 3 8 5 9 5

Trust Apportioned Pseudomonas 2 0 4 0 1 0 2

Trust Apportioned Klebsiella 4 5 5 3 8 3 5

CDIFF
COHA

2 3 4 5 1 3 1

CDIFF
HOHA

2 0 2 2 3 1 2
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5 CDI cases were reviewed during October, which included cases from previous months 

4 Community Onset, Healthcare Associated 

 Infection of unknown source  

 Respiratory sepsis 

 Chemotherapy induced colitis 

 Sepsis /post-surgical abdominal collection 
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Each case was reviewed and all the patients had previous admission to hospital within the last 4 

weeks. All were admitted to different wards at different times. 3 patients had been prescribed 

appropriate antibiotics. The 4th patient had received no antibiotic therapy and the case was 

associated with chemotherapy treatment. 

1 Hospital Onset healthcare Associated 

 Multiple healthcare associated infections 

Patient was treated for several infections that developed during their admission which required 

multiple courses of appropriate antibiotics. 

2.3 MRSA Bacteraemia  

To date 2 cases have been reported in 2021/22.  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 Prevention & Control programme will then target each issue in order to minimise its 

impact in the future.    

2009/10 2010/11 2011/12 2012/13 2013/14 2014/15 2015/16 2016/17 2017/18 2018/19 2019/20 2020/21 2021/22

Trajectory 18 7 3 2 0 0 0 0 0 0 0 0 0

Actual 7 3 3 2 1 6 3 5 4 2 6 2 2
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5 Healthcare associated MSSA bacteraemia infections were reported in October.   

Of the 5 samples identified as Trust attributable, the primary source of bacteraemia were established as the 

following: 

• 2 cases of phlebitis 

• 1 case of skin / soft tissue infection 

• 1 case of pneumonia 

• 1 case relating to an infected retroperitoneal haemorrhage 

 

The two cases of phlebitis were safeguarded by the Trust. Feedback was provided to the ward manager to 

alert them to the infections. The two cases of phlebitis were on different wards. Education and support 

offered to the wards from the IPC team on the correct use of ANTT when cannulating a patient. All other 
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cases were investigated and no immediate lapses in care could be identified and prompt microbiology 

advice was sought from medical teams from the microbiologists. 

2.4.1 Rise in MSSA Cases 

The Trusts mandatory surveillance programme has noted an increased number of MSSA bacteraemia 

associated with the trust this financial year both COHA and HOHA. Notably the Trust has breached its self-

imposed yearly threshold this month. 

Of the 35 patients 

 37% had a urinary catheter in place during their admission prior to the bacteraemia: 

 4 (11%), had been noted to have a catheter associated phlebitis (of note 3 of these were in October). 

 In 12 cases (34%), the source of infection could not be ascertained on review of the notes. 

The IPC are therefore planning to take the following actions: 

1. Cannula care education throughout the Trust from the Infection Prevention and Control team (repeat 

‘Topic of the Month’) 

2. The Infection Prevention and Control team will arrange education sessions on ensuring that a urinary 

catheter is necessary prior to insertion and the importance of attempting removal as soon as this is 

reasonable (targeted training).  

3. The Consultant Microbiologists will ensure that patients with a Staph aureus bacteraemia remain 

under review until repeat blood cultures are received and patients with Staph aureus bacteraemia 

will be added to a list for weekly review with any complicated patients being fed into the weekly 

complicated cases MDT. 

2.5 Pseudomonas 

To date CDDFT reported 9 Hospital Onset cases of pseudomonas against a threshold of 11. (6 COHA, 2 

HOHA) 
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In October, the Trust reported 2 COHA cases. Both cases were reviewed:   

 Case 1 as a lower respiratory tract infection. This gentleman was reviewed and it appears that he 

had recently been discharged from CDDFT with a urinary tract infection and had been readmitted 

with pneumonia (this occasion). No immediate lapses in care were identified, prompt medical review 

and microbiology intervention was sought immediately.   

 Case 2 primary focus and bacteraemia was hepatobiliary.  Patient was diagnosed with cholecystitis, 

unpreventable with no lapses in care. 

2.6 E-Coli Bacteraemia  

In 2021/22 to date there have been 207 cases of which 65 are hospital onset. 
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7 Healthcare associated E. Coli bacteraemias were identified in October.  

Of the 7 samples, primary sources of bacteraemia were established as the following: 

 1 case relating to a skin / soft tissue infection 

 1 case relating to a gastrointestinal infection 

 2 cases of lower respiratory tract infections 

 2 cases of lower urinary tract infection 

 1 case of hepatobiliary infection 

All patients were reviewed. No immediate lapses in care could be identified. The one case which was 

identified as hospital-onset – hospital-associated was concerning an elderly gentleman who had been within 

the Trust for an extended period and developed hospital-acquired pneumonia – the gentleman was treated 

and recovered quickly. 

2.7 Klebsiella  

During 2021/22 CCDFT have reported 63 cases of Klebsiella of which included 33 COHA/HOHA cases 

against a full year trajectory of 38. 

April May June July Aug Sept Oct Nov Dec Jan Feb Mar

E.coli Healthcare Associated cases 4 15 9 7 9 11 7

Cumulative Healthcare Associated case
totals

4 19 28 35 46 57 65

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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5 Healthcare associated Klebsiella bacteraemias were reported in October. 

Of the 5 samples identified as Trust attributable, the primary source of bacteraemia were established as the 

following: 

• 1 cardiovascular infection 
• 2 cases of lower respiratory tract infections 
• 1 case was a skin / soft tissue infection 
• 1 case was a LRTI (pneumonia) 
 

All patients were reviewed by the Trusts Surveillance Nurse. The 2 cases of lower respiratory tract infections 

were reviewed, on examination, both patients were in ITU with COVID-19 pneumonitis and intubated via 

tracheotomy – it is unclear as to whether COVID-19 pneumonitis had caused the infection or the invasive 
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ventilation. The remaining cases were reviewed and no immediate lapses in care could be identified and no 

further actions could have been done to prevent the infections. 

2.8 SARS-CoV-2 (COVID19) 
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2.8.1 COVID Calendar October 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 

06/10/21 PPE change order limits for pharmacy with 15 staff or more 

https://www.gov.uk/guidance/ppe-portal-how-to-order-covid-19-personal-protective-

equipment?utm_medium=email&utm_campaign=govuk-notifications&utm_source=1265e7a3-4a73-

4f02-beb9-889345888bcc&utm_content=immediately  

06/10/21 Mental health update 

https://www.gov.uk/government/speeches/mental-health-a-decade-of-change-in-just-2-

years?utm_medium=email&utm_campaign=govuk-notifications&utm_source=d6cd2b92-a04e-46a4-

a014-2261d88385fa&utm_content=immediately  

11/10/21 Updated to reflect the latest government guidance on how to stay safe and help prevent the spread 
of coronavirus. Removed guidance about people who were clinically extremely vulnerable and on 
social distancing. Updated the guidance on who claimants can bring with them to the assessment 
and on wearing face coverings. Removed the social distancing outline specification. 

Carrying out a face-to-face health assessment during COVID-19: guidance for assessment providers 

16/10/21 Update to reflect the end of shielding 

COVID-19: stepdown of infection control precautions and discharging patients to home settings 

COVID-19: guidance for care of the deceased 

19/10/21 Update reducing physical distancing in low risk areas for elective procedures 

https://www.gov.uk/government/publications/ukhsa-review-into-ipc-

guidance?utm_medium=email&utm_campaign=govuk-notifications&utm_source=55e5f576-3b66-

4297-ad51-82c285a4f299&utm_content=immediately  

2.8.2 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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2.8.2.1  Management of outbreaks  

Ongoing and consistent implementation of national infection prevention and control guidance, including staff 
areas, is paramount in reducing healthcare associated infections. This includes all staff adhering to:  

- Social distancing (2 metres) wherever possible in non-clinical areas (including zonal kitchens). Close 
contact between staff over prolonged periods should be minimised; for example, by avoiding 
congregating at central work stations, restricting the number of staff on ward rounds, conducting 
handover sessions in a setting where there is space for social distancing, moving to ‘virtual’ multi-
disciplinary team meetings, and considering staggering staff breaks to limit the density of healthcare 
workers in specific areas.  

- Daily review of cases relating to each outbreak by multi-disciplinary Exec Covid Committee team 
that examine in detail and make recommendations on each individual outbreak. 

- Social distancing measures, where possible, are a critical part of maintaining IPC in clinical and non-
clinical areas. However, where it isn’t always possible to maintain social distancing, Public Health 
advice is that wearing a Type IIR mask is an appropriate precautionary measure. The 
recommendation is that all staff in hospital wear a surgical face mask when not in PPE or in a part 
of the facility that is COVID-secure in line with the workplace definition set by the government.  

- Routinely and strategically test asymptomatic frontline staff including use of lateral flow testing.  

- Routinely and strategically test all patients pre operatively, at admission and on days 0, 3, 5, 7, 10, 
14, 21, 28 and at 7-day intervals thereafter. 

 

2.8.2.2 Details of Outbreaks – CDDFT 8 outbreaks ongoing 
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Site/Ward 

Date 

declared 

Day of 

outbreak 

No of pts 

in 

outbreak 

No of 

staff in 

outbreak 

Summary 

UHND Ward 1 13/09/2021 

re-set 15/9 

re-set 23/9 

re-set 13/10 

re-set 24/10 

re-set 29/10 

6/28 12 0 3 post 7 day 12/9.  Outbreak declared. Staff/patient 

swabbing to commence. Ward open 

14/9 2 new post 7 day added. Staff screening. 21 

swabbed, 18 neg. 3 awaiting results. 11 more 

swabbed today 

15/9 one new post 7 day - outbreak day re-set  

Ward closed 

17/9 Ward open 

24/9 patient added, re-set 

15/10 positive day 15 case - swabbed 13/10 outbreak 

reset 

25/10 one patient added - re-set. 

28/10 one positive patient added - re-set. 

1/11 one patient added - reset to 29/10 

UHND Ward 

12 

17/09/2021 

re-set 18/9 

re-set 21/9 

re-set 26/9 

re-set 7/10 

re-set 14/10 

21/28 19 1 17/9 New outbreak declared today. Staff and patient 

screening to commence today. Ward can remain open 

under review. 

20/9 1 patient added - reset to 18/9 

Staff screening results so far 23 swabbed, 21 negative, 

2 outstanding 

21/9 staff screening complete - ward can remain open 

22/9 2 new post 7 day both swabbed 21/9 - reset 

27/9 new patient added, re-set for 26/9.  No swabbing 

5/10 ward to remain closed.  25 staff screened 

negative.  Awaiting patient screening.  Open to trauma 

only. 

6/10 Open to trauma only. 

7/10 Trauma only. 

8/10 2 P7 cases added.  Re-set for 7/10 

11/10 One surgical pt added over weekend as 

nowhere else to place. 

12/10 Still open to trauma patients only. 

13/10 Ward open. 

15/10 2 new pts (day 13 and day 5). Outbreak reset - 

WARD CLOSED 

19/10 ward re-opened 

UHND GSAU  09/10/2021 

re-set 11/10 

23/28 3 1 11/10 outbreak declared today. 

12/10 Ward remains open.  One added.  Patient and 

staff screening in progress; 33 negative staff results so 

far. 

13/10 38 negative staff results 

UHND Ward 6 19/10/21 17/28 2 0 7 day positive 15/10. Positive 18/10. Staff screening. 

Ward remaining open 

20/10 staff screening 12 swabbed - no results back yet 

BAH Ward 10 19/10/2021 

re-set 24/10 

re-set 27/10 

8/28 8 0 Post 7 day positive 18/10. Post 7 day positive 19/10. 

Outbreak declared. Staff screening. Ward closed 

20/10 two further patients added - no need to re-set as 

19/10. Ward remains closed. Staff screening 19 neg, 

2 o/s 

25/10 two further patients added - re-set.  Ward 

remains closed. 

26/10 ward remains closed. 

27/10 ward to remain closed. 

28/10 to remain closed. 
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2.8.3 NHSE/I Regional Lead Nurse visit to CDDFT (UHND) October 8th 

Below is a summary of the findings of the Regional Lead Nurse for IP&C after his visit to the UHND on  

October 8th , 2021. The purpose of the visit was to evaluate Infection control practices and other contributing 

factors into the high rates of Nosocomial infection and outbreaks reported by the trust.  

Patient movement and Covid-19 testing 

Current national guidance identifies as best practice that a patient’s Covid-19 status is known prior to 

movement onto a ward, and regular testing throughout the in-patient episode is an aid to reducing outbreaks 

and hospital onset Covid-19.  I strongly recommend that the Trust renews efforts to be assured that the 

screening programme is robust, and all patients are correctly screened according to their numbers 

of days since admission.  There are several models in place across the region, including dedicated 

screening teams, or supporting ward manager leadership in embedding screening as part of fundamental 

patient care.  The preferred model is clearly one for the Trust to decide and implement, and I’m aware that 

there are proposals in place, but I would advise that individual wards are promptly sighted on their 

screening compliance and this is reported regularly through organisational clinical quality 

governance routes. 

The voice of the patient and their experience of care is vital throughout the patient journey, although it was 

not always apparent as a ‘red thread’ through the Tactical Ops meeting.  There were repeated comments 

from colleagues of patients routinely experiencing numerous inter-ward and hospital moves (one 

patient was described as having 11 ward and 16 separate bed moves during their stay).  This is of 

significant concern where there is little assurance of screening compliance; patients moving through the 

Trust where their current Covid-19 status is not clear or current, and has likely contributed to the large 

number of outbreaks and hospital onset cases in recent weeks.  In addition, the experience of patients and 

their families having to travel large distances with challenging public transport is unlikely to be positive, in 

addition to the patient safety risks of patients being away from their clinical specialism. 

Several Trusts have struggled to engage patients and visitors in adhering to current guidance for health 

settings to wear face coverings, particularly as this is not actively encouraged out of hospital. I have every 

sympathy for the Trust, and I would advise that the Trust continues to have the right to decide its own 

visitor policies according to the levels of risk it perceives, but to ensure that communication to local 

communities is refreshed and that all hospital, ward and department entrance information 

consistently reflects the Trust stance. 

29/10 ward to remain closed 

UHND Ward 2 28/10/21 7/28 2 2 28/10 outbreak declared.  Staff and patient screening 

to commence. 

29/10 staff and patient screening underway. 

1/11 2 staff added - swabbed on 28/10 so no need to 

reset 

DMH ward 41 01/11/21 5/28 2 0 1/11 outbreak declared. Positive 1 29/10. Positive 2 

30/10. Day of outbreak started from 30/10 

2/11 20 staff swabbed  - 16 negative, 4 outstanding 

RCH 

 

01/11/21 4/28 1 0 1/11 outbreak declared. Positive 1 30/10. Positive 2 

31/10. Day of outbreak started from 31/10 
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Similarly, encouraging staff to continue to wear face coverings out of the clinical setting and to undertake 

twice weekly LFT is important, particularly in higher risk areas such as medical admissions and elderly care 

units. 

The clinical estate 

Adult ED department 

The ED is very small and cramped and the flow does not support easy adherence to IPC practices, including 

the prompt isolation of those with respiratory symptoms.  There is a refreshment area and ATM machine 

used by other hospital staff and users which increases the ‘busyness’ of the environment.  

Behind the ED there is the dedicated paediatric ED, housed in a multi-cubicle environment, with each cubicle 

mechanically ventilated (15 air changes per hour). 

Whilst of course it is essential to have a dedicated paediatric ED, given the current and increasing pressures 

to provide respiratory isolation facilities, and the clear and evidenced risks of transmission from not doing 

so, it would be advisable if this area was re-purposed (at low cost) and the paediatric ED rehoused, 

perhaps in a porta cabin-style building alongside the adult ED. 

Isolation facilities 

The proportion of isolation facilities on the UHND site is very low, and well below recommended 

levels.  The Trust can evidence an almost inevitability of contacts of positive cases going onto develop 

Covid-19, and the lack of isolation facilities will contribute to this.  I understand that this is rated at a score 

of 20 on the risk register, but it was not clear what action the Board is taking to address urgently, 

even with temporary solutions.  Creating less case contacts will reduce outbreaks and the associated 

costs and disruption. The chronic shortage of isolation facilities will continue to exacerbate patient flow 

through winter, particularly as non-Covid-19 pressures on isolation facilities increase (including from 

norovirus or increasing Clostridioides difficile infection cases).  I recommend that the Trust seeks a 

prompt temporary solution (ideally with adequate ventilation) before this winter, and delivers a long 

term solution before the following winter. 

Ventilation 

Like many Trusts with ageing estate, the site also suffers from having mechanical ventilation systems that 

might have met the national guidance in place at the time of installation, but do not meet the standard of 

new builds or address the risk of spread of airborne respiratory pathogens.  The latest version of the Covid-

19 Board Assurance Framework describes the ventilation as having ‘no major issues’ as meeting national 

requirements, but in reality needs an urgent review, with solutions to address where current practice 

of opening windows might not be sufficient mitigation in winter.  Again, the comment raised that case 

contacts almost always become a positive case themselves suggests either airborne spread in the bay (due 

to constant exposure whilst sat or laid in bed) or poor adherence by staff to hand hygiene and other IPC 

practices. 

Matron role 

Although it was pleasing to hear that the number of matrons had increased and became site specific in 

recent months to allow increased clinical visibility, it was clear from conversations and observed 

meetings that the role heavily focuses on patient flow rather than assurance and development of 
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quality practice.  There is evidence that supporting adherence to fundamental IPC and nursing practices 

through visible leadership, observation of practice, role modelling, audit and teaching is effective in reducing 

healthcare associated infection and is a key function of the matron.   

I understand that the Trust is reviewing its clinical strategy and every effort should be made to ensure that 

matron role development aligned to the national Matron Handbook is an urgent priority. 

IP&C team 

Whilst the matron (and ward manager) is the consistent clinical presence to support adherence to 

fundamental IPC practices, the IPC team should be available to provide specialist advice and guidance.  

The executive IPC meeting I attended was very informative and decisive, and highlighted the benefit 

of having high quality, succinct patient-focussed information in one place (Nerve Centre).  

The pandemic has identified that in many Trusts the resourcing and structure of the IPC team, including the 

traditional sole reliance on registered nurses, needs review and might include non-registered colleagues 

and analysts. Where the Trust surges to seven day working, I recommend the IPC team model should 

be reviewed, to be sufficiently resourced to be able to provide a resilient and visible service over 

the seven days, in particular a challenge to the Trust as geographically diverse as yours.  In times 

outside surge, this would provide additional capacity to deliver IPC training, education and surveillance. 

Learning from Covid-19 

Like many Trusts, the Trust has experienced a high number of outbreaks and probable/definite hospital 

onset cases over the past 18 months.  A number of these patients will undoubtedly have sadly died.  I 

questioned how the organisation and Trust Board were notified of learning from these incidents, particularly 

where patients had acquired Covid-19 and died whilst in the Trust’s care. The Trust IPC assurance 

framework doesn’t discuss this, and the Trust full BAF refers only to non-Covid deaths.  Kathryn 

referred to a project similar to the QE King’s Lynn FT duty of candour work but this isn’t reflected in Board-

level papers.  I recommend the Trust provides assurance that it has completed the duty of candour 

requirements and considers how it identifies and shares Covid-19-related mortality learning within 

and out with the trust. 

Summary 

Whilst the voice of the patient should be heard or advocated by clinical colleagues, clinical leaders should 

be focussed on providing and assuring that fundamental care is delivered, and learning from incidents, 

rather than on ‘fire-fighting’ and bed management, although I realise that this is a fine balance. 

Overall, there were no concerns during my visit that suggested a significant patient safety risk.  My sense 

was that however well-meaning, performance, focus on patient flow and restrictions on financial spend 

limited the ability to deliver a high quality patient experience, and probably contributed to outbreaks and 

hospital onset cases of Covid-19 on this site.  Complicating this is that staff are tired, often verbally abused, 

and struggle to maintain the high standards of IPC. 

The Trust clearly recognises that the current estate and flow processes limit good IPC adherence, and the 

new SDEC may go some way to alleviate those concerns. However the number and location of isolation 

facilities, for respiratory patients and for other infection control and dignity reasons is of concern.  
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I didn’t get a clear view that this was a Trust priority despite the high risk score.  The opportunity to review 

processes as part of the impending SDEC build should be realised. 

2.8.4 Covid Booster Vaccine  

61% of eligible staff, those who had their second dose more than 6 months ago, have had their Covid 

booster vaccine. 

2.9 Influenza 

CDDFT has started to administer Influenza and COVID booster vaccinations in September. The Influenza 

vaccination programme has so far yielded 52% delivery to staff.  

2.10 Legionella at DMH 

Work is ongoing to replace the onsite water tanks, which are strongly suspected to be the probable source 

of the contamination and this significant work, still planned to begin in spring 2022 is currently at the design 

and tender stage. 

Point of use filters applied to showers and drinking water outlets in patient areas and widely to hand wash 

basins in augmented care areas and, where a splash risk exists, in other areas, continue to reduce the risk 

to vulnerable patients.  The point of use filters reduce water pressure, affecting the water flow in the highest 

parts of the hospital - floors 5 & 6 – where the water pressure is lowest.  A new water pressure system has 

now been installed which has resolved these issues on the higher areas and returned all the showers on 

these floors to full use – whilst the filters remain in place. Owing to the risk to new-borns, the birthing pool, 

remains out of use. 

Legionella thrives in a temperature range of between 20˚c and 50˚c.  Maintaining a water temperature below 

20˚c has proved difficult so, following significant investment, our cold water supply at DMH now comes from 

an onsite water borehole, which for many years was the hospital’s main water source.  The borehole is a 

deep, narrow well that taps into naturally occurring underground water. Coming as it does from a depth of 

around 80 metres, this water is very cold. Additionally, automated flushing units have been installed 

throughout the water system to keep the temperature low and moving.  We are hopeful that Legionella will 

be unable to thrive in these low temperatures and this will inhibit future growth and colonisation. The 

borehole has the added benefit of having an automated chlorine dioxide dosing unit. It is hoped that this will 

help clear some of the colonisation in the system.     

We have not had any cases of Legionnaires disease, but continue to ask you to be vigilant about the 

possibility of Legionella infection in patients with pneumonia who have attended Darlington Memorial 

Hospital in the preceding four weeks and investigate appropriately. 
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2.10.1 Legionella Testing October 2021 

 

 

2.11 Carbapenem Producing Enterobacteriaceae (CPE)  

Enterobacteriaceae are a large family of bacteria that usually live harmlessly in the gut of humans and 

animals.  These organisms are some of the most common causes of opportunistic infections such as urinary 

tract, intra-abdominal and bloodstream infections and include species such as Escherichia coli, Klebsiella 

spp. and Enterobacter spp.  
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Carbapenems are a valuable family of antibiotics normally reserved for serious infections caused by drug-

resistant Gram-negative bacteria (including Enterobacteriaceae). They include meropenem, ertapenem, 

imipenem and doripenem.  Carbapenemases are enzymes that destroy carbapenem antibiotics, conferring 

resistance. They are made by a small but growing number of Enterobacteriaceae strains. There are different 

types of carbapenemases, of which KPC, OXA-48, NDM and VIM enzymes are currently the most common. 

In the UK over recent years we have seen a rapid increase in the incidence of infection and colonisation by 

multi-drug resistant carbapenemase-producing organisms.  A number of clusters and outbreaks have been 

reported in England, some of which have been contained, providing evidence that, when the appropriate 

control measures are implemented, these clusters and outbreaks can be managed effectively. 

From 2020 County Durham and Darlington NHS Foundation Trust (CDDFT) have seen a steady increase 

in the amount of CPE cases.  Many of these cases have been incidental findings and a number have been 

associated with the Darlington Memorial Hospital (DMH) site.  There has been a mix of types of CPE 

including KPC, OXA 48 and IMP’s. 

A review of the DMH cases has been carried out, with no specific links being identified to time and place 

other than that patients have been admitted through the medical and surgical admission wards on the 3rd 

floor (ward 32 surgical admission and ward 34 medical admissions).  In addition to the 3rd floor, a number 

of these patients have had investigations carried out through the CT and x-ray departments which again is 

fairly common occurrence. 

A number of informal meetings have been held with the Trust Infection Prevention and Control 

Doctors/Microbiologists and members of the Infection Prevention and Control Team and a walk around of 

these areas has been carried out.    

Communal areas on the 3rd floor were reviewed and a common theme between them was the zonal kitchen 

(used to heat food/wash cutlery/crockery for all wards on this floor) and this was highlighted as a potential 

area along with a temporary CT scanner unit (temporary building) that is placed in the grounds of the 

hospital.   

It was suggested that environmental screening of these areas should be carried out to rule them out as 

potential sources.  Both the zonal kitchen and the CT scanner room were screened in June 2021 using a 

sterile procedure and foam swabs that were sent to the lab at University Hospital of North Durham for 

microbiological testing, all of which were all negative for CPE.   

Following this, in September 2021 a sample of patient transport trollies were also swabbed using the same 

procedure outlined above and again this did not highlight any evidence of CPE.   

Prevalence screening of patients in both ward 32 and 34 was also completed during October 2021.  The 

uptake from on ward 32 was poor with only a small number of patients being screened, this was sue to 

reasons such as capacity, refusal of consent, work load etc.  Ward 34 however had a good uptake with 21 

patients agreeing to the prevalence screen and these screens were carried out by 2 members of the IPC 

team on the same day.  No positives were again identified from any these screens. 

A meeting was held with the UK Health Security Agency (UKHSA) on 1st November 2021 where it was 

agreed that UKHSA would assist CDDFT in looking at the available data, outlining a working hypothesis, 

developing a data gathering tool and the gathering of data in collaboration with the IPC team within primary 
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care and CDDFT teams.  A further meeting is planned for December 2021 where a more targeted plan for 

addressing the problem will be formulated after the hypothesis is established. 

2.11.1 CPE Outbreak, Ward 12 UHND 

Three patients identified on ward 12 UHND as IMP CPE1.  The initial case was a GP urine sample that was 

taken 9/9/21, the patient was admitted to ward 12 before it was confirmed, upon confirmation, the ward were 

made aware and isolation was requested, patient was not isolated until 24/9/21 due to lack of available 

cubicles.  All contacts were identified and screened.  First meeting was held on 6/10/21 declaring period of 

increased incidence, microbiologist requested screening of the whole ward, this was advised to be done 

twice weekly (Sunday and Wednesday).  Discussion with domestic supervisors followed, enhanced cleaning 

with Tristel fuse already in place due to Covid.  Plan to HPV they bays once vacant.  Environmental 

screening was completed, a total of 40 swabs taken, 1 positive in a shower drain, however this was a KPC 

CPE,  all showers, toilets and bathrooms were HPV cleaned.  Environmental audit was completed by ICN, 

sharps audit 61%. This has discussed with nursing and medical staff. Waste audit 85.7% due to mixed 

waste streams .Linen 92.9%. Equipment 93% - schedules in place. Mattresses checked and mattress audits 

carried out regularly by ward. Environmental audit 85% - damaged flooring but recently decorated so walls 

intact. Ripped staff chairs have been removed.  Daily visits to the ward to offer support and guidance to 

ward staff.   

No further cases identified, meetings reduced to fortnightly, patient screening reduced to weekly 

(Wednesday).  ICN visited the ward daily, and attended huddles to ensure that IPC practices were in place. 

The 2 affected bays have been deep cleaned and HPV cleaning completed.  Last positive case was 

identified on 6/10/21, outbreak is now closed.  Antimicrobial pharmacist has looked into the patients’ 

antibiotic history and this was discussed at the latest meeting.   

                                                

1 The identification of (CPE) from any specimen, whether a diagnostic (invasive, non-invasive infection or colonisation, also known as 

carriage) or screening specimen (colonisation, also known as carriage). CPE are Carbapenemase-producing Enterobacteriaceae* confirmed to 
have one or more specific families of gene that encode for production of a carbapenemase (e.g., OXA-48 like, KPC, NDM, VIM, IMP etc.). 
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2.12 IPC Topic of the Month – Respiratory Viruses 

Each month the IPC team are focusing on an IPC 

related issue in clinical practice. During October the 

focus was on respiratory viruses. The aim of this topic 

of the month was to raise awareness of respiratory 

viruses that circulate throughout the winter months with 

clinical staff working on the wards. 

The IPC team visited wards across the Trust and 

promoted awareness on the following: 

 Influenza      

 Covid       

 Respiratory Syncytial Virus    

 ‘Flu’ vaccination for staff 

 Covid booster vaccinations for staff  

  

Ward staff were given a mini-presentation that 

covered the above topics. This was followed by a 

short Q&A session with prizes given for correct 

answers. 

Staff were advised to take the opportunity to get 

themselves vaccinated and were given appropriate 

advice that dispelled any ‘myths’ about 

vaccinations. Posters were provided to support the 

information shared with staff on the topics 

discussed that were for display in staff rooms. 

During the visits to the wards, staff were very willing 

to participate even though they were extremely 

busy. 

2.13 Outbreaks and Increased Incidences of Infection / Period of Increased Incidence (PII) 

As above 

2.14 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.  

October 2021 Trust Compliance is 98% 
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 Level 2   

Completed by all healthcare workers every year. October 2021 Trust compliance is 83%.  

2.15 Audit 

2.15.1 PPE Audits  

All audits conducted using the Perfect Ward application.  

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 October 10 PPE inspections were carried out across 9 areas.  During 

October monthly audits were reduced due to IPC staffing pressures. 

PPE AUDITS 

 

Ward/Site October 21 Comment 

Surgery Ward 31 (DMH) 100%  

Ward 32 (DMH) 94%  

IMS Ward 2 (IMS) 100%  

Ward 51 (DMH) 100%  

Ward 52 (DMH) 98%  

Ward 1 (CLS) 90%  

Community 
Services 

Franziska Willow Ward (SCH) 100%  

Ward 1 (WCH) 100%  

Starling Ward (RCH) 76% Failure to wear PPE correctly and not 
following Trust uniform policy BBE 
(wristwatch observed).   

 

Audit Key:  

 

2.15.2 Commode Audits  

During October, 23 inspections were carried out across 22 areas. Areas that were not 100% compliant due 

to commodes not being clean and inappropriate use of green tape, received immediate feedback and 

failings were immediately rectified. 

OCTOBER’S COMMODE AUDITS 

 

Ward/Site October 21 Comment 

Surgery  Ward 31 (DMH) 100%  

Ward 32 (DMH) 100%  

90-100% 80 – 89% 79% and below 
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Ward 11 (DMH) 100%  

Ward 12 (UHND) 100%  

Ward 14 (DMH) 100%  

Total compliance 100% (5 audits)  

Integrated 
Medical 
Specialities 

Ward 33 (DMH) 100%  

Ward 41 (DMH) 100%  

Ward 43 (DMH) 100%  

Ward 44 (DMH) 100%  

Ward 51 (DMH) 100%  

Ward 52 (DMH) 100%  

ITU (DMH) 100%  

AMU (DMH) 100%  

ED (DMH) 100%  

Ward 1 (CLS) 100%  

Ward 2 (SBH) 0% 2 commodes inspected, 2 found to be 
visibly contaminated. Feedback given to 
Ward Sister 

Total compliance 92% (12 audits)  

Community 
Services 

Franziska Willow Ward (SCH) 100%  

Ward 1 (WCH) 100%  

Starling Ward (RCH) 67% 3 commodes inspected, 2 found to be 
visibly contaminated. Green tape had been 
re-used. 

Total compliance 85% (4 audits)  

Family Health Ward 62 (DMH) 100%  

 Ward 21 (DMH) 0% 1 Commode found to be visibly 
contaminated. Feedback given to Ward 
Sister. 

2.15.3 Infection Control Nurses Association (ICNA) Audit 

A national package of audit tools, “ICNA Audit tools for monitoring infection control standards” ICNA and 

DOH (2004) and Infection Prevention Society “Care Setting Improvement Tools for in and outpatient areas 

and departments”. (2011) 

Date Area/Site Patient 
Equipment 

Environment 
Hand Hygiene 

Linen  Sharps Waste Comment 

06/10/21 Ward 1 
WCH 

75% 98% 93% 92% 100% Feedback to ward 
manager.  Re-audit in 
6 weeks 
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11/10/21 Ward 12 
UHND 

91% 90% 93% 62% 86% Sharps  re-audited 
93% 

14/10/21 Ward 11 
DMH 

93% 93% 94% 100% 100%  

 

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 September to October 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 2021/19264 Patient Fall 

Brief description of incident 

Following an unwitnessed fall on the ward, the patient was found on the floor between the end of the bed 

and the wall. The patient had their back to the wall; they stated they had hurt their head but had no obvious 

injury. Bed rails were in situ and the call bell was at hand, however the patient did not have non-slip socks 

on.  

On initial contact the patient appeared disoriented. Observations were carried out, the patient had a EWS 

of 11 and a MET call was placed. Neuro observations were completed and bloods were repeated. The 

patient became unresponsive at 10am the following morning and after review was felt to be end of life. The 

patient sadly died at 12noon.  

Initial Findings 

On initial review care rounding had been in place and completed hourly. The falls and bed rail assessments 

had been completed. The post falls care plan had also been completed. The neuro observations showed a 

fluctuating GCS 14-15 disorientated at times. The patients GCS was monitored overnight but a CT scan 

was not considered.  

3.1.2 Ref: 2021/19274 Unexpected Deterioration in Condition 

Brief description of incident 

The patient presented to ED following a collapse, there was a suggestion that the patient had a coffee vomit 

also with dark stools however the patient was taking iron supplements. The patient appeared stable however 
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there had been a Haemoglobin (Hb) drop to 90 (previously 108) with a urea of 12.5. The differential 

diagnosis was syncope possibly as a result of an orthostatic hypotension or an Upper GI bleed. The 

management plan was to repeat the patient’s bloods, carry out a postural blood pressure and should there 

be evidence of an overt blood loss then the plan should be for an Gastroscopy (OGD).  

The patient’s Haemoglobin level subsequently dropped and an OGD was organised. The patient attended 

for Endoscopy and they were found to be hypotensive, blood was being transfused and an Hb on a venous 

gas was found to be 51. The diagnosis was an upper GI bleed and the patient was returned to the ward.  

The patient had ongoing maleana with one large episode in the early hours of the morning. The patient was 

seen by the medical team, they were pale and maleana was noted to be 1,100mls. The on call Endoscopist 

was contacted in view of the ongoing maleana, a drop in blood pressure to 95/50 and a heart rate of 95bpm. 

The advice provided was to keep the patient nil by mouth and to call endoscopy first thing in the morning, 

to continue the Hong Kong regime, blood transfusion, continue intravenous therapy and to contact when 

the patient becomes haemodynamically stable. Following discussion with the Endoscopist it was felt that 

the patient was likely to require theatre urgently and the anaesthetist on call was contacted. A theatre slot 

was organised however the patient deteriorated and sadly died.  

3.1.3 Ref: 2021/19530 Neonatal Death 

Brief description of incident 

Parity 0 39+3 weeks gestation, Midwifery led care, BMI 34, aspirin not indicated, non-smoker, no relevant 

past medical history, no safeguarding or social issues, maternal serum screening low risk, screening 

negative. Anomaly scan performed at 19+3 weeks, no abnormality detected. One episode of decreased 

fetal movements documented at 24 weeks. Pregnancy was otherwise uneventful.   

The patient attended the Pregnancy Assessment Unit following spontaneous rupture of membranes at 

03:30hrs. As she was not in labour augmentation was booked for 22:00hrs. She attended the unit on time 

however due to staffing and workload issues the commencement of augmentation was delayed until 

03:50hrs the next morning, when she was placed on the CTG (Cardiotocograph) for continuous monitoring 

and Syntocinon infusion commenced. The infusion was increased at 30 minute intervals in accordance with 

local guidance and was decreased on several occasions to maintain the desired number of contractions 

within a ten minute period. At 10:00hrs the cervix was 4cm dilated. There were issues escalated regarding 

the CTG from 12:00hrs when it was classified suspicious and the fetal heart baseline noted to be rising. At 

14:00hrs the cervix remained 4cms dilated. At 14:45hrs with a persistently rising baseline and suspicious 

CTG, following discussion with the patient, a class 2 caesarean section was called. 

Once in theatre the baby was delivered in unexpectedly poor condition, described as pale and of poor tone, 

with a heart rate of 60 -100 beats per minute, the cord was clamped and cut and the baby was transferred 

immediately to the awaiting Midwife and Paediatric SHO for assessment and resuscitation. The coordinator 

was made aware and attended theatre with the ward manager and the Paediatric registrar and neonatal 

nurse were called. Despite inflation breaths and ventilation, with chest movement visible the heart rate 

deteriorated further, Apgar at 1 minute was 2. A crash call was made to the Paediatric Consultant. The 

Acute Intervention Team also received the bleep and were stood down without gaining access to theatre 

due to the number of clinicians already in attendance. 

At 5 mins of age with a second Apgar of 2 cardiac compressions commenced. At 34 mins of age attempts 

at resuscitation were stopped.  
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Duty of Candour both written and verbal has been performed with one point of contact identified.  HSIB 

family information provided and discussed, the mother consents to HSIB investigation and is aware that she 

will be contacted in due course. 

3.1.4 Ref. 21/20798 Transfer out to a Tertiary centre (PICU) 

Brief description of incident 

Mother’s membranes spontaneously ruptured at 21:30hrs at 37/40 weeks gestation. This was not reported 

until she made contact with PAU in query labour with decreased fetal movements at 37+1 weeks, 23:30hrs. 

She laboured very quickly and delivered at 37+2 weeks at 00:51hrs.  

Following delivery the baby was placed on 12 hours observations due to prolonged spontaneous rupture of 

membranes as per guideline. According to the observations recorded the baby was mildly hypothermic for 

2 hours prior to a request for review at which point the baby’s heart rate was 88, temperature 36.4, they 

were placed on a warm mattress at that point. The Paediatric Registrar reviewed the baby an hour later and 

a plan was made to observe further and do a sepsis screen if any further signs of infection were seen. 

Mother and baby were transferred to the postnatal ward at 09:00hrs, there are no observations recorded 

until 10:57hrs, these are within normal range. At 13:10hrs the mattress was removed as observations had 

been performed and remained within normal limits. A further two temperatures are recorded within normal 

range (a full set of observations at 15:00hrs, temperature only at 17:00 hrs) and a NIPE (new born and infant 

physical examination) performed, Mum and baby were discharged home at 18:13hrs, on day 0. 

The baby was brought to the Emergency Department by Mother around midnight the following day (day 1) 

with a history of gradually becoming increasingly unwell since discharge, the baby’s temperature at home 

was 38.6 and he had not fed for 5 hours. The baby’s Mother had contacted maternity and was advised to 

attend the Emergency Department. On arrival the baby was alert and handling well with a temperature of 

38.1, all other observations stable. No risk factors for sepsis were communicated by Mother. The baby was 

transferred to the Paediatric ward for assessment.   

A full septic screen and Lumbar Puncture was performed. Group B Strep and Meningitis have been 

confirmed. Intravenous antibiotics were administered and nasogastric tube feeding commenced, his bilirubin 

was raised and phototherapy commenced. 

The baby’s condition subsequently rapidly deteriorated and Mother alerted staff. On examination the baby 

was apnoeic, dusky, hypo-ventilating and hypo-perfused. An emergency call for immediate response was 

made and resuscitation commenced. Following stabilisation the baby was transferred out to Paediatric 

Intensive Care Unit.  

Patient’s current condition / any communication with patient/family 

The baby is now receiving stepdown care on the Neonatal Unit, they continue to receive nasogastric tube 

feeds and has a small oxygen requirement. Their prognosis is accepted to be that they may have complex 

care needs in the future. 

This case has been referred by HSIB (Healthcare Safety Investigation Branch). 
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4. NHS NATIONAL PATIENT SAFETY STRATEGY 2021 – PROGRESS UPDATE 

As described in previous Board papers the new National Patient Safety Strategy, and associated guidance, 

comes into force from April 2022. The Patient Safety Team, in collaboration with the Care Groups, have a 

number of pieces of work underway to ensure that the Organisation is progressing towards successful 

implementation of the strategy.  The points below provide high level information relating to the work in 

progress: 

4.1 NHS Learn from Patient Safety Events (LFPSE)  

A new national NHS Learn from Patient Safety Events (LFPSE) service (previously called the patient safety 

incident management system – PSIMS) is in the final stages of development as a central service for the 

recording and analysis of patient safety events that occur in healthcare.  Incident management system 

suppliers are rolling out a programme of upgrades to support organisations to transition onto products that 

will be compatible and compliant with LFPSE, supporting two-way communication between local and 

national systems, and allowing automated data sharing.  

The pilot system from the supplier of County Durham and Darlington NHS Foundation Trusts incident 

management system was received in the Organisation in October 2021. Process mapping of the system is 

underway, and an update will be provided for the Board in December 2021 detailing the findings of the initial 

system review, and the implementation plan.  

4.2 Development of Patient Safety Incident Response Plan (PSIRP) 

The PSIRP sets out how County Durham and Darlington NHS 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.   

As detailed in previous Board reports the initial draft of the Trusts PSIRP has been circulated to Care Group 

and Corporate ADNs for comment, and it was anticipated that the final version would progress imminently 

through the appropriate Trust governance structures for approval.  However the National Patient Safety 

Team have advised that there is a delay in reviewing the PSIRP however in light of amendments already 

identified as being required a new template will be issued to trusts in April 2022. Therefore work on County 

Durham and Darlington NHS Foundation Trust PSIRP will pause until the new template is received. 

4.3  Patient Safety Incident Investigation Pilots 

Two investigations have been undertaken, and an evaluation of the pilot will be shared at December 2021 

Safety committee detailing the feedback, benefits and limitations with the process and the next steps.  

4.4  Falls Rapid Review Process 

The Falls and Patient Safety Teams are trialling a new rapid review process for falls which previously would 

have fallen into the category for a full Serious Incident review process.  This is currently being piloted on 

two cases and the evaluation of this will inform the future process. 
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5. PATIENT EXPERIENCE MEASURES 

5.1  Complaints  

The total number of formal complaints received into the Patient Experience Team during October 2021 was 

57, this was made up of 52 standard complaints and 5 complex cases.  The graph below show the total 

number of complaints by month and level of investigation over a 13 months period.   

 

The below chart shows the amount of complaints per 1000 bed days as a comparison by year and month. 

 

The below chart shows the cumulative complaint rates by care group for the rolling 13 months for 

comparison purposes.   
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The below chart shown complaints by comparison of care group over a 13 month rolling period. 

 

5.1.1  Complaint Key Performance Indicators 

The information details below shows the key performance indicators for September 2021:  

New complaints 

Care Group New Complaints 

responded within 

3 days 

Standard cases Complex/RCA 

HSIB/Inquest 

Response rate Extensions 

required 

Surgery 17/17 (100%) 13 4 10/10 (100%) 4 

IMS 27/28 (96%) 26 2 26/29 (90%) 16 

CSS 2/2 (100%) 2 0 1/1 (100%) 0 

Community 1/1 (100%) 1 0 3/3 (100%) 2 

Family Health 7/7 (100%) 6 1 4/4 (100%) 3 

Corporate 2/2 (100%) 2 0 2/2 (100% 1 

Trust-wide 56/57 (98%) 50 7 47/50 (94%) 26 
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Extensions granted to complaint responses  

Care Group Extensions 

Response rate 

Reopened 

cases 

2nd responses closed Standard Response 

rate: 40 days 

Complex response rate: 

60 days 

Surgery 4/4 (100%) 3 3 32 54 

IMS 12/16 (75%) 6 7 48 56 

CSS N/A 0 1 30 N/A 

Community 2/2 (100%) 0 1 39 N/A 

Family Health 3/3 (100% 1 0 38 N/A 

Corporate 1/1 (100%) 0 1 10 N/A 

Trust-wide 22/26 (85%) 10 13 41 55 

5.1.2 Complaints Thematic Review 

The top three themes overall, for complaints during October 2021 are shown below, previous month’s 

amount shown in brackets:  

 Clinical Treatment – 34 (31) 

 Customer Care – 7 (12) 

 Attitude of staff  -  6 (4) 

The below charts show categories by care group which were received during October 2021.  
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5.1.3 Clinical Treatment Thematic Analysis 

During September 2021 there were 28 primary issues within the 55 complaints closed which related to 

Clinical Treatment, this is a slight decrease from August 2021 where there were 31. The top three categories 

being Nursing Care (8), Delay in diagnosis and treatment (7) and Missed Diagnosis (5). 

Integrated Medical Specialities  

Within IMS there were 18 cases which is an increase from August 2021 were there was 12.  The Emergency 

Departments had the most cases with Darlington Memorial Hospital having 5, and University Hospital of 

North Durham having 3.  Of the 8 cases reported in the Emergency Departments, 3 of them relating to a 

missed diagnosis.  There were no other themes which emerged from the data. 

Surgery  

Within Surgery there have been 7 categories of clinical treatment recorded a slight reduction from August 

2021 were there was 8. There were no themes in the department the cases were reported against however 

there were 2 further cases for missed diagnosis and 2 cases relating to delay in procedure. 

Family Health  

Within Family Health there was 1 category of clinical treatment recorded a reduction as there were 4 

recorded in August 2021. There were no other themes emerged from the data extraction. 

Clinical Specialist Services 

Within Clinical Specialist Services there have no categories of clinical treatment recorded a decrease as 

there were 2 in August 2021 

CDD Community Services  

Within CDD Community Services there have been 2 category of clinical treatment recorded a decrease as 

there was 5 in August 2021.  There was no themes emerged from the data extraction. 

Corporate Services 

There was no data recorded for Corporate Services.  

5.2 PALS 

The total number of informal concerns received into the Patient Experience Team during October 2021 was 

162 cases, an increase from September 2021 where there were 151. The graph below show the firstly the 

total number of PALS by month over a 13 month period.   
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The below chart shows the amount of PALS per 1000 bed days as a comparison by year and month. There 

has been a large increase as there were 12 complaints per 1000 bed days in September 2021, whereas 

there was 10 during August 2021.   

 

5.2.1 PALS Thematic Review    

The top three themes for PALS overall, during October 2021 are shown below with the previous month 

amount shown in brackets:   

 Customer Care – 61 (32) 

 Clinical Treatment – 33 (27) 

 Appointments – 23 (26) 
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5.3 Compliments  

There was a total of 482 (September 2021, 1380) compliments received in October 2021.  This shows a 

significant decrease from September 2021 and includes 151 instances which where recorded by staff 

through Ulysses.  However as shown in the graph below this does show a signicant reduction in complaints 

per 1000 bed days. 

 

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 chart shows the compliments received in October 2021 by care group. 
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5.4 Parliamentary and Health Service Ombudsman (PHSO): October 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 are currently 22 open cases with the PHSO which are at various stages. Whilst there has been a 

significant delay with responses throughout the pandemic we have now started to get responses coming 

through over the last couple of weeks.   

There have been 2 cases closed during October 2021 and these will not be investigating further and 1 new 

case has been added. 

Case Ref Date from PHSO Service Areas involved PET Updates/Comments 

Integrated Medical Specialties    

CD11970 30/09/2020 Ward 1/ward 16(BAH) Draft report sent for comments by 
26/10/21 

CD9833 07/12/2020 ED/AMU UHND Awaiting draft report 

CD12583 19/04/2021 Elderly care case notes/comp file sent 

CD14246 30.06.2021 Gastro  PHSO confirmed no indication of failing 
and no action will be taken 

Surgery 
   

Case Ref Date from PHSO Service Areas 
involved 

PET Updates/Comments 

CD7741 April 2018 Orthopaedics Awaiting draft report 

CD10295 Jan 2019 Orthopaedics/pain 
management 

Awaiting draft report 
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CD11433 13/08/2019 Surgery Awaiting draft report 

CD10935 09/08/2019 Endoscopy Awaiting draft report 

CD11239 09/09/2019 Orthopaedics Awaiting draft report 

CD9090 08/10/2019 Orthopaedics Closed not formally investigating 

CD11190 16/09/2020 ENT 23/9/20 - only sent copy complaint file - 
awaiting whether going to formally inv.  

CD12324 13/07/2021 Orthopaedics Info sent to PHSO 20 July 2021 

CD13306   Dermatology/Lloyds 
pharmacy 

Requesting information if to investigate 
formally. 

CD14540 29/09/2021   Closed not formally investigating 

P15916 08/11/2021 Surgery Request for patient property policy and 
CCTV footage. 

Family Health 
   

Case Ref Date from PHSO Service Areas 
involved 

PET Updates/Comments 

CD10372 03/05/2021 PAEDS Awaiting update from PHSO 

CD10480 03/05/2021 PAEDS Awaiting update from PHSO 

CD10647 03/05/2021 PAEDS Awaiting update from PHSO 

CD11734 03/05/2021 PAEDS Awaiting update from PHSO 

CD12873 03/05/2021 PAEDS Awaiting update from PHSO 

CD13657 10/06/2021 Maternity Records sent 30 June 2021 

CD13624 13/07/2021 Gynae This was an out of time complaint 

Community Services    

Case Ref Date from PHSO Service Areas 
involved 

PET Updates/Comments 

CD9742 22/02/2019 Ward 1 - CLS                              
Ward 12 - UHND 

Provisional report received – likely not 
upheld 

CD12324 13/07/2021 Ortho/TAPS Info sent to PHSO 20 July 2021 

5.4.1 PHSO learning 

There have been no cases which were under investigation closed therefore there is no learning to share for 

October 2021.   
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5.5 Friends and Family (FFT) Update – October 2021     

Whilst the family and friends test date is not a national requirement, the below chart shows the amount on 

FFT response over the last three financial years.   

 

5.6 Patient Experience Update   

The below is an update on the service improvement work currently being undertaken in Patient Experience. 

5.7 National Survey  

The National Inpatient survey results were released in late October. The initial summary of the results are:  

 

557 County Durham and Darlington NHS Foundation Trust patients responded to the survey. The response rate for County 

Durham and Darlington NHS Foundation Trust was 47.2%. Overall the banding results are really promising and continued with 

the progress from previous years.  

Better 

Your trust’s results were somewhat better than most trusts for 1 questions. 

Worse 

 Your trust’s results were much worse than most trusts for 0 questions. 

 Your trust’s results were worse than most trusts for 0 questions. 

 Your trust’s results were somewhat worse than most trusts for 0 questions. 

Same 

Your trust’s results were about the same as other trusts for 44 questions. 
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In line with the Patient Experience Framework we are going to look at area who have achieved Better to 

compare with our bandings to see what they are doing differently. We are currently working on the report to 

bring through EPSEC and share wider in the organisation 

5.8  NHS Complaints Standards 

The introduction session into the new pilot has taken place, this was well attended and future more in-depth 

and specialist training will be taking place.  Work has progressed throughout October 2021 working 

alongside Integrated Medical Specialties and Surgery.  There has been no major concerns with the new 

ways of working, however the trial will continue until December 2021 and then in January 2022 the remaining 

care groups will join the pilot. 

Conversations have begun to introduce an eLearning package where staff can access the national 

standards complaint process training.  This will be progressed once the full training package has been rolled 

out to the teams who are taking part in the pilot. 

5.9  Patient Property Task and Finish Group. 

The questionnaire has been circulated and the data will be evaluated at the end of November 2021.  A 

further update will be provided in the December 2021 report. 

5.10  Volunteer Update  

Work continues to get volunteers compliant with their core training to allow them to return to sites.  The 

process is slow but progress is being made.  The Patient Experience Team have secured funding for 

£24,086 and this will be used to fund a volunteer coordinator role to assist with managing this process. 
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[Item 8a] – Public Board – 24/11/21 - Self declaration Staff Flu vaccination programme 1 

Trust Board – November 24th, 2021 

 

Board self declaration – Staff influenza vaccination programme 

Open Session X Private & Confidential Session  

Author Carol Bean, Occupational Health Lead,  
Noel Scanlon, Executive Director of Nursing, Director of Infection prevention & Control  

Reason for 
Submission 
 

Standing item                                               

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

Strategic Aim: 
 

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

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

Purpose of 
Report 

To discharge a commitment to NHS England to demonstrate the boards commitment to 
ensuring the maximum number of staff avail of an Influenza vaccination this Winter 

Positive 
performance / 
developments 
within this 
report   
 

Positive matters  Page 

The attached plan will ensure that all of our frontline staff are offered the vaccine and 
how the trust will achieve the highest possible level of vaccine coverage this winter. 

Appx 1: 
p. 1-4 

An evaluation of last year’s flu season showed that trusts that have developed a 
multicomponent approach have achieved higher uptake levels. Innovative methods 
to reach staff included going ward-to-ward, holding static and remote drop-in clinics 
and encouraging staff to become staff vaccinators for their colleagues esp. in 
remote teams. The trust also used incentives to encourage staff such as enamel 
badges, water bottles and mini competitions to reinforce positive messages. Above 
all, board and ward leadership are critically important to promote vaccination to staff, 
providing visibility and transparency  

Appx 1: 
p. 1-4 

Appx. 2 

There is variation of uptake rates between trusts. Many trusts have made successful 
progress and have achieved near full participation, whilst other trusts are not 
increasing uptake rates quickly enough to protect staff and patients. It is important 
that improvements are made in those trusts. To support this, the healthcare worker 
flu vaccination ambition has been set at 100% (minimum) this year. CDDFT 
achieved the 2nd highest uptake in the Cumbria & North East region in 2020/21. 

Appx 1: 
p. 1-4 

Appx. 2 

NHSE are also increasing requirements for trusts who have had low uptake rates. 
Each trust that was in the bottom quartile for vaccination uptake (at 61.7% or below) 
in the published data (Immform in 2019/20) will be required to buddy with a higher 
uptake trust. Working with them will provide an opportunity to learn how to prepare, 
implement and deliver a successful vaccination programme. 

For trusts in this quartile progress will be reviewed weekly during the flu season by 
regional teams in addition to the monthly reporting that is provided to PHE via 
Immform.  In 2020/21, our trust achieved a frontline healthcare worker flu vaccination 
uptake rate of 91.1%. This does not put our trust in the lower quartile of trusts.  
A progress report showing current levels of flu vaccination uptake – 54.2% which is 
the 4th best in the region at this time - is appended with regional benchmarking. 

Appx. 
2 & 3 
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[Item 8a] – Public Board – 24/11/21 - Self declaration Staff Flu vaccination programme 2 

Key issues and 
actions within 
this report  
 

Issue and actions Page 

The vaccination of healthcare workers against seasonal flu is a key action to help 
protect patients, staff and their families. Provider flu plans for 2019/20 saw a national 
uptake rate amongst front line staff of 80% in CNE Region, with some organisations 
vaccinating over 90% of staff in other parts of the country. Our ambition is to 
improve on this through the actions outlined in the annual Flu plan. 

Appx 1: 
p. 1-4 

 

Whilst overall uptake levels have increased every year since 2015/16, there is 
significant variation in the uptake rates achieved as some trusts have developed 
excellent flu programmes that deliver very high level of vaccination coverage, 
however others have not made the same progress. 

Appx 1: 
p. 1-4 

Appx. 2  

The vaccination of healthcare workers has become part of a wider plan to increase 
uptake of flu vaccination across the communities we serve, targeting high risk 
patient groups, collaborating with Primary care and the Care home sector.’   

 

Regulatory 
compliance 
implications 

 

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

Significant 
risks identified  

 

 Failure to vaccinate NHS Staff could reduce staffing resilience and expose vulnerable 
patients to transmissible infection, i.e. Influenza with potentially serious consequences.  
 

 Failure to significantly increase patient vaccination rates could result in death or 
serious illness amongst large numbers of our patients. In combination with Covid-19 
the prognosis (likely outcomes) for these patients worsens considerably.  
 

Action / 
decision 
required from 
the Board 

Approve the attached Board self declaration as requested by NHS England. 
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CDDFT Board Meeting Wednesday 24th November 2021 

NHS England and NHS Improvement  

Board self-declaration – Staff influenza vaccination programme 
Best Practice Management Checklist for Healthcare Workers Flu Vaccinations 
 
Carol Bean Occupational Health & Wellbeing Business Partner 

Noel Scanlon, Executive Director of Nursing  
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Appendix i – Board self declaration – Staff influenza vaccination programme - Best practice management checklist – for public assurance via Trust Board by end of December 2021 

 

C a r o l  B e a n ,  O c c u p a t i o n a l  H e a l t h &  W e l l b e i n g  B u s i n e s s  P a r t n e r  

N o e l  S c a n l o n ,  E x e c u t i v e  D i r e c t o r  o f  N u r s i n g  /  D I P C   P a g e  2 | 4 

 

A Committed Leadership 
(number in brackets relates to references  listed below 
the table) 

Trust Self-Assessment 

A1 Board record commitment to achieving the ambition of 
of all front line healthcare workers  

Yes – Discussed at Board meetings. Flu Vaccines to all staff within CDDFT 
 

A2 Trust has ordered and provided the Quadrivalent (QIV) 
flu vaccine for healthcare workers 

Yes - Completed February 2021. Staff over the age of 65 years should attend 
their GP Practice or pharmacy. Any staff member who has their vaccine outside of 
the Trust i.e. GP Practice/Pharmacy are encouraged to inform Occupational 
Health. All data is submitted to the National Immunisation Vaccination System 
(NIVS) which informs their GP Practice. 

A3 Board receive an evaluation of the flu programme 2020 
to 2021, including data, successes, challenges and 
lessons learnt 
 

Yes – completed Spring 2021 

A4 Agree on Board Champion for Flu Campaign Yes – Executive Director of Nursing  
 

A5 All board members receive flu vaccination and publicise 
this 

Yes – Specific immunisation sessions were organised for board members to 
receive the vaccine. Individual appointments and drop in sessions are also 
available. Photographs have been publicised via the Week Ahead Bulletin 
 

A6 Flu team formed with representatives from all 
directorates, staff groups and trade union 
representatives 

Yes – task and finish group set up - representatives were invited from all relevant 
groups 
  

A7 Flu Team to meet regularly from September 2021 Yes – A combined Flu & COVID Vaccine Committee was set up in July 2021.  
The group initially met on a fortnightly basis, then weekly, and then daily meetings 
took place leading up to the start of the campaigns in September 2021. During the 
campaign, updates are sent via e-mail at least weekly. The group continue to 
meet weekly until the end of December 2021 and will review the campaign to 
discuss uptake, feedback, concerns, lessons learned etc 
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Appendix i – Board self declaration – Staff influenza vaccination programme - Best practice management checklist – for public assurance via Trust Board by end of December 2021 

 

C a r o l  B e a n ,  O c c u p a t i o n a l  H e a l t h &  W e l l b e i n g  B u s i n e s s  P a r t n e r  

N o e l  S c a n l o n ,  E x e c u t i v e  D i r e c t o r  o f  N u r s i n g  /  D I P C   P a g e  3 | 4 

 

B Communications Plan 
 

 

B1 Rationale for the flu vaccination programme and facts to 
be published – sponsored by senior clinical leaders and 
trade union 
 

Yes - Campaign materials ordered via PHE and a comprehensive 
Communications Plan agreed and implemented. A Communication Manager sits 
on the Vaccine Committee. This is supported by Executive Director of Nursing, 
Medical Director and Trade Union Representatives 
 

B2 Drop In Clinics and mobile vaccination schedule to be 
published electronically on social media and on paper 
 

Yes - Comprehensive schedule including booked appointments, drop-in clinics 
are in place; walk rounds are planned. All information is published via Trust Week 
Ahead Bulletin, individual bulletins, screen savers and banners and on the private 
Facebook page. These are published from end of September 2021 – 24th 
December 2021. Vaccinations will continue to be available until end February 
2022. Paper copies are available.  
 

B3 Board and senior managers having their vaccinations to 
be publicised 

Yes – various Board Members, Executive Directors & Senior Managers within the 
Trust have had photographs taken and these have been publicised via Trust 
Bulletins and Social Media pages 
 
 

B4 Flu Vaccination programme and access to vaccination 
on induction programme 

Yes –  All colleagues have access to the flu vaccine via drop-ins and and the 
ability to book individual appointments  
 
 

B5 Programme to be publicised on screensavers, posters 
and social media 

Yes – Screensavers have been in place since September 2021 and are updated 
regularly. Virtual posters and banners have been in place across the Trust since 
September 2021, published on the  Intranet and information is shared regularly 
via Trust Social Media 
 
 

B6 Weekly feedback on percentage uptake for directorates, 
teams and professional groups 
 

Yes – weekly feedback is publicised and shared with senior leaders in the 
organisation as well as Care Group Leads and professional groups for onward 
dissemination 
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Appendix i – Board self declaration – Staff influenza vaccination programme - Best practice management checklist – for public assurance via Trust Board by end of December 2021 

 

C a r o l  B e a n ,  O c c u p a t i o n a l  H e a l t h &  W e l l b e i n g  B u s i n e s s  P a r t n e r  

N o e l  S c a n l o n ,  E x e c u t i v e  D i r e c t o r  o f  N u r s i n g  /  D I P C   P a g e  4 | 4 

 

C Flexible accessibility 
 

 

C1 Peer vaccinators, ideally at least one in each clinical 
area to be identified, trained, released to vaccinate and 
empowered 
 

Yes – various peer vaccinators have been identified across the across including 
DN bases and community hospitals. They have been adequately trained and 
signed relevant Written Instruction and are available to vaccinate 
colleagues/peers as and when necessary 
 

C2 Schedule for easy access drop in clinics arranged 
 

Yes - as per B2 above 

C3 Schedule for 24 hour mobile vaccinations to be agreed Yes – Daily schedules for booked appointments and drop-in clinics are available; 
times are available to accommodate night shift workers and early starts 
 

D Incentives 
 

 

D1 Board to agree on incentives and how to publicise these Yes – Incentives for metal flu pin badges agreed and distributed to staff having 
the flu vaccines This has been publicised via Week Ahead Bulletin and Flu 
Vaccinators.  
 

D2 Success to be celebrated weekly Yes – As per B5 & B6 above. Uptake is discussed regularly at Executive & 
Clinical Leaders Meetings, Senior Managers and Heads of Department Meetings, 
Health Care Associated Infection meetings and Directorate Meetings as well as 
being publicised on the Intranet, Week Ahead Bulletins and Social Media. 
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Healthcare Workers Seasonal Flu 
Immunisation Programme Uptake NHS
Trusts/Providers, 2020/21

Contact Information:

➢Email: england.cne-opsanddelivery@nhs.net
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No. % No. % No. % No. % No. % No. % No. % No. %

COUNTY DURHAM AND DARLINGTON FT 4893 91.1% 4893 91.1% 4893 91.1% 4893 91.1% 4893 91.1% 4893 91.1% 4893 91.1% 4893 91.1%

GATESHEAD HEALTH FT 2995 78.9% 2995 78.9% 2995 78.9% 2995 78.9% 2995 78.9% 2981 78.5% 2981 78.5% 2975 78.4%

NORTH CUMBRIA INTEGRATED CARE FT 3753 78.5% 3753 78.5% 3753 78.5% 3753 77.2% 3752 77.2% 3586 76.8% 3551 75.8% 3551 75.8%

NORTH EAST AMBULANCE SERVICE FT 1722 65.0% 1704 64.3% 1704 64.3% 1701 64.2% 1697 64.0% 1684 63.5% 1664 63.2% 1656 62.8%

NORTH TEES AND HARTLEPOOL FT 2760 80.4% 2760 80.4% 2760 80.4% 2760 80.4% 2728 78.5% 2728 78.5% 2728 78.5% 2728 78.5%

CUMBRIA NORTHUMBERLAND, TYNE AND WEAR FT 4994 83.9% 4950 84.4% 4891 83.4% 4888 82.8% 4853 83.4% 4830 82.5% 4712 80.7% 4698 80.8%

NORTHUMBRIA HEALTHCARE FT 5279 76.4% 5279 76.3% 5279 76.3% 5279 76.3% 5279 76.3% 5279 76.3% 5279 76.3% 5279 76.3%

SOUTH TEES HOSPITALS FT 7244 92.3% 7239 92.2% 7226 92.1% 7226 92.1% 7213 91.9% 7155 91.1% 6920 88.2% 6889 87.8%

SOUTH TYNESIDE & SUNDERLAND  FT 4394 70.8% 4394 70.8% 4394 70.8% 4394 70.8% 4394 70.8% 4394 70.8% 4394 70.8% 4392 70.8%

TEES, ESK AND WEAR VALLEYS FT 4425 71.5% 4425 71.5% 4425 71.5% 4425 71.5% 4417 71.4% 4417 71.4% 4417 71.4% 4417 71.4%

THE NEWCASTLE UPON TYNE HOSPITALS FT 9750 76.6% 9750 76.6% 9749 76.6% 9722 76.3% 9722 76.3% 9722 76.3% 9722 76.3% 9722 76.3%

NENC Total 52209 79.3% 52142 79.3% 52069 79.1% 52036 78.9% 51943 78.9% 51669 78.6% 51261 78.0% 51200 78.0%

14/02/2021 10/01/202117/01/2021

Healthcare Workers Seasonal Flu Immunisation Programme Uptake NHS Trusts/Providers, 2020/21

24/01/202131/01/202107/02/2021

Trust/Provider
21/02/202128/02/2021
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N CUMBRIA IC FT NEWCASTLE UPON
TYNE HOSPITALS FT

NORTHUMBRIA FT TEES, ESK AND WEAR
VALLEYS FT

STS FT NEAS

Latest  Cumulative Performance by Trust/Provider

Achieving Target Below Target Target NENC Average 20/21 NENC Average 19/20 2019/20 Corresponding Cumulative Position
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No. % No. % No. % No. % No. % No. % No. % No. %

COUNTY DURHAM AND DARLINGTON FT 683 81.9% 683 81.9% 683 81.9% 683 81.9% 683 81.9% 683 81.9% 683 81.9% 683 81.9%

GATESHEAD HEALTH FT 316 70.2% 316 70.2% 316 70.2% 316 70.2% 316 70.2% 316 70.2% 316 70.2% 315 70.0%

NORTH CUMBRIA INTEGRATED CARE FT 458 87.7% 458 87.7% 458 87.7% 458 87.7% 458 87.7% 377 79.4% 371 75.7% 371 75.7%

NORTH EAST AMBULANCE SERVICE FT 3 100.0% 3 100.0% 3 100.0% 3 100.0% 3 100.0% 3 100.0% 3 100.0% 3 100.0%

NORTH TEES AND HARTLEPOOL FT 276 78.4% 276 78.4% 276 78.4% 276 78.4% 276 77.3% 276 77.3% 276 77.3% 276 77.3%

CUMBRIA NORTHUMBERLAND, TYNE AND WEAR FT 386 80.2% 385 80.0% 374 78.2% 372 78.2% 366 85.5% 363 77.7% 352 75.4% 352 75.5%

NORTHUMBRIA HEALTHCARE FT 630 71.1% 630 71.1% 630 71.1% 630 71.1% 630 71.1% 630 71.1% 630 71.1% 630 71.1%

SOUTH TEES HOSPITALS FT 869 98.8% 869 98.8% 869 98.8% 869 98.8% 869 98.8% 868 98.6% 847 96.3% 845 96.0%

SOUTH TYNESIDE & SUNDERLAND  FT 438 73.0% 438 73.0% 438 73.0% 438 73.0% 438 73.0% 438 73.0% 438 73.0% 438 73.0%

TEES, ESK AND WEAR VALLEYS FT 300 86.0% 300 86.0% 300 86.0% 300 86.0% 300 86.0% 300 86.0% 300 86.0% 300 86.0%

THE NEWCASTLE UPON TYNE HOSPITALS FT 1589 77.7% 1589 77.7% 1589 77.7% 1576 76.2% 1576 76.2% 1576 76.2% 1576 76.2% 1576 76.2%

NENC Total 5948 80.3% 5947 80.3% 5936 80.2% 5921 79.8% 5915 80.2% 5830 79.1% 5792 78.4% 5789 78.4%

21/02/2021 14/02/2021 07/02/2021

Healthcare Workers Seasonal Flu Immunisation Programme Uptake NHS Trusts/Providers, 2020/21

31/01/2021

Trust/Provider
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No. % No. % No. % No. % No. % No. % No. % No. %

COUNTY DURHAM AND DARLINGTON FT 2134 87.2% 2134 87.2% 2134 87.2% 2134 87.2% 2134 87.2% 2134 87.2% 2134 87.2% 2134 87.2%

GATESHEAD HEALTH FT 1083 79.1% 1083 79.1% 1083 79.1% 1083 79.1% 1083 79.1% 1083 79.1% 1083 79.1% 1082 79.0%

NORTH CUMBRIA INTEGRATED CARE FT 1450 77.2% 1450 77.2% 1450 77.2% 1450 75.5% 1450 75.5% 1415 77.1% 1404 76.5% 1404 76.5%

NORTH EAST AMBULANCE SERVICE FT 63 68.5% 62 67.4% 62 67.4% 62 67.4% 62 67.4% 59 64.1% 58 63.7% 57 62.6%

NORTH TEES AND HARTLEPOOL FT 1188 81.2% 1188 81.2% 1188 81.2% 1188 81.2% 1169 79.6% 1169 79.6% 1169 79.6% 1169 79.6%

CUMBRIA NORTHUMBERLAND, TYNE AND WEAR FT 1943 84.5% 1927 84.4% 1904 83.3% 1901 83.0% 1890 83.4% 1880 82.9% 1845 81.5% 1839 81.6%

NORTHUMBRIA HEALTHCARE FT 2254 76.4% 2254 76.3% 2254 76.3% 2254 76.3% 2254 76.3% 2254 76.3% 2254 76.3% 2254 76.3%

SOUTH TEES HOSPITALS FT 2569 95.1% 2567 95.1% 2560 94.8% 2560 94.8% 2554 94.6% 2530 93.7% 2436 90.2% 2418 89.6%

SOUTH TYNESIDE & SUNDERLAND  FT 1911 65.9% 1911 65.9% 1911 65.9% 1911 65.9% 1911 65.9% 1911 65.9% 1911 65.9% 1910 65.9%

TEES, ESK AND WEAR VALLEYS FT 1707 71.3% 1707 71.3% 1707 71.3% 1707 71.3% 1702 71.1% 1702 71.1% 1702 71.1% 1702 71.1%

THE NEWCASTLE UPON TYNE HOSPITALS FT 4219 78.2% 4219 78.2% 4218 78.2% 4197 78.2% 4197 78.2% 4197 78.2% 4197 78.2% 4197 78.2%

NENC Total 20521 79.3% 20502 79.2% 20471 79.1% 20447 78.9% 20406 78.8% 20334 78.8% 20193 78.3% 20166 78.2%
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Healthcare Workers Seasonal Flu Immunisation Programme Uptake NHS Trusts/Providers, 2020/21
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Latest  Cumulative Performance by Trust/Provider for all Qualified Nurses, Midwives and Health Visitors 

Achieving Target Below Target Target NENC Average 20/21 NENC Average 19/20 2019/20 Corresponding Cumulative Position
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No. % No. % No. % No. % No. % No. % No. % No. %

COUNTY DURHAM AND DARLINGTON FT 495 99.6% 495 99.6% 495 99.6% 495 99.6% 495 99.6% 495 99.6% 495 99.6% 495 99.6%

GATESHEAD HEALTH FT 617 92.4% 617 92.4% 617 92.4% 617 92.4% 617 92.4% 617 92.4% 617 92.4% 615 92.1%

NORTH CUMBRIA INTEGRATED CARE FT 683 75.0% 683 75.0% 683 75.0% 683 74.3% 683 74.3% 661 74.1% 661 74.1% 661 74.1%

NORTH EAST AMBULANCE SERVICE FT 524 61.7% 518 61.0% 518 61.0% 518 61.0% 517 60.9% 518 61.0% 513 60.4% 510 59.9%

NORTH TEES AND HARTLEPOOL FT 546 81.5% 546 81.5% 546 81.5% 546 81.5% 549 78.7% 549 78.7% 549 78.7% 549 78.7%

CUMBRIA NORTHUMBERLAND, TYNE AND WEAR FT 803 89.3% 792 88.4% 791 87.9% 792 88.6% 784 88.3% 779 87.6% 754 85.7% 750 85.3%

NORTHUMBRIA HEALTHCARE FT 753 80.4% 753 80.0% 753 80.0% 753 80.0% 753 80.0% 753 80.0% 753 80.0% 753 80.0%

SOUTH TEES HOSPITALS FT 1091 87.6% 1090 87.6% 1088 87.4% 1088 87.4% 1086 87.2% 1076 86.4% 1050 84.3% 1046 84.0%

SOUTH TYNESIDE & SUNDERLAND  FT 789 72.7% 789 72.7% 789 72.7% 789 72.7% 789 72.7% 789 72.7% 789 72.7% 789 72.7%

TEES, ESK AND WEAR VALLEYS FT 548 75.1% 548 75.1% 548 75.1% 548 75.1% 548 75.1% 548 75.1% 548 75.1% 548 75.1%

THE NEWCASTLE UPON TYNE HOSPITALS FT 1892 74.6% 1892 74.6% 1892 74.6% 1896 74.6% 1896 74.6% 1896 74.6% 1896 74.6% 1896 74.6%

NENC Total 8741 79.3% 8723 79.1% 8720 79.0% 8725 79.0% 8717 78.8% 8681 78.7% 8625 78.2% 8612 78.1%

28/02/2021 21/02/2021 14/02/2021 07/02/2021

Healthcare Workers Seasonal Flu Immunisation Programme Uptake NHS Trusts/Providers, 2020/21

31/01/2021

Trust/Provider
24/01/2021 17/01/2021 10/01/2021
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Latest  Cumulative Performance by Trust/Provider for all Other Professionally Qualified clinical staff

Achieving Target Below Target Target NENC Average 20/21 NENC Average 19/20 2019/20 Corresponding Cumulative Position
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No. % No. % No. % No. % No. % No. % No. % No. %

COUNTY DURHAM AND DARLINGTON FT 1581 99.4% 1581 99.4% 1581 99.4% 1581 99.4% 1581 99.4% 1581 99.4% 1581 99.4% 1581 99.4%

GATESHEAD HEALTH FT 979 74.8% 979 74.8% 979 74.8% 979 74.8% 979 74.8% 965 73.8% 965 73.8% 963 73.6%

NORTH CUMBRIA INTEGRATED CARE FT 1162 79.1% 1162 79.1% 1162 79.1% 1162 77.5% 1161 77.5% 1133 77.4% 1115 76.2% 1115 76.2%

NORTH EAST AMBULANCE SERVICE FT 1132 66.4% 1121 65.7% 1121 65.7% 1118 65.5% 1115 65.3% 1104 64.6% 1090 64.5% 1086 64.1%

NORTH TEES AND HARTLEPOOL FT 750 79.3% 750 79.3% 750 79.3% 750 79.3% 734 77.2% 734 77.2% 734 77.2% 734 77.2%

CUMBRIA NORTHUMBERLAND, TYNE AND WEAR FT 1862 81.8% 1846 83.6% 1822 82.7% 1823 81.2% 1813 81.1% 1808 81.1% 1761 79.2% 1757 79.3%

NORTHUMBRIA HEALTHCARE FT 1642 76.7% 1642 76.7% 1642 76.7% 1642 76.7% 1642 76.7% 1642 76.7% 1642 76.7% 1642 76.7%

SOUTH TEES HOSPITALS FT 2715 89.8% 2713 89.7% 2709 89.6% 2709 89.6% 2704 89.4% 2681 88.6% 2587 85.5% 2580 85.3%

SOUTH TYNESIDE & SUNDERLAND  FT 1256 77.3% 1256 77.3% 1256 77.3% 1256 77.3% 1256 77.3% 1256 77.3% 1256 77.3% 1255 77.3%

TEES, ESK AND WEAR VALLEYS FT 1870 68.9% 1870 68.9% 1870 68.9% 1870 68.9% 1867 68.7% 1867 68.7% 1867 68.7% 1867 68.7%

THE NEWCASTLE UPON TYNE HOSPITALS FT 2050 74.5% 2050 74.5% 2050 74.5% 2053 74.5% 2053 74.5% 2053 74.5% 2053 74.5% 2053 74.5%

NENC Total 16999 78.9% 16970 79.0% 16942 78.9% 16943 78.6% 16905 78.4% 16824 78.2% 16651 77.5% 16633 77.4%

28/02/2021 21/02/2021 14/02/2021 07/02/2021

Healthcare Workers Seasonal Flu Immunisation Programme Uptake NHS Trusts/Providers, 2020/21

31/01/2021
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Latest  Cumulative Performance by Trust/Provider for all Support Staff 
Achieving Target Below Target Target NENC Average 20/21 NENC Average 19/20 2019/20 Corresponding Cumulative Position
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No. % No. % No. % No. % No. % No. % No. % No. %

All Doctors 5948 80.3% 5947 80.3% 5936 80.2% 5921 79.8% 5915 80.2% 5830 79.1% 5792 78.4% 5789 78.4%

Qualified Nurses, Midwives and Health Visitors 20521 79.3% 20502 79.2% 20471 79.1% 20447 78.9% 20406 78.8% 20334 78.8% 20193 78.3% 20166 78.2%

All Other Professionally Qualified clinical staff 8741 79.3% 8723 79.1% 8720 79.0% 8725 79.0% 8717 78.8% 8681 78.7% 8625 78.2% 8612 78.1%

Support to clinical staff 16999 78.9% 16970 79.0% 16942 78.9% 16943 78.6% 16905 78.4% 16824 78.2% 16651 77.5% 16633 77.4%

All Workers across NENC 52209 79.3% 52142 79.3% 52069 79.1% 52036 78.9% 51943 78.9% 51669 78.6% 51261 78.0% 51200 78.0%

28/02/2021 21/02/2021 07/02/2021 31/01/2021 24/01/2021

Healthcare Workers Seasonal Flu Immunisation Programme Uptake NHS Trusts/Providers, 2020/21

17/01/2021 10/01/202114/02/2021
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Healthcare Workers Seasonal Flu 
Immunisation Programme Uptake NHS
Trusts/Providers, 2021/22

Contact Information:

➢Email: england.cne-opsanddelivery@nhs.net
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No. % No. % No. % No. % No. % No. % No. % No. %

COUNTY DURHAM AND DARLINGTON FT 3376 54.2% 3255 52.3% 2894 48.3% 2776 46.3% 2649 44.2%

GATESHEAD HEALTH FT 1946 50.6% 1934 50.3% 1843 47.9% 1487 38.7% 1487 38.7%

NORTH CUMBRIA INTEGRATED CARE FT 2044 31.9% 1840 28.7% 1633 25.5% 1440 22.4%

NORTH EAST AMBULANCE SERVICE FT 1177 33.7% 883 25.3% 800 24.7% 619 23.7% 491 16.5%

NORTH TEES AND HARTLEPOOL FT 2023 49.2% 1897 46.7% 1760 43.3% 1488 36.3% 1184 31.9%

CUMBRIA NORTHUMBERLAND, TYNE AND WEAR FT 4296 63.5% 2647 39.3% 2632 39.1% 2621 39.0% 2213 33.0%

NORTHUMBRIA HEALTHCARE FT 3028 47.4% 2444 38.5% 2143 33.6% 1118 17.3% 1115 16.7%

SOUTH TEES HOSPITALS FT 4607 56.6% 4362 50.5% 4176 48.3% 3939 45.6% 3460 40.0%

SOUTH TYNESIDE & SUNDERLAND  FT 2168 33.0% 2168 33.0% 1862 28.4% 1303 20.5% 831 13.1%

TEES, ESK AND WEAR VALLEYS FT 2374 39.3% 2029 33.8% 1805 30.3% 1407 23.8% 1088 15.7%

THE NEWCASTLE UPON TYNE HOSPITALS FT 6984 56.8% 6395 53.8% 5854 49.3% 5582 47.0% 2847 22.7%

NENC Total 34023 48.4% 29854 42.5% 27402 39.3% 23780 34.5% 17365 25.1%

31/10/2021 26/09/202103/10/2021

Healthcare Workers Seasonal Flu Immunisation Programme Uptake NHS Trusts/Providers, 2021/22

10/10/202117/10/202124/10/2021
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Latest  Cumulative Performance by Trust/Provider

Achieving Target Below Target Target NENC Average 21/22 NENC Average 20/21 2020/21 Corresponding Cumulative Position
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No. % No. % No. % No. % No. % No. % No. % No. %

COUNTY DURHAM AND DARLINGTON FT 320 58.0% 310 56.2% 273 52.5% 264 50.8% 253 48.7%

GATESHEAD HEALTH FT 289 46.2% 286 45.7% 272 43.5% 221 35.3% 221 35.3%

NORTH CUMBRIA INTEGRATED CARE FT 403 39.2% 380 36.9% 343 33.3% 299 29.1%

NORTH EAST AMBULANCE SERVICE FT 1 33.3% 1 25.0% 1 25.0%

NORTH TEES AND HARTLEPOOL FT 157 50.2% 146 47.2% 132 42.9% 114 36.8% 100 32.3%

CUMBRIA NORTHUMBERLAND, TYNE AND WEAR FT 352 70.3% 256 50.2% 255 50.0% 255 50.0% 215 42.2%

NORTHUMBRIA HEALTHCARE FT 369 47.9% 280 36.5% 271 35.2% 136 17.5% 131 17.1%

SOUTH TEES HOSPITALS FT 526 55.6% 503 53.4% 484 51.4% 459 48.7% 422 44.8%

SOUTH TYNESIDE & SUNDERLAND  FT 216 40.7% 216 40.7% 184 35.0% 115 22.3% 68 13.2%

TEES, ESK AND WEAR VALLEYS FT 155 51.5% 143 47.7% 127 42.6% 98 33.7% 79 24.6%

THE NEWCASTLE UPON TYNE HOSPITALS FT 1253 85.3% 1136 92.1% 1039 84.3% 774 62.8% 369 19.0%

NENC Total 4041 57.4% 3657 53.7% 3381 50.0% 2735 40.5% 1858 26.6%

07/11/2021 31/10/2021 24/10/2021

Healthcare Workers Seasonal Flu Immunisation Programme Uptake NHS Trusts/Providers, 2021/22

17/10/2021

Trust/Provider
10/10/2021 03/10/2021 26/09/202114/11/2021
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Latest  Cumulative Performance by Trust/Provider for all Doctors

Achieving Target Below Target Target NENC Average 21/22 NENC Average 20/21 2020/21 Corresponding Cumulative Position
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No. % No. % No. % No. % No. % No. % No. % No. %

COUNTY DURHAM AND DARLINGTON FT 1358 53.7% 1309 51.8% 1193 48.3% 1150 46.6% 1093 44.3%

GATESHEAD HEALTH FT 781 54.3% 777 54.0% 744 51.7% 604 42.0% 604 42.0%

NORTH CUMBRIA INTEGRATED CARE FT 949 40.6% 832 35.6% 730 31.3% 653 28.0%

NORTH EAST AMBULANCE SERVICE FT 71 34.0% 63 28.0% 56 29.5% 50 40.0% 23 20.2%

NORTH TEES AND HARTLEPOOL FT 658 48.2% 610 45.0% 567 41.8% 474 34.7% 422 30.7%

CUMBRIA NORTHUMBERLAND, TYNE AND WEAR FT 1638 64.8% 1021 40.5% 1017 40.5% 1016 40.5% 875 35.0%

NORTHUMBRIA HEALTHCARE FT 1124 44.5% 888 35.4% 756 30.1% 407 15.9% 408 14.7%

SOUTH TEES HOSPITALS FT 1579 56.0% 1492 48.3% 1412 45.7% 1320 42.7% 1134 36.7%

SOUTH TYNESIDE & SUNDERLAND  FT 952 30.6% 952 30.6% 806 25.9% 559 18.6% 365 12.1%

TEES, ESK AND WEAR VALLEYS FT 887 37.4% 742 31.3% 668 28.2% 515 21.7% 398 15.8%

THE NEWCASTLE UPON TYNE HOSPITALS FT 3047 56.9% 2818 54.0% 2552 48.9% 2394 45.9% 1267 24.4%

NENC Total 13044 49.0% 11504 43.1% 10501 39.5% 9142 34.5% 6589 25.0%

07/11/2021 31/10/2021 24/10/2021

Healthcare Workers Seasonal Flu Immunisation Programme Uptake NHS Trusts/Providers, 2021/22

17/10/2021

Trust/Provider
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Latest  Cumulative Performance by Trust/Provider for all Qualified Nurses, Midwives and Health Visitors 

Achieving Target Below Target Target NENC Average 21/22 NENC Average 20/21 2020/21 Corresponding Cumulative Position
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No. % No. % No. % No. % No. % No. % No. % No. %

COUNTY DURHAM AND DARLINGTON FT 594 60.6% 575 58.7% 546 56.3% 516 53.3% 491 50.7%

GATESHEAD HEALTH FT 433 62.2% 433 62.2% 411 59.1% 330 47.4% 330 47.4%

NORTH CUMBRIA INTEGRATED CARE FT 494 49.4% 471 47.1% 427 42.7% 368 36.8%

NORTH EAST AMBULANCE SERVICE FT 274 31.2% 209 23.6% 186 21.5% 151 18.0% 113 12.8%

NORTH TEES AND HARTLEPOOL FT 357 51.2% 339 49.1% 314 45.6% 277 40.0% 228 33.1%

CUMBRIA NORTHUMBERLAND, TYNE AND WEAR FT 746 71.3% 492 47.3% 489 47.1% 484 46.8% 395 38.3%

NORTHUMBRIA HEALTHCARE FT 666 57.0% 582 49.9% 531 45.6% 291 24.7% 216 23.1%

SOUTH TEES HOSPITALS FT 787 61.1% 748 56.1% 718 53.8% 677 50.7% 608 45.6%

SOUTH TYNESIDE & SUNDERLAND  FT 498 42.7% 498 42.7% 445 37.9% 317 28.4% 206 18.5%

TEES, ESK AND WEAR VALLEYS FT 406 47.2% 359 41.8% 317 36.7% 255 29.9% 555 14.8%

THE NEWCASTLE UPON TYNE HOSPITALS FT 1180 52.1% 1061 47.4% 978 43.7% 530 23.7% 261 11.6%

NENC Total 6435 53.4% 5767 47.8% 5362 44.6% 4196 35.1% 3403 23.4%

14/11/2021 07/11/2021 31/10/2021 24/10/2021

Healthcare Workers Seasonal Flu Immunisation Programme Uptake NHS Trusts/Providers, 2021/22

17/10/2021

Trust/Provider
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Latest  Cumulative Performance by Trust/Provider for all Other Professionally Qualified clinical staff

Achieving Target Below Target Target NENC Average 21/22 NENC Average 20/21 2020/21 Corresponding Cumulative Position
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No. % No. % No. % No. % No. % No. % No. % No. %

COUNTY DURHAM AND DARLINGTON FT 1104 50.9% 1061 49.1% 882 43.4% 846 41.7% 812 40.0%

GATESHEAD HEALTH FT 443 40.9% 438 40.4% 416 38.4% 332 30.6% 332 30.6%

NORTH CUMBRIA INTEGRATED CARE FT 198 9.6% 157 7.7% 133 6.5% 120 5.8%

NORTH EAST AMBULANCE SERVICE FT 831 34.5% 610 25.6% 557 25.5% 418 25.4% 355 18.0%

NORTH TEES AND HARTLEPOOL FT 851 49.0% 802 47.1% 747 43.8% 623 35.9% 434 32.3%

CUMBRIA NORTHUMBERLAND, TYNE AND WEAR FT 1560 58.1% 878 32.8% 871 32.5% 866 32.5% 728 27.4%

NORTHUMBRIA HEALTHCARE FT 869 45.2% 694 36.3% 585 30.2% 284 14.5% 360 16.4%

SOUTH TEES HOSPITALS FT 1715 55.6% 1619 49.5% 1562 47.7% 1483 45.3% 1296 39.6%

SOUTH TYNESIDE & SUNDERLAND  FT 502 28.5% 502 28.5% 427 24.6% 312 18.3% 192 11.2%

TEES, ESK AND WEAR VALLEYS FT 926 37.0% 785 31.8% 693 28.5% 539 22.5% 56 16.9%

THE NEWCASTLE UPON TYNE HOSPITALS FT 1504 47.1% 1380 43.2% 1285 40.3% 1884 59.0% 950 29.9%

NENC Total 10503 42.7% 8926 36.2% 8158 33.6% 7707 32.5% 5515 26.0%
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Latest  Cumulative Performance by Trust/Provider for all Support Staff 
Achieving Target Below Target Target NENC Average 21/22 NENC Average 20/21 2020/21 Corresponding Cumulative Position
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No. % No. % No. % No. % No. % No. % No. % No. %

All Doctors 4041 57.4% 3657 53.7% 3381 50.0% 2735 40.5% 1858 26.6%

Qualified Nurses, Midwives and Health Visitors 13044 49.0% 11504 43.1% 10501 39.5% 9142 34.5% 6589 25.0%

All Other Professionally Qualified clinical staff 6435 53.4% 5767 47.8% 5362 44.6% 4196 35.1% 3403 23.4%

Support to clinical staff 10503 42.7% 8926 36.2% 8158 33.6% 7707 32.5% 5515 26.0%

All Workers across NENC 34023 48.4% 29854 42.5% 27402 39.3% 23780 34.5% 17365 25.1%

14/11/2021 07/11/2021 24/10/2021 17/10/2021 10/10/2021

Healthcare Workers Seasonal Flu Immunisation Programme Uptake NHS Trusts/Providers, 2021/22

03/10/2021 26/09/202131/10/2021
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Item 9 - Operational Performance Assurance Committee – Preface 

Item  Summary of business 

Integrated Performance Report  The full report is on the agenda for the Board meeting and is not 
summarised separately here.  
 
The Committee endorsed the actions being taken by Executive 
Directors with respect to A&E and flow pressures, particularly the 
‘Work As One’ initiative and focus on improving the daily discharge 
profile as well as wider systems-based initiatives working with the 
ambulance service and through the Provider Collaborative. The 
Committee asked for an evaluation of these initiatives, particularly, 
Work As One in February 2022, with update reports in the interim.  
 
The Committee noted positive assurance with respect to the Trust 
meeting national requirements for elective recovery and 
improvements in performance on cancer services.  
 
With respect to workforce, continuing pressures on staff and ward 
staffing were noted, together with the daily actions to manage 
pressures and the Director of Nursing’s oversight and assurance of 
safe staffing. 
 
Pragmatic management of training and appraisal targets is to be 
undertaken over the winter period due to operational pressures and 
the Committee supported the approach of prioritising those 
individuals who had been non-compliant for over 12 months. 
 

Finance Report  The full report is on the Board’s agenda. The current year forecast 
looks achievable and the Committee discussed and received 
assurance with respect to plans and financial management 
strategies for the remainder of the year.  
 
The Committee reviewed and endorsed the assumptions in the H2 
financial plan based on the above forecast and plans.  
 
The Committee sought, and received, assurance that, in tighter 
financial times, expected for 2022/23, the Trust would be focused 
on managing its underlying recurring cost base, and that staff would 
be committed to doing so.  
 

Major Projects  Post-Implementation Review Reports for Same Day Emergency Care 
at DMH and Adult Therapies have been drafted and are in the 
review process and will come through the Committee shortly. 
Reviews for ED at DMH and Frailty / Elderly Care are in the process 
of being drafted.  
 
An interim solution has been agreed with respect to endoscopy 
capacity for earlier delivery than the previously proposed option.  
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Information Strategy Steering 
Committee Update  

The Committee received and scrutinised the latest update on all 
ongoing projects. The Committee probed, and received assurance, 
that the progress of the Wi-Fi infrastructure replacement 
programme has been phased to ensure that there is adequate Wi-Fi 
in place on wards, and other clinical areas to support the roll out of 
the EPR programme, given the criticality of this issue. 
 

Emergency Preparedness, 
Response and Resilience – Plan  
 

The Committee – with its delegated authority from the Board – 
approved the annual plan and policy. 

Workforce Reports  The Committee noted the positive assurance from workforce reports 
on the Board’s agenda, including the Equality and Diversity Annual 
Report and the People Matter Action Plans. Assurance was sought 
that the overall picture reported re People Matter Action Plans was 
consistent with the experience of staff on the ground. 
 

 

Key matters to bring to the Board’s attention 
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Trust Board – November 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: The Trust achieved the new 89% H2 activity 

threshold in October and continues to perform well in November. 

Diagnostic performance remains high, Cancer recovery is being 

made on 62 days and progress has been made in reducing the 

number of patients waiting in the 52+ and 78+ week time-bands.    

 

Emergency Department at DMH: The enhanced SDEC model 

in DMH continues to help dampen ED demand and the new 

Primary Care Overflow Hub is now operational at UHND. Early 

days indicate that patients are effectively being streamed out of 

ED to the service c10-12 per day. 

5 
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Key issues and 

actions within this 

report  

 

Issue and actions Page 

Emergency Department: attendances at UHND in October 

appear to be levelling back to 2019 levels however due to 

operational pressures and hampered flow both hospitals are 

experiencing high volume 4-hr breaches and ambulance delays. 

At UHND there has been further 12 hour trolley waits in October. 

COVID: There are early signs that COVID-19 in-patient incidence 

has peaked and may be beginning to fall.  

Workforce: Sickness absence and COVID self-isolation 

continue to put considerable strain on front-line services but 

there are some signs that this is also starting to alleviate.  

Finance: the Month 07 position shows a deficit variance of 

£121k. The Group cash balance was £51,955k: an improvement 

largely due to a payment from South Tees FT. Capital 

expenditure amounts to £10,627k against a plan of £13,164k.    

6-8 

 

 

 

4 

26 

 

31 

 

Regulatory 

compliance 

implications 

Tick all that apply 

 

Tick for any implications for compliance with 

NHS Constitution     

Provider Licence (especially Condition 6)        

CQC Fundamental Standards of Care       

Health and Social Care Act         

Mental Health Act / Mental Capacity Act                         

Significant risks 

identified (if any) 

The main risks to Trust performance include: 

 Non-elective pressures and the COVID surge have ameliorated somewhat in 

October, but flow continues to create bottlenecks in the ED.  

 Workforce exhaustion impacted by high pressured workload and vacancies. 

 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 A&E 

performances 

 The achievements in elective recovery that are being able to be sustained. 

 Support the ongoing health and well-being actions supporting 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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Integrated Quality and Performance Report

www.cddft.nhs.net

Icon

Special cause variation - improvement          

(indicator where low is good)

The system may achieve or fail the target subject 

to random variation

The system is expected to consistently fail the 

target

The system is expected to consistently pass the 

target

Summary Icons

Description

Special cause variation - cause for concern 

(indicator where high is a concern)

Special cause variation - cause for concern 

(indicator where low is a concern)

Common cause variation

Special cause variation - improvement          

(indicator where high is good)

2
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Executive Summary & Constitutional Standards

www.cddft.nhs.net
3

Patient Access Overview

The growth in COVID in-patient numbers shows signs of having peaked in October with 12.2% of beds being occupied by COVID patients compared to
September at 13.5%. On average there has been 76 inpatients at any one time since the middle of September, with nearly half of those patients being
admitted to hospital because of COVID. Recently there has been some slight reductions, aligned to the drop in the community figures.

Urgent and Emergency Care remains under pressure. There are early signs of activity levels returning to pre-covid levels of demand at UHND -
compared to Oct 2019 there were 59 (0.8%) fewer ED attendances. Activity continues to trend lower at DMH with 96 (1.7%) fewer attendances. This is
not easing pressure to impact positively on flow as lengths of stays are increasing, patient transfers remain complex caused by COVID, which continue to
result in long waits in ED, high volumes of 4-hr breaches occurring, and on high pressured days patients can wait >12 hours for a base ward bed.

There remains a reasonable balance being achieved in maintaining elective care, with support from the Independent Sector providers:

• The volume of patients waiting >52 weeks continues to reduce.

• There are 59 patients who have now waited >104 weeks (some patients choosing to wait) all being closely monitored.

• The volume of completed referral to treatment (RTT) pathway activity is at 94%, above the H2 threshold of 89%.

Cancer: 2ww cancer performance in September was 80.04%,
lower than the regional average of 83.37%.

62-day performance is following its planned improvement
trajectory.

Diagnostics: Performance remains consistently high. 

Workforce: The workforce remains under considerable 
strain. Sickness absence remains high, as does staff turnover. 

Appraisals continue to decline, however core essential 
training is remaining fairly stable at 94% for October. 
Emphasis remains on health and well-being and support for 
all staff groups. 

Nursing vacancies currently are almost 300 though net of future recruitment this will fall. However in the interim the nursing & midwifery service is
under extreme pressure exacerbated by over 30 unfunded escalation beds. 15 areas report unsafe staffing levels ( 13 in Sept.) however given hour by
hour reassignments and dynamic management wards and departments are safe. Nevertheless the mental health impact is noticeable with a consequent
hit on retention likely.

Finance: The Month 07 position shows a deficit variance of £0.121m which is a slight movement down from Month 06. The Group cash balance was
£51,955,000. This is an improvement largely due to a payment from South Tees FT.

Capital expenditure amounts to £10,627,000 against a revised H2 plan of £13,164,000.

Performance Measure RO
Variation 

Indicator

Target 

Indicator
Target

Target 

Type

Referral To Treatment % Within 18wks CL Sep-21 75.31% Oct-21 76.10% NHSI Traj

Referral To Treatment Total Incompletes CL Sep-21 31,242 Oct-21 30,654 NHSI Traj

A&E % Seen Within 4 Hours (Type 1 only) CL Sep-21 52.79% Oct-21 48.64% 95.00% National

A&E Attendances (Type 1 and 3) CL Sep-21 20,330 Oct-21 20,551 NHSI Traj

A&E % Seen Within 4 Hours (Inc All UCC) CL Sep-21 71.51% Oct-21 68.79% 95.00% National

Cancer 2WW CL Aug-21 72.92% Sep-21 80.04% 93.00% National

Cancer 2WW to Treatment Within 62 Days CL Aug-21 72.90% Sep-21 73.09% 85.00% National

DM01 Diagnostics % Within 6 Weeks CL Sep-21 98.10% Oct-21 98.92% 99.00% National

This PeriodLast Period
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COVID-19 Update

www.cddft.nhs.net 4

As at mid-November November, COVID in-patient numbers remain high across the Trust, but in terms of daily cases there is a slight downward trend. In 
September, at maximum, the proportion of beds occupied by COVID patients was 13.5%. For October as a whole, this figure fell to 12.2%. Within 
November up to the 15th, the % of beds occupied by COVID patients ranged from 10.3% to 12.2%. In the second half of the month the range was 9.2% to 
11.1%

Gold Command re-introduced patient visiting from Wednesday 3 November, with restrictions including: limits to the number of visitors to each patient, 
compulsory masks, no COVID symptoms and encouragement to be double-vaccinated and to have a negative lateral flow test. Tighter visiting restrictions 
will remain in place in emergency departments and AMU where space is limited.

Nosocomial Section Rolling 7 day Report-1st Nov Previous Rolling 7 Day Total Rolling 7 Day Total Rolling 7 Day Variance

DMH Inpatients diagnosed with COVID-19 in last 24 hours 29 25 (4)

UHND Inpatients diagnosed with COVID-19 in last 24 hours 27 29 2

OTHER Inpatients diagnosed with COVID-19 in last 24 hours 4 6 2
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2021/22 Elective Recovery Summary

www.cddft.nhs.net
5

Commentary

Activity continues to perform well although there was a slight
dip in Daycase and Outpatient activity in October. Diagnostic
performance is high, close to standard and discussions are
ongoing with a number of partners regarding a support offer.

In line with the latest planning guidance, there is routine
weekly reporting made available to all Care Groups to track
the completed RTT pathway activity in month. This being the
new H2 recovery threshold set at 89%, and for October the
Trust achieved 94%. This enables Trust access to the Elective
Recovery Fund if the ICS achieves overall. The teams are also
actively validating patient pathways which will contribute.

This is positive given the persistence of emergency pressures,
particularly at UHND, which continue to make it difficult to
maintain an equitable balance with recovery.

In relation to other key planning expectations:

• The Trust remains behind the regional average and
standard of 25% for digital out-patient appointments, at
14.6% (cf. the regional average of 18.5%). Further work is
underway to assess the potential to reach this target given
a significant amount of other initiatives including high
levels of advice and guidance and development of PIFU
and to consider the health inequality impact. A new digital
platform is also being trialled in the Trust.

• 1.16% patients were transferred to a PFIU pathway in
October (Target is 1.5%) (to be validated as new reporting)

• There were 13 Advice and Guidance requests per 100 First
Out-patient attendances. (Target is 12) (to be validated as
new reporting)
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Best Experience: Responsive – Emergency Department

6

Commentary

Emergency Department (ED): A&E performance continues to be a cause of concern. In October as a whole both sites had fewer attendees than
in Oct 2019 but both experienced fewer patients being treated within 4-hrs: 54.9% at DMH (cf. 66.65% in Oct 2019); and 43.57% at UHND (cf.
59.99% in Oct 2019). Many of the patients who wait over 4hours, 50-60% of them do not go on to be admitted.

It is anticipated that the new Primary Care Overflow Hub, next to the UHND ED will provide an alternative to stream patients out of the ED. The
service goes live on 1st November.

The level of ambulance delays remain similar to September. Please refer to the spotlight report.

There continues to be significant numbers of 12hr trolley waits with the majority occurring in UHND, these are closely monitored to ensure
patient safety at all times to ensure no harm as a result of the delay. 1+day admissions overall are lower than in 2019 but bed occupancy remains
high at both sites (in Oct it ranged from 87.7% - 96% at UHND and from 81.5% to 105.4% at DMH) and this is due to fewer beds, length of stays
increasing and discharges typically building up to later in the day limiting hourly flow and access into base ward beds. The Trust’s Discharge
Group is taking forward a series of initiatives to bring forward discharges including the Work as One initiative due to commence on 29 November.

Performance Measure RO
Variation 

Indicator

Target 

Indicator
Target

Target 

Type

A&E % Seen Within 4 Hours - DMH (Type 1) CL Sep-21 57.91% Oct-21 54.90% 95.0% National

A&E % Seen Within 4 Hours - UHND (Type 1) CL Sep-21 48.55% Oct-21 43.57% 95.0% National

Ambulance handovers >15-30mins CL Sep-21 1,093 Oct-21 1,193 - - -

Ambulance handovers >30-60mins CL Sep-21 472 Oct-21 402 - - -

Ambulance handovers >60mins CL Sep-21 463 Oct-21 455 - - -

Ambulance Handovers - no. >120 minutes CL Sep-21 120 Oct-21 148 - 0 National

A&E Type 1 - Time to treatment (median) CL Sep-21 129 Oct-21 136 60 National

12 Hour Trolley Waits CL Sep-21 57 Oct-21 55 - 0 National

Community Bed Occupancy CL Sep-21 76.57% Oct-21 79.80% 90.0% Local

Acute Bed Occupancy DMH/UHND only (excludes 

obs/paeds)
CL Sep-21 85.76% Oct-21 86.72% - - -

Long Stay Patients 7+ Days LoS CL Sep-21 336 Oct-21 328 301 Ambition

Long Stay Patients 14+ Days LoS CL Sep-21 171 Oct-21 172 159 Ambition

Long Stay Patients 21+ Days LoS CL Sep-21 100 Oct-21 103 77 Ambition

Non Elective / ED Access / Bed Management

Last Period This Period
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Best Experience: Responsive - New Urgent & Emergency Care 
Measures Shadow Monitoring

7

Commentary

The measures confirm the system remains under a
sustained level of pressure, more so at UHND where on
some days the number of attendances an exceed the
upper end of the normal range.

Time to assessment - Since the advent of the SDEC at
DMH the time to initial assessment has begun to trend
upwards.

The overall numbers spending >12 hrs in ED remains
higher than in previous years.

A Task and Finish Group is now meeting monthly to
refresh IT and reporting as support tools for real-time
reporting and management using the new ED measures
bundle. This is in anticipation that the new measures
come into force on 1st April 2022.

The new measures of UEC performance have not yet 
been implemented, though the Trust continues to 
shadow monitor them. 
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8

Responsive: NEAS Ambulances – Spotlight Report

Commentary Risk and Mitigating Actions

• Ambulance arrivals to both 
hospitals remains relatively 
static. 

• There is a strong correlation 
between A&E 4 hour wait 
performance and ambulance 
delays. 

• The average arrival to clear 
times started to rise at the end 
of June in line with overall rising 
of ED attendances  (UHND) and 
overall operational flow 
pressure, and has continued to 
rise, peaking in September at 72 
minutes. 

• There is daily and weekly 
variability of delays, with a 
greater number occurring at 
UHND, but DMH has the higher 
proportion of  delays >120 
minutes. 

There is a significant amount of work ongoing to 
improve ambulance delays in the region and 
NHSEI issued a recent letter asking all ICSs to 
take steps to avoid handover delays. Actions 
include:

• Project Group to focus on improvement 
actions.

• Action plan including some longer term 
improvements linked to estate works and the 
enhanced SDEC model at UHND.

• Decompression of the ED through more 
robust application of OPEL action cards 
(Trust-wide) and streaming to the new 
Primary Care Overflow Hub (UHND)

• Reinforcing 'fit to sit' - more chairs 
and trolleys have been ordered.

• Developing a proposal for safe cohorting
within Central ICP. 

• Additional temporary staff recruited to 
resource the ambulance bays until March 22.

• NECS has recently completed a real-time 
audit at all ED sites in Central ICP on 
ambulance handovers. Await report to 
review  any recommendations/ learning.

• CDDFT and STSFT are signed up to Intelligent 
Conveyancing working with NEAS, and this is 
being done in shadow form w/c 15 within 
Central ICP.

• Ongoing development of RAIDR app to 
inform system wide pressures.
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Best Experience: Responsive – Elective Care

www.cddft.nhs.net
9

Commentary 

Referral to Treatment 

As at end October the waiting list is 30,654. This is a slight reduction on last month. Performance against the main 18 week target has held steady 
for 3 months at around 75%. Positively, the number of those waiting for >52 weeks has continued to reduce as has those waiting >78 weeks (from 
508 to 290). The number of patients who have waited >104 weeks has risen to 59. Plans are in place to reinstate additional T&O activity when 
shower facilities are installed by the end of November on Ward 15 at UHND which will help eliminate these long waits. 

Of those waiting for >104 weeks, 17 do not wish to come into hospital until COVID abates further. Patients waiting for 104 weeks include: Plastics –
21, T&O – 25; ENT – 10; Ophthalmology – 2; Gen Surgery – 1. Patients in the backlog continue to be clinically reviewed to ensure they are suffering 
no harm and patients who have also have indicated they do not wish to come in are in contact and being encouraged to attend. 

Cancer

All Cancer performances are within common cause variation, all still below standard and 62 day performance is now on track for improvement a 
73.1% which is above the regional average of 64%. There is also a noted improvement in Colorectal and Endoscopy recovery which is contributing 
now to overall performance recovery.

Performance Measure RO
Variation 

Indicator

Target 

Indicator
Target

Target 

Type

Cancelled Operations - Breaches of 28 Days CL Sep-21 5 Oct-21 0 0 Local

Urgent Operations cancelled for 2nd time CL Sep-21 0 Oct-21 0 - 0 Local

DNA % Rate CL Sep-21 7.67% Oct-21 7.83% 6.96% National Median

First to Follow Up Ratio CL Sep-21 1 : 1.58 Oct-21 1 : 1.55 - - -

Referral To Treatment % Within 18wks CL Sep-21 75.31% Oct-21 76.10% NHSI Traj

Referral To Treatment Total Incompletes CL Sep-21 31,242 Oct-21 30,654 NHSI Traj

Referral to Treatment 52 Week Breaches CL Sep-21 1,028 Oct-21 926 National

Referral to Treatment 18 Weeks Backlog CL Sep-21 7,715 Oct-21 7,326 - National

Cancer 2WW CL Aug-21 72.92% Sep-21 80.04% 93.00% National

Cancer 2WW Breast CL Aug-21 86.74% Sep-21 86.11% 93.00% National

Cancer 31 Days Diagnosis to Treatment CL Aug-21 94.18% Sep-21 93.66% 96.00% National

Cancer 2WW to Treatment Within 62 Days CL Aug-21 72.90% Sep-21 73.09% 85.00% National

Cancer 62 Days Consultant Upgrade CL Aug-21 82.35% Sep-21 73.91% 85.00% National

Electives and Cancer

Last Period This Period
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Responsive:  Cancer – Spotlight report

www.cddft.nhs.net
10

Commentary Risk and Mitigating Actions

Cancer referrals are still increasing, putting pressure on all 
teams.  More patients are being seen in absolute numbers 
however this is not reflected in the %age performance. 

2ww performance is at 80% for September with lower 
performances as previously reported in Colorectal 
(52.49%) and Lung (65.71%). There is also a significant 
shortfall in breast for September (86.11%) due to the 
ongoing pressures for radiology and demand. 

The daily report of patients booked over target remains 
high at c500 patients. This reflects 2WW capacity 
pressures, although patient choice also plays a part in the 
delays with patients refusing offer of IS appointments. 

Performance against the 28 day Faster Diagnosis Target 
(which goes live in October) is good. In September, all 
areas met the 75% standard except Colorectal (67.41%) 
and Lung (66.67%). Overall performance was 90.43%. 

The PTL backlog >62 days is decreasing slowly, including 
improvement in the colorectal backlog which was 
previously the worst in the region. 

There are general pressures in cancer services across the 
region:

• The non-surgical oncology review is being expedited 
due to further gaps in service which will result in fewer 
tumour groups for first treatments at each acute site.  

• Chemotherapy provision remains challenging across the 
region and there is active recruitment and workforce 
development.

• Gynaecology oncology tertiary work previously 
performed in South Tees is being shared out across the 
patch. 

Key actions include::

• The new histopathology 
reporting Provider has 
commenced .

• Endoscopy: Insourcing and 
outsourcing support from the 
IS will continue until the BAH 
endoscopy refurbishment 
work is finished planned for 
Oct 2022. Challenged pathway 
funding from the NCA for 
Colorectal has enabled 
additional bank staff sessions.

• There continues to be pro-
active pathway tracking and 
prompt escalation of delays 
and blockages.

• Additional Gynaecology USS 
sessions

• CTC capacity (to support 
colorectal pathway)

• CT Colon sessions are 
beginning to make an impact 
on the CTC turnaround times

• Patients are being contacted 
by telephone and letter to 
encourage attendance at the 
IS providers.
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Best Outcomes: Safe

www.cddft.nhs.net11

Commentary

Mortality: Good progress has been made and SHMI continues to fall: SHMI Trust-wide has fallen once again to 113.97 (down from 115.8 last 
month). At site level UHND performance has fallen to 115.4 (117.6 last month) and is now in the “as expected” band alongside DMH 
(performance 112.1 cf. 113.5 last month).  HSMR has risen slightly but remains in the expected band. Work continues to review any hot spots 
and to undertake thematic work arising from all the other indicators, learning themes/reduction work (MEOWS in ED, Nurse led Sepsis Pathway 
in ED, AKI Nurses). These actions are monitored through Mortality Reduction Committee.

Falls: The October falls data shows falls per 1000 bed days across all sites have decreased. Work has been ongoing to engage with the NAIF 
(National Audit of Inpatient Falls) and visit all wards/areas where a patient has sustained a #NOF or a subdural bleed within 5 working days to 
complete an After Action Review and offer support to staff. Serious Incidents continue to be investigated with the new Rapid Review process. 
The team has continued to focus falls prevention and management training on key groups of staff including new HCAs, International nurses, and 
newly qualified nurses with plans to also include new Associate Nurses in the next few months.

Performance Measure RO
Variation 

Indicator

Target 

Indicator
Target

Target 

Type

Clostridium difficile cases cumulative* NS Sep-21 28 Oct-21 31 - - 45 PA National

MRSA Bacteraemia cumulative* NS Sep-21 2 Oct-21 2 - - 0 National

MSSA cumulative* NS Sep-21 30 Oct-21 35 - - - -

Ecoli cumulative* NS Sep-21 182 Oct-21 208 - - - -

Never events NS Sep-21 0 Oct-21 0 0 National

Serious Incidents reported <2 working days NS Sep-21 4 Oct-21 1 - - Local

Total number of incidents reported (Monitoring trends) NS Sep-21 1,899 Oct-21 1,811 - - Local

Serious Incident RCAs submitted within 60 working days NS Jun-21 100.00% Jul-21 100.00% - - Local

Compliments NS Aug-21 636 Sep-21 1,380 - - Local

Crude Mortality (rolling 12 months) NS May-21 4.95% Jun-21 4.80% - - -

HSMR (rolling 12 months) NS May-21 92.05 Jun-21 92.00 - - -

SHMI (rolling 12 months) NS May-21 115.81 Jun-21 113.97 - - -

Reduction in Falls - Acute (per 1000 beddays) (Cumulative) NS Sep-21 6.5 Oct-21 6.3 5.4 Local

Reduction in Falls - Community (per 1000 beddays) (Cumulative) NS Sep-21 7.1 Oct-21 6.5 6.0 Local

Grade 3 & 4  newly acquired avoidable pressure ulcers - Acute NS Sep-21 0 Oct-21 0 0 Monitoring

Grade 3 & 4  newly acquired avoidable pressure ulcers - Community NS Sep-21 0 Oct-21 0 0 Monitoring

Grade 2  newly acquired avoidable pressure ulcers - Acute NS Sep-21 3 Oct-21 3 0 Monitoring

Grade 2  newly acquired avoidable pressure ulcers - Community NS Sep-21 1 Oct-21 0 0 Monitoring

Last Period This Period

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

Oct-21
RN 

Average

HCA 

Average

RN 

Average

HCA 

Average

Ward name
Midnight 

Bed Occ

Registered 

Nurses/ 

Midwives

Non-

Registered 

Nurses/ 

Midwives

Registered 

Nursing 

Associates

Non-

Registered 

Nursing 

Associates

Ove

rall

fill rate - 

registere

d 

nurses/ 

midwive

s (%)

fill rate - 

care 

staff (%)

fill rate - 

registere

d 

nurses/ 

midwive

s (%)

fill rate - 

care 

staff (%)

C-Hosp Weardale 531.0 2.8 3.5 0.0 0.0 6.3 92.2% 120.7% 93.4% 96.8%

C-Hosp CLS Ward 1 527.0 3.2 4.1 0.0 0.0 7.3 120.5% 91.9% 100.0% 138.7%

C-Hosp Richardson Starling Ward 508.0 3.1 3.6 0.0 0.0 6.8 126.3% 167.9% 98.4% 174.2%

C-Hosp Sedgefield Wards 521.0 3.1 4.0 0.0 0.0 7.0 98.0% 104.2% 100.0% 207.3%

C-Hosp Shotley Bridge - Ward 2 474.0 3.4 2.2 0.0 0.0 5.7 105.5% 86.7% 116.9% 106.9%

Treetops UHND 296.0 13.7 4.5 0.4 0.0 18.6 121.2% 110.4% 95.5% 141.4%

Ward 09 UHND 323.0 4.7 3.4 0.0 0.3 8.4 110.6% 105.5% 99.9% 116.1%

Ward 10 UHND 512.0 2.8 0.0 0.0 0.0 2.8 92.4% - 94.6% -

Ward 21 DMH 297.0 13.3 3.4 0.0 0.0 16.8 83.6% 95.9% 90.4% 123.1%

Ward 61 DMH 515.0 3.1 2.4 0.0 0.0 5.5 76.2% 84.1% 81.7% 80.6%

Ward 62 DMH 277.0 6.3 3.0 0.0 0.0 9.2 100.0% 102.1% 117.3% -

Ward 04 Stroke Rehab Unit BAGH 818.0 2.4 3.6 0.0 0.0 6.0 101.0% 98.9% 100.0% 110.6%

Ward 07 BAGH 645.0 3.2 3.5 0.0 0.0 6.7 118.5% 69.9% 100.0% 93.7%

Ward 10 BAGH 595.0 2.7 4.3 0.0 0.0 6.9 67.7% 87.9% 100.0% 97.8%

Ward 16 BAGH 726.0 3.3 3.4 0.0 0.0 6.7 87.3% 86.3% 90.3% 98.9%

Acute Cardiac Unit UHND 966.0 3.3 2.7 0.0 0.0 6.0 94.1% 93.4% 96.9% 107.6%

Ward 01 Medicine UHND 930.0 2.4 3.0 0.1 0.0 5.6 85.5% 87.3% 101.5% 117.0%

Ward 02 Stroke UHND 836.0 3.8 3.4 0.0 0.1 7.3 75.6% 112.7% 62.0% 84.7%

Day NightCare Hours Per Patient Day (CHPPD)
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Best Outcomes: Nurse Staffing

Oct-21
RN 

Average

HCA 

Average

RN 

Average

HCA 

Average

Ward name
Midnight 

Bed Occ

Registered 

Nurses/ 

Midwives

Non-

Registered 

Nurses/ 

Midwives

Registered 

Nursing 

Associates

Non-

Registered 

Nursing 

Associates

Ove

rall

fill rate - 

registere

d 

nurses/ 

midwive

s (%)

fill rate - 

care 

staff (%)

fill rate - 

registere

d 

nurses/ 

midwive

s (%)

fill rate - 

care 

staff (%)

Ward 03 Elderly UHND 706.0 2.5 3.7 0.0 0.0 6.2 87.9% 91.3% 98.4% 105.4%

Ward 04 AMUSS UHND 1022.0 4.7 4.3 0.0 0.0 9.0 96.4% 97.5% 88.8% 97.3%

Ward 05 Gastro UHND 762.0 2.8 3.5 0.0 0.0 6.3 69.7% 80.5% 94.1% 110.8%

Ward 06 UHND 833.0 3.8 3.3 0.0 0.0 7.1 90.1% 90.6% 92.6% 84.7%

Ward 34 AMU DMH 796.0 4.5 4.0 0.0 0.0 8.5 83.0% 86.0% 72.8% 94.8%

Ward 41 Diabetes DMH 799.0 2.8 2.8 0.0 0.0 5.6 113.5% 90.6% 95.4% 136.6%

Ward 42 Oncology DMH 237.0 6.3 1.7 0.0 0.0 8.0 100.0% 87.0% 99.8% -

Ward 43 DMH 1062.0 3.6 2.8 0.0 0.0 6.4 92.2% 84.5% 94.2% 77.9%

Ward 44 DMH 681.0 3.8 3.0 0.0 0.0 6.8 82.9% 75.6% 87.7% 104.0%

Ward 51 Gastro DMH 748.0 2.8 3.0 0.0 0.1 5.9 103.0% 86.9% 98.4% 99.8%

Ward 52 DMH 824.0 2.5 3.3 0.0 0.1 5.9 74.8% 88.0% 74.2% 82.9%

ITU UHND 206.0 26.1 3.9 0.0 0.0 30.0 74.8% 134.1% 80.3% 81.0%

SAU UHND 1055.0 3.3 3.1 0.0 0.0 6.3 98.1% 103.4% 99.5% 124.5%

Ward 12 Orthopaedic Unit UHND 821.0 3.2 3.5 0.0 0.0 6.7 78.6% 109.4% 96.8% 104.1%

Ward 15 ESU UHND 260.0 11.8 6.3 0.0 0.0 18.1 72.0% 77.9% 121.5% 67.8%

Critical Care DMH 251.0 22.7 2.3 0.0 0.4 25.3 82.3% 68.5% 83.1% 93.1%

Ward 11 SEU DMH 268.0 5.8 3.3 0.0 0.0 9.1 109.2% 143.3% 95.2% 84.4%

Ward 31 Orthopaedic Unit DMH
579.0 3.7 4.6 0.2 0.0 8.5 95.4% 115.4% 78.2% 121.8%

Ward 32 DMH 790.0 3.4 3.3 0.3 0.1 7.1 92.3% 86.8% 77.4% 99.0%

Ward 33 DMH 376.0 3.0 2.4 0.0 0.0 5.4 83.3% 96.2% 79.2% 93.9%

23373.0 4.1 3.3 0.0 0.0 7.5 89.7% 93.9% 90.0% 103.1%

Day NightCare Hours Per Patient Day (CHPPD)
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Best Outcomes: Nurse Staffing

0.00
1.00
2.00
3.00
4.00
5.00
6.00
7.00
8.00

HCA CHPPD COMPARISON

HCA CHPPD 85% HCA CHPPD Reported

1.00

3.00

5.00

7.00

9.00

11.00

13.00

15.00

17.00

RN CHPPD COMPARISON

RN CHPPD 85% RN CHPPD Reported Ite
m

 1
0(

i) 
IQ

P
R

B
oa

rd
  O

P
A

C

Page 185 of 275



Best Outcomes: Nurse Staffing

1.0

3.0

5.0

7.0

9.0

11.0

13.0

15.0

17.0

19.0

September  2021 Combined CHPPD for Safe Staffing Areas  

Combined 85% Combined Reported

Ite
m

 1
0(

i) 
IQ

P
R

B
oa

rd
  O

P
A

C

Page 186 of 275



www.cddft.nhs.net

Best Outcomes: Nurse Staffing –
Ward Sr. commentary on <80% or >120% staffing levels

Oct-21

RN Average HCA Average RN Average HCA Average

CG 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

COMMC-Hosp Weardale 92.2% 120.7% 93.4% 96.8% The ward has additional beds open so  require additional HCA to support patients which accounts for the higher percentage during the day

COMMC-Hosp CLS Ward 1 120.5% 91.9% 100.0% 138.7%
An additional RN was transferred to the ward which has created an over fill of RN shifts in October for RNs. The ward required additonal HCAs over night  

to support enhanced care and cohorting of patients 

COMM
C-Hosp Richardson 

Starling Ward
126.3% 167.9% 98.4% 174.2%

This is due to the increased bed capacity as well as 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. 

COMM
C-Hosp Sedgefield 

Wards
98.0% 104.2% 100.0% 207.3% The ward continued to have escalation beds open for the whole of the month and had periods where patients required enhanced acre and cohorting.

COMM
C-Hosp Shotley Bridge - 

Ward 2
105.5% 86.7% 116.9% 106.9%

FH Treetops UHND 121.2% 110.4% 95.5% 141.4% The ward has opened the paediatric assessment area and so have an additional RN and HCA on duty over night to cover. 

FH Ward 09 UHND 110.6% 105.5% 99.9% 116.1%

FH Ward 10 UHND 92.4% - 94.6% -

FH Ward 21 DMH 83.6% 95.9% 90.4% 123.1%

During October we had several registered nurses off sick and our mitigating plan to maintain safety is to put an extra HCA on if there is no bank RN cover.  

The ward also utilise the band 3’s HCA; from the paediatric  community team; on the wards when they have spare nights and are not required to cover the 

community.

FH Ward 61 DMH 76.2% 84.1% 81.7% 80.6%

FH Ward 62 DMH 100.0% 102.1% 117.3% -

IMS
Ward 04 Stroke Rehab 

Unit BAGH
101.0% 98.9% 100.0% 110.6%

IMS Ward 07 BAGH 118.5% 69.9% 100.0% 93.7%
The ward currently has HCAs on long term sick. Shifts have been sent to the bank however these have not always been filled, some of the vacant shifts 

have been filled with RN's  to ensure patient safety. 

IMS Ward 10 BAGH 67.7% 87.9% 100.0% 97.8%
In October the ward had some RN long term and short term sickness. The ward had some beds closed during October due to a covid outreak; to provide 

additional RN support a band 6 RN has been moved to support the ward.  

IMS Ward 16 BAGH 87.3% 86.3% 90.3% 98.9%

IMS Acute Cardiac Unit UHND 94.1% 93.4% 96.9% 107.6%

IMS Ward 01 Medicine UHND 85.5% 87.3% 101.5% 117.0%

IMS Ward 02 Stroke UHND 75.6% 112.7% 62.0% 84.7%
The ward has some RN vacancies and sickness. Substantive staff do pick up extra bank shifts and other RN shifts are put out to bank and agency.   

Incident reports are completed and  staffing issues always escalated

IMS Ward 03 Elderly UHND 87.9% 91.3% 98.4% 105.4%
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www.cddft.nhs.net

Best Outcomes: Nurse Staffing –
Ward Sr. commentary on <80% or >120% staffing levels

Oct-21

RN Average HCA Average RN Average HCA Average

CG 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

IMS Ward 04 AMUSS UHND 96.4% 97.5% 88.8% 97.3%

IMS Ward 05 Gastro UHND 69.7% 80.5% 94.1% 110.8% The ward had RN short term sickness and unable to  fill shifts using bank or agency 

IMS Ward 06 UHND 90.1% 90.6% 92.6% 84.7%

IMS Ward 34 AMU DMH 83.0% 86.0% 72.8% 94.8% This was due to short term sickness and vacancies.  When shifts weren't picked up by bank RN's where possible they were backfilled with HCA's. 

IMS Ward 41 Diabetes DMH 113.5% 90.6% 95.4% 136.6% The ward is currently rostering 3 HCA's on nightduty to support with cohorted bays 

IMS Ward 42 Oncology DMH 100.0% 87.0% 99.8% -

IMS Ward 43 DMH 92.2% 84.5% 94.2% 77.9% This is due to short term sickness  most of which was covered by bank/ agency the ward also has a number of vacancies. 

IMS Ward 44 DMH 82.9% 75.6% 87.7% 104.0% This was due to short term sickness that wasn't covered by  bank although shifts were put out to bank but not picked up 

IMS Ward 51 Gastro DMH 103.0% 86.9% 98.4% 99.8%

IMS Ward 52 DMH 74.8% 88.0% 74.2% 82.9%
The ward has RN vacancies and parenting leave all staffing issues were highlighted daily to the on site matron and requests for bank and agency cover 

were submitted.

SUR ITU UHND 74.8% 134.1% 80.3% 81.0%
The unit  has a number of staff isolating as well as being on short term sick and parenting leave. Additional HCA's are required to support the additional 

ITU area Patient Numbers were reduced or Nurse to patient ratio changed to support care.

SUR SAU UHND 98.1% 103.4% 99.5% 124.5%
SAU UHND are running on an additional 8 escalation beds and have multiple vacancies in addition to this there have been patients requiring enhanced  

care  such as cohorting over night 

SUR
Ward 12 Orthopaedic Unit 

UHND
78.6% 109.4% 96.8% 104.1% The ward still has a number of RN vacancies.   When shifts have not been picked up by bank RN's where possible they were backfilled with HCA's.  

SUR Ward 15 ESU UHND 72.0% 77.9% 121.5% 67.8%
The ward had some RN and HCA  short term sickness on days during October. Additional shifts over night are needed to support patients with high 

acuity and some 1:1 specialing. The ward is not always full to capacity especially at weekends  

SUR Critical Care DMH 82.3% 68.5% 83.1% 93.1%
HCA sickness and isolation impacted on the number of shifts covered, minimal bank was picked up.  The unit did have a number of Student nuses on 

placement  and whilst they are supernummerary they were providing care to patients with their supervisior. 

SUR Ward 11 SEU DMH 109.2% 143.3% 95.2% 84.4%
HCA overfill rate – The establishment currently set is only for 8 beds but at present 16 are open – as such when there are over 10 patients the ward is 

staffed with 2 HCA’s which means additional shifts are created.

SUR
Ward 31 Orthopaedic Unit 

DMH
95.4% 115.4% 78.2% 121.8%

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 has been a small amount of HCA sickness. HCA overfill rate – There has been a significant number of patients requiring 

additional HCA support for either their acuity or dependency

SUR Ward 32 DMH 92.3% 86.8% 77.4% 99.0%
The RN cover on nights remains under filled due to RN vacancies. The acuity of patients is regularly considered and additional HCA's are added to 

backfill and to support this. 

IMS Ward 33 DMH 83.3% 96.2% 79.2% 93.9% The ward opened 18 beds half way through October so is not yet up to not yet up to full RN establishment, vacant shifts have been sent to bank.  
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Best Outcomes: Nurse Staffing

Staffing levels Commentary:

RN  hours as a percentage of planned hours for the reportable safe staffing has increased in October 2021 to 89.8%, from 88.6% in September 2021
HCA hours as a percentage of planned hours in the reportable safe staffing areas increased slightly in October 2021 97.5% from 95.1% in September 
2021
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Best Outcomes: Nursing & Midwifery Staffing

www.cddft.nhs.net

Staffing levels Commentary:

The October workforce report, following the establishment reset, highlights that there are 283 WTE RN vacancies (204 band 5 vacancies) and 97 WTE HCA 
vacancies. 

Having reviewed the month 07 report, the over establishment at overall band 4 are those International nurses who have arrived in September and 
October 2021 (43) and 17 nursing associates (as previously agreed funding for nursing associates would come from the band 5 line).  With this adjustment 
there would be a total of 144 band 5 vacancies.  A further 29 international nurses are confirmed to arrive in December and January with a further 3 to be 
appointed to complete the business case.

The winter bank incentive scheme is not reflected in October numbers 

International Recruitment :

• All nurses from cohorts 6 and 7 have now successfully completed their OSCE examinations and are in the process of receiving their NMC pin
• In October, (cohort 8),19 nurses arrived and their OSCE examinations are taking place for 15th – 17th November.
• 14 Nurses (cohort 9) arrived on 8th November, a further group of 23 nurses (cohort 10) are due to arrive in December.
• An expression of interest for a 2022 campaign has been submitted to NHSE for consideration to include 90 RN adults and 10 RN paediatric nurses

Graduate Recruitment 

• All but 1 of the home trust graduates from September 2021 are now in post 
• 48 home trust students (adult, paediatric, maternity) due to qualify in January 2022. We have employment preferences for 43 nurses.  30 have been 

offered posts, 2 nurses have declined

Nursing Associate Apprentices:

• Awaiting business case developed and going through approval process. Next cohort anticipated to start December 2021 
• 12 HCSWs have been successful at interview for the Nurse Associate Apprentice once business case has been approved. 
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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 47% of recorded occasions throughout the month of 
October 2021. It has also identified the time periods where it was 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 CS on a daily basis within labour ward theatre whilst awaiting staffing/preparations for elective lists in main theatre (Following BC 
approval of ELSCS lists).  In the month of October, there were 4 recorded delays to elective CS. 

• The LSCS rate in October was 28.7 %. Midwife scrubbed in theatre: 15 episodes recorded (this is not accurate data entry)
• Sudden staff sickness: 12 episodes recorded. Long term sickness- 2 staff. 10 clinical staff were isolating due to COVID. 2 staff maternity 

leave. 2 staff career break.
• Redeployment of staff across department during increased activity equates to: 28 occasions recorded.
• Co-ordinator not supernumerary: 29 episodes recorded.
• There were 21 delays to inductions of labour. Induction of labour rate was 44.25%.  Delays can be attributed to levels of acuity/staffing 

shortages/Emergency C/S and are to maintain patient safety. 
• 5 staff have now joined the CoC Infinity teams -birth availability midwife to attend acute at commencement of shift.
• Awaiting NQM to commence November 2.45 WTE/January 4.55 WTE

DMH Delivery Suite Monthly Acuity Tool Report – October 2021  (4 WEEK DATA COLLECTION PERIOD), 174 Deliveries  

DATA COLLECTION COMPLIANCE: 94% (FOR DATA TO HAVE TRUE VALUE COMPLIANCE NEEDS TO BE ABOVE 85%)
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Green - Met acuity of 
current staffing 
establishment
Amber - up to 2 midwives 
short on current staffing 
establishment
Red  - More than 2 midwife 
shortfall

www.cddft.nhs.net

Best Outcomes: Midwife Staffing, UHND

Commentary:
The above demonstrates that the staffing establishment in relation to acuity was met on 57% of recorded occasions throughout the month of October 2021.  It has 
also identified the time periods where it was not met.  The acuity tool identifies that:
• Labour ward coordinators should be supernumerary at all times to ensure patient and staff safety within the maternity unit, and have not been 29 times at the 

time of recording acuity
• Delayed IOL 30 times to maintain safe acuity was reported.
• The acuity has been affected by the COVID 19 crisis as staff follow Trust guidance on ‘shielding and isolating’ which differs from Government guidance 
• All staff training has been stood down until November 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 on a Tuesday and Thursday morning in main theatre have been reintroduced and are populated first, with the aim to reduce the amount of 

sections carried out on delivery suite. There were still midwives scrubbed in theatre 28 times when acuity was recorded
• Staff were redeployed from the post natal ward and PAU 13 times recorded and this will affect the staffing in those areas.   
• There are seven staff currently on maternity leave.  The roll out of COC teams in Stanley, Ferryhill and Bishop Auckland now rolled out we should gain a birth 

availability midwife to support the women from these areas when they come in in labour. However, the teams have also experienced unexpected sickness within 
their teams creating gaps in their rosters which, if unfilled, impact the workload on the labour ward 

• Five staff are on Long term sick, being managed through the  sickness and absence process. One midwife continues to ‘shield’ due to underlying health condition 
with a plan to return with the end of shielding but requires staff health input. There has been no financial backfill. We do have unfilled vacancies at all levels that 
have been advertised for and filled but as all NQM we have to wait for training completion and NMC registration. Some midwives have already started and are 
currently completing supernumerary periods 

• Internal diverts have been reported four times but have managed the workload used the escalation policy and delayed work to avoid further diverts 
• There are daily SITREP calls both local and regional to discuss pressures, and where mutual assistance can be offered 

UHND Delivery Suite Monthly Acuity Tool Report October 2021 (4 WEEK DATA COLLECTION PERIOD) :   227 deliveries
DATA COLLECTION COMPLIANCE: 97.75% (FOR DATA TO HAVE TRUE VALUE COMPLIANCE NEEDS TO BE ABOVE 85%)
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Rolling Hours Balances – Oct   

www.cddft.nhs.net

The rolling hours balance for October is
2457.22. This is higher than last month and
the hours owed to staff has reduced by
96.64 hrs.

Due to the winter bank incentive scheme,
work with the care groups and health
roster team has had greater focus to aim to
reduce the rolling hours balances

Care Group
Hours Owed by 

staff 
% Hours Owed

Hours Owing to 
Staff 

% Hours Owing Total Hours 

Community Services 2606.32 14.84% -2732.3 18.09% -125.98

Corporate 455.32 2.59% -414.45 2.74% 40.87

CSS 442.28 2.52% -774.78 5.13% -332.50

Family Health 2695.65 15.35% -4298.37 28.46% -1602.72

IMS 5830.20 33.20% -4016.15 26.59% 1814.05

Surgery 5533.23 31.51% -2869.73 19.00% 2663.50

Total Hours Owed / Owing 17563.00 -15105.78 2457.22
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Best Outcomes: Safe Staffing Bank RN fill rates

www.cddft.nhs.net

RN Bank fill rates

RN bank fill rate for October is 60.5% which is similar to that in September 2021. 

Hours requested for the month of October 2021 are on par with the average for financial year to date and year 2021

Ite
m

 1
0(

i) 
IQ

P
R

B
oa

rd
  O

P
A

C

Page 194 of 275



Best Outcomes: Safe Staffing Bank HCA fill rates

HCA  Bank fill rates

HCA bank fill rates for October are 51.52% which is similar to the September 2021 position  

Requests for HCA bank hours have increased up by over 9,000 hours between October 2020 and October 2021, but filled hours remain the same 
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Best Outcomes: Safe Staffing Composition 
Temporary v. substantive

RN Bank fill rates:

Figures for October 2021 
remain unchanged from the 
September position 

HCA Bank fill rates:

Figures for October 2021 
remain unchanged from the 
September position 
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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
- Sickness absence remains high, as does staff turnover. 
- Appraisals continue to decline, however core essential training is remaining fairly stable at 94% for October. Emphasis remains on health and well-

being and support for all staff groups. 

www.cddft.nhs.net

Target Average 20/21 Average 21/22 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21 Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 2020/2022 Movement

Budgeted Establishment  - 6649.21 7109.26 6578.56 6598.75 6650.16 6826.81 6847.68 6791.98 7040.44 7040.44 7091.22 7087.72 7151.37 7172.48 7181.13

Total Contracted SIP 5913.08 6097.58 5848.53 5896.74 5896.87 5911.01 5976.19 6043.98 6012.32 6040.72 6084.63 6118.21 6089.52 6151.02 6186.63

Of Which Career Break 11.49 11.31 10.72 10.72 10.72 10.72 12.31 14.31 12.71 13.71 10.75 10.75 11.75 9.75 9.75

Of Which Maternity/Adoption 115.36 118.45 117.14 117.13 109.50 107.24 104.61 111.60 115.23 110.53 119.78 119.83 118.49 118.32 126.95

Of Which Other Unavailable 1.80 4.89 1.99 1.99 1.99 2.59 2.59 2.60 2.60 3.60 6.60 7.60 4.60 4.60 4.60

Available SIP 5784.44 5962.94 5718.68 5766.90 5774.66 5790.46 5856.68 5915.47 5881.78 5912.88 5947.50 5980.03 5954.68 6018.35 6045.33

Budgeted Vacancies 736.13 1011.68 730.03 702.01 753.29 915.80 871.49 748.00 1028.12 999.72 1006.59 969.51 1061.85 1021.46 994.50

Lost Due To  Overall Sickness Absence - 365.43 378.42 320.25 394.46 403.65 433.71 382.44 334.22 275.27 342.95 369.93 385.11 380.50 442.35 452.80

Of Which MSK 51.09 62.86 52.61 46.71 47.35 53.27 59.74 46.14 38.82 53.81 71.37 66.98 66.69 73.42 68.92

Of Which COVID Related 89.16 47.97 52.61 102.07 95.86 141.87 83.16 146.11 39.41 34.89 30.33 53.82 47.04 63.79 66.50

Of Which Mental Health 108.92 114.55 102.36 113.61 120.69 107.70 108.93 114.76 94.70 115.30 111.81 112.42 116.71 123.98 126.95

Bank Usage 425.12 395.55 396.23 538.38 393.07 504.73 441.81 508.92 390.50 391.92 362.15 396.51 418.90 393.51 415.39

Agency Usage 78.86 67.93 80.15 82.96 92.77 102.70 91.68 62.77 63.59 68.90 73.32 67.69 69.23 66.43 66.34

In Month Starters 64.57 85.23 42.79 55.66 29.36 57.44 95.30 75.32 66.02 60.73 79.94 94.85 96.24 120.79 78.02

In Month Leavers 51.32 69.98 42.37 34.49 48.10 59.84 41.61 49.59 60.43 44.31 43.89 58.14 128.18 76.78 78.12

Staff Turnover Rate  FTE %  (Voluntary) 9% 7.10% 6.99% 7.11% 6.77% 6.60% 6.62% 6.48% 6.58% 6.64% 6.73% 6.53% 6.78% 6.96% 7.36% 7.95%

Staff Turnover FTE % (All) - 11.64% 11.75% 11.76% 11.28% 11.09% 11.09% 10.89% 10.74% 11.22% 11.21% 11.14% 11.42% 11.77% 12.66% 12.83%

Core Essential Training 95% 91.19% 94.71% 91.84% 90.01% 90.13% 90.52% 89.40% 91.10% 94.74% 95.56% 94.69% 94.87% 94.71% 94.08% 94.31%
Staff Appraisal 95% 69.43% 66.42% 66.05% 71.60% 66.81% 64.09% 64.92% 69.46% 71.36% 69.76% 66.89% 66.11% 65.49% 63.15% 62.21%

Sickness Absence Overall 4% 6.32% 6.34% 5.60% 6.84% 6.99% 7.49% 6.53% 5.65% 4.68% 5.80% 6.22% 6.44% 6.39% 7.35% 7.49%

Of Which MSK 0.88% 1.05% 0.92% 0.81% 0.82% 0.92% 1.02% 0.78% 0.66% 0.91% 1.20% 1.12% 1.12% 1.22% 1.14%

Of Which COVID Related 1.54% 0.80% 0.92% 1.77% 1.66% 2.45% 1.42% 2.47% 0.67% 0.59% 0.51% 0.90% 0.79% 1.06% 1.10%

Of Which Mental Health 1.88% 1.92% 1.79% 1.97% 2.09% 1.86% 1.86% 1.94% 1.61% 1.95% 1.88% 1.88% 1.96% 2.06% 2.10%

Sickness Absence Short Term 1.25% 2.18% 2.02% 2.23% 3.19% 2.51% 3.03% 2.04% 1.43% 0.62% 1.81% 2.03% 2.14% 1.96% 2.72% 2.84%

Sickness Absence Long Term 2.25% 4.14% 4.32% 3.37% 3.65% 4.48% 4.47% 4.49% 4.22% 4.06% 3.99% 4.19% 4.30% 4.43% 4.63% 4.65%

CDDFT Workforce Performance Overview
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Best Employer | Best Efficiency: Well Led

www.cddft.nhs.net

Workforce:
- 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 01WTEM06_ACT 01WTEM07_ACT

 Actual Actual Actual Actual Actual Actual Actual

30/04/2021 31/05/2021 30/06/2021 31/07/2021 31/08/2021 30/09/2021 31/10/2021

Month 1 Month 2 Month 3 Month 4 Month 5 Month 6 Month 7

WTE WTE 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 5,119.05 5,161.58

Total non medical - non-clinical substantive staff 947.79 967.77 951.41 948.65 947.89 947.62 957.25

Total medical and dental substantive staff 531.14 535.91 536.21 535.66 470.70 485.97 486.75

Total WTE substantive staff 6,429.10 6,462.16 6,504.89 6,532.88 6,501.57 6,559.64 6,612.58
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Best Employer | Best Efficiency: RN Vacancies v Establishment 

www.cddft.nhs.netwww.cddft.nhs.net

RN Vacancies v Establishment

There has been a further reduction in vacancies within RN workforce group in October of 11 WTE in comparison to the month 6 data,  of note there is 
an increase of 17.59 within the  Band 5  workforce group in comparison to month 6.  It is anticipated that with the steady completion of the 
International nurses who are completing their OSCE programmes that the Band 5 gap will continue to gradually reduce.  In addition to this, some 
graduates who qualified in September 2021 are still awaiting confirmation of NMC registration.
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Best Employer | Best Efficiency: HCA Vacancies v Establishment 

www.cddft.nhs.netwww.cddft.nhs.net

HCA Vacancies v Establishment

Recruitment activity has continued with HCA and the vacancies have continued to decrease in month 7.  Overall vacancies have reduced from 108 WTE 
to  98 WTE, it is worth noting that there is an over establishment of 60 HCA at Band 4 which account for the nurse associates and nurses who have 
arrived through the international recruitment programme who are working through their OSCEs (currently 43) who will move into Band 5 positions.
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[Item No] – [Report title to insert] Private & Confidential    1 

 

 

Trust Board – 24 November 2021 

Item 11a – Equality Delivery System 2 

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                                             

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 The main purpose of the EDS2 is to help NHS organisations, in discussion with 

local partners including local populations, review and improve their performance 

for people with characteristics protected by the Equality Act 2010. By using the 

EDS2, NHS organisations can also be helped to deliver on their Public Sector 

Equality Duty. 

The EDS2 is a toolkit to support NHS organisations to identify, implement, 
embed and deliver their equality objectives. 
 

This report aims to provide the supporting evidence in demonstrating assurance 

as to how the Trust is meeting the requirement as set out above. 

 

 

 

Positive matters  Page 
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[Item No] – [Report title to insert] Private & Confidential    2 

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. 

As an organisation across all four goals and eighteen outcomes 

required within the EDS2 reporting criteria we have graded 

ourselves as achieving 

4-5 

Our continued work and focus around inclusion will allow us to 

build further evidence across all nine protected characteristics to 

allow us to demonstrate that Equality, Diversity and Inclusion 

(EDI) is fully embedded across all services and the wider 

organisation to move into excelling. 

6-8 

  

  

 

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 

All actions are identified in the Action Plan which will support the 

improvements necessary to support change and improvements 

across all services within the next 12 months. 

6-8 

  

  

  

  

Regulatory 

compliance 

implications 

Tick all that apply 

 

Tick for any implications for compliance with 

NHS Constitution     

Provider Licence (especially Condition 6)        

CQC Fundamental Standards of Care       

Health and Social Care Act         

Mental Health Act / Mental Capacity Act                         

Significant risks 

identified (if any) 

None Identified 

Action / decision 

required from the 

Board 

 

To note content, current position and proposed activity for improvement. 

 

 

Ite
m

 1
1a

 -
 E

qu
al

ity
 D

el
iv

er
y

S
ys

te
m

2 
B

oa
rd

 C
ov

er
 S

he
et

Page 205 of 275



1 
 

 

Equality Delivery System 2 2021 Report  
 
Author: Pat Winter Workforce Experience Officer  
 
Version 1.1 
 

 

Equality Delivery System 2 2021 Report  
 
Author: Pat Winter Workforce Experience Officer  
 
Version 1.0 
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2 
 

 

1. Introduction  
 

The Equality Delivery System (EDS) was commissioned by the national Equality and 
Diversity Council in 2010/11 and launched in July 2012. 

It is a system that helps NHS organisations improve the services they provide for their local 
communities and provide better working environments, free of discrimination, for those who 
work in the NHS, while meeting the requirements of the Equality Act 2010. 

The EDS and EDS2 (which was launched in June 2016) were developed by the NHS, for the 
NHS, taking inspiration from existing work and good practice. 

The main purpose of the EDS2 was, and remains, to help local NHS organisations, in 
discussion with local partners including local populations, review and improve their 
performance for people with characteristics protected by the Equality Act 2010. By using the 
EDS2, NHS organisations can also be helped to deliver on their Public Sector Equality Duty. 
 
The EDS2 is a toolkit to support NHS organisations to identify, implement, embed and 
deliver their equality objectives. 
 
Its aims is to provide a better patient experience and supportive working environments 
across the nine protected characteristics (Age; Disability; Gender re-assignment; Marriage 
and civil partnerships; Pregnancy and maternity; Race including nationality and ethnic origin; 
Religion and belief; Sex (Gender); Sexual Orientation) by largely focusing on the key 
question ‘how well do people from protected groups fare compared with people 
overall’.  

 
 
Simplistically EDS2 gives an organisation the tools to work out their equality performance in 
relation to: 

o How good are we now 
o How good we can be 
o How we can get there (This will be achieved by setting equality objectives to address 

any issues identified in any of the eighteen outcomes linked to better patient 
experience and supportive working environments across the nine protected 
characteristics). 

 
 

Equality Delivery System 2 (EDS2) 2021 report  
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3 
 

The EDS2 has a set of eighteen outcomes grouped into four goals. These outcomes focus 
on the issues of most concern to patients, carers, communities, NHS staff and boards. It is 
against these outcomes that performance is analysed, graded and action determined. 
 
The four goals that lead to the eighteen outcomes are: 

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

 
 

 
 
At the heart of the EDS2 report is the RAGP (Red, Amber, Green, and Purple) rating 
process that reflects a `benchmark` as to where a Trust or NHS organisation is in terms of 
meeting the outcomes or the needs of diverse groups across both patient experience and 
supportive working environments. 
 
These ratings help to highlight or identify the areas of equality outcomes that the 
organisation needs to focus on.  
 
These ratings are: 

o Excelling – Purple 
o Achieving - Green 
o Developing – Amber 
o Underdeveloped – Red 

 

 

In response to the question how well do people from protected groups fare compared with 
people overall, the answer is:  
• Undeveloped if evidence shows that the majority of people in only two or less protected 
groups fare well 
• Developing if evidence shows that the majority of people in three to five protected groups 
fare well  
• Achieving if evidence shows that the majority of people in six to eight protected groups fare 
well 
• Excelling if evidence shows that the majority of people in all nine protected groups fare well 
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4 
 

Based on the grading, equality action plans will show how the most immediate priorities are 
to be tackled, by whom and when. In this way, the EDS2 will foster continuous 
improvements. 

2. EDS2 Grading Report 2021 

The Trust has devised many initiatives and support mechanisms throughout the organisation 
to ensure patients, carers, visitors, service users and staff have equal access to services. 

Over the past year there has been heightened, focussed ongoing activity in this area which 
relates to both organisational governance and proactive work demonstrating meaningful 
commitment to this agenda. Other key activities we have been involved in, are currently 
working towards or have planned to implement over the next twelve months in relation to 
staff and patients with protected characteristics are outlined in Appendix 1. 

Also included in Appendix 5 is the supporting evidence, documents, reports and policies 

used in grading our progress against each of the eighteen outcomes.   

Goal 1 – Better health outcomes for all 

Grade Outcome  

                             

Achieving 

1.1 Services are commissioned, procured, designed and delivered to 
meet the health needs of local communities.  

                             

Achieving 

1.2 Individual people’s health needs are assessed and met in appropriate 

and effective ways.  

                             

Achieving 

1.3 Transitions from one service to another, for people on care 
pathways, are made smoothly with everyone well informed.  

                             

Achieving 

1.4 When people use NHS services their safety is prioritised and they 
are free from mistakes, mistreatment and abuse.  

                             

Achieving 

1.5 Screening, vaccination and other health promotion services reach 
and benefit all local communities.  

Age          Disability         Gender Reassignment         Marriage and Civil 
Partnership         Pregnancy and Maternity        Race        Religion or Belief          
Sexual Orientation           

 

Goal 2 – Improved patient access and experience  

Grade Outcome  

                             

Achieving 

2.1 People, carers and communities can readily access hospital, community 

health or primary care services and should not be denied access on 

unreasonable grounds 

                             

Achieving 

2.2 People are informed and supported to be as involved as they wish to be in 

decisions about their care. 

                             

Achieving 

2.3 People report positive experiences of the NHS.  

                             

Achieving 

2.4 People’s complaints about services are handled respectfully and efficiently.  

Age          Disability         Gender Reassignment         Marriage and Civil 
Partnership         Pregnancy and Maternity        Race        Religion or Belief          
Sexual Orientation           
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5 
 

 

 

Goal 3 – Empowered, engaged and well-supported staff  

Grade Outcome  

                             

Achieving 

3.1 Fair NHS recruitment and selection processes lead to a more 

representative workforce at all levels.  

                             

Achieving 

3.2 The NHS is committed to equal pay for work of equal value and expects 

employers to use equal pay audits to help fulfil their legal obligations  

                             

Achieving 

3.3 Training and development opportunities are taken up and positively 

evaluated by all staff.  

                             

Achieving 

3.4 When at work, staff are free from abuse, harassment, bullying and violence 

from any source.  

                             

Achieving 

3.5 Flexible working options are available to all staff consistent with the needs 

of the service and the way people lead their live.  

                             

Achieving 

3.6 Staff report positive experiences of their membership of the workforce  

Age          Disability         Gender Reassignment         Marriage and Civil 
Partnership         Pregnancy and Maternity        Race        Religion or Belief          
Sexual Orientation           

 

Goal 4 – Inclusive leadership at all levels  

Grade Outcome  

                             

Achieving 

4.1 Boards and senior leaders routinely demonstrate their commitment to 

promoting equality within and beyond their organisations.  

                             

Achieving 

4.2 Papers that come before the Board and other major Committees identify 

equality related impacts including risks, and say how these are being managed.  

                             

Achieving 

4.3 Middle managers and other line managers support their staff to work in 

culturally competent ways within a work environment free from discrimination.  

Age          Disability         Gender Reassignment         Marriage and Civil 
Partnership         Pregnancy and Maternity        Race        Religion or Belief          
Sexual Orientation           

 

A list of the organisations grading results over the past nine years are contained in 

Appendix 2 and 3 (our first report was a four year plan from 2012 and then annually from 

2016). 

Details of the Equality Delivery System Grading Criteria used for this report can be found in 

Appendix 4 
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3. EDS2 2021/22 Action Plan 

As an organisation across all four goals and eighteen outcomes required within the EDS2 
reporting criteria we have graded ourselves as achieving.  Our continued work and focus 
around inclusion will allow us to build further evidence across all nine protected 
characteristics to allow us to demonstrate that Equality, Diversity and Inclusion (EDI) is fully 
embedded across all services and the wider organisation to move into excelling. 

Based on these findings we have identified the following actions which will support the 
improvements necessary to support change and improvements across all services and the 
wider organisation across the next twelve months: 

EDS2 Action Plan 2021 

EDS2 Objective  Organisation 
Lead  

Timeline Outcome  

Introduction of a new 
Electronic Patient Record 
system  

EPR 
Implementation 
Team  

Summer 2022  Improve clinical 
performance 

 Simplify appointment & 
clinics 

 Inform local health & 
wellbeing strategies 

 Will empower patients to 
get involved in decisions 
about their care 

 Allow clinical bracelets to 
be individualised with 
patients preferred way to 
be addressed by staff 

Planning & organising of 
Patient Councils across the 
region with direct contact with 
patients, including those with 
protected characteristics, for 
feedback on our services  

Patient Experience 
Team  

October 2022  Improved patient access 
to services and improved 
experience 

Review and improvement to 
our recruitment services to 
include: 

 Review of all job 
descriptions, personal Spec 
& adverts to ensure 
language has no equality or 
cultural barriers 

 Planning and organising of 
awareness/ recruitment 
days targeting 
underrepresented groups 
by engaging with 
community groups, faith 
groups and schools 

 Review value based 
recruitment questions – add 
specific questions about 
equality, diversity & 
inclusion 

Resourcing 
Business Partner  

October 2022  Increase of applicants 
from under-represented 
groups  

 Increase in shortlisted 
candidates from under-
represented groups  

 Increase in appointed 
candidates from under-
represented groups 
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7 
 

Review of current recruitment 
training and the introduction 
of a new training programme 
to focus on the development 
of an Equality & Inclusion 
representative to sit 
independently on recruitment 
and promotion panels  

Resourcing 
Business Partner & 
Training & 
Development 
Business Partner  

October 2022  Increase in appointed 
candidates from under-
represented groups 

 Increase of internal 
appointments and 
promotions from under-
represented groups  

Development of a training 
session to look at a ‘bridging 
development workshop’ for 
internal interview and career 
progression skills after 
completion of leadership 
programmes  

Training & 
Development 
Business Partner 

October 2022  Increase of internal 
appointments and 
promotions from under-
represented groups 

Introduction of a succession 
planning/ talent management 
mechanism for under-
represented groups to 
include: 

 Widening the coaching and 
mentoring programme for 
under-represented groups 

 Promote the career 
development pathways 
within CDDFT 

 Development of a senior 
leadership programme for 
under-represented groups 
within nursing and 
midwifery staff  

 Actively monitor 
demographics of staff 
taking up leadership 
development opportunities 
and make 
recommendations for 
positive action to reduce 
diversity gaps 

 Exploring potential of 
recording on ESR ‘ready 
now’ status to identify those 
eligible for acting up/stretch 
projects/ career 
development and actively 
monitor demographics of 
staff taking up leadership 
development opportunities 
and make 
recommendations for 
positive action to reduce 
diversity gaps 

 
 

Workforce 
Experience Team 

October 2022  Improve the career 
development and 
opportunities for under-
represented groups 

 Increase of internal 
appointments/ 
promotions from under-
represented groups 
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Roll out of a Zero Tolerance 
campaign across the trust to 
tackle harassment, bullying 
and abuse from patients, 
managers and colleagues – 
including launch of ‘Your 
Story our Story’ and re-
launch of Civility Saves Lives. 

Communications 
Team & Workforce 
Experience Team  

September  
2021 

 Improvement in results in 
National Staff Survey for 
2021 

 

Appendix 1 Supporting Narrative of Outcomes and Grading 2021 

Appendix 1 

Supporting Narrative of Outcomes and Grading.docx
 

Appendix 2 Grade Goals 1 & 2 2012 to 2021 

Apendix 2 Grade 

Goal 1 & 2 2012 to 2021.docx
 

Appendix 3 Grade Goals 3 & 4 2012 to 2021 

Apendix 3 Grade 

Goal 3 & 4 2012 to 2021.docx
 

Appendix 4 - Equality Delivery System – Grading Criteria  

Appendix 4 Equality 

Delivery System – Grading Criteria.docx
 

Appendix 5 - Documents, Information, Reports and policies used to inform the 
grading of the EDS2 2021 Report 

Appendix 5 

Documents, Information, Reports and policies used to inform the grading of the EDS2 2021 Rep.docx
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Appendices 1 Supporting Narrative of Outcomes and Grading. 

EDS 2 Evidence  

Under Goal 1 the outcomes that we are reviewing are: 

 Commissioning 

 Procurement 

 Clinical Needs Assessments 

 Transitions 

 Patient Safety 

 Promotion and outreach 

 

 

EDS2 Goal 1: Better Health Outcomes  EDS2 Reference Number 1.1 

Outcome: Services are commissioned, procured, designed and delivered to meet the health needs of local communities  

Summary of current supporting activity: 
The Trust believes that patients are fully at the heart of the design and delivery of its services. It has set up systems through which patients can communicate 
to the Board, using a variety of means including patient surveys,  and public Board and Governor’s meetings, informing Board members of the services they 
think should be provided. In addition to its own patient and carer surveys, the trust also draws on CQC patient surveys. 
 
The trust can demonstrate that patients from most protected groups report high levels of satisfaction, on a par with all other groups, in the way in which 
services are designed, procured and delivered. Furthermore, the local Joint Strategic Needs Assessment (JSNA) report and the Public Health Annual Report, 
which the trust and its commissioners routinely use, show clear evidence that health inequalities are improving across all groups. 
 
On a wider level, the local commissioners & CDDFT carries out detailed health needs assessments of the local population to inform the commissioning of 
services, promote health and well-being and reduce inequalities.  This advice is articulated in the Director of Public Health’s annual report and the Joint 
Strategic Needs Assessment for the local authorities.  
 
As part of the Joint Health & Wellbeing strategy for County Durham the NHS Five Year Forward (5YFV) sets out a vision for the future of the NHS. There are 
four main themes for development in the 5YFV: getting serious about prevention, empowering patients, engaging communities and the NHS as a social 
movement. The vision sets out the need to remove barriers across providers and the various healthcare settings and talks about networks of care centred 
around the patient, where care is provided closer to home where possible 
 
Target areas are a reduction in smoking, children & adult weight issues, promoting breastfeeding, reducing alcohol consumption, promoting positive health & 
reducing early deaths from heart disease & cancer. 
 
Care groups use service level plans and Individual Business Plans to detail all developments, existing and planned. All available evidence is used to match 
service provision to the needs of the servicing health economy/local communities. 
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The Trust operates CREST (County Durham Rapid Elderly Specialist Team), the team provides a comprehensive Multiple Disciplinary Therapy assessment 
for complex elderly patients within the first few days of admission, ideally day of admission. The teams assess patients and implement an appropriate Multiple 
Disciplinary Therapy management and discharge plan aiming to avoid admission where possible or reduce length of hospital stay. 
 
Clinical areas have single sex wards available in patient areas, access to bariatric beds, modify clinics for season, , all out patients area dementia friendly, 
cultural options e.g. Ramadan feeding regime for patients, support from the PALs team and Patient Friends and Family Test  
 
Patient feedback received around this outcome is positive with patients feeling that the Trust met their needs and in a number of cases went the extra mile. 
 
The Trust is an NHS health provider with contracts to provide acute and community-based services with three main commissioners: NHS clinical 
commissioning groups, NHS Specialist commissioners, and NHS Public Health commissioners. It also has small public health contracts with Local Authorities.  
 
The Trust works closely with all its commissioners in a variety of contract management and service planning to ensure that services are designed to meet the 
needs of the local population. 
  
Commissioners, including NHSE/I, hold the Trust to account for delivery against targets, some of which are set locally, but most of which are set nationally: 
some as part of the NHS Constitution (e.g.18 week referral to treatment); some outside of the constitution (e.g.: 2-week wait cancer referrals). All national 
targets apply equally to all patients, whatever their characteristics. Any Business Case also will require an Equality Impact assessment to be completed 
 
Where service change is proposed, the Trust or commissioners (whichever is proposing the change) will undertake a Quality Impact Assessment so that 
commissioners can understand the impact of the change on the local population including patients in groups with protected characteristics.  
 
The Trust’s acute and community services are all defined and delivered within its contracts with commissioners. Services which are judged to be only of 
significant benefit to a specific group of patients can only be provided within criteria set out in the North East and Cumbria CCGs Value based commissioning 
policy. North East / Cumbria commissioners have been working with their counterparts in Yorkshire to standardise their Value-based commission policies but 
a limited number of differences remain. For Community Services they must take a further step in the process where they must run these past GP leads from 
across the county. These are not issues over which the Trust has any ultimate control: they are for NHS commissioners to decide  
 
Access to Trust services is also defined by the national government. For example, patients who are not entitled to receive free NHS care (e.g.: those without 
British nationality) are charged according to nationally defined rules.  
 
When the Trust commissions a service from a sub-contractor for example, benchmarking tools, it does so based on advice from the Procurement service, who 
are represented on interview panel. 
 
Operations and Performance specifically provides services to help ensure health needs are met effectively, i.e.: 

 Regular information to enable the Trust and commissioners to understand its performance and to plan its services effectively 

 Provides the Trust’s Patient Booking and overseas visitor functions to ensure fair access for all to Trust services 
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 Cancer services to ensure cancer patients receive timely care 

 Planning and service improvement services working in partnership with internal stakeholders and commissioners 

 Membership of multi-agency Local A&E Delivery Board and Quality Assurance Committee. 
 
CDDFT continued partnership working with other organisation remains one of the key elements for the patients accessing the trust services.  
 
Such as:  

 Participation in the regional dementia strategy group 

 Working with the CCGs within Darlington, Durham and the Dales 

 Participating in dementia, delirium and frailty initiatives, along with Darlington and Durham councils.   

 There continues to be participation with Carers groups to ensure we can sign post to relevant services offered in the private and charities sectors 

 The dementia friendly community development groups for Darlington and Durham 
 
A consultation undertaken with people experiencing dementia and their carers by the Darlington group, has helped to have given potential future development 
for the trust to improve the experience for patients/service users. 
 

 

Grade: Achieving  

Evidence for Grading:  
Quality Accounts 
Tender processes/ contracts 
Healthwatch – Patient Feedback reports  
Family & Friends patient/carer feedback 

Development areas for 2021/22 
None planned 
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EDS2 Goal 1: Better Health Outcomes  EDS2 Reference Number 1.2 

Outcome: Individual people’s health needs are assessed and met in appropriate and effective ways 

Summary of current supporting activity: 
CDDFT aims to provide services that are informed by effective and inclusive health assessments of its patients. Commissioning contracts require that health 
needs are assessed on the grounds of age, gender and where possible, by ethnicity. Analyses by age, gender and ethnicity of patient surveys indicate that 
health needs assessments and resulting services are equitable for patients. Engagement with most patient groups is good; particularly in relation to patients 
with learning difficulties and Dementia patients. The trust also produces quarterly reports called Learning from Excellence which report on services or 
treatment that has been reported as excellent by our service users. 
 
The Trust has a contract providing an extensive range of translation and interpreter services which patients can access. Further work with Stakeholders is 
planned to communicate and promote these services within this particular group and across the wider Trust to raise awareness of the full range of services 
the Trust can provide. This will link into the Accessible Information Standard. The findings, in general, are positive for all patients. We also ensure that 
individuals in patient-facing roles have a good command of English in order to enable them to undertake their role effective ly and safely but also have 
translation services available for patients where English isn’t their first language and require support  
 
Community Services provide a significant proportion of their activity as “home visits” to support housebound patients of all ages  
 
Service and specialty level audits against quality standards to ensure each patient is receiving the best evidence based care 
 
Clinical areas have single sex wards available in patient areas, access to bariatric beds, modify clinics, access to Chaplains and prayer rooms, all out patients 
area dementia friendly, cultural options e.g. Ramadan feeding regime for patients, support from the PALs team and Patient Friends and Family Test  
 
The Trust employs a wide range of clinical staff – nurses, medics, therapy staff, technicians, pharmacists – and non-clinical staff – managers, porters, 
domestics, cooks, etc. - to ensure patients’ health needs are met appropriately and effectively. 
 
Workforce processes are in place to ensure all staff have the right qualifications to carry out the tasks for which they are employed, whether clinical or 
otherwise; and that staff are provided with the necessary training and appraisals to assure the Trust of their continuing competence. We also monitor 
professional registration where applicable to ensure ongoing effectiveness and safety of staff in their roles  
 
Internal governance processes (e.g.: Integrated Performance Framework; Risk Management policy) ensure that services perform effectively and under-
performance is identified and addressed in a timely manner.  
 
Clinical pathways are developed and agreed in partnership with Primary Care commissioners. Services are developed to enable care to be delivered as close 
to home as possible and as cost effectively as possible in line with good practice guidelines, such as those developed by NICE or Royal Colleges. In addition 
to scrutiny from commissioners, the Trust performance is also scrutinised by the NHSE/I and is subject to intermittent CQC Inspections. It also operates with 
the standard NHS complaints, PALs, and Family & Friends patient/carer feedback mechanisms. 
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Operations and Performance also provide the health records service to ensure accurate records are kept of clinical interventions and decisions relating to 
patient care 
 
At present all people over the age of 75, admitted as an emergency to the hospital, are asked about their memory, consistently meeting the 90% screening 
target. However with the introduction of EPR in the late spring of 2022 all people over the age of 65 will be asked about their memory. 
 
The Trust uses the carers passport which remains with the dementia lead. These passports are based on the examples used in the national Johns campaign.  
The Trust are seeing an increased demand for patients with dementia and  delirium, that have enhanced care needs and require 1-1 or cohort nursing care to 
maintain their safety. The organisation has introduced the following initiatives to address this: 

 Community hospital project:  CDDFT can have a high number of patients, who are distressed and agitated, and therefore have a high risk of falls. these 
patient’s can often require 1:1 patient support in order to reduce the risk. In a number of our community hospitals we are using “RITA” the reminiscence 
interactive therapies and activities station, which can provide appropriate distraction for our patients, especially those who require increased assistance 
and care. Just a break from the monotony of the day for our patients can be very satisfying. “RITA” is initiated with patient by staff, and or volunteers 

 The development of a cohort best practice file and a patient information leaflet. 
 
 Ward 1 at UHND is now an acute medicine ward and due to the pandemic the Namaste Care project was suspended and as yet has not been recommenced      

 
As a trust we are working towards a paperless patient record, by removing the paper based dementia assessment tool, incorporating into the electronic Nerve 
centre assessment tools we have seen a significant improvement in reaching and maintaining the national standard for inpatient dementia assessment.  
 
Both Emergency Departments now have separate children’s waiting rooms in order to enhance their experience and that of their families whilst in the 
departments. A new Same Day Emergency Care model (SDEC) has been introduced at Darlington and is soon to be replicated at Durham which reduces 
unnecessary admissions 
 
Both Emergency Departments now have a purpose-built mental health assessment room and ligature-free toilet for their use whilst in the departments. 
 

 

Grade: Achieving  

Evidence for Grading:  
Healthwatch – Patient Feedback reports  
Patient Experience Surveys 
Interpretation and Translation Policy 
Patient & Staff Interpretation feedback reports 
Accessible Information Standard 
Family & Friends patient/carer feedback  

Development areas for 2021/22 

 Introduction of new EPR system by Summer 2022 which will improve performance and simplify appointment and clinics 
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 As part of the new EPR project a new initiative called #call me will be introduced. This enables patients to choose how they wish staff to address them 
whilst using our services. This information will be included in the clinical bracelets worn by patients  

 Family Health have established a working group who are looking to improve the language and services for transgender patients – this includes 
reviewing all documentation to ensure it uses gender neutral language and staff training about gender awareness   

 

EDS2 Goal 1: Better Health Outcomes  EDS2 Reference Number 1.3 

Outcome: Transitions from one service to another, for people on care pathways, are made smoothly with everyone well-informed 

Summary of current supporting activity: 
The trust has a discharge policy in place. Every patient receives an initial assessment when first receiving treatment and care either in hospital or community 
setting. Several professionals may add to this assessment throughout their care and treatment and record observations. The assessment records relevant 
factors relating to the care and treatment and demographic data such as ethnicity and preferred language, age, disability i.e. learning, sensory or physical, 
reasonable adjustments or assistance e.g. mobility/ movement, eating/ drinking, safety, mental wellbeing, also recorded is religion and preferred 
communication method. This assessment will initiate if further assessments are needed for example a patient with learning disabilities will use a Learning 
Disability Pathway to consider what additional things need to be put in place for their stay.  
When patients move between services internally within the acute setting this assessment follows them in the patient notes and a verbal handover is given to 
the team to identify any particular needs relevant to the patient, their family or carer.  
 
When patients are discharged from acute care they may have a care plan put in place for any on-going health or social support they may need.  This may 
involve intermediate care or district nursing services, transfer to a community hospital or care home or palliative or end of life services, physiotherapy, mental 
health etc. The referral to other services will include information relevant to individual patient needs from the on-going assessments and observations made. 
Every patient should have a discharge letter completed for the GP (within 24hrs of discharge) to advice of any on-going patient management plan. 
 
Discharge patients can be placed on the Community Services “Virtual Ward” which ensures that they will receive additional attention from the Community 
TAPs team in their area. 
 
There have been no complaints relating to transfer of patients between services that are specific to patients with particular protected characteristics. 
 
Patient experience surveys include asking patients if they are involved in their own care and treatment. Feedback has not identified any difference between 
patients from protected groups to that of others, although equality monitoring response rates are low. 
 
When patients are transferred into other services inside or outside of the Trust any individual needs of that patient related to their protected characteristic will 
be identified on the referral letter. 
 
The patient assessment records the number of ward transfers and follows the patient when transferring across services. This is also recorded on the 
electronic record.   
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Specialist pathways have been introduced for groups of patients with protected characteristics to prevent a breakdown of their care pathways because of their 
specialist needs. Patients with Learning Disabilities have a flag placed on the electronic patient record to highlight that the person may require reasonable 
adjustments and to ensure these are arranged in advance of and there have been no complaints relating to transfer of patients between services that are 
specific to patients with particular protected characteristics. However the reasons for complaint are not formally monitored by protected characteristic but will 
be in the future. 
 
Operations and Performance provide: 

 Cancer tracking services to ensure patients move along the clinical pathway in a timely manner, even when this involves transfer to more than one 
provider. 

 Information services to enable patient progress along pathways to be checked. 

 Leadership in the Operations and Control centres at UHND and DMH to help maintain timely patient flow through A&E, AMU, Wards, and out to the 
community, so that patient waits are minimised.  

 Planning and service improvement support to ensure care pathways are effective and of good quality. 

 Ring and remind ensures that patients are contacted and reminded of their next appointment to minimise DNAs. 

 Access to accurate electronic health records. 
 

Grade: Achieving  

Evidence for Grading:  
Information data of A&E waiting times  
Discharge data  

Development areas for 2021/22 

 Introduction of new EPR system 

 As part of the new EPR project a new initiative called #call me will be introduced this enables patients to choose how they wish staff to address them 
whilst using our services. This information will be included in the clinical bracelets worn by patients 

 Family Health have established a working group who are looking to improve the language and services for transgender patients – this includes 
reviewing all documentation to ensure it uses gender neutral language and staff training about gender awareness   
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EDS2 Goal 1: Better Health Outcomes  EDS2 Reference Number 1.4 

Outcome: When people use NHS services their safety is prioritised and they are free from mistakes, mistreatment and abuse 

Summary of current supporting activity: 
All patients have their safety prioritised and assured, and patient from protected groups are just as safe as patients as a whole; through incident management 
and investigation process, the individual needs of patients and their families are considered. Trust policies undergo equality analysis/impact assessment to 
ensure protected groups are considered and not adversely impacted. 

Incidents are anonymised and standard investigation processes are applied across the Trust as outlined in the Trust Incident Management Policy.  However, 
should an incident affect a patient from a protected group, e.g. patient with mental health issues, a representative from the relevant discipline would be invited 
to be part of the root cause analysis review to provide expert opinion.  

Patients would not report an incident but would access the complaints process.  Close working with colleagues in Patient Experience team ensures that any 
complaints identifying patient safety issues are inwardly reported to the Patient Safety Team for appropriate investigation. The being open principles as 
identified in the Trust Being Open policy is applied to all patients. 

All complaints and actions plans are -provided to the Care Group via scheduled reports from the Patient Experience Team and are monitored 
accordingly.  Reports and action plans are presented within the sub specialty governance report and are discussed at bi-monthly sub specialty meetings to 
ensure learning is taken forward.  The Patient Experience Team produce meaningful patient story examples and there are presented to IQAC on a quarterly 
basis.  Most recently this was done by video where a complainant openly discussed her experience through the complaints process.   

A key message document is produced and shared with all sub specialities within the Care Group to promote safe practice and learning for all medical and 
nursing staff. 

Local Safety Standards for Invasive Procedures (LocSSIPs) have been created and embedded in the Organisation to reduce avoidable errors and harm to 
patients.   

Due to the enduring nature of the pandemic, in common with all acute Trusts CDDFT has experienced considerable growth in the backlog of patients awaiting 
elective care. All long wait patients have been clinically triaged and offered support whilst they wait. Now that elective services have opened up again, priority 
is being accorded to patients with clinically urgent conditions, such as cancer; next priority to be seen are patients who have been on the waiting list longest. 

Grade: Achieving  

Evidence for Grading:  
Dignity & respect Policy 
PET report included in Board Report  
PALs reports 
Patient Stories  
NEVER events 
Serious Incident Reports 
Patient Complaints reports 

Development areas for 2021/22 
None planned 
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EDS2 Goal 1: Better Health Outcomes  EDS2 Reference Number 1.5 

Outcome: Screening, vaccination and other health promotions services reach and benefit all local communities  

Summary of current supporting activity: 
The Trust provides a whole range of screening and immunisation programmes that target particular protected groups for example depending on age, 
vulnerability, long term condition/disability, pregnant woman, specific screening for men or woman, national origins for example people entering the 
community from TB infected countries and countries which don’t offer key screening programmes  comparable to the UK.   

The seasonal flu vaccination programme targets elderly people on our caseload with long term conditions. We also provide this service to housebound 
patients and those in care homes where outbreaks can develop quickly. In line with national COVID guidance, the Trust has also been at the forefront of 
testing and vaccinating patients and staff, ensuring we have robust self-isolation practices as well as extending to our partner agencies and other trusts 
access to our testing and vaccine hub. 

The Trust provides antenatal screening for woman in the form of Sickle cell and Thalassemia, HB, Rhesus, Hepatitis B, HIV, Rubella, Syphilis and Downs 
Syndrome and fetal anomaly screening. This screening should reach and benefit all groups as it is offered to all and information and counseling is available 
before woman consent or decline test. However whilst data is recorded, uptake by protected groups isn’t routinely reported. Pregnant woman (including those 
from other countries) can also be offered TB screening if they are known to have had contact with an infective case of TB. 

New born screening includes hearing, eyes, heart, testicle, hips, and bloodspot screening which includes MCADD, hypothyroidism, sickle cell, cystic fibrosis 
and PKU.  These screening programmes are offered to all new born babies including those born outside the UK and entering into the UK. However we are 
able to show that all babies born in CDDFT are offered the NBBS and of those who accept the offer there is a result for each one. All women who transfer into 
CDDFT who have not had the NBBS undertaken can be offered the test up to the child is a year old. There are dedicated Health Visitors who are able to 
undertake the NBBS. 

For those babies who miss the hearing screening whilst in hospital follow up is offered in the community settings and Children’s Centers to support 
accessibility. 

All women booking for antenatal care are offered Screening regardless of age, gender, ethnicity etc. All are offered standard National Screening Committee 
information (NSC 2010) regarding Antenatal and Newborn Screening Programmes. Information is available language appropriate and also some tools are 
available for adults with learning difficulties. 

Antenatal care is offered by community Midwifery teams based on need determined at the antenatal initial assessment. Antenatal care is also offered in many 
areas from local Children’s Centre’s to provide accessibility for families. Midwives work across services within integrated teams to provide extra support i.e. 
specialist young parents support services. 

Screening up to 5 years of age at school entry includes vision acuity, audiology, and childhood obesity measure. This screening is offered to all who are 
eligible and recorded uptake by protected groups isn’t routinely reported.   
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People who are within the eligible age range (60-75 years) and are registered with a GP will be invited to attend for Bowel screening. Leaflets are sent from 
the regional programme hub and the letter asks patients in different languages if they need information in another language, Braille, audio, picture format and 
a DVD is also available to explain how to complete the kit.  Once they attend for screening the service will make adaptations to meet individuals needs e.g. 
interpreter, same sex clinician etc. 

The National Chlamydia Screening Programme target young men and women aged 15 – 24.  It is offered universally to all young people in that age range.  

HIV screening is offered universally to all appropriate contacts within sexual health services. Targeted screening with gay/bi-sexual men and men who have 
sex with men is also carried out in partnership with Durham University’s LGBT association.  

The Trust is involved with vaccination and screening programmes with key disadvantaged groups for example offenders and migrants, overseas students, 
Asylum seekers, gypsy and travelling community etc. 

The Trust is involved in the provision of alcohol and tobacco services. These use nationally recognised good practice methods including Making Every 
Contact Count.  

The Trust provides a whole range of screening and immunisation programmes that target particular protected groups for example depending on age, 
vulnerability, long term condition/disability, pregnant woman, specific screening for men or woman, national origins for example people entering the 
community from TB infected countries and countries which don’t offer key screening programmes  comparable to the UK.   

The seasonal flu vaccination programme targets elderly people on our caseload with long term conditions.  

Vaccine trained nurses administer flu vaccines to elderly care in-patients when possible.               

The Trust’s maternity services have effectively rolled out the BabyClear programme which has had significant impact in reducing smoking at time of delivery 
(this is now delivered in partnership with Solutions4Health, which provide the local stop smoking service). 

Complaints and Concerns – policy includes need to ensure the needs of all protected groups are met. Leaflets / Information available in a variety of languages 
and easy read. Translation service used when needed to translate information via text, interpreter services. 

Issues identified and themed to ensure improvements are made and lessons learned. Complainants are offered the opportunity to get involved in action plan 
recommendations and outcomes. 

Compliments are reported quarterly with over 4000 compliments reported to PET each quarter.  The Patient Experience Team have recently implemented an 
opportunity for staff to record compliments from patients to staff or staff to staff within our Learning from Excellence module in Ulysses Risk Management 
System, this will allow compliments to be celebrated and used to embed best practice were possible. 

A process is in place to ensure this information is disseminated to staff groups and published via communication team and PET newsletter 

In line with NHSE guidance, we are increasing the number and % of virtual appointments.  This has the potential to help make services more accessible, 
especially to patients with sensory and mobility difficulties 
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Grade: Achieving  

Evidence for Grading:  
Healthwatch – Patient Feedback reports  
Quality Accounts 
Learning from Excellence Bulletin 

Development areas for 2021/22 

 Introduction of new EPR system by Summer 2022 which will inform local health and wellbeing strategies  
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Under Goal 2 the outcomes that we are reviewing are: 

 Accessibility 

 Information and Support 

 Positive Patient Feedback 

 Complaint Management 

 Journey mapping  
 

 
 

EDS2 Goal 2: Improved Patient Access and Experience  EDS2 Reference Number 2.1 

Outcome: People, carers and communities can readily access hospital, community health and primary care services and should not be denied 
access on unreasonable grounds  

Summary of current supporting activity: 
The Operations and Performance Department provide: 

 The Trust’s booking function to ensure all patients are treated within national time-scales. 

 Leads the Integrated Performance Framework and provides performance reports to the Board and commissioners/ regulators. 

 Co-ordinates the use of the Trust’s Command and Control OPEL framework to ensure timely patient flow through the Trust’s non-elective pathways 
minimising delays for all patients at every stage of their care pathway. 

 Cancer tracking and oversight to ensure all cancer patients receive treatment within national standard waiting times.  

 Provides the Overseas Visitor function to ensure those who are eligible for free NHS care are able to receive it. 
 
Relevant policies: 

 Patient access policy 

 Overseas Visitor policy 

 Integrated Performance Framework and Board Report 
 
Patients are able to book their outpatient appointment directly either on-line or by telephoning the Central Booking line. Patient who requires help in doing this 
can be assisted at their GP surgery.  
 
As an organisation we aim to make sure that people get support from a communication professional if they need it by: 

 Asking people if they have any information or communication needs, and finding out how to meet their needs.  

 Record those needs clearly and in a set way.  

 Highlight or flag the person’s file or notes so it is clear that they have information or communication needs and how to meet those needs.  

 Share information about people’s information and communication needs with other providers of NHS and adult social care, when they have consent or 
permission to do so. 

 Take steps to ensure that people receive information which they can access and understand, and receive communication support if they need it. 
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Where needed, we can provide information in different formats, such as: 

 Large print 

 Braille 

 Easy read 

 Email 
If appropriate, we also offer support from British Sign Language (BSL) interpreters, deafblind manual interpreter or an advocate. 
 
The Trust also provides interpretation services for people who cannot understand English or who are deaf are supported at appointments and during 2020/21 
the Trust provided a total of 1902 interpretation sessions for 39 different languages. The most used translated language was Polish with 380 bookings 
followed by Arabic with 290 bookings and British Sign Language at 187 bookings. 
 
The Trust assists people with travel arrangements who are frail or immobile for access and discharge of our services.  
 
The Trust has a Chaplaincy service that is available on all sites that helps support patients to meet their religious and spiritual needs whilst under our care. 
 
The Trust have multi-faith prayer rooms at BAH, DMH an UHND and respect all religious beliefs.  Ward staff are aware to consider religious beliefs and will 
discuss dietary requirements with a clinician to safeguard their fluid and food intake, if the patient wishes to embark upon fasting. 
 
All the Trust main acute sites have good provision in place and appropriate signage for baby changing facilities which supports parents accessing services on 
site. Also there has been several improvements made to signage in relation to dementia patients 
 
The process in place for raising a concern or making a complaint is accessible to all protected groups by providing information where necessary in easy read 
format and various languages as required. 
 
Feedback via complaints and concerns equality monitoring processes highlight no difference between the experiences of patients from a protected group as 
opposed to the patient group as a whole, although equality monitoring feedback responses are low. 
 
A quarterly post discharge survey is sent to a sample of inpatients to gain insight into their patient experience. An equality monitoring form is requested from 
the sample identified. Access to services post discharge is asked within Trust questionnaire and national survey.  
 
We have maintained our focus on capital investment and refurbishment programmes to begin to create our future dementia friendly environment 
improvements, the results from the previous PLACE audits have demonstrated significant improvement in developing a dementia friendly hospital trust. To 
facilitate creating a dementia friendly environment the evidence from current research and best practice is incorporated into the refurbishment programmes of 
the trust.  
 
Due to COVID 19 the PLACE Assessments for 2020 were stood down, Place Lite Assessments are due to take place in 2021. 
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Grade: Achieving  

Evidence for Grading:  
Healthwatch – Patient Feedback reports  
Patient Experience Board Report  
Post Discharge Surveys  
Interpretation and Translation policy 
Accessible information Standard 
A&E waiting times 
PLACE Assessments  

Development areas for 2021/22 

 The Patient Experience team are planning to organise Patient Councils across the region with direct contact with patients, including those with 
protected characteristics and children, for feedback on our services. 

 Work has been started between the Patient Experience team and Workforce Experience team to improve patient feedback from under-represented 
groups accessing our services  

 Introduction of new EPR system 

 As part of the new EPR project a new initiative called #call me will be introduced this enables patients to choose how they wish staff to address them 
whilst using our services. This information will be included in the clinical bracelets worn by patients 

 Family Health have established a working group who are looking to improve the language and services for transgender patients – this includes 
reviewing all documentation to ensure it uses gender neutral language and staff training about gender awareness   
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EDS2 Goal 2: Improved Patient Access and Experience  EDS2 Reference Number 2.2 

Outcome: People are informed and supported to be as involved as they wish to be in decisions about their care  

Summary of current supporting activity: 
Patient Booking function, provides the Ring and Remind service, prompting patients to notify the Trust if they do not intend to keep their appointment and 
inviting them to phone the team to arrange an alternative date. 

The Trust has a Consent Policy in place that ensures where necessary appropriate consent is obtained from a patient or someone acting on their behalf (if a 
child or person lacks capacity) for the healthcare or treatment given.  The policy specifically identifies issues related to communication difficulties because of 
language or disability and also addresses ethical issues concerned with refusing treatment because of religion. This policy has been Equality Impact 
Assessed. 
The risk assessment assesses mental capacity and understanding, assessment of best interests and involvement of IMCA as required. 
 
Patient experience collect evidence via post discharge surveys and national surveys and the results suggest that patients do feel involved in decisions about 
their treatment and care, although equality monitoring feedback responses are low. 
 
The Trust also provides interpretation services for people who cannot understand English or who are deaf are supported at appointments and during 2020/21 
the Trust provided a total of 1902 interpretation sessions for 39 different languages. The most used translated language was Polish with 380 bookings 
followed by Arabic with 290 bookings and British Sign Language at 187 bookings. 
 
Improvements to patient communications are monitored and improved as part of the requirements of the Accessible Information Standard. 
Patient feedback and information in relation to decisions about care may be provided in any of the below: 

 CQC National surveys – commissioned via approved contractor meeting protected characteristics. Two surveys per year. Most recent – national 
inpatient Survey  

 Local surveys – carried out quarterly and presented at IQAC 

 Healthwatch analyse a selection of complaint responses to ensure appropriateness of quality, meeting needs of client 

 Healthwatch attend Patient Experience meetings as an independent stakeholder and are involved in decision making processes and projects. 
 
Complaints and Concerns – policy includes the requirement to ensure the needs of all protected groups are met. Leaflets / information are available in a 
variety of languages and easy read and our contracted translation service are used when required to translate patient letters/ information. 
 
Issues identified are themed to ensure improvements are made and lessons learned. Complainants are offered the opportunity to get involved in action plan 
recommendations and outcomes. 

Grade: Achieving  

Evidence for Grading:  
Interpretation and Translation policy 
Accessible information Standard 
Family & Friends patient/carer feedback  
Patient Experience Board Report  
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Development areas for 2021/22 

 Introduction of new EPR system by Summer 2022 which will empower patients to get involved in decisions about their care 
 

 

EDS2 Goal 2: Improved Patient Access and Experience  EDS2 Reference Number 2.3 

Outcome: People report positive experience of the NHS  

Summary of current supporting activity: 
All patients with an overnight stay in an acute inpatient ward, maternity ward or a visit to an emergency department, day case service, outpatient appointment 
or community service across CDDFT are provided with the opportunity to complete a questionnaire asking if they would recommend the service they have 
received to a friend or family member. 
 
The data is collected monthly and results are reviewed via sub-committee of Board and presented at Quality Review Group (QRG) with commissioners.  Any 
issues and feedback are identified and actioned via respective Care Groups 
 
Patient feedback is reported to the Board as part of the Operational Performance Report. 
 
The CDDFT patient experience team routinely asked patients if they have been treated with dignity and respect.  
 
Information in relation to reporting of a positive experience may be provided in any of the below: 

 CQC National surveys – commissioned via approved contractor meeting protected characteristics. Two surveys per year. Most recent – national 
inpatient survey  

 Local surveys – carried out quarterly and presented at OPAC  
 
Compliments are reported quarterly with over 4000 compliments reported to PET each quarter. A process is in place to ensure this information is 
disseminated to staff groups and published via the communication team and PET newsletter 
 
Patient stories are also routinely shared at OPAC and QRG  
 
The Friends and Family Test (FFT) is a feedback process available to all protected groups. Easy read versions are available upon request and all feedback is 
provided to wards and departments monthly for action. 
 
The Trust uses the carers’ passport which remains with the dementia lead. These passports are based on the examples used in the national Johns campaign. 
 
The Trust are seeing an increased demand for patients with dementia and  delirium, that have enhanced care needs and require 1-1 or cohort nursing care to 
maintain their safety, the organisation has introduced the following initiatives to address this: 

 Community hospital project:  CDDFT can have a high number of patients, who are distressed and agitated, and therefore have a high risk of falls. 
these patient’s can often require 1:1 patient support in order to reduce the risk. In a number of our community hospitals we are using “RITA” the 
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reminiscence interactive therapies and activities station, which can provide appropriate distraction for our patients, especially those who require 
increased assistance and care. Just a break from the monotony of the day for our patients can be very satisfying. “RITA” is initiated with patient by 
staff, and or volunteers 

 The development of a cohort best practice file and a patient information leaflet. 
 

Grade: Achieving  

Evidence for Grading:  
Healthwatch – Patient Feedback reports Friends and Family Test  
PALS reports 
Post Discharge Surveys  
A&E Waiting times 
Patient Experience Board Report  

Development areas for 2021/22 

 The Patient Experience team are planning to organise Patient Councils across the region with direct contact with patients, including those with 
protected characteristics and children, for feedback on our services 

 Work has been started between the Patient Experience team and Workforce Experience team to improve patient feedback from under-represented 
groups accessing our services 

 Introduction of new EPR system 

 As part of the new EPR project a new initiative called #call me will be introduced this enables patients to choose how they wish staff to address them 
whilst using our services. This information will be included in the clinical bracelets worn by patients 

 Family Health have established a working group who are looking to improve the language and services for transgender patients – this includes 
reviewing all documentation to ensure it uses gender neutral language and staff training about gender awareness   
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EDS2 Goal 2: Improved Patient Access and Experience  EDS2 Reference Number 2.4 

Outcome: People’s complaints about services are handled respectfully and efficiently  

Summary of current supporting activity: 
The patient-facing functions of the Operations and Performance Department operate to the standards set in the Complaints, PALs and Family and Friends 
policies 
 
A Complaint and Concerns Policy is in place with an emphasis on appropriate handling and prioritising patient outcomes as a result of having to make a 
complaint. 
 
Complainants are provided with regular feedback in relation to the process following a complaint in order for the organisation to improve the services we 
provide. 
 
An audit of the complaint process is completed and actions developed to ensure high standards are maintained. 
 
Meetings with the patient experience team take place regularly and staff receive regular one to one meetings and annual appraisals. 
 
Complaint performance monitoring data is provided and presented in the CDDFT Board Report. 
 
The Care Group takes every complaint very seriously and includes all parties involved in the patient’s care.  The Service Managers and Associate Directors 
are also made aware of the complaint and every effort is made to respond within the given timescale.   The complaint responses are reviewed by the 
Associate Director of Nursing prior to approval.  All complaints and action plans are included in sub speciality governance reports and are presented for 
discussion at bi-monthly meetings.  The governance team monitor actions to ensure they are achieved and completed. 

 

Grade: Achieving  

Evidence for Grading:  
Patient Experience Complaints procedure 
PALs reports 
Learning from Excellence  
Patient Experience Board Report  
Post Discharge Surveys 
Healthwatch – Patient Feedback reports  
Family & Friends patient/carer feedback  

Development areas for 2021/22 

 The Patient Experience team are planning to organise Patient Councils across the region with direct contact with patients, including those with 
protected characteristics and children, for feedback on our services  

 Work has been started between the Patient Experience team and Workforce Experience team to improve patient feedback from under-represented 
groups accessing our services 
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Under Goal 3 the outcomes that we are reviewing are: 

 Fair Recruitment 

 Equal Pay 

 Training & Development 

 Dignity at Work 

 Flexible Working 

 Staff Experience 
 

 

EDS2 Goal 3:  A Representative and Supported 
Workforce   

EDS2 Reference Number 3.1 

Outcome: Fair NHS recruitment and selection processes lead to a more representative workforce at all levels  

Summary of current supporting activity: 
CDDFT is working to ensure that all its Workforce processes, including the way in which it recruits its staff, are fair and transparent.  

The recruitment process is administered via NHS Jobs – a national electronic system.  This provides anonymised applications to ensure that there is no bias 

on behalf of those shortlisting and interviewing candidates 

Once appointed, staff equality and diversity information such as age, gender, marital status, sexual orientation, religion or belief, race and nationality are 

recorded onto the Electronic Staff Record System (HR/Payroll system) via the monitoring form on the NHS Jobs website. Staff are able to maintain their own 

records in ESR via self-service management system which allows staff to update their own information to ensure this is accurate and current.  

CDDFT recruitment data drawn from NHS Jobs over the period April 2020– March 2021 indicates that overall the organisation has been successful in 

achieving inclusive and equitable recruitment and selection processes across most protected groups as the organisation is attracting a diverse range of 

candidates to apply (in some cases beyond what is representative for our local community) who are proportionately being selected for interview and who are 

broadly representative of the appointments that have been made. 

The Values Based Recruitment frameworks for recruitment and selection demonstrates a simplified yet enhanced recruitment process detailed for General, 

Senior Medical and Director level appointments.  The frameworks incorporated values based recruitment questions, the purpose of which is to ensure that we 

recruit the right workforce not only with the right skills and in the right numbers, but with the right values to support effective team working in delivering 

excellent patient care and experience throughout the Trust.  

A review of recruitment processes and practice is planned in 2021/ 22 as part of NHS England project Overhauling Recruitment which will look at ensuring our 

promotion and recruitment processes are fully inclusive especially focusing on improving appointments from under-represented groups. A working group is 

established with representation from Staff Network Groups requested.   

We have also adopted values-based recruitment for all our senior posts, and core competencies with a clear patient focus. 

Ite
m

 1
1a

 A
pp

en
di

x 
1

- 
E

D
S

Page 232 of 275



20 
 

The Directorate continues to ensure that managers sitting on interview or promotion panels have received appropriate training in order to roll out the values 

based recruitment and selection.  Prior to interviewing the recruitment team also check that the panel has a trained member to lead interviews. 

This year has seen an increase in the number of overseas (non EU) nationals recruited to the Trust.  These have been Medical appointments at Trust Doctor 

and Consultant grades.   

International Nurse Recruitment 

The Trust engaged in an international recruitment campaign for registered nurses. Initially recruiting from India in 2020 the Trust have now increased the 

scope of activity and have recruited from Philippines, Zimbabwe and Nigeria among other countries. By January 2022 the Trust will have successfully 

recruited 190 candidates the vast majority of whom will have passed an Objective Structured Clinical Examination (OSCEs) and working as staff nurses on 

the wards.  

The Trust works with a third party partner to ensure that cultural backgrounds are considered when placing nurses in accommodation with a heavy focus on 

establishing communities in the catchment area. 

HCA Apprentices 

We continue to recruit HCA apprentices who are required to attend study sessions every other week which is delivered via Derwentside College. They also 

have regular reviews with a Trust representative and a contact who deals with pastoral issues.  

There have been no formal complaints/grievances relating to Recruitment and Selection processes in relation to protected group issues. 

Reasonable adjustments are always offered and made available for any candidate that has a disability. The policy and procedures in this area have been 

thoroughly equality impact assessed and amendments made where appropriate. 

Disability Confidence Standard 

In June 2019 following a self-assessment we were again awarded the Disability Confident Employer by DWP scheme as an employer which takes positive 

action to attract, recruit and retain disabled people this has been awarded for three years. 

 The two main themes covered in the self-assessment process were: 

o Theme 1: Getting the right people for your business 

o Theme 2: Keeping and developing your people 

 

We are currently working on our re-assessment for this standard which is due for renewal in June 2022 

 

NHS Learning Disability Employment Pledge 

As a Trust we continue in our aim to support and employ more staff with a learning disability through our continued commitment of signing up to the NHS 

Learning Disability Employment Pledge which we have been awarded at Level 2.  
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 Project Choice 
Other work around this agenda includes our continued involvement with the NHS Project Choice which is a supported internship hosted by CDDFT and 

managed by HEENE.  The project is designed to give young people with learning difficulties, disabilities or autism, the chance to gain work experience, 

undertake an employability qualification and complete a work-based internship. The project is tailored to the needs of the young people which enable them to 

meet and develop their individual skills.  

Diversifying Platforms 

The Trust now engages in the use of multiple social media platforms to reach a wider and more diverse audience than the traditional NHS Jobs route. 

In September 2020 the Trust successfully recruited a Muslim Chaplain in order to offer a wider scope of support to patients and staff  

Kickstart  

The Trust is engaging with the kick-start programme to offer six month paid work experience opportunities, funded by the DWP, to those who are currently 
NEET (Not in Employment, Education or Training) and aged 18 – 24. A range of roles are on offer, to an initial cohort of ten, that will provided an introduction 
to the different jobs available across the trust and will help us to grow our own as they move from the kickstart programme into full employment. It is 
anticipated that the roles will be fill by December ‘21 

Grade:  

Evidence for Grading:  
Trust policies on recruitment & Selection 
Disability Confident Standard 
Recruitment processes 
Recruitment training for Panel members 
Workforce Race equality Standard 
Workforce Disability Standard 

Development areas for 2021/22 
 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 through targeted recruitment/ promotion events 

 Review of all job descriptions, personal specs & adverts to ensure language has no equality or cultural barriers 

 Review of recruitment training and the introduction of a new training programme to focus on the development of Equality and Inclusion 
representatives which will be a new role who will sit on all recruitment and promotion panels 
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EDS2 Goal 3:  A Representative and Supported 
Workforce   

EDS2 Reference Number 3.2 

Outcome: The NHS is committed to equal pay for work of equal value and expects employers to use pay audits to help fulfil legal obligations  

Summary of current supporting activity: 
Agenda for Change and other national terms and conditions apply.   

The Trust pays all staff, except our Very Senior Managers (VSM) and Non-Executive Directors, on Nationally Agreed Agenda for Change or Medical & Dental 
pay scales.  Our VSMs and Non-Executive salaries are agreed at the Nomination & Remuneration committee and Council of Governors respectively. 

Local terms and conditions are applied equally and do not discriminate against any particular protected characteristic. 

In some areas choice was given to transfer to new terms and conditions – however this was applied inclusively across all staff in the group. 

To ensure consistency of application in respect to new starter salaries, the Trust operate Exception Panels for both Medical and Dental and Agenda for 
Change staff groups. The panel is fully inclusive and is supported by staff side representatives and consists of Senior HR members and Payroll Manager.  

The group assess all requests outside of nationally agreed terms and conditions of service to ensure equity and fairness in the application of recognition of 
service. All panel members are fully trained in Equality and Diversity practices and adhere to these principles when making their decisions. 

 Following government consultation, it became mandatory as of the 31st March 2017 for public sector organisations with over 250 employees to report 
annually on their gender pay gap. CDDFT has published the data on both the Government website and our public website to ensure compliance. 

The gender pay gap describes the difference between the average earnings of all the women in our organisation compared to the average earnings of all the 
men in our organisation. This is not the same as equal pay, which is about ensuring man and women doing the same or a comparable jobs are paid the 
same. As a healthcare provider 84.8% of our workforce is female. 

Headline findings are: 

Ordinary Pay 

The average gender pay gap for the Trust is that female staff are paid 37.74% less then male staff.   

The Median gender pay gap for the Trust is that female staff are paid 22.18% less then male staff. 

Bonus Pay - including Long Service Award 

The average bonus pay for the Trust is that female staff are paid 74.31% less then male staff. 

The median bonus pay gap for the Trust is that female staff are paid 95.44% less then male staff.   

The Trust’s mean gender pay gap for 2020 is 37.74% compared to 37.48% in 2019. Quartile 1 represents our lowest paid staff and Quartile 4 represents our 
highest paid staff.   
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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%. 

The proportion of males receiving a bonus payment for 2020 is 16.35% compared to 10.03% in 2019.  The increase in bonus payments relate to Clinical 
Excellence Awards, in 2019/20 the awards were proportioned to all Consultant Medical staff, the same increase can be seen in females receiving bonus 
payments 

Grade: Achieving  

Evidence for Grading:  
Gender Pay Gap Report 
AfC Local Pay agreement  
 

Development areas for 2021/22 
None planned  
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EDS2 Goal 3:  A Representative and Supported 
Workforce   

EDS2 Reference Number 3.3 

Outcome: Training and development opportunities are taken up and positively evaluated by all staff   

Summary of current supporting activity: 
All Trust policies are applicable to all staff regardless of inclusion in a protected characteristic group. This includes all of our training and education related 
policies and processes. 

Completions of appraisals and attendance at training events is monitored using reports produced from the Trust Learning Management System which is OLM 
(an integrated component of the Electronic Staff Record (ESR) this supports reporting based on age, gender disability and ethnicity). 

The staff induction programme has moved to online induction training for the majority of training, all of which must be completed prior to commencement in 
post. The induction training mandatory requirements aligns with the UK Core Skills Training Framework and face to face training is now delivered for practical 
manual handling (must be completed within 3 months of starting), resuscitation training (deteriorating Patient Resuscitation) and clinical systems training. 
Additional support is available for any new staff members who require assistance to complete these programmes in an alternative way or format. 

In 2020 the Trust reviewed the statutory and mandatory training requirements for all staff and successfully reduced the mandatory requirement to align to the 
requirements of the UK Core Skills Training Framework alongside the Induction programme. Again additional support is available for any staff members who 
require this to complete these programmes in an alternative way or format 

All in-house training goes through the process of validation to ensure it is fit for purpose, inclusive and incorporates the Trusts Values and Behaviours 
Framework.  In particular, ED&I is a golden thread designed through all sessions and this is validated by key stakeholders and potential delegates during 
validation. All in-house courses are advertised via the Trust’s Lifelong Learning Directory. 

The Training Priorities Group, which is chaired by the Deputy Director of Nursing, identifies and prioritises training on behalf of the whole organisation to 
ensure a customer client relationship exists between Training and Development and their customers.   

The Apprenticeship Levy has allowed significantly more training opportunities for staff, including any staff from under-represented groups.  Apprenticeship 
training can be from 1-4 years and ranges from level 2 to level 7 opportunities and can be used as part of the appointment of a new apprentice role or support 
an existing member of staff through a talent pipeline as a converter.  Apprentices receive regular reviews with someone from the Training and Development 
team to ensure the learner is on track to complete the qualification and are not experiencing any difficulties for which they require any additional support. 

We have an established Talent for Care Co-ordinator who looks after the care certificate, Health Care Assistant, traineeships and the clinical Apprenticeship 
programmes whist all other Apprenticeship programmes are facilitated through the Training and Development team. 

Since June 2017 we have worked with Project Choice who is in partnership with Health Education England. The project choice programme is a supported 
internship for young adults (aged 16-24) with Learning Difficulties/Disabilities, or Autism (LDDA).  The programme is for one academic year and the students 
will receive up to 3 placements within that time, where they can be in placement for up to 4 days per week over 12 weeks and attend an education day per 
week. Areas include Domestic Services, Portering, Ward Hostessing, Catering and Library Services.  CDDFT support Project Choice within all of our sub-
contractor and sister organisations.  During 2020-21 due to the restrictions in place because of the pandemic, we were not able to support students with work 
placements, however we have maintained access to education days and continued to link in remotely to ensure all 14 students grew in confidence and were 
able to graduate from the programme.  
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Over the course of being involved in the project we have had: 

 1 student employed within the Trust  

 1 ex-student is currently employed as an apprentice 

 1 offered an apprenticeship with Trust but declined 

 3 ex-students are working as volunteers. 
 
The Trust has approved the appointment of approximately 10 Kickstart posts who will start before the end of Dec 2021.  These posts will be 25 hours, for 6 
months on national minimum wage and are part of a government incentive scheme to get people aged 16-24 years that are on universal credit benefits, into 
meaningful work experience opportunities to provide them with the skills and experience to gain sustained employment following the conclusion of the scheme.  
The Trust are working with Health Education England who are partnering with the Princes Trust who will supply the appropriate candidates for identified positions 
and provide ongoing employability skills and mentorship throughout the programme.  This work also feeds into a central ICP objective for the region. 

We have recently launched a CPD Programme with Teesside University for all registered Nurse, Midwives and AHP’s employed by the Trust.  This programme 
utilises funding specifically provided by the government for these groups over a 3 year period.  The programme has been designed to meet the development 
needs of staff whilst also supporting the strategic needs of the organisation and ICP. 

The Leadership and Management Development Framework has been revised and re-launched.  This outlines the current leadership and management 
development offering and includes internal programmes of management / leadership training; apprenticeships and the North East & Yorkshire Leadership 
Academy (NEYLA) programme of management and leadership development. The framework was shared with all care groups and corporate areas as part of 
the People Matter clinics.  

A relaunch of the Mary Seacole Local Leadership Programme pilot, specifically aimed at roles in bands 5 to 7, is planned for September as this was stood down 
due to the pandemic; cohort 13 will resume from the beginning due to the length of time since their last sessions. 

We continue to take part in the Regional Talent Management Network meetings, hosted by NEYLA. These are held quarterly with a view to sharing learning 
and ensuring our Talent Management processes are suitable for cross-system working. The Talent Management Diagnostic Toolkit is now available on the 
national site and we are reviewing this as work has begun again in this area with a particular focus on career progression for under-represented groups. 
Members of the team met with the Inclusion Lead from NEYLA to look at what support the academy could provide for this work. 

Promotion opportunities and career development of staff from under-represented groups is a specific area of concern highlighted in the 2020 Staff Survey 
report, Workforce Race Equality Standard and the Workforce Disability Equality Standard  report which raised concerns about the  low number of staff from 
under-represented groups in senior grades. This unfairness in promotion and career progression will be a main focus for the organisation. 

Workforce Experience and the Trust’s BAME network are currently working with the North East and Yorkshire Leadership Academy to design a L5 ILM Coaching 
and Mentoring programme specifically for BAME staff. It is hoped that there is sufficient interest across the region to pilot the new programme in January. 
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The Trust has a pathway into nursing which regardless of experience or prior attainment, all staff can access their level 2/3 Healthcare apprenticeship (if they 
haven’t completed before) which is delivered via Derwentside college and staff are encouraged to do so. Following completion of this there are options to 
progress onto the Nursing Associate Apprenticeship/ Assistant Practitioner Apprenticeship. If staff do this, it allows them to access their register nursing.  

The trust continue to promote the leadership offer from both the national and regional Leadership Academies including the diversity based programmes 
including ‘Ready Now’ and ‘Stepping Up’. 

Our Equality Staff Network group meet monthly, part of which is a learning session around a specific inclusion topic.  

Non-Executive Directors receive training specific to their portfolios, which is sourced through Trust managers or external bodies such as our internal auditors. 
A register of training undertaken by NEDs is maintained and reported formally to the Board every quarter.  

Grade: Achieving  

Evidence for Grading:  
Established Policies and Procedures 
Staff Training Records 
Staff Survey 
Equality Delivery System 2 Report  
Equality Staff Survey 
Workforce Race Equality Standard 
Workforce Disability Equality Standard 

Development areas for 2021/22 

 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 

 Development of a training session to support internal candidates for promotion interviews and include career conversations 

 Exploring potential of recording on ESR ‘ready now’ status to identify those eligible for acting up/stretch projects/ career development 

 Promote the career pathways within CDDFT, the Leadership Development Framework (which sets out the steps for career progression) and NEYLA 
Leadership programmes 

 Introduction of a succession planning/talent management mechanism for under-represented groups  

 Widen the coaching & mentoring programme so that this underpins all senior leadership development programmes particularly for under-represented 
groups 

 To improve diversity of talent pipeline from middle levels into upper by proactively identifying individuals from under-represented groups for 
participation in national career programmes (e.g. Stepping Up) 

 Actively monitor demographics of staff taking up leadership development opportunities and make recommendations for positive action to reduce 
diversity gaps 

 Explore possibility to increase facilitators within CDDFT for NEYLA Mary Seacole programme to offer more training  places for underrepresented 
groups within nursing & midwifery staff  

 Development of a Senior Leadership Programme for underrepresented groups within nursing & midwifery roles  
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EDS2 Goal 3:  A Representative and Supported 
Workforce   

EDS2 Reference Number 3.4 

Outcome: When at work, staff are free from abuse, harassment, bullying and violence from any source  

Summary of current supporting activity: 
The internal training team deliver a ‘Bullying and Behaviors’ workshop which is to raise awareness of inappropriate and unacceptable behaviours and give 
staff the right skills and knowledge to challenge unwanted behaviours either experienced themselves or witnessed happening to others. This training is 
delivered throughout the year via MS Teams and face to face classes, offering staff regular opportunities to attend and is well established, having been 
delivered since 2011. The training has been refreshed for 2021/22 to include information from the Civility Saves Lives toolkit including reference to their 
research, impact and national video materials.  The session also now includes a link to our own Trust’s Civility Saves Lives video and local finding from our 
survey conducted in 2019 on how it impacts on staff in the organisation. 

In addition, the Trust has dedicated ‘Staff Support Officers’ who are a confidential listening and advice service for anyone who has concerns around; bullying, 
harassment, victimisation or whistleblowing.  Staff from across the organisation are trained as Staff Support Officers to appreciate how best to support 
someone who is either experiencing or accused of unwanted behaviours from another colleague.  

‘Equality, Diversity and Human Rights’ training, is mandatory for all staff prior to commencement in post (at induction) then every 3 years.  Since 2020 this 
training is now offered by eLearning using the nationally approved programme that aligns to the UKNational Core Skills Training Framework.  Access to this 
training is via ESR so staff can access the training at a time appropriate to their needs.   

The Trust has established a Violence and Reduction Prevention Working Group that is developing a strategy, policy and plan on the back of the renewed 
guidance published in Dec 2020.  As part of this work a review of the current training offer (Physical Intervention and Restraint and Breakaway Techniques) 
will also be undertaken. To support this practical training we also deliver and offer eLearning on Conflict Resolution training that is aligned to the standards of 
the UK National Core Skills Framework. This training teaches staff to recognise the different aspects of conflict they may encounter (from patients and the 
public) in the workplace and ways that they may prevent, resolve or de-escalate the situation, and their responsibility to deal with it. Conflict Resolution 
training is role specific mandatory training for identified jobs within the Trust and as an organisation we set a target of 85% compliance for Conflict Resolution 
training.  

We have a an interim Freedom to Speak Up Guardian and their role is publicised via the intranet, via screensavers as well as through their frequent visits to 
staff in our hospitals and community sites. They are part of a regional and national network of Guardians sharing best practice. The Trust is just beginning to 
establish local champions to support the Guardian role as well as having a speaking up policy (Raising Concerns) which is aligned to the national NHS 
Freedom to Speak Up Policy.  In 2021 we launched the national Freedom to Speak Up eLearning.  This training is assigned as a requirement for all staff and 
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line managers are also required to complete “Listen Up” training too so we can ensure managers are acting upon any issues raised by staff.  The final part of 
the training programme is the “Follow Up” training that will be a requirement for senior staff which will be launched as soon as it becomes available.  

In 2020 we launched Mental Health Awareness training for staff and Mental Health at Work training for managers which further supports staff who may be 
experiencing mental ill health as a consequence of unacceptable behaviour experienced from others. 

 
The Trust undertakes the national Staff Survey annually. Once the data is received an in-depth analysis is carried out to provide information at a Trust-wide 
level as well as at Care Group and Corporate area level. The information is then used to inform actions which form part of People Matter’ action plans at Care 
Group and Corporate level. People Matter is the Trust’s People Strategy which has been refreshed and approved by the Board for 2020-2023. People Matter 
Action Plans are monitored on a monthly basis via Operational Performance Meetings and on a quarterly basis reported on via Strategic Change Board and 
Operational Performance and Assurance Committee.   

Three questions in the staff survey relate to being harassed or bullied at work.  There has been an improvement in the score for the question concerning staff 
being harassed or bullied by service users/members of the public, with a decrease in the number of staff experiencing this from 33.5%in 2019 to 30.8% in 
2020.  The number of staff experiencing bullying and harassment by a manager has increased from 11% in 2019 to 14% in 2020.  The final question about 
staff being harassed or bullied by colleagues has also increased from 16.8% in 2019 to 20.3% in 2020.  The trust scores for each of the three questions are 
higher than the national average.  

The trust saw an increase in the number of colleagues who felt they had experienced discrimination on the grounds of ethnicity from both colleagues and 
service users. CDDFT is committed to zero tolerance on harassment and bullying and ensuring that reporting processes are clear and accessible. Proactive 
work continues to be progressed to combat this response and work towards improvement.  

A joint statement was issued in march 2021, between the CEO, Staff Side and the chair from the BAME staff network, committing to tackling bullying and 
harassment and the following projects have been developed to tackle this issue: 

Zero Tolerance campaign - to tackle harassment, bullying or abuse this commenced in Emergency Departments and has subsequently been rolled out Trust 
wide and communications as to what is in place to support people experiencing this behaviour has been shared through our staff network groups, Line 
Manager Support, Human Resources, Freedom to Speak Up Guardian, staff side colleagues, Employee Assistance Programme and the Workforce 
Experience Teams. 
 
In addition we have also launched the ‘You Story is our Story’ which is part of our Equality and Human Rights campaign and as phase two of the successful 
#100faces which was recognised as a best practice example and showcased nationally, as to how our behaviours can make people feel and examples of 
individual ‘lived experience’ in our organisation as a workplace. 
 

     We also organised a communication campaign around harassment and bullying to:  

 Highlight the support currently available and how to access this (Freedom to Speak Up Guardian, Staff Support Officers, HR processes etc.) 

 Deliver messages about the importance of reporting this type of behaviour   

 Highlight the responsibilities of a manager to protect staff from this type of behaviour 

 Training or initiatives that are available (Civility Saves Lives, Internal training programmes – see LLL directory)  
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 Establish what existing data channels are available to inform intervention and any gaps 

Due to the pandemic the main focus of our work was staff health and wellbeing and this remains a priority.  In addition to the annual staff survey, the organisation 
undertakes quarterly Staff Friends and Family test in order to gain further feedback as to if staff would recommend the organisation as a place to work.  In 2021 
the Staff Friends and Family Test has been replaced by the quarterly staff survey which focuses on the nine engagement questions that make up the Staff 
Engagement theme within the survey.    

The results of the Staff Survey are widely shared with all managers and staff and used to identify the key priorities for the Trust.  People Matter Action Plans 
identify the actions necessary to address the issues arising from the staff survey and this also includes a new focus on equality and diversity.  

The organisation is engaged in a culture and collective leadership programme, this has been developed using an evidence base of national and international 
research identifying the concepts associated with high quality care cultures. The research has been used to inform the methodology and the development of 
resources aimed to support the organisation in developing and running a culture and leadership programme of work.  The resources and approach rest on the 
principles of culture being – ‘the way we do things around here’ – which drives the outcomes of people experience within teams, departments, organisations 
and in cross organisational collaborations.  

Activity pre-pandemic was supported by five tailored interventions to develop an ongoing dialogue around engagement whilst working towards our longer term 
goal of enhancing engagement with our people and supporting the development of our new People Matter strategy which was launched in 2020. 

The five ‘Engagement Enablers’ described below were developed in order to enhance meaningful-conversation and to support engagement through an ongoing 
dialogue with our colleagues to improve our workforce experience of colleagues in order to retain and attract the best people. 

 ‘Walk in my Shoes’ Workshops and Walk rounds – aimed at all colleagues to support a better understanding of each other and their roles. 

 ‘Culture and Engagement’ Workshops for managers – aimed at managers to enhance the workforce experience of colleagues. 

 ‘Café Conversations’ – An informal way to engage in meaningful conversations from ‘Ward to Board’. 

 Development of an ongoing engagement ‘feedback loop’ – initiated with a leadership survey with a view of sourcing a ‘best fit’ electronic engagement 
tool. 

 Recruitment to a change team – From across the organisation in order to support this activity. 
 
Feedback from these engagement interventions, supported us in informing an underpinning ‘Culture Matters’ strategy with four pillars of engagement and a 
supporting programme of work.  The four pillars of engagement to support our Workforce Experience are Equality, Diversity and Inclusion, Health and Wellbeing, 
Leadership and Organisational Development and Communications and Engagement. 
 
Existing interventions and developing strands of work, including the recommencing of the Schwartz rounds, are also being used to continuously inform this 
ongoing work to develop a rich data set to inform our people strategy going forward. 

A major part of the work is thematic analysis to ensure that feedback received through activity, such as the Teams In Need of Support work, informs our work 
going forward.  Data collected through the various interventions is being mapped against the five cultural indicators of vision and values, goals and performance, 
support and compassion, learning and innovation and teamwork.  Using the NHSI methodology, the information from engagement sessions is being analysed 
for emerging themes which will be used to inform the development of ongoing organisational culture and leadership interventions and the People Matter plan  
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Grade: Achieving  

Development areas for 2021/22 
Dignity at Work policy 
Staff Survey results 
Equality Staff Survey Results 
Quarterly Staff Survey Reports 
Workforce Race Equality Standard 
Workforce Disability Equality Standard 
Cultural strategy 
Civility Saves Lives  
Freedom to Speak Up Strategy 

Development areas for 2021/22 

 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 

 Continued roll out of the next phase of #100 Faces – ‘Your Story Our Story’ to tackle preconceived ideas and stereotyping 

 Re launch of Civility Saves Life 
 

EDS2 Goal 3:  A Representative and Supported 
Workforce   

EDS2 Reference Number 3.5 

Outcome: Flexible working options are available to all staff consistent with the needs of the service and the way that people lead their lives   

Summary of current supporting activity: 
The Trust has various policies in place that offer support to staff throughout their employment within the Trust in addition to the Flexible Working Policy, 
including Retirement Policy (which gives flexible retirement options), Dignity at Work Policy, Supporting Staff Involved in Potentially Traumatic Stressful Work 
Related Incidents Policy; Management of Stress in the Workplace Policy; Parental Policy; Management of Attendance Policy; Rehabilitation and 
Redeployment Policy. 
 
With effect from 13th September 2021 the national terms and conditions support flexible working requests from Day One of employment and applications are 
not limited to one per every 12 months. 
 
Staff have the option to appeal against the decision of a flexible working request, should they feel that the decision is unfair and in particular discriminate 
against them. With effect from 13th September, there is an escalation stage for any requests that are not supported at a local level. This will allow for a review 
and consideration of further options 
 
All appeal panels are heard by an independent party supported by HR all of whom are trained in Equality and Diversity Practices.  
 
The current flexible working policy provides opportunities for managers and staff to flexibly agree appropriate ways of working that aims to recognise both the 
individual employee requirements and needs of the service. 
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During the COVID pandemic, the Trust introduced an Agile Working Policy which gave staff the option of working differently on a voluntary basis – this 
included working remotely from an alternative location or to work from home (for part or whole of the week).  This was introduced to bring benefits to the 
organisation in terms of recruitment/retention and work productivity, and benefits to staff through more flexible working arrangements, reduced commuting 
times/cost and a better work/life balance. It also allowed for staff to work over 7 days who didn’t usually do this and staggered start and finish times.   
 
Through facilitated workshops within WF&OD Directorate, informed by national staff survey results, the team are leading on a project to review flexible 
working practices within the directorate, as well as being involved in the work being implemented regionally on Flexible working driven by the Interim People 
Plan and Great Place to Work Delivery Board. 
 
 

 

Grade: Achieving  

Evidence for Grading:  
Flexible Working Policy 
Agile Working Policy 

Development areas for 2021/22 
None planned 

 

EDS2 Goal 3:  A Representative and Supported 
Workforce   

EDS2 Reference Number 3.6 

Outcome: Staff report positive experiences of their membership of the workforce   

Summary of current supporting activity: 
During the Pandemic the Trust designed a risk assessment process and carried out risk assessments for vulnerable staff, including BAME colleagues and 
anyone who needed additional support. This was expanded and rolled out to shielding staff, bank staff and built into recruitment processes for all new starters.   
 
COVID19 will continue to be a key consideration directing attention to a heightened focus on Health and Wellbeing, especially through the Health and 
Wellbeing Conversation, we now have in place the most comprehensive organisational offer to date. The focus on Health and Wellbeing will continue to be 
paramount as we move forward as part of our offer as a ‘best employer’ in order to ensure our people are supported and valued.   

The organisation has trained and implement Trauma Risk Management (TRiM) throughout the Trust in collaboration with occupational health colleagues, this 
offers support to colleagues involved in traumatic events and identifies people most at risk targeting early intervention where it’s most needed. 
 
The experience of COVID 19 has thrown into sharper relief the need to engage with and listen to our staff and to enable this we have continued to develop 

and work with our staff network groups focusing on establishing a safe and inclusive environment to share issues, work/ life experiences and empower staff to 

speak up and recognise that they are being listened to and that they are part of the future planning process of CDDFT. 

Our staff network groups continue to meet regularly and to become more established within our organisation currently we have: 
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 BAME staff network group 

 Disability & Wellbeing staff network group 

 Mental Health Support staff network group  

 LGBTQ+ staff network group 

 Equality staff network group - which has a focus on raising awareness on a variety of topics around equality & diversity, health and wellbeing and 
cultural awareness 

 

The results from our 2020 Staff Survey, Workforce Race equality Standard  and Workforce Disability Standard identified areas of concern identified around 

staff development, career progression (particularly into senior roles), lack of diversity in bands 7 and above, low staff numbers from under-represented groups 

and issues with bullying and harassment from both patients and colleagues. 

 
We recognise that only through valuing diversity and ensuring all staff have a voice within the organisation will we truly become the best NHS employer. To 
achieve this we must create the cultural conditions that prevent discrimination and actively encourage our workforce to seek out and reap benefit from views 
that differ from their own.  We will continue to build on our learning in this area where we have made significant improvement working in partnership with the 
NHS Leadership Academy and the Building Leadership for Inclusion programme.  We have developed our Diversity Strategy to support the engagement of 
the workforce, this is now branded as ‘Equality, Diversity and Inclusion Matters’ to further demonstrate our intent to have an inclusive culture for all. 

Underpinning the strategy is an activity Work plan supporting areas of identified development and monitored through the Strategic Equality, Diversity and 
Inclusion Group. 

We will do this through: 

 Placing equality, diversity and inclusion at the heart of all we do 

 Complying with all Equality and Human Rights legislation, ensuring our regulatory processes are fair, consistent and non-discriminatory for all 

 Being a fair employer, developing a talented workforce that reflects the diversity of the community we serve, at all levels of our organisation 

 Being an influential employer and service provider, promoting wider participation and equality, diversity and inclusion 

 Seek to understand the needs and preferences of patients, carers and all staff that share protected characteristics, building trust and challenging 
discrimination  

 Collecting evidence, evaluating and adapting processes and systems to ensure continuous improvements embed equality, diversity and inclusion 

 By being an exemplar in providing quality safe care to our patients and respect and support to our staff 

 The strategic direction provided by the established Strategic Equality, Diversity and Inclusion group 
 

Grade: Achieving  

Evidence for Grading:  
Annual Staff Survey 
Quarterly Staff Survey 
Equality Staff Survey  
Staff Network Groups 
EDI Strategic Group Meeting minutes and action log 
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Workforce Race equality Standard 
Workforce Disability Equality Standard 
Disability Confident Standard  
People Matter Strategy 
Health and Wellbeing  Matters Strategy 
Diversity Matters Strategy 

Development areas for 2021/22 

 Development of an inclusive succession planning and talent management strategy (include Coaching, Mentoring, National Leadership programmes 
etc.) 

 Launch refreshed appraisal system which focuses on career conversations, talent management and identifying potential for all staff. 

 Promote the career pathways within CDDFT, the Leadership Development Framework (which sets out the steps for career progression) and NEYLA 
Leadership programmes 

 Introduction of a succession planning/talent management mechanism for under-represented groups  

 Widen the coaching & mentoring programme so that this underpins all senior leadership development programmes particularly for under-represented 
groups 

 To improve diversity of talent pipeline from middle levels into upper by proactively identifying individuals from under-represented groups for 
participation in national career programmes (e.g. Stepping Up) 

 Actively monitor demographics of staff taking up leadership development opportunities and make recommendations for positive action to reduce 
diversity gaps 
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Under Goal 4 the outcomes that we are reviewing are: 

 Demonstrable Commitment 

 Equality Risk Analysis 

 Promoting & Supporting Staff in a Cultural Competent 
Way 

 Promoting Dignity at Work 
 

 

EDS2 Goal 4:  Inclusive Leadership   EDS2 Reference Number 4.1 

Outcome: Boards and senior leaders routinely demonstrate their commitment to promoting equality within and beyond their organisations   

 
Summary of current supporting activity: 
The Trust has developed, approved and begun to roll out our ‘Talent Matters’ Talent Management Strategy and significantly strengthened succession 
planning for Board and Executive roles, with talent pools identified for key positions and support provided through an Aspirant Directors Programme.  

There is a formal Board development programme in place which, in 2021/22 has included training on equality and diversity and addressing health inequalities 
The Trust have provided access to, and maintained registers of, training for our Non-Executive Directors aligned to their general roles and specific portfolios 

Our Executive Director of Nursing has led a joint initiative, with our local Mental Health Trust and two neighbouring Trusts to implement the recommendations 
of the ‘Treat As One’ report, and the Trust is now part of a Mental Health Alliance with both mental health providers in the North East, and commissioning 
organisations, to ensure that we collective tailor healthcare to the needs of patients with these conditions.  

Our Board approved a Community Engagement and Patient Experience Strategy early in 2018; this has been rolled out, albeit with some constraints due to 
the Covid-19 pandemic, and is being refreshed for Board approval in November 2021.  

The Trust uses its planning process, to secure the views of Governors (representing their members) through Governor Committees, which were used to define 
planning parameters for our Care Groups and corporate directorates 

Through our Equality Diversity and Inclusion Strategy we have developed and established a Strategic Equality, Diversity and Inclusion Group, Chaired by the 
Deputy Medical Director, deputy Chair Deputy Workforce and OD and membership of the Executive Director of Nursing to lead the roll out of the strategy. 

 
Recent recruitment processes have impacted upon the diversity of the Board’s membership, including the recruitment of a Non-Executive Director from a 
BAME background. One of our Board members considers themselves to have a disability. In each recruitment exercise a clear statement has been made that 
there was under-representation from minority groups and that applications from those groups will be welcomed. When considering the approach to be taken 
for the last NED recruitment the Board took specific steps to encourage a wider pool of applicants, including relaxing the requirement for previous Board-level 
experience in an organisation of a similar scale and encouraging those with a wider range of skills (such as community involvement) to apply.  

Ite
m

 1
1a

 A
pp

en
di

x 
1

- 
E

D
S

Page 247 of 275



35 
 

 

 

Setting the issue of diversity for the Executives and the Board in a wider context: 

 Several of 33 Governors currently in post have BAME or part BAME ethnicity. 

 There are senior managers below the Executive, some of whom are also under consideration for Talent Pools at the Executive-level with BAME 
ethnicity or LGBT sexual orientation. 

Other examples of the Board’s commitment to promoting equality and inclusivity include: 

 Monitoring the implementation of the Equality and Diversity strategy 

 Enabling links from the Board to our staff networks through a dedicated Non-Executive Champion 

 Using patient stories to understand and review the experience of patients with particular needs such as those with autism or learning disabilities and 
scrutinising the provision available for those patients. The Board’s Integrated Quality and Assurance Committee has paid particular attention to these 
areas in the last year.  

Grade: Achieving  

Evidence for Grading:  
Annual Staff Survey 
Quarterly Staff Survey 
Equality Staff Survey  
Staff Network Groups 
EDI Strategic Group Meeting minutes and action log 

Development areas for 2021/22 
None planned  

 

 

 

 

 

 

 

 

Ite
m

 1
1a

 A
pp

en
di

x 
1

- 
E

D
S

Page 248 of 275



36 
 

 

 

 

EDS2 Goal 4:  Inclusive Leadership   EDS2 Reference Number 4.2 

Outcome: Papers that come before the Board and other major committees identify equality related impacts including risks and say how these are 
to be managed    

Summary of current supporting activity: 
The Trust has strengthened and refined the Quality Impact Assessment tool which now incorporates the Equality Impact Assessment as a required element, 
and changed the approach so that approval is through meetings of the Senior Leadership Team, allowing the views of the senior clinical (including nursing) 
leadership to be taken into account. Any business case coming to the Executive or the Board, and any policy or procedure approved through the Board’s 
Committees must have an equality impact assessment, and the quality impact assessment required for business cases, including service developments, has 
recently been expanded to incorporate consideration of health inequalities. The impact assessment tool identifies any specific risks and sets out the steps to 
manage them.  
 
The Quality Impact Assessment tool is applied to any cost improvement scheme approved through SLT, and the process is overseen by the Board’s 
Operational Performance Assurance Committee.  
 

 

Grade: Achieving  

Evidence for Grading:  
Equality Impact Assessments are completed for all policies, business plans etc. 
Board Assurance Framework 
Equality, Diversity & Human Rights Policy  

Development areas for 2021/22 
None planned  
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EDS2 Goal 4:  Inclusive Leadership   EDS2 Reference Number 4.3 

Outcome: Middle managers and other line managers support their staff to work in culturally competent ways within a work environment free from 
discrimination 

Summary of current supporting activity: 
2020 saw the review and refresh of the Trust’s people strategy Staff Matter, renamed “People Matter”.  The new strategy builds on the work previously 
undertaken which enabled the Trust to successfully improve its overall rating during its CQC inspection in Autumn 2019. The workforce priorities contained 
within the strategy are based on the national People Plan priorities and have been agreed by the Board. 
We recognise that our continued success cannot be achieved without the continued engagement and support of our people therefore staff engagement continues 
to be a key priority for the Trust.  
 
In order to support staff to perform at consistently high levels, the Trust has over recent years recognised the importance of developing managers and 
leaders. A Leadership and Management Framework has been developed and Equalities and Diversity is the golden thread that runs through all of these 
programmes.   
The Leadership and Management Framework encompasses : 

 The Great Line Management Fundamentals programme which consists of a portfolio of activities to develop managers as leaders have been 
scheduled throughout the year and details are available from the Lifelong Learning Directory 

 Team Leader programme which is designed for staff who find themselves in a line management role for the first time  
 

The programmes are continually being reviewed and refreshed to take account of staff feedback from the evaluation process. 
 
In addition to internal opportunities, Leadership and Management development options delivered by the North East leadership Academy are advertised 
regularly throughout the year to all Trust staff through the Communications bulletin and staff are encouraged to attend. 
 
Senior Manager and Heads of Department monthly meetings with the Chief Executive/ Board are an opportunity for open, frank two way discussions on 
important topical issues.  
 
There are continued engagement events with the Chief Executive. The ‘breakfast With Sue’ events are held monthly and allow a random sample of staff the 
opportunity to chat informally about workplace issues that are pertinent to them. The events are small in order to allow each individual the opportunity to 
engage with the CEO.  
 
During COVID a closed staff Facebook page was launched which currently has over 4,000 staff members. Staff regularly post comments allowing a quick and 
direct resolution of any issues raised or has resulted in these being escalated to the relevant department. 
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The CEO and other members of the executive team hold regular live Director’s Briefing sessions via this Facebook page where they discuss/share 
information on any major issues, developments, plans etc. allowing staff the opportunity to ask direct questions of the Board. This has proved to be a very 
popular way to engage staff and regularly has several hundred staff either on the live link or watching the session at a later date. 
 
 In addition the CEO, Executive and Non-Executive team have regular walk arounds where they can talk directly to staff, these have again been received very 
favourably by staff who appreciate the visibility of the Board and the Executive teams.   
 
To support both managers and staff to work in culturally competent ways the Lifelong Learning Directory also offers a range of development programmes in 
addition to core essential and mandatory training including conflict resolution; LGBT Awareness workshops; Bullying and Behaviours workshops; Staff 
Support Officer Training; Mental Capacity Act 2005/Deprivation of Liberty Safeguards. 
 
The organisation has held bi-annual leadership conferences and annual conferences to recognise our nursing and midwifery staff. These last two conferences 
coincide with International Nurses’ Day and International Day of the Midwife and celebrate the achievements of our staff. They are well attended, including by 
staff from neighbouring Trusts where there is no similar offer. 
 
We have showcased excellent work from our staff and teams at our bi-annual leadership conferences and on our ‘Tell Us the Good Stuff’ walls at UHND and 
DMH. 
 
Our ‘Teams in Need of Support’ offer has been further developed and rolled out, which allows teams to access bespoke support from HR & OD to address 
particular challenges.  
 
The organisation has recruited a Workforce Experience Team, which is now leading the roll out of a wide-ranging programme of engagement interventions, 
working in partnership with NHS Improvement and the North East Leadership Academy. 
We believe that the learning through the Moving to Good programme and many further improvements demonstrate the strength of leadership at Board, 
Executive and senior management levels in the organisation. 
 
The Board and Governors receive regular updates on services with workforce issues and other potential vulnerabilities and the mitigation being put in place. 

 

Grade: Achieving  

Evidence for Grading:  
Annual Staff Survey 
Quarterly Staff Survey 
Equality Staff Survey  
Staff Network Groups 
EDI Strategic Group Meeting minutes and action log 

Development areas for 2021/22 
None planned  
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Grade Goals 1 & 2 2012 to 2021 

Goal 1 Better Health Outcomes for all   
Outcome Measure 2012 2016 2017 2018 2019 2020 2021 

1.1 Services are commissioned, procured, 
designed and delivered to meet the health 
needs of local communities. 

Achieving  Achieving Achieving Achieving Achieving Achieving Achieving 

1.2 Individual people’s health needs are 
assessed and met in appropriate and 
effective ways 

Developing  Achieving Achieving Achieving Achieving Achieving Achieving 

1.3 Transitions from one service to another, for 
people on care pathways, are made 
smoothly with everyone well-informed 

Developing  Achieving Achieving Achieving Achieving Achieving Achieving 

1.4 When people use NHS services their 
safety is prioritised and they are free from 
mistakes, mistreatment and abuse 

Developing  Achieving Achieving Achieving Achieving Achieving Achieving 

1.5 Screening, vaccination and other health 
promotion services reach and benefit all 
local communities 

Developing  Developing  Developing  Achieving Achieving Achieving Achieving 

 

Goal 2 Improved Patient Access and 
Experience 

  

Outcome Measure 2012 2016 2017 2018 2019 2020 2021 

2.1 People, carers and communities can 
readily access hospital, community health 
or primary care services and should not 
be denied access on unreasonable 
grounds 

Achieving Developing  Achieving Achieving Achieving Achieving Achieving 

2.2 People are informed and supported to be 
as involved as they wish to be in decisions 
about their care 

Achieving Achieving Achieving Achieving Achieving Achieving Achieving 

2.3 People report positive experiences of the 
NHS 

Achieving 

 

Achieving Achieving Achieving Achieving Achieving 

 

Achieving 

 

2.4 People’s complaints about services are 
handled respectfully and efficiently 

Achieving Achieving Achieving Achieving Achieving Achieving Achieving 
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Grade Goals 3 & 4 2012 to 2021 

Goal 3 Representative and Supported 
Workforce 

  

Outcome Measure 2012 2016 2017 2018 2019 2020 2021 

3. 1 Fair NHS recruitment and selection 
processes lead to a more representative 
workforce at all levels 

Developing  Developing Developing Achieving Achieving Achieving Achieving 

3.2 The NHS is committed to equal pay for work 
of equal value and expects employers to use 
equal pay audits to help fulfil their legal 
obligations 

Developing Achieving  Achieving  Achieving Achieving Achieving Achieving 

3.3 Training and development opportunities are 
taken up and positively evaluated by all staff 

Developing Developing Achieving Achieving Achieving Achieving Achieving 

3.4 When at work, staff are free from abuse, 
harassment, bullying and violence from any 
source 

Developing Achieving Achieving Achieving Achieving Achieving Achieving 

3.5 Flexible working options are available to all 
staff consistent with the needs of the service 
and the way people lead their lives 

Developing Achieving Achieving Achieving Achieving Achieving Achieving 

3.6 Staff report positive experiences of their 
membership of the workforce 

Developing Developing Developing Achieving Achieving Achieving Achieving 

 

 

4 Inclusive Leadership at all Levels   
Outcome Measure 2012 2016 2017 2018 2019 2020 2021 

4.1 Boards and senior leaders routinely 
demonstrate their commitment to promoting 
equality within and beyond their organisations 

Developing  Achieving  Achieving  Achieving Achieving Achieving Achieving 

4.2 Papers that come before the Board and other 
major Committees identify equality-related 
impacts including risks, and say how these 
risks are to be managed 

Developing Achieving Achieving Achieving Achieving Achieving Achieving 

4.3 Middle managers and other line managers 
support their staff to work in culturally 
competent ways within a work environment 
free from discrimination 

Under  

Developing 

Developing Developing Achieving Achieving Achieving 

 

Achieving 
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Appendix 4 - Equality Delivery System – Grading Criteria  
 

 Under Developed 
 

Developing  Achieving  Excelling  

Staff  No policy 

 No positive evidence or 
data 

 Negative evidence or data 

 All protected groups fare 
poorly compared to the 
overall workforce and/or 
local population  

 

 Policy in place 

 Little or no evidence 
that policy is not being 
applied 

 Little or no evidence of 
negative indicators 

 Only some protected 
groups fare as well as 
the overall workforce 
and/or local population  

 

 Positive evidence 

 Evidence of policy being 
applied and monitored 

 Systemic across 
organisation 

 Most protected groups 
fare as well as the overall 
workforce and/or local 
population 

 Evidence we perform well 
against national and local 
benchmarks  

 Evidence of being 
embedded across the 
whole organisation 

 Evidence of positive 
action  

 All protected groups fare 
as well as the overall 
workforce and/or local 
population  

 

Patients/ 
Service Users  

 No policy or guidance 

 Little or no positive 
evidence in relation to 
response to local national 
reports 

 Negative evidence 
 

 Some areas of good 
practice (not 
consistent) in relation to 
response to local 
national reports 

 Some Patient Carer 
Public Involvement 

 Policy/ Guidance in 
place 

 Little or no negative 
evidence 

 

 Sharing and comparative 
learning across the Trust 

 Learning taken forward 
where it is applicable 

 Evidence of policy 
application and monitoring 
where relevant 

 Patient Carer Public 
Involvement across 
protected characteristics  

 Evidence we perform 
well against national 
and local benchmarks 

 Evidence of being 
embedded across the 
whole organisation 

 Patient Carer Public 
Involvement across 
protected characteristics 
in relation to EDS 
criteria 

Ite
m

 1
1a

 A
pp

en
di

x 
4

- 
E

D
S

Page 254 of 275



 

Ite
m

 1
1a

 A
pp

en
di

x 
4

- 
E

D
S

Page 255 of 275



Appendix 5 Documents, Information, Reports and policies used to inform the 
grading of the EDS2 2021 Report  

 
o Accessible Information Standard 
o A&E waiting times 
o AfC Local Pay agreement 
o Board Assurance Framework 
o Contracts with commissioners 
o Discharge data 
o Civility Saves Lives 
o Clinical Pathways  
o CQC documents 
o Cultural Strategy 
o Disability Confident Standard 
o Diversity Matters Strategy 
o EDI Strategic Group Meeting minutes and action log 
o Equality Delivery System 2 Report 
o Equality Impact Assessments 
o Equality Staff Survey 
o Family & Friends patient/carer feedback 
o Freedom to Speak Up Strategy 
o Gender Pay Gap Report 
o Health and Wellbeing Matters Strategy  
o Healthwatch – Patient Feedback reports  
o Information data of A&E waiting times 
o Interpretation and Translation Patient & Staff feedback reports 
o Learning from Excellence Bulletin 
o NEVER events 
o PALs reports 
o Patient Complaints reports 
o Patient Experience Complaints procedure 
o Patient Experience Surveys 
o Patient Stories 
o People matter Strategy 
o PET report included in Board Report 
o PLACE Assessments 
o Post Discharge Surveys 
o Quality Accounts 
o Quarterly Staff Survey Reports 
o Serious Incident Reports 
o Staff Network Groups 
o Staff Survey 
o Staff Training Records 
o Tender processes/ contracts 
o Workforce Disability Equality Standard 
o Workforce Race Equality Standard 
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CCDFT Policies: 
 

o Accessible Information Standard Framework PROC/N&Q/0001 
o Agile Working Policy POL/PD/0061 
o Appraisal Policy POL/PD/0013 
o Apprenticeship Policy POL/PD/0057 
o Capability Procedure PROC/PD0006 
o Chaperone Policy POL/N&Q/0053 
o Chaplaincy Spiritual Support Policy POL/CHAP/0004 
o Complaints & Concerns Policy POL/COMP/0003 
o Corporate Records Management Policy POL/CA/0005 
o Critical care Admissions Policy POL/SUR/0005 
o Dignity at Work Policy POL/PD0002 
o Disability & Long-term Health Conditions Policy POL/PD/0043 
o Discipline Procedure PROC/PD 0009 
o Eliminating Mixed Sex Accommodation Policy POL/N&Q/0055 
o Employment Break Sabbatical Scheme POL/PD/0030 
o End of Life care, Chaplaincy, Spiritual& Pastoral Support Policy POL/CHAP/0001 
o Equality Diversity & Human Rights Policy POL/PD/0009 
o Flexible Working Policy POL/PD/0038 
o General Recruitment Policy POL/PD/0003 
o Governance Handbook POL/ARC/0005 
o Resolution Procedure POL/PD/0010 
o Interpretation & Translation Service Policy POL/PD/0054 
o Management of Attendance PROC/PD/0001 
o Management of Stress in the Workplace POL/PD/0006 
o Parental Policy POL/PD/0055 
o Patient Access Policy POL/OBD/0003 
o Patient Discharge and Going Home Policy POL/N&Q/ 005A 
o Patient Property Policy POL/N&Q/0054 
o Pay Progression Local Agreement – AFC LA/PD/0003t 
o Privacy, Dignity & Respect Policy POL/N&Q/0030 
o Protection of Pay & Conditions of Service Policy POL/PD 0036 
o Raising Concerns and Whistleblowing Policy POL/PD/0039 
o Recording of Spiritual care Interventions in Patient notes POL/CHAP/0002 
o Rehabilitation & Redeployment Policy POL/PD/0004 
o Religious Observance by Employees Policy POL/PD/0040 
o Retirement Policy POL/PD/0041 
o Safeguarding Adults Policy POL/N&Q/0002 
o Safeguarding Children – Arrangements for Managing Allegations made against staff 

Supervision PROC//NG/0010 
o Special Leave Policy POL/PD/0029 
o Staff Induction Policy POL/PD/0051 
o Staff Network Groups Policy/POL/PD/0059 
o Supporting Patient Choices POL/PD/0004 
o Training Needs Analysis. Monitoring & Evaluation Policy POL/PD/0053 
o Transitioning in the Workplace Policy POL/PD/0060 
o Transfer of Patients POL/NG/0005B 
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[Item No] – [Report title to insert] Private & Confidential    1 

 

 

Trust Board – 24 November 2021 

Item 11c – Q2 Workforce & OD Quarterly Report 

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                                             

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 an overview and assurance of Workforce and OD activity against 

Objectives, People Matter Strategy and National NHS drivers including the NHS 

People Plan. 

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 

Delivered a Talent Management session to the BAME Staff 

Network and sought their input to a revised Talent Matters 

Strategy 

Published the WDES and WRES annual reports 

5 

Refined 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 

7 
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[Item No] – [Report title to insert] Private & Confidential    2 

Further enhanced the H&WB Framework and continue to embed 

innovation in the support of our people 

Reported compliance on Risk Assessments and Health & 

Wellbeing Conversations at a Care Group and Corporate 

Directorate level 

Regional Occupational Health Project underway with 4 Regional 

Trusts 

 9 

Continued development of the Talent Matters Strategy in liaison 

with Staff Network Groups 

Have over 300 apprentices in post 

11 

 Worked with Trust Communications Team to develop an internal 

communication strategy and engagement activity throughout the 

year 

Results of first Quarterly Staff Survey shared, with individual 

reports provided to Care Groups and Corporate Directorates  

13 

 ESR data quality improvement.  Concluded review of protected 

characteristics on ESR 

Payroll processed pay award, pay arrears, Flowers payments, 

Temporary Bank Rate increases 

15 

 

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 

Indicative actions for Q3 are included throughout the report and 
relate to objectives and actions contained within the Workforce & 
OD Work plan 

 

  

  

  

  

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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[Item No] – [Report title to insert] Private & Confidential    3 

Significant risks 

identified (if any) 

Whilst no specific risks, acknowledgement of continued Covid19 impact and 

continued challenge in supporting our people.  We continue to actively promote 

support for colleagues through our health and wellbeing offer and are in 

continued dialogue as to how we can improve our Workforce Experience. 

Action / decision 

required from the 

Board 

For reference and note 
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Workforce & Organisation Development

Quarterly Board Report

Quarter 2

Morven Smith, Director of Workforce & OD

www.cddft.nhs.net
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W&OD Q2 2021/22 – People Matter

www.cddft.nhs.netwww.cddft.nhs.net

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
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W&OD Q2 2021/22 – People Matter

www.cddft.nhs.netwww.cddft.nhs.net

Workforce & OD Objectives & Work Plan
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W&OD Q2 2021/22 – People Matter

www.cddft.nhs.netwww.cddft.nhs.net

• 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. Since the previous reporting period we have undertaken the newly 
introduced Quarterly Staff Survey with reports created for each Care Group and overall 
Corporate position
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W&OD Q2 2021/22 – Equality, Diversity and Inclusion 
(EDI) Matters

www.cddft.nhs.netwww.cddft.nhs.net

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 have…

Delivered a Talent Management 
session to the BAME Staff Network 
Group as part of promoting career 
progression to under represented 
groups

Liaised with the BAME Network as 
part of ensuring under-represented 
groups have input into our revised 
Talent Matters strategy

Reported on disparity ratios & 
produced action plan

Promoted the Freedom to Speak up 
training packages which are now part 
of essential training 

Participated in the Regional design 
work of Inclusive Leadership 
Coaching 

Published the WDES & WRES  and 
ensured actions are taken forward 
through the EDI Activity Plan

Promoted Network Groups, Total 
Membership 293

Completed Everyday Language 
Solutions Q1 report

Actively commenced recruitment for      
LGBTQ+ Disability Network Chairs

Quarter 3 – We will…

Celebrate & promote Black History Month 
across October                                

Promote & Facilitate a session on the 
menopause at Equality Staff Network

Plan and deliver celebrations of Disability 
History Month starting on 18th  November     

Complete EDS2 Report             

Finalise the review of all EDI Policies                                          

Complete Q2 ELS Costing Report                                       

Facilitate and EDI awareness session for 
Finance department           

Ongoing review recruitment training to 
include a focus on Equality & Inclusion, 
targeting under-represented groups

Prepare for launch of Q4 of the Quarterly 
Staff Survey for January 1st

Appoint to Chair positions of Disability and 
LGBTQ+ Network Groups

Contract a provider and facilitation an EDI 
Board Development session

Secure funding to contract resource to 
evaluate the data for career development 
and recruitment for BAME and disabled 
colleagues

Quarter 4
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W&OD Q2 2021/22 – Equality, Diversity and Inclusion 
Matters – workforce demographic

www.cddft.nhs.netwww.cddft.nhs.net

Footnote: 
- Data extracted from ESR at Quarter end (30th Sept 2021)

Improve data 
quality & analysis

Setting priorities
Targeted 

interventions

How we use our data

Staff In Post By Disability

Disability Headcount %

Learning disability/difficulty 15 0.20%

Long-standing illness 44 0.59%

Mental Health Condition 20 0.27%

No 5314 70.89%

Not Declared 265 3.54%

Other 11 0.15%

Physical Impairment 15 0.20%

Prefer Not to Answer 18 0.24%

Sensory Impairment 18 0.24%

Unspecified 1670 22.28%

Yes - Unspecified 106 1.41%

Total 7496 100.00%

Staff In Post By Gender

Gender Headcount %

Female 6281 83.79%

Male 1215 16.21%

Total 7496 100.00%

Staff In Post By Ethnic Group

Group Headcount %

White 6669 88.97%

BME 658 8.78%

Not Stated 168 2.24%

Unknown 1 0.01%

Total 7496 100.00%
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W&OD Q2 2021/22 – Retention Matters

www.cddft.nhs.netwww.cddft.nhs.net

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 have…

Refined 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 – We will….

Roll out new exit questionnaire 
process

Roll out of Pensions Clinics

Ongoing communication of 
pension information

Reward and recognition schemes 
implemented, performance bonus, 
bank shift incentives

Continued engagement and 
communications with staff through 
blended communication inc
Facebook, care group feedback 
sessions, meetings with Sue

Salary sacrifice schemes continue 
to be promoted

Xmas savings club delivered

Promote the leadership 
development pathways and 
learning opportunities

Continue to promote flexible 
working and agile working 
opportunities where appropriate

Quarter 4
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W&OD Q2 2021/22 – Retention Matters

www.cddft.nhs.netwww.cddft.nhs.net

Improve data 
quality & analysis

Setting priorities
Targeted 

interventions

How we use our data

Staff In Post Age Prfile By Staff Group (Headcount)

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 Grand Total

Add Prof Scientific and Technic 1 29 34 37 34 24 24 28 21 8 3 1 244

Additional Clinical Services 20 156 164 189 148 156 202 229 204 139 14 5 1626

Administrative and Clerical 15 61 102 101 158 175 221 270 228 142 24 6 1503

Allied Health Professionals 47 89 84 79 62 71 58 42 19 2 553

Estates and Ancillary 4 8 20 29 18 41 33 79 93 54 16 5 400

Healthcare Scientists 12 35 27 24 27 21 11 6 4 1 168

Medical and Dental 4 27 47 82 108 106 61 53 29 7 524

Nursing and Midwifery Registered 107 284 343 290 337 357 357 260 113 23 4 2475

Students 1 1 1 3

Grand Total 40 424 755 858 834 930 1036 1093 907 508 90 21 7496

Staff Turnover FTE % (Voluntary)

Area Target Average 20/21 Average 21/22 Q2 Jul-21 Aug-21 Sep-21

CDDFT

9%

7.10% 7.03% 6.78% 6.96% 7.36%

Clinical Specialist Service 9.45% 9.52% 9.47% 9.45% 9.65%

Community Services 8.16% 6.68% 6.27% 6.53% 7.25%

Family Health 5.04% 7.49% 7.40% 7.01% 8.05%

Integrated Medical Specialties 8.01% 7.63% 7.38% 7.82% 7.70%

Surgery 5.59% 5.07% 4.94% 5.05% 5.23%

Chief Executive 8.88% 7.35% 7.23% 7.23% 7.60%

Director Of Finance 5.84% 5.21% 4.63% 4.63% 6.38%

Director Of Operations 4.11% 6.92% 4.70% 6.71% 9.35%

Medical Director 5.93% 4.23% 4.30% 4.91% 3.48%

Nursing & Quality 6.14% 5.33% 5.21% 5.20% 5.58%

Workforce & Organisational Development 8.49% 11.73% 12.13% 11.46% 11.59%

Staff  Gro up F T E Vacancies

R eigstered N ursing, M idwifery and H ealth Visit ing -286.33

A llied H ealth P ro fessio nals -58.95

M edical & D ental -113.13

Supprt  to  C linical Staff -52.92

Infrastructure Suppo rt -160

Scientif ic & H ealthcare Scientists -41.83

T o tal -713.16

Vacancies by Staff  Gro up*
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W&OD Q2 2021/22 – Health & Wellbeing Matters

www.cddft.nhs.netwww.cddft.nhs.net

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 have…

Developed & delivered a compassionate 
leadership session – ‘Supporting Our 
Leaders, hear & learn’ – to support senior 
leaders to ‘fit their own oxygen mask first’ 
& engage in self-care, essential to 
compassionate leadership.

Further enhanced the H&WB Framework 
& continue to embed innovation in the 
support of our people

Impact assessed the transition of Agile 
Working on the Health & Wellbeing of our 
people

Evaluated the implementation of the Trim 
practitioner work against our people 
metrics

Assessed Demand and Supply on our 
Occupational Health Service to ensure the 
service offered targets the needs of our 
people through positive interventions.

Continued to develop referral pathways 
from Occupational Health for staff with 
long-covid

Reported compliance on Risk 
Assessments and Health and Wellbeing 
conversations at a Care Group and 
Corporate Directorate 

Establishment of Flexible Working Group 
– review of policy and practices in line 
with People Plan requirements, staff 
views sought

28 TRiM Practitioners fully trained

2 TRiM Managers fully trained

Regional Occupational Health Project 
underway with 4 Regional Trusts

Quarter 3 – we will…

Add menopause information to the 
Health & Wellbeing pages on StaffNet

Develop Menopause Policy 

Implement new Flexible Working 
request process with centralised 
recording and oversight

Be part of the NHSE/I Trailblazer 
Project to help implement the new 
NHSE/I Health and Wellbeing 
Framework

Continue to work with the Regional 
Enhanced Occupational Health Project 
Team to work collaboratively, 
standardise processes and KPIs across 4 
regional Trusts

Work with 25  TRiM practitioners to 
enable them to  complete their training

Recruit and train more TRiM managers 
to support the TRiM Practitioners

Recruit Trust-wide Health and 
Wellbeing Champions

Have a calendar of health and 
wellbeing events in place

Offer COVID Boosters and Flu 
Vaccinations to all staff

Review the current Employee 
Assistance Programme (EAP) Offer                                             
Engage in the working group to 
consider the implementation of 
mandatory Covid vaccinations

Quarter 4
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W&OD Q2 2021/22 – Health & Wellbeing Matters

www.cddft.nhs.netwww.cddft.nhs.net

Area Target
Average 

20/21

Average 

21/22 Q2
Jul-21 Aug-21 Sep-21 Area Target

Average 

20/21

Average 

21/22 Q2
Jul-21 Aug-21 Sep-21

CDDFT 6.32% 6.73% 6.44% 6.39% 7.35% CDDFT 1.54% 0.92% 0.90% 0.79% 1.06%

Clinical Specialist Service 5.72% 6.45% 6.06% 6.25% 7.03% Clinical Specialist Service 0.85% 0.45% 0.31% 0.39% 0.65%

Community Services 7.55% 7.97% 7.96% 7.59% 8.37% Community Services 2.02% 1.44% 1.53% 1.21% 1.58%

Family Health 5.03% 6.56% 5.86% 6.16% 7.66% Family Health 1.11% 1.40% 1.33% 1.20% 1.67%

Integrated Medical Specialties 7.06% 6.47% 6.04% 5.90% 7.47% Integrated Medical Specialties 2.26% 0.87% 0.86% 0.75% 1.01%

Surgery 7.04% 7.19% 6.84% 7.11% 7.62% Surgery 1.30% 0.68% 0.58% 0.65% 0.82%

Chief Executive 1.41% 6.68% 5.81% 6.83% 7.40% Chief Executive 0.00% 0.20% 0.17% 0.42% 0.00%

Director Of Finance 1.43% 1.43% 0.58% 1.31% 2.41% Director Of Finance 0.63% 0.00% 0.00% 0.00% 0.00%

Director Of Operations 4.28% 4.77% 5.30% 4.56% 4.45% Director Of Operations 0.78% 0.14% 0.39% 0.04% 0.00%

Medical Director 2.53% 4.26% 3.14% 4.05% 5.60% Medical Director 1.54% 0.60% 0.00% 0.40% 1.39%

Nursing & Quality 3.76% 3.93% 4.76% 3.47% 3.55% Nursing & Quality 1.08% 0.56% 0.94% 0.44% 0.30%

Workforce & Organisational Development 4.40% 7.09% 7.84% 6.28% 7.16% Workforce & Organisational Development 0.64% 0.55% 0.42% 0.19% 1.04%

Area Target
Average 

20/21

Average 

21/22 Q2
Jul-21 Aug-21 Sep-21 Area Target

Average 

20/21

Average 

21/22 Q2
Jul-21 Aug-21 Sep-21

CDDFT 2.18% 2.27% 2.14% 1.96% 2.72% CDDFT 1.88% 1.97% 1.88% 1.96% 2.06%

Clinical Specialist Service 1.63% 2.03% 2.12% 1.45% 2.51% Clinical Specialist Service 2.26% 2.25% 2.43% 2.27% 2.05%

Community Services 2.48% 2.59% 2.74% 2.15% 2.89% Community Services 2.36% 2.55% 2.36% 2.71% 2.58%

Family Health 1.74% 2.15% 1.78% 1.83% 2.85% Family Health 1.45% 2.01% 1.76% 1.87% 2.39%

Integrated Medical Specialties 2.79% 2.52% 2.25% 2.30% 3.02% Integrated Medical Specialties 1.51% 1.54% 1.37% 1.40% 1.85%

Surgery 2.22% 2.39% 2.17% 2.22% 2.78% Surgery 2.26% 1.93% 1.86% 1.96% 1.97%

Chief Executive 0.83% 1.09% 2.12% 0.51% 0.63% Chief Executive 0.98% 6.28% 5.56% 6.32% 6.96%

Director Of Finance 1.12% 1.43% 0.58% 1.31% 2.41% Director Of Finance 0.46% 0.00% 0.00% 0.00% 0.00%

Director Of Operations 1.29% 1.56% 2.21% 1.08% 1.40% Director Of Operations 1.52% 2.08% 2.53% 2.08% 1.62%

Medical Director 2.18% 2.31% 0.96% 1.36% 4.60% Medical Director 1.88% 1.12% 0.80% 1.54% 1.01%

Nursing & Quality 1.76% 1.30% 1.30% 1.21% 1.40% Nursing & Quality 1.32% 1.07% 1.25% 1.11% 0.84%

Workforce & Organisational Development 1.44% 1.28% 1.63% 0.68% 1.54% Workforce & Organisational Development 2.24% 0.94% 0.98% 0.80% 1.04%

Area Target
Average 

20/21

Average 

21/22 Q2
Jul-21 Aug-21 Sep-21 Area Target

Average 

20/21

Average 

21/22 Q2
Jul-21 Aug-21 Sep-21

CDDFT 4.14% 4.45% 4.30% 4.43% 4.63% CDDFT 0.88% 1.15% 1.12% 1.12% 1.22%

Clinical Specialist Service 4.09% 4.34% 3.69% 4.79% 4.53% Clinical Specialist Service 1.13% 1.14% 1.16% 1.10% 1.15%

Community Services 5.06% 5.38% 5.22% 5.44% 5.48% Community Services 0.88% 1.05% 1.04% 1.00% 1.10%

Family Health 3.29% 4.41% 4.08% 4.33% 4.81% Family Health 0.76% 0.63% 0.62% 0.53% 0.73%

Integrated Medical Specialties 4.27% 3.95% 3.79% 3.60% 4.45% Integrated Medical Specialties 1.05% 1.38% 1.25% 1.23% 1.65%

Surgery 4.82% 4.80% 4.67% 4.89% 4.84% Surgery 0.93% 1.53% 1.48% 1.60% 1.52%

Chief Executive 0.58% 5.60% 3.69% 6.32% 6.78% Chief Executive 0.14% 0.03% 0.00% 0.00% 0.10%

Director Of Finance 0.31% 0.00% 0.00% 0.00% 0.00% Director Of Finance 0.00% 0.32% 0.00% 0.95% 0.00%

Director Of Operations 2.99% 3.20% 3.08% 3.48% 3.05% Director Of Operations 0.12% 0.61% 0.94% 0.62% 0.27%

Medical Director 4.14% 1.96% 2.18% 2.68% 1.01% Medical Director 0.45% 0.09% 0.00% 0.00% 0.27%

Nursing & Quality 2.00% 2.62% 3.46% 2.26% 2.15% Nursing & Quality 0.39% 0.84% 0.98% 0.91% 0.64%

Workforce & Organisational Development 2.96% 5.81% 6.21% 5.60% 5.62% Workforce & Organisational Development 0.89% 2.19% 2.32% 2.40% 1.85%

Sickness Absence Long Term Sickness Absence - MSK

Sickness Absence Overall

2.25%2.25%

1.25% 2.25%

2.25%4%

Sickness Absence - COVID

Sickness Absence - Mental HealthSickness Absence Short Term
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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  have…

Continued the development of the 
Talent Matters Strategy liaising with 
Network Groups as part of enhancing 
career progression for under 
represented groups

Delivered & evaluated the first 2 
workshops of the Mary Seacole
Leadership programme  pilot with a 
view of this enhancing the offer to 
Bands 5 – 7 – Restarted having been 
stood down

Begun promotion of the leadership 
development offer for Bands 5 – 7 at 
Care Group meetings & in The Week 
Ahead

Training for investigating officers 
developed to support new policy and a 
fair and just culture

Developed a draft process as to how 
colleagues access learning and 
evaluation of learning outputs and 
practice

Fulfilled a further 10 requests for 1:2:1 
coaching & 1 request for team coaching 
using the internal network &  
associates

Have over 300 apprentices in post

Quarter 3 – We will…

Talent Review Board training to be 
transferred to e-learning format

Review of appraisal documentation to 
support managers, pilot to be 
undertaken

Develop work to produce a skills matrix 
linked to the Leadership and 
Management Framework

Introduction of the Kickstart 
Programme

Establishment of working group around 
senior leadership development

Work with Universities and internal 
Stakeholders around next years CPD 
monies

Review current Elearning held in order 
to migrate content to new server and 
use opportunity to streamline

Undertake a review of how we deliver 
our T&D to meet compliance, quality, 
safety and development needs for all 
staff. Proposal to be developed

Maintain clear link with EPR training 
and change programme to ensure 
sustainability and continuity post 
implementation 

Quarter 4
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Improve data quality

Monitor compliance 
against CQC and 
other standards

Identify hotspots and 
target interventions

How we use our data

Area Target
Average 

20/21

Average 

21/22 Q2
Jul-21 Aug-21 Sep-21

CDDFT 91.19% 94.55% 94.87% 94.71% 94.08%

Clinical Specialist Service 92.93.% 95.04% 95.28% 94.80% 95.03%

Community Services 94.17% 96.43% 96.22% 96.65% 96.41%

Family Health 91.91% 93.57% 94.34% 93.99% 92.39%

Integrated Medical Specialties 87.34% 92.58% 92.93% 92.54% 92.27%

Surgery 89.92% 93.54% 94.03% 93.91% 92.67%

Chief Executive 92.72% 95.12% 95.61% 96.41% 93.33%

Director Of Finance 98.73% 98.72% 99.65% 98.97% 97.54%

Director Of Operations 96.92% 98.96% 99.02% 98.97% 98.89%

Medical Director 83.24% 91.79% 92.87% 92.37% 90.13%

Nursing & Quality 94.12% 98.36% 98.73% 98.60% 97.74%

Workforce & Organisational Development 95.63% 99.07% 99.42% 99.25% 98.53%

Area Target
Average 

20/21

Average 

21/22 Q2
Jul-21 Aug-21 Sep-21

CDDFT 81.86% 84.09% 85.32% 82.28% 84.67%

Clinical Specialist Service 87.40% 89.66% 90.24% 89.94% 88.79%

Community Services 88.12% 90.85% 90.78% 90.96% 90.80%

Family Health 80.94% 82.72% 82.92% 83.16% 82.08%

Integrated Medical Specialties 76.23% 80.19% 80.46% 80.41% 79.69%

Surgery 79.45% 81.58% 81.89% 81.50% 81.35%

Chief Executive 94.07% 96.64% 96.59% 97.22% 96.11%

Director Of Finance 98.63% 98.96% 99.29% 100.00% 97.59%

Director Of Operations 97.54% 98.14% 98.98% 98.57% 96.88%

Medical Director 76.61% 81.92% 82.19% 81.25% 82.31%

Nursing & Quality 88.63% 93.37% 93.94% 93.75% 92.43%

Workforce & Organisational Development 96.59% 97.38% 97.82% 97.69% 96.64%

Area Target
Average 

20/21

Average 

21/22 Q2
Jul-21 Aug-21 Sep-21

CDDFT 69.43% 64.92% 66.11% 65.49% 63.15%

Clinical Specialist Service 67.18% 58.71% 61.07% 59.34% 55.73%

Community Services 80.71% 77.44% 78.22% 79.41% 74.69%

Family Health 69.62% 63.51% 66.46% 63.57% 60.50%

Integrated Medical Specialties 67.48% 58.26% 58.98% 57.77% 58.04%

Surgery 61.54% 59.79% 59.56% 60.43% 59.39%

Chief Executive 67.41% 78.47% 76.32% 83.33% 75.76%

Director Of Finance 83.39% 82.31% 81.48% 83.64% 81.82%

Director Of Operations 84.46% 75.23% 75.00% 74.59% 76.11%

Medical Director 57.28% 57.09% 61.02% 55.56% 54.69%

Nursing & Quality 55.96% 64.24% 65.91% 63.80% 63.01%

Workforce & Organisational Development 69.20% 83.79% 92.55% 88.30% 70.53%

95%

95%

Core Essential Training

Role Specific Training

-

Staff Appraisal
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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 have …

Worked with Communications 
Team in developing an internal 
communications strategy and 
engagement activity throughout 
the year – Final draft completed

Produced and distributed results 
from 1st Quarterly Staff Survey

Ensured results are shared 
through individual reports being 
produced Care Groups and 
Corporate areas in order to 
refine People Matter action 
plans in response to Quarterly 
Staff Survey Results and position 
statement

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

Ensured People Matter action 
plans are  quality checked for 
meaningful actions to improve 
engagement

13 live Teams in Need of 
Support/OD bespoke 
interventions running during this 
period

Design and Delivery of 
Supporting our Leaders SHMODS 
session

Quarter 3 – We will

Work with Communications 
Team in finalising and 
communicating the  internal 
communications strategy 
and engagement activity 
throughout the year, 
including a communications 
and engagement plan

Support the facilitation and 
engagement with the annual 
staff survey

Ensure people matter action 
plans are quality checked for 
meaningful actions to 
improve engagement

Deliver a series of sessions 
on the “Difference through 
Change” session as part of 
the IMPS Novice Programme

Pilot the Affina Team 
Coaching Tool with one team 
from the Trust 

Working with 
Communications, promote 
World Kindness Day and 
ensure learning from NHSE is 
used effectively

Continue to provide 
signposting for staff to 
appropriate support 
mechanisms during peak 
winter activity period

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 1 0 0 29 0 0 4

Community Services 1 0 1 0 1 60 2 0 0

Family Health 1 0 0 0 0 39 0 0 0

Integrated Medical Specialities 4 0 4 0 0 50 0 0 1

Surgery 1 0 2 0 1 50 1 2 1

Chief Executive 1 0 1 0 0 4 0 0 0

Director of Finance 0 0 0 0 0 1 0 0 0

Director of Operations 0 0 0 0 0 5 0 0 0

Medical Director 0 0 0 0 0 0 0 0 0

Nursing & Quality 0 0 0 0 0 0 0 0 1

Workforce & Organisational Development 0 0 0 0 0 3 0 0 0

Total 10 0 9 0 2 241 3 2 7

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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Quarter 1 – We have …

Day to day activities – providing 
support to staff and managers

Enhancements to Monthly 
Workforce Information reports

Commenced Onboarding review 
late Q1

Key appointments made to 
Workforce Planning & 
Information and Workforce 
Systems teams

Quarter 2 – We have …

Further enhancements to 
Management Information reports 

Concluded review of protected 
characteristics on ESR

ESR data quality improvement

Pension Communications

Ongoing onboarding review and 
implementation of interim 
arrangements

Payroll processed pay 
award/arrears payments/Flowers 
payments/temp bank rate 
increases

Total Reward Statements

Cycle to work benefits  scheme

Quarter 3 – We will

Further Pension Communications

Implement changes to start date 
process for new starters

Commence roll out of Pension Clinics

Commence roll out of Manager 
ESR/Reporting  clinics

Continuation of data quality review

Savings Club payout in November –
c£1m savings by  1132 staff

Early December Payday

Bank Incentive scheme 
implementation

Technology benefits scheme

Revised requirements for 
CET/RST/Appraisal  compliance to 
support winter pressures

Planning for future Flowers payments

Initial review of revalidation records 
with trust colleagues 
Explore further benefits options

Establishment of Vaccinations 
Consultation outcome Task and Finish 
Group

Quarter 4

Ite
m

 1
1c

 (
i) 

- 
Q

2 
21

-
22

 W
F

O
D

 B
oa

rd

Page 275 of 275


	Item 1 - TB Agenda (Open) 24.11.21
	Item 3 - DRAFT Open Trust Board Minutes 29 September 2021
	Item 3a -  DRAFT Trust Board Open Action Log 24.11.21
	Item 4 - CEO Board paper Nov  21 - Open  - final
	Item 4 Appendix a - Workforce comments
	Item 4 Appendix b - Care Quality Commission Update (October 2021)
	Item 5 - Executive Directors' Report on COVID-19 and Activity (November 2021)
	Item 5a - Executive Directors Report on Covid 19 (Appendix 1) - Co Durham Dashboard Extract
	Item 6 - IQAC preface (November)
	Item 7 - Mortality Report October 2021
	Item 7(i) - Copy of Trust learning-from-deaths-dashboard 20_21
	Item 7(ii) - Copy of Trust learning-from-deaths-dashboard 21_22
	Item 7a - GOSW report Q2 2021-22
	Item 7a(i) - Guardian_quarterly_report - Q2 21-22 final
	Item 8 - Pt Safety  experience part i #2
	item 8a cover Board 241121 self declaration – Staff influenza vaccination programme
	item 8a(i) Board 241121 Appx i  Board self declaration Staff influenza vaccn prog2021
	item 8a(ii) Appx 2 Board 241121 Flu_HCW_Vac_Uptake_Report_2020_21 WE280221
	item 8a(iii) Appx 3 Boar 241121 Flu_HCW_Vac_Uptake_Report_WE141121
	Item 9 - OPAC Preface
	Item 10 IQPR Cover Sheet BOARD Nov 2021
	Item 10(i) IQPR Board  OPAC NOV21 FINAL
	Item 11a - Equality Delivery System2 Board Cover Sheet
	Item 11a (i) -  Equality Delivery System 2 2021 Report v1.0
	Item 11a Appendix 1 - EDS
	Item 11a Appendix 2 - EDS
	Item 11a Appendix 3 - EDS
	Item 11a Appendix 4 - EDS
	Item 11a Appendix 5 - EDS
	Item 11c - Q2 21-22 WFOD Board Cover Sheet
	Item 11c (i) - Q2 21-22 WFOD Board Report FINAL

