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

held in the Prospect House, Durham on Wednesday 30th November 2022 at 09.00hrs – 

12:30hrs 

Part One (Open) 

Agenda 
 

Item No Title of Item 
 

Presented By / Status 
 

Item 1 Welcome & Apologies for Absence 

Item 2 

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

Item 3  

 

Minutes, Matters Arising and Action Log – From the Trust Board meeting(s) held on: 
3a. Open Trust Board – 28th September 2022 
3b. Action Log – 28th September 2022 

Item 4  
09.15hrs 

 

Chief Executive’s Report  
4a. CEO Update (including Care Quality 

Commission Update) 
4b. Board Assurance Framework 

 

SJ Attached 
For 

information 

 
Patient Safety & Quality 

 

Item 5  
09.50hrs  

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

For 
assurance 

Item 6 
10.05hrs 

IQAC Preface  MB Attached 
For 

assurance 

Item 7 
10.15hrs 

Medical Management  
7a. Update on Acute Kidney Injury Service 
7b. Guardian of Safe Working Quarterly Report  

 
JC 

(C Stocks) 
(H Whinn) 

 

 
 

Attached 
 
 

For 
assurance 
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Item No Title of Item 
 

Presented By / Status 
 

Item 8 
10.45hrs   

Patient Safety and Experience report  
8a. Patient Safety and Experience Report 
8b. Report of Independent Investigation into 

East Kent Maternity and Neonatal Services  

NS Attached 
For 

assurance 

 Compliance & Performance Management 
   

Item 9 
11.15hrs   

OPAC Preface PFJ To follow 
For 

Assurance 

Item 10 
11.20hrs   

Integrated Quality and Performance Report  Execs Attached 
For 

assurance  

Item 11 
11.50hrs   

Workforce and OD Reports – Equality and 
Diversity, Retention People Matter 

MS Attached  
For 

assurance 

Item 12 
12.15hrs   

Managing Conflicts of Interest Policy WE Attached To approve 

 Other Business 
   

Item 13 
12.18hrs   

Register of Sealings WE Attached To note 

Item 14 
12.20hrs   

Any Other Business ALL Verbal 
For 

Information 

 Declaration to exclude the public 
   

Item 13 

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

Committee 
Chairs 

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

NHS Foundation Trust held on Wednesday 28 September 2022 from 9:00hrs, in  
Prospect House Rooms 5, 6 & 7 

Part One (Open) 
 
Present: 
Prof Paul Keane OBE  Trust Chairman 
Mr Michael Bretherick   Non-Executive Director 
Mr Stephen Crosland  Non-Executive Director 
Ms Jenny Flynn   Non-Executive Director 
Mr Paul Forster-Jones  Non-Executive Director 
Dr Richard Scothon  Non-Executive Director 
Ms Sue Jacques  Chief Executive 
Mr David Brown   Executive Director of Finance 
Mr Jeremy Cundall  Executive Medical Director 
Ms Lorraine Nelson  Executive Director of Operations 
Mr Noel Scanlon  Executive Director of Nursing 
    
In Attendance: 
Ms Morven Smith  Director of Workforce and Organisation Development 
Ms Alison McCree  Managing Director of CDD Services 
Mr Warren Edge  Senior Associate Director of Assurance and Compliance 
Mr Peter Dixon   Corporate Affairs Manager (Minute Taker) 
Ms Kathryn Featherstone Lead Governor (Observer) 
Dr Hannah Whinn  Guardian of Safe Working (for item 7b and 7c) 

 
 

100/23 Welcome and apologies Action 

  
The Chairman welcomed Board members and others present. There were no 
members of the public in attendance. 
 
The Chairman noted that it was Ms Featherstone’s final attendance at Board as 
the Lead Governor as she would be commencing her role as Non-Executive 
Director on 1 October 2022. 
 
The Chairman thanked the Trust for their consideration of the death of the late 
Queen Elizabeth II and for their respectful approach to work during the national 
period of mourning. He expressed his sincere condolences to the Royal Family 
on behalf of the Board and Trust.  
 

 

101/23 Declarations of Interests Action 

  
The Chairman made the following statement: 
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 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 of interest. 
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102/23 Minutes & Matters Arising from the Previous Meeting held on 27 July 2022 Action 

 Accuracy 
The minutes of the previous meeting on 27 July 2022 were accepted as a true and 
accurate reflection, subject to the following amendments: 
 
Item 64/23, Chief Executive’s Report, National Matters, Final Line, Page 3, to 
read; received the George Cross on behalf of the 1.5 billion million NHS workers. 
 
Item 64/23, Chief Executive’s Report, first paragraph, final sentence, page 5, to 
read; Ms Mr Jacques hoped that a pragmatic approach could be taken. 
 
Matters Arising 
Item 64/23, Chief Executive’s Report, 100 Day Challenge, Page 5; The Chairman 
asked whether there was an update on the 100 Day Challenge. Ms Jacques 
explained that the Challenge was due to conclude at the end of the week and that 
the Board would be advised of the outcome at a future meeting. ACTION 
 
Action log 
Those actions ‘greyed out’ were accepted as complete and could be closed: 
Action 5 (22/23), Action 7 (22/23) and Action 8 (23/23).  
 
Updates were provided on the following actions: 
 
Action 2 (213/22), To include a spotlight report in the IQPR focused on OPD and 
to include the impact of the Sedgefield department. Ms Nelson explained that 
information on outpatient activity had been included in the previous report, 
however she acknowledged that it had not contained information to demonstrate 
the specific impact of Sedgefield Hospital. Ms Nelson advised that this would be 
provided to the next open session. Action Deferred 
 
Action 3 (214/22), To review the way in which the Trust mitigations and assurance 
was provided in the IPC Framework with regard to side room capacity. Mr Edge 
advised that work had been undertaken to update the framework, however there 
had then been subsequent changes to national policy which rendered the previous 
iteration obsolete. Mr Edge suggested that it could be more appropriate for Mr 
Jacques to present a report to IQAC on the risk of isolation capacity during the 
October IQAC and as a result the action could be closed through IQAC. The Board 
agreed with Mr Edge’s suggestion. Action deferred and delegated to IQAC. 
 
Action 4 (214/22), For a report to be presented to Board on the work and status 
of the Trust Charity. It was confirmed that this had been completed in the August 
Private and Confidential meeting of the Board. Action Complete  
 
Action 9 (23/23), To provide the Board with feedback on the conclusions of the 
Task and Finish group formed to review the support and information provided by 
the Trust to staff facing financial challenges. Ms Smith advised that the Task and 
Finish Group was ongoing but that she was able to outline the work undertaken 
and the support available as, in addition to the Trust’s own group, this important 
work had been taken up on a regional and national level. Signposting was 
available through the intranet to providers of services and advice who were able 
to provide guidance as the Trust was restricted in what it was able to tell staff. Pay 
issues were being handled as quickly as possible so as to minimise impact on 
staff. The Trust fed into the regional work and would continue to do so especially 
on contested issues such as mileage rates. The Chairman noted that there had 

 

Ite
m

 3
a 

- 
D

ra
ft 

M
in

ut
es

S
ep

te
m

be
r 

28
 2

02
2 

O
pe

n

Page 5 of 412



 

3 

been feedback from staff as a result of issues with changes to pay and the impact 
of pensions. Ms Smith explained that the national pay rise had caused some staff 
to move into pay bracket with higher pension contributions which had been 
backdated in line with the backdated pay. This had been known to impact those 
on the starting pay of Bands 3, 5 and 8a. The Payroll team had been working to 
identify staff who were impacted in order to contact them and make them aware. 
Action Complete 
 
Action 10 (64/23), Present to the Board the revised Operating Model to include 
further detail on the Trust’s plan for including the ICB in the appointment and 
recruitment process for NED’s and Chairs. The Chairman noted that, though the 
action was listed with an October timescale, there was potential for the impending 
Chair recruitment process to be affected. Ms Jacques advised that when the 
action had been set during the July meeting, it had been anticipated that the new 
Code of Governance would have been released. It was at that time unlikely 
however, as only the draft version that had formed the basis of the consultation 
remained available with no further update on a likely publication date. Ms Jacques 
advised that the Trust would continue with its approach to involve the ICB in the 
recruitment process, and that opportunity would be provided to the ICB to 
comment on the shortlisting but that they would not be invited to be involved 
further than that. Action Complete 
 
Action 11 (66/23), Review the ToR for the IP&C Committee to remove the 
reference to minutes being received into IQAC. Ms Burn advised that she had 
discussed this with Mr Tom Jacques, Associate Director of Nursing (Infection 
Prevention and Control) and that the changes would be made to reflect the 
Committee’s reporting into EPSEC rather than IQAC. Action Complete 
 
Action 12 (66/23), Include clarity in respect of whether patient or staff areas are 
effected by the mould (identified in the East Wing Corridor) in future Patient Safety 
and Experience reports. Ms Burn advised that the detail was included in the IPC 
report. Action Complete 
 

103/23 Chief Executive’s Report Action 

 Ms Jacques presented the report which had been prepared to provide the Board 
with an update and associated implications of (1) national developments, (2) 
NENC ICS and ICB developments, (3) Sub ICB developments and (4) other 
matters relevant for the Board and not substantively covered in the standard 
reports. 
 
The Board were reminded that the green text in the report had previously been 
discussed in the P&C session of the Board in August 2022 and had been included 
in order for it to be shared in the public domain at the first subsequent opportunity. 
 
The following points were highlighted from the report: 
 
Ministerial Changes 

 Following the election of Liz Truss to the position of Prime Minister, Therese 
Coffey was appointed as Secretary of State for Health & Social Care and 
Deputy Prime Minister on the 6th September 2022. 

 Planning guidance was awaited and was likely to be delayed as an impact of 
the changes.  
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ICS 

 Following receipt of the North East and North Cumbria Integrated Care 
Board’s Operating Plan for 22/23, NHSEI had made comments which were 
set out in the appendix to the report. 

 The Trust was revisiting its H2 plans which would include the key priorities set 
out in the NHSEI comments; any additional requirements from the new 
Secretary of State, winter planning for 22/23 and surge planning. 

 
Provider Collaborative 

 A development session was held on the 16 September 2022 and was very 
positive in beginning to detail the optimal arrangements between place and 
system at both a structural and relationship level. 

 
Darlington Locality 

 The Trust had taken a proposal to the Council in the days prior to the Board 
meeting with the aim of aligning the way in which the Trust worked with the 
locality to mirror the arrangements with Durham. A Joint Committee would 
require a formal set up and the appropriate arrangement of legalities, along 
with ICB agreement. However this was a positive first step.   

 
Durham Locality 

 The Trust had requested two scenarios to go into testing in the Locality; the 
first related to the process should a partner fall into financial trouble and the 
second regarded the process should a partner fall into clinical or operational 
difficulties. This was to gain an understanding of how partners would work to 
support and what roles each partner in the locality would assume.  

 
Staff Survey 

 Quarterly comparative data was now accessible both nationally and regionally 
however differing sample sizes prevented direct comparisons.  

 The Trust results highlighted three hotspots; Maternity, SCL and Theatres.  
 
EPR 

 Go live was scheduled for 10 October, with work continuing to address issues 
within the transformation and solutions side of the programme. 

 
CQC 

 The business case to fund additional posts to meet Royal College of 
Paediatrics and Child Health standards, for two children’s nurses to be 
rostered for each shift in the A&E Children’s area at DMH, continued to 
progress through Executive Directors, with posts advertised. There was a 
need to balance risk, as there were also a number of vacancies on Paediatric 
wards. Staff working in the Paediatric Assessment area at Durham required 
trauma and emergency training; however, there was already mitigation in 
place for any risk arising as children attending A&E with trauma or emergency 
needs were seen by emergency care practitioners with support, as 
appropriate, from PAA staff. 

 The inspection team had been advised that the Trust were close to go live for 
the EPR system and in a period of intense preparation. 

 There had been no further CQC Insights Report issued since June 2022 due 
to system changes being made by CQC and this had been confirmed with the 
Trust’s lead inspector. 
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 Mr Edge added that further to the writing of the CQC update Appendix, he 
could confirm that the separate relationship meeting between the Trust’s Chief 
Pharmacist and the CQC Lead had taken place with no concerns flagged.  

 
CEO and NED Visits 

 The Board’s attention was drawn to Appendix D of the report which included 
the schedule for visits.  

 The Board were informed that Ms Featherstone, in preparation for the 
commencement of her role as NED from 1 October 2022, had undertaken site 
visits with Ms Jacques.  

 
Questions were invited from the Board. 
 
The Chairman enquired as to whether the schedule for NED site visits was 
expected to continue, given the current level and potential increase in Covid-19. 
Ms Jacques responded that visits would go ahead; however, the Board would be 
cognisant of risk and disruption and would amend sites and departments as 
appropriate.  
 
Ms Flynn noted the work of the Freedom to Speak Up Guardian and the constraint 
on Ms Anderson’s time due to a dual role, and enquired as to whether further 
support was being considered for the role. Ms Jacques responded that it had been 
agreed with Ms Anderson that this would be re-visited once she had settled into 
the role. Mr Edge advised that in order to assist with this review, Ms Anderson had 
been asked to document her support needs to enable a full discussion.  
 
The Chairman noted the ICB letter appended to the report and acknowledged their 
communication. Ms Jacques added that in the absence of an operational model 
the letter was the beginning of the ICB establishing relationships and drawing lines 
on the expectations on both the ICB itself and the wider system.  
 
Dr Scothon noted the recent Trust position of OPEL 4 and sought an 
understanding of the processes the Trust followed to manage the situation and 
escalate any concerns regionally. Mr Cundall responded that he had been the 
Trust’s designated Gold Command during that time and had requested an 
additional LADB meeting to escalate the issues as well as discussions with NEAS. 
The full capacity protocol had been invoked at UHND and work was undertaken 
with the Local Authorities to prioritise and expedite discharges. The LADB meeting 
enabled the agreement of some regional escalation actions. Mr Cundall added 
that the regional meeting also provided a level of assurance that the Trust was not 
alone in its position and many of the other organisations were experiencing similar 
levels of increased pressure.   
 
There were no further questions. Ms Jacques was thanked for her report and the 
Board noted the content.  
 

104/23 Executive Director Report on Covid-19 Action 

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

 There were 69 Covid-19 inpatients in the Trust on the day of the meeting.  
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 The UK Covid-19 Alert Level had been reduced to Level 2 which meant that 
the incident was being managed sub-regionally.  

 There had been a national increase in hospitalisation by 17% and it was 
suspected that it could be a peak.  

 Further to the production of the report, there were over 400 staff absent at that 
time due to sickness, however the majority remained absent for non-Covid 
reasons as per the report.  

 At that time,  GPs within the Darlington locality would not be delivering the 
Covid-19 booster vaccination to the public and discussions were underway to 
determine if Pharmacies would be able to deliver the vaccine.  

 Outbreak controls were under review in line with updated national guidelines. 

 Module 3 of the National Inquiry would examine the impact on healthcare; 
however, no details of the scope or timescales for this module had yet been 
published. It was unlikely that any hearings would take place in respect of 
Module 3 until 2023 and it was anticipated that requests for information or 
evidence could be received late in 2022 or early in the New Year. 

 
There were no questions from the Board. Ms Jacques was thanked for her report 
and the Board noted the content. 
  

105/23 Patient Safety and Quality Action 

 IQAC Preface 
Mr Bretherick presented the report which had been prepared to update the Board 
on the business of the Committee from its meeting on 20 September 2022. 
 
The following points were highlighted: 

 The meeting had been observed by colleagues from the Council of Governor’s 
Quality and Healthcare Governance Committee as well as by KPMG as part 
of the well-led review. 

 Executive Committee Report - The Committee sought further assurance with 
respect to any themes emerging relating to staff leaving within the Paediatric 
Service. Ms Kathryn Burn, Deputy Director of Nursing, noted that there had 
been a change in Matron and Ward Manger and as such leadership and 
support had improved, however no themes had been identified.  

 Committee self-assessment of effectiveness - Detailed safe staffing tables 
(by ward and team) supporting overall figures in the report had been added 
to the CDDFT QI report, to enable the Committee to scrutinise actions to 
manage safe staffing pressures on wards and in teams, rather than to 
duplicate OPAC’s enquiries into fill rates, recruitment and retention.  

 Maternity Services Update - the Committee requested an update on the 
progress of the five work-streams forming the Maternity Quality Improvement 
Framework and were advised by Mr Cundall that each of the work-streams 
was showing strong progress. Mr Cundall noted the progress being made in 
terms of the consultation and communications programme which was 
providing strong feedback and good levels of engagement. 

 Infection Control - The Mr Tom Jacques, ADN for IPC, flagged an increase in 
both COVID and C-Diff numbers. Mr Jacques also noted that the current high 
bed occupancy (95-97%) resulted in a lack of isolation capability, which was 
one suggested reason for the increase in infection rates. The Committee was 
informed that there was a renewed focus on a ‘back to basics’ approach to 
IPC in order to improve some core behaviours such as hand hygiene, 
commode cleaning and bare below the elbow compliance. 
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 NICE - the Trust’s position as at 30th June 2002, showed 95% of applicable 
NICE guidelines had been fully implemented and, for many of the guidelines 
noted as partly implemented, only a small minority of recommendations 
remained to be put in place. This position was compliant, overall, with 
commissioner expectations. 

 
Questions were invited from the Board. 
 
Dr Scothon noted the focus on ‘back to basics’ for IPC and sought an 
understanding on the level of assurance IQAC received on this work. Mr 
Bretherick responded that Mr Jacques had provided a good level of assurance on 
the engagement of frontline staff with the IPC team. The concern for IQAC lay with 
the need for this level of work. There had been elements of related issues 
highlighted from ward audits, including some recurring issues; however, this was 
the first time it had been explicit in the IPC report. Ms Flynn added that she was 
disappointed that commode cleanliness remained a factor as this had been an 
issue a number of years ago.  
 
Ms Jacques noted the reference to higher nosocomial rates and explained that 
this was in part due to the Trust being out of step with the way in which it reported 
infections when compared with other trusts. Ms Flynn enquired as to whether the 
Trust was over-reporting compared with others. Ms Jacques stated that it was 
more likely that the Trust was taking a more holistic approach to reporting, 
considering harm overall rather than just to Covid-19 patients. Dr Scothon noted 
that reporting the difference in approach was important as it evidenced the reason 
for the Trust being out of line with its peers.  
 
Mr Cundall clarified the Covid-19 testing for the Board. He explained that testing 
of patients had not been stood down but the way in which it was approached had 
changed. Covid-19 was not the disease it had been two years previous; cases 
which required ITU admission were now rare, and as such the approach to 
surveillance had changed. The matter had been raised through Gold Command, 
and the Ethics Committee along with Professor Edward Kunonga had been 
engaged to ensure that resources and approaches were both ethical and not 
inadvertently creating any inequalities.  
 
Mr Forster-Jones sought assurance that the Trust could reinstate stronger 
surveillance and measures should they be required. Ms Jacques explained that 
there remained daily monitoring meetings to provide oversight of infection levels 
and nosocomial outbreaks. This meant, that should it be required, testing and 
other factors could be reinstated.  
 
There were no further questions. The Board thanked Mr Bretherick for his report 
and noted the content.  
 
Medical Management 
Guardian of Safe Working Hours: Doctors and Dentists in Training 
Dr Whinn attended the meeting to present the report which had been prepared to 
inform the Board of the status of junior doctor rotas. 
 
The following points were highlighted: 

 The number of exception reports in the quarter had increased when compared 
to the previous quarter, with most relating to medicine rotas. Work was 
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ongoing in medicine to review staffing levels and to understand if the baseline 
levels needed to be raised to create a robust buffer.  

 There had been a greater number of reports received from core trainees than 
foundation trainees which was unusual. 

 There were four reports received related to an immediate safety concern, all 
as a result of short notice sickness leading to short staffing. 

 Junior doctor rest areas had been completed on all three main hospital sites, 
though the UHND rest area would require relocation due to the planned new 
Emergency Department.  

 In person Junior Doctor Forums had been increased to two a year with pizza 
provided as an incentive. In addition, to increase uptake, attendance 
certificates had been implemented for ‘Leadership and Management’, which 
was a difficult area for CPD, and would be awarded if a set level of attendance 
was met.  

 There had been regional discussion on medical staffing and a number of trusts 
had moved to a centralised rota management, and had seen a benefit from 
the change as it allowed for a more robust process as well as providing a 
central point of contact for junior doctors to approach with issues and 
questions. This approach was being looked into to see whether it was 
appropriate or adaptable for the Trust.  

 
Questions were invited from the Board.  
 
The Chairman noted that it was pleasing to see the efficiency with which exception 
reports were being dealt with.  
 
Ms Smith noted the reference to a centralised rota team and stated that currently 
the Trust managed the rotas within the care groups, though she agreed that this 
approach could be challenging. There had previously been resistance to a more 
centralised approach within the Trust, however the positive feedback from the 
region provided a fresh opportunity for the Trust to review the way in which it 
worked. Mr Cundall added that his own team were increasing their oversight of 
rota management due to the implementation of Health Roster and as such 
pathways were being standardised. Ms Smith and Mr Cundall agreed to review 
the matter together.  
 
Dr Whinn advised that she would be stepping down from the Guardian role from 
February 2023. The Chairman thanked Dr Whinn for her work and commended 
the progress that had been made under her stewardship.  
 
There were no further questions. Dr Whinn was thanked for her report and the 
Board noted the content.  
 
Mortality 
Mr Cundall provided a verbal update on the Trust’s performance related to 
mortality reporting and performance.  
 
The following points were highlighted: 

 There had been an in depth discussion in IQAC which had provided assurance 
on Trust performance.  

 From the review of all deaths which had had a less than 10% chance of 
occurring in the previous two years, less than 2.5% had any suggestion that 
death may have been preventable.  

 The main issue remained coding which impacted on the Trust’s performance.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Ite
m

 3
a 

- 
D

ra
ft 

M
in

ut
es

S
ep

te
m

be
r 

28
 2

02
2 

O
pe

n

Page 11 of 412



 

9 

 Trust SHMI performance was 107.9 down from 118 when compared year on 
year. However if UHND and DMH were reviewed separately, UHND would be 
an outlier for performance. The Board was reminded that the Trust believed 
this to be linked with the presence of the short stay unit and the coding of 
patients.  

 Trust HSMR performance was 90.14. 

 The work on hospital onset Covid-19 deaths, during which relatives had been 
contacted to discuss what had happened had concluded. The main issues 
which had been highlighted had related to communication, with relatives being 
unable to visit the hospital, and early recognition of patients at the end of their 
lives. These factors were being picked up by the relevant teams. Overall the 
work had been positive and relatives had welcomed the discussions and the 
chance to feedback.  

 
Questions were invited from the Board.  
 
The Chairman enquired as to whether it was still believed that the implementation 
of EPR would provide the solution to the issues with coding. Mr Cundall responded 
that it would, as long as the clinicians coded appropriately in Outpatients to allow 
for conditions and pre-existing diagnoses to pull through during ED attendances 
and admissions. It would not provide an instant solution but as the system was 
embedded, improvements were expected.  
 
Mr Bretherick sought assurance that there would be a focus on the short stay ward 
at UHND during the implementation of EPR in order to address the impact of 
incomplete coding of admissions to short stay on the SHMI. Mr Cundall advised 
that this would be the case and that there would be elements of the system which 
would automatically improve coding; for example, it would not be possible to list 
diabetes medications without entering that the patient is diabetic. This would 
improve the coding of underlying conditions.  
 
There were no further questions. The Board thanked Mr Cundall for his report and 
noted the content.  
 
Medical Examiner 
Mr Cundall presented the report which had been prepared to provide an update 
on the progress of the Medical Examiner (ME) Service. 
 
The following points were highlighted: 

 The Trust had eight ME’s in post along with five ME Officers (MEO) 

 A further increase in staff was required if the service was to meet the 
requirement to review all non-coronial deaths which included the community.  

 It had been confirmed that there would be no further funding to provide the 
further roll out required and this would be required to be absorbed by the Trust.  

 GP recruitment had been anticipated in order to increase the service; however, 
due to current pressures in primary care this is unlikely.  

 
Questions were invited from the Board.  
 
The Chairman enquired as to whether a short presentation could be provided to 
the Council of Governors. Mr Cundall agreed that this could be arranged either by 
himself or by the lead ME.  
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Mr Bretherick enquired as to whether, other than meeting national requirements, 
there would be scope to further the learning from deaths work of the Trust. Mr 
Cundall explained that this could be the case as themes and trends could be 
highlighted with the ME so that deep dives could be conducted.  
 
There were no further questions. The Board thanked Mr Cundall for his report and 
noted the content.  
 
Patient Safety and Experience Report 
Ms Burn presented the report which had been prepared to update the Trust Board 
on the position with regard to HCAI and serious incidents.  
 
The following points were highlighted: 

 Legionella counts in the DMH water supply had stabilised and the water tank 
replacement was pending. It had been hoped that the work would have been 
completed by this time however there had been issues with the dosing system 
which needed to be rectified. The Board were assured that all previous 
mitigations remained in place while the Trust awaited the new water tank to 
come on line.  

 Monkeypox cases remained unchanged however the vaccine availability was 
scarce.  

 The number of compliments equalled more than double the number of 
complaints in August and the trust’s FFT response rate had increased.  

 C Diff and E Coli rates were above trajectory.  

 CPE periods of increased incidence and outbreaks had been detected at two 
wards in UHND and two wards at DMH. Work was ongoing with the Estates 
teams to improve drain cleaning and related issues.  

 There had been a focus, as part of the most recent sisters’ away day, on IPC. 
The day had also included a session on compassionate care and 
compassionate burn-out, supported by TEWV colleagues. The results of the 
session had been positive, equipping staff with the tools to engage with 
colleagues.  

 
Questions were invited from the Board. 
 
The Chairman noted the outbreaks detailed in the report and sought assurance 
on how these were being followed up. Ms Burn explained that the IPC team were 
providing focused sessions and communications through sisters and matrons. 
There had also been a renewed focus on spot checks for IPC compliance with 
‘bare below the elbow’, hand hygiene and nail polish. Ms Burn added that during 
her own walk arounds the day prior to the meeting, she had observed no breaches 
and was reassured by what she had seen.  
 
Mr Bretherick questioned the use of 70% as the threshold for an amber rating for 
compliance audits. Ms Burn agreed and explained that this was being reviewed 
with Mr Jacques, Associate Director of Nursing for IPC. Ms Jacques noted that 
some of the ambers appeared to have improved and enquired as to whether there 
was focused support provided. Ms Burn advised that there was, however she was 
unable to provide specific information.  
 
Mr Crosland noted the information provided in appendix one of the report, relating 
to serious incident investigation outcomes and stated that the way in which the 
information was presented did not provide clarity or assurance on whether the 
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actions had been completed. Ms Burn agreed and stated that the format would be 
reviewed. ACTION 
 
Mr Bretherick stated that the report indicated one of the biggest causes of 
complaints related to staff attitude and sought assurance that there was ongoing 
work to address this. Ms Burn advised that this was being reviewed by the 
Associate Director of Nursing.   
 
There were no further questions. The Board thanked Ms Burn for her report and 
noted the content.  
 
Improving our Maternity Services 
Ms Crawford and Ms Holt attended to provide the Board with a presentation which 
had been prepared to provide the Board with an update on the challenge in safely 
staffing the maternity service, together with the mitigations in place and the further 
actions being taken. 
The following points were highlighted: 

 There continued to be pressure on maternity services on a national scale and 
there were around 150 vacancies in the North East, 21 of which were in 
CDDFT. 

 The care provided by the Trust had not changed and the service had been 
supported by the Executive team to implement mitigations such as bank 
incentive schemes.  

 The Trust’s ‘Infinity’ teams, those teams formed under the Continuity of Carer 
(CoC) programme, were supporting the gaps in the acute setting; however, 
this was a short term solution which was not sustainable.  

 Collectively, gaps from vacancies, sickness and annual leave were increasing 
the challenges faced by the service. 

 Alongside domestic recruitment, which included graduate recruitment, the 
Trust had also been able to make progress with a business case for 
international recruitment.  

 The diversity of roles within the service were also being reviewed; to 
understand how nurses could be utilised in theatres rather than a midwife 
being required to scrub in.  

 A letter had been sent to all Trusts from NHSE which paused the key 
performance targets for CoC. As a result, the Executive Team were provided 
with five proposals of how the service should proceed: 

o Regroup but retain two CoC teams in the most vulnerable areas; 
o Regroup all teams back into traditional midwifery; 
o Regroup but retain two CoC teams in the most vulnerable areas and 

Bishop Auckland team; and 
o Proposals four and five, which mirrored one and two but use high 

caseloads rather than backfill which would allow more midwives to 
return to the traditional acute setting. 

 All five proposals had been shared with staff as part of a consultation on 13 
September. There had been support from the Executive and Communication 
teams in order to maximise accessibility to staff to provide feedback. Further 
information regarding the communication strategy would be discussed in the 
Private and Confidential session.  

 The new recruitment campaign was expected to begin on 30 September and 
Ms Crawford had arranged deliveries of popcorn throughout the service to 
thank staff for their feedback and assistance with the media elements of the 
campaign.  

 

 
KB 
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Questions were invited from the Board.  
 
Dr Scothon noted the five experienced midwives who had been recruited to the 
service and enquired where they had come from. Ms Crawford confirmed that they 
were from other Trusts.  
 
Dr Scothon sought assurance that, given turnover, there remained a sufficiently 
strong balance of experienced and new staff within the service. Ms Crawford 
explained that the teams generally ran with a coordinator, who would be 
experienced which then enabled the teams to be filled with newer staff. She 
assured the Board that this was reflective of the national picture due to the number 
of retirees in the profession. In addition, Ms Crawford explained that the Trust’s 
preceptorship scheme had been benchmarked by the NMC and had been well 
reviewed.  
 
Dr Scothon sought assurance that there was sufficient training and development 
embedded to support new midwives. Ms Crawford explained that there was a two 
week ‘boot camp’ for all new midwives which was then followed by practice 
support for a further 6-8 weeks. There was a formal preceptorship pathway in 
place which the midwives needed to pass in order to become band 6. Ms Crawford 
added that it had been interesting during the CoC roll out to receive feedback from 
staff who stated they had benefitted from a refresh of their community or acute 
skills as they had been away from those areas for some time.  
 
Mr Bretherick stated that he was pleased with the presentation as he felt it was 
important for the Board to receive the narrative which demonstrated a proactive 
approach rather than a reactive one. He noted too the positive report with regard 
to recruitment; however, he sought assurance on the ongoing work to address 
attrition. Ms Crawford explained that the pause on CoC performance targets 
provided the Trust with a year to regroup and the opportunity to retain and recruit 
staff. The communication strategy would enable staff engagement which would 
inform work on retention. In addition the Teams In Need of Support Team had 
been engaged to support the service and staff.  
 
Mr Bretherick enquired as to what extent the consultations would enable the Trust 
to address and promote home/work life balance which was often cited as an issue 
for maternity staff. Ms Crawford explained that the focus was on trying to create 
more with less though concerns from staff around home/work life balance were 
being heard and addressed. Ms Smith added that during the recent OPAC 
meeting, the details of the reasons for leaving the Trust had been shared and the 
percentage of leavers citing work/life balance had reduced over the course of 
three months. This would be continued to be tracked through OPAC. Ms Burn 
stated that through discussions with midwives in the acute setting it had been 
raised that those with formal/traditional shift patterns had struggled with their time. 
While those in CoC teams enjoyed the flexibility that came with the format of shifts. 
Ms Holt explained that it was hoped that the way in which the service was 
communicating and engaging with staff, demonstrated the seriousness with which 
they were approaching listening. Ms Crawford stated that the tag line had been 
‘everyone has a place’ and she felt their approach to the consultations 
emphasised this ethos.  
 
Mr Bretherick stated that the conclusion of the process would be crucial in order 
to show staff how the Trust and Service has acted upon their feedback. Ms 
Jacques agreed that this was the crux of the matter; however, it was important not 
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to lose sight of the requirement to run a service and that, despite feedback, some 
elements would not be able to be changed.  
 
Ms Jacques noted that in the weekend prior to the meeting, the DMH had had 
cause to divert maternity cases to UHND. She asked Ms Crawford to provide the 
Board with assurance on how safety was maintained in the service. Ms Crawford 
explained that staff were redeployed between settings and wards as required 
though the current system did not show this to provide assurance on safe staffing. 
Ms Burn’s team were working with ward managers to implement the Safer Care 
system which would provide this data. In addition there was a twice daily ‘point in 
time’ (PIT) call to ensure that staffing and demand were reviewed regularly due to 
the more changeable nature of the service. At that time the calls were not 
undertaken on a weekend which highlighted the importance of the calls and as 
such the need to put them in place seven days a week.  
 
Ms Jacques noted the levels of safe staffing compliance in the IQPR and 
requested that the report be updated to include information to demonstrate the 
level of compliance after mitigations. Ms Crawford stated that this could be looked 
at in order to determine how and what could be reported. Ms Jacques agreed but 
requested that in the interim the narrative be updated to reflect the mitigations in 
place. ACTION 
 
The Chairman requested further clarity on the status of the international midwife 
recruitment. Ms Burn explained that the Trust had received confirmation from 
NHSEI of the funding to support the business case for international recruitment. 
In order to retain the funding, recruitment had to be completed, with staff in post 
by July 2023. NHSEI would deliver the OSCE programme over a four week period 
in York, after which the midwives would undertake their exams. Overall it would 
take upwards of a year for the 10 posts to be filled by international recruits. The 
Chairman asked if there was scope to increase the number of potential recruits. 
Ms Burn advised it was a possibility in the future, but not one currently being 
considered.  
 
The Chairman enquired as to whether morale and staff engagement had improved 
within the service. Ms Holt stated that it was her belief that staff had become more 
energised and attributed this, in part, to the engagement of the senior team and 
involvement of staff in consultations and feedback groups. Ms Crawford agreed, 
adding that she had heard positive comments from staff for listening to concerns 
as well as taking the time to consult with staff.  
 
The Chairman noted the reference to rostering within the presentation and asked 
how the ongoing work was progressing. Ms Crawford explained that the largest 
challenge was working on the culture around rotas but it was progressing well and 
Roster Management were reviewing the changes required as well as ensuring 
compliance with working time directives. Ms Jacques added that the next set of 
roster were due to be released on 8 November and, as such, the team was 
working towards a deadline. Ms Crawford assured the Board that the work was 
being undertaken at pace. 
 
The Chairman enquired how the proposals outlined in the report fit with the 
expectations in the NHSE CoC letter. Ms Crawford explained that the ambition 
continued to be to provide a CoC service across the Trust, however roll out was 
paused until the service was safely staffed. If teams were retained as per some of 
the proposals, then there would continue to be a blueprint for the rest of the roll 
out when it was able to recommence.  
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The Chairman asked if staff were relieved that CoC was being reviewed in this 
way. Ms Crawford stated that overall yes, staff were happy.   
 
There were no further questions. Ms Crawford and Ms Holt were thanked for their 
report and the board noted the content. 
 

106/23 Compliance and Performance Management Action 

 OPAC Preface 
Mr Forster-Jones presented the report which had been prepared to provide the 
Board with an update on the business of the Committee from its meeting on 26 
September 2022. 
 
The following points were highlighted: 

 The Committee had discussed the effectiveness review conducted by its 
members and some structural changes had been agreed to improve the 
meeting. These revolved around the work plan and the formulation of the 
agendas.  

 The focus of the discussion on the IQPR had been ED and elective 
performance. There was a lot of positive work and effort ongoing, and the 
Committee had received assurance on the way in which waiting lists continued 
to be monitored and managed for the safety of the patients.  

 There remained concerns on the ability of the IQEW programme to deliver its 
target.  

 
Questions were invited from the Board.  
 
Mr Bretherick stated that from his own conversation with one of the well-led review 
team from KPMG, that he expected the overlap between OPAC and IQAC to be 
raised; however, this would provide further opportunity to shore up the differences 
in the way both committees should approach some similar subjects.  
 
There were further questions. The Board thanked Mr Forster-Jones for his report 
and noted then 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 Nelson presented the section of the report on performance: 

 August activity levels were 102.5% compared to 2019/20. The cumulative 
overall position was 99.5% for volume and 88.8% for value, compared to 
98.8% and 88.3% in July. 

 There had been no further 104 week breaches. 

 The volume of patients waiting over 52 weeks continued to increase as it had 
since April, while the volume of patients waiting over 78 weeks had levelled 
off. 

 ED performance continued to be pressured, though this was a challenge 
across the region.  

 Trust ED performance was 69.44% against a national average of 71.4% and 
regional position of 73.1%. 

 12 hour breaches were high for the month at 182 with no report of harm in 
any of the cases. 16 patients waited in excess of 24 hours. All such patients 
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were the subject to incident reports, so that they Trust could assess whether 
any harm had arisen. 

 Enhanced patient flow actions were deployed throughout August. The Full 
Capacity Protocol had been revised and new trigger points and actions had 
been developed and a desktop exercise for testing was being planned ahead 
of winter. 

 Trust RTT performance was at 69.58% which continued to positively track 
above the national position, the latest available data being July at 61.0%.  

 The number of patients waiting 18 weeks has increased to 12,035. 

 Performance against most of the key cancer standards was better than the 
national comparators for July 2022.  

 Diagnostic performance continued to be adversely impacted by staff 
absences, but remained above the regional (79.0%) and national position 
(72.1%). 

 
Questions were invited from the Board. 
 
The Chairman enquired as to whether there was an update on the theatre staffing. 
Ms Jacques responded that the Executive Team had received a paper the week 
prior to Board which sought the continuation of the external company supporting 
the service. Further work was being done to review this which included how it 
would link in to H2 planning as well as other internal changes which could be 
made; staff incentives and bank rates.   
 
There were no further questions for Ms Nelson. Ms Burn continued the 
presentation of the report with the section on safe staffing: 

 The report contained an assurance of safe staffing levels on the wards and a 
narrative from ward sisters. The Board was assured that incident triangulation 
also took place against the data and narrative provided.  

 There was a two week period from August during which RN’s in ITU at UHND 
withdrew their support to cover bank shifts. To mitigate the risk all shifts were 
levelled out to an average staffing number and staff were redeployed from 
DMH ITU to support and ensure safe care. There were no adverse outcomes 
and demand was down in August which meant that even with lower staffing, 
safe care was able to be provided to all patients.  

 Budgeted vacancies for RNs increased in August 2022 to 288 from 240 in 
July.  This was due to an increase in establishment of 25 WTE and a reduction 
of 24 WTE RNs in post. There were 140 WTE appointments in process leaving 
a NET position of 148.09 WTE 

 There were 183 budgeted HCA vacancies, 149 of which were at Band 2. There 
were 51 WTE in process leaving a NET position of 98 band 2 HCA vacancies. 

 The first international cohort of 13 adult nurses arrived in August currently 
completing OSCE training at Darlington campus. A further cohort of 24 nurses 
arrived on 20 September 2022 of which three were for Paediatrics at UHND 

 The Trust had been successful with funding to support AHP recruitment and 
were awaiting formal notification of an expression of interest for International 
Midwifery.  

 At that time 51 of the 61 adult graduates had been recruited. 

 The first RNDA nurses qualified in September 2022.  
 
Questions were invited from the Board. 
 
The Chairman enquired as to whether there was sufficient publicity around the 
good work on recruitment. Ms Burn agreed that there were more opportunities to 
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celebrate the successes, especially with regards to the RNDA’s qualifying as they 
had started with the Trust as HCA’s.  
 
Mr Crosland sought assurance that the Trust was still ensuring a strong approach 
to domestic recruitment and cultivating talent so that it was not negatively 
impacted should international resources become depleted. Ms Jacques explained 
that, nationally, there was a big gap in nursing levels and there was a need for a 
national workforce plan which had not yet materialised. Ms Smith added that it 
was true that the Trust had recruited successfully from the international market 
and had in fact found more success than many other organisations but this had 
not stopped or slowed efforts to cultivate domestic talent. There were limits to what 
was possible as a recruitment plan was irrelevant if the people were not there to 
recruit. Ms Burn assured the Board that the Trust was working with local 
universities and colleges to support placements, not just for nursing but also 
AHP’s, managerial and others. There was also work ongoing with both Teesside 
and Sunderland Universities around demand capacity as they are not able to fulfil 
graduate numbers at that time.  
 
Mr Bretherick noted the reference to colleges and asked if the Trust was working 
with Hartlepool College. He explained that it was a very large institution and fell 
within County Durham. Ms Burn stated she would check but would look into this 
further. ACTION 
 
Mr Bretherick enquired as to whether the local system was lobbying for a national 
workforce plan. Ms Jacques explained that this had been done through NHS 
Providers and other feedback routes.  
 
The Chairman enquired whether there was an ethical dilemma in recruiting from 
countries with worse health economies. Ms Burn assured the Board that part of 
the process included a checklist to ensure ethical recruitment and agencies 
worked within that.  
 
There were no further questions for Ms Burn. Ms Smith continued with the 
presentation of the report with the section on Workforce: 

 Appraisals continued to run below target levels, with a continued reduction 
since June 2022. Corporate departments had been asked to prioritise the 
completion of appraisals in advance of Care Groups, whose focus would be 
post EPR go live. A 95% target had been agreed for 2022/23. 

 Core Essential Training remained below the 95% target for an eighth month, 
however August 2022 had shown a slight increase. A 95% target had been 
agreed for 2022/23. 

 Voluntary turnover had been over the 9% target for four months; however, the 
upward trajectory had been over 12 months. The highest known reason for 
leaving for the 12 months leading up to August was ‘Work Life Balance’ 
accounting for 14% of all leavers in the period. Work continued with the 
retention strategy. Work was underway to incorporate reporting of this metric 
into the quarterly Workforce report, broken down by staffing groups. 

 An increase in leavers for July and August had been noted, however no 
pattern had been identified. 

 Performance on the appraisals and core essential training would be monitored 
through the Senior Leadership Team. 

 
Questions were invited from the Board.  
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Ms Jacques noted the waterfall graph contained in the report may need further 
collaborative work with finance in order to improve its accuracy. Ms Smith agreed 
and explained that there was a challenge in reporting due to data required being 
based on two difference metrics; head count and establishment.  
 
There were no further questions for Ms Smith. Mr Brown continued the 
presentation of the report with the section on finance: 

 As at 31 August 2022: 
o The Trust was reporting a £2,793k surplus, which was £371k better 

than plan. This was made up of a £2,763k surplus in CDDFT and £30k 
surplus in SCL. 

o The group cash balance was £60,496k which was a £4,692k increase 
on the previous month and £3,278k higher than the planned position, 
due in the main to slippage in the capital programme. 

o Capital expenditure totalled £4,799k which was £1,513k behind plan. 
o Better Payment Practice Code compliance continued to be above the 

895% target.  
 
There were no questions for Mr Brown. The Board thanked the Executive Team 
for their report and noted the content.  
 

107/23 Other Business Action 

 Mr Cundall stated that the Front of House Quality Improvement Framework 
minutes had been included in the pack for information and would be provided 
further to each meeting.  
  

 

108/23 Time and Date of next meeting Action 

  
The next public meeting of the Trust Board would be on Wednesday 30 November 
2022. 
 

 

109/23 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.  

 

110/23 Meeting Closed at  12:51  
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Trust Board Action Log          Page 1 of 2 

TRUST BOARD ACTIONS FOR 28 SEPTEMBER 2022 (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)  30/03/2022 213/22 To arrange for the Freedom to Speak Up Guardian to present to the CoG October  2022 
Complete - 
18.10.22 CoG 

WE 

2)  30/03/2022 213/22 
To include a spotlight report in the IQPR focused on OPD and to include the impact 
of the Sedgefield department. 

July 2022 
Deferred to 
November 
2022 

LN 

3)  30/03/2022 214/22 

To review the way in which the Trust mitigations and assurance was provided in the 
IPC Framework with regard to side room capacity Mr Edge to ensure a report is 
presented for assurance through IQAC, by Mr Jacques, on the risk of isolation 
capacity. 

June 2022 
Deferred to 
November 
2022 

WE 

4)  30/03/2022 214/22 For a report to be presented to Board on the work and status of the Trust Charity July 2022 Complete JF 

5)  25/05/2022 22/23 
To provide a presentation to the Council of Governors with respect to the work of the 
volunteers and the developments in the service structure 

October 2022 
On December 
CoG Agenda 

NS 

6)  25/05/2022 23/23 
To provide the Board with feedback on the conclusions of the Task and Finish group 
formed to review the support and information provided by the Trust to staff facing 
financial challenges. 

September Complete MS 

7)  27/07/2022 64/23 
Present to the Board the revised Operating Model to include further detail on the 
Trust’s plan for including the ICB in the appointment and recruitment process for 
NED’s and Chairs. 

October Complete SJ/WE 

8)  27/07/2022 66/23 
Review the ToR for the IP&C Committee to remove the reference to minutes being 
received into IQAC 

September Complete NS 

9)  27/07/2022 66/23 
Include clarity in respect of whether patient or staff areas are effected by the mould 
in future Patient Safety and Experience reports 

September Complete NS 
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Trust Board Action Log          Page 2 of 2 

No. Meeting Item Action Point Timescale Status Lead 

10)  28/09/2022 102/23 Provide a report to the Board on the outcome of the 100 Day Challenge December  SJ 

11)  28/09/2022 104/23 
For the IQPR to include a narrative to show the mitigations in place to support staffing 
compliance within maternity/ 

December  KB 

12)  28/09/2022 105/23 
To provide clarification in the appendix of the report, relating to serious incident 
investigation outcomes as to whether an action was complete or not 

December  KB 

13)  28/09/2022 106/23 To explore working with Hartlepool College for future recruitment and careers December  KB 
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Trust Board – [30th November 2022] 

Chief Executive’s Update 

Open Session * Private & Confidential Session  

Author Sue Jacques, CEO 

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 and associated implications of  

(1) National developments 
(2) Cumbria and the North East ICS and ICB developments 
(3) Sub ICB developments 
(4) Other matters relevant for the Board and not substantively covered in the standard 

reports and the likely implications associated with each.  
 

In doing so, provide context to support strategic and planning decisions / discussions, 
allowing the Board to influence the various developments as appropriate and be assured 
that our response to them is furthering our aim of providing the safest, most 
compassionate, and joined up care. 

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

the 2nd November when it met only in private. 
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Summary of 

Key Issues 

National Matters 

 

Operating Framework for NHS England 

On 12th October NHSE published its new operating framework for England. A briefing 

from NHS Providers is attached at Appendix A.  Key for CDDFT is the section on the 

accountabilities and responsibilities of providers, ICBs and NHS England in light of 

changes to legislation and the shift to system working. Specifically; 

NHS providers will 

 Retain their statutory responsibilities for the delivery of safe, effective, 
efficient, high-quality services 

 Continue to comply with the provider licence, CQC standards and NHS 
planning guidance 

 Contribute to effective system working via ICS strategies and plans 

 Remain accountable to people, communities, service users, board of 
governors and ICS partners 

 Be accountable to ICBs for ‘business as usual’ delivery of services and 
performance, and for their agreed contribution to the system strategy and 
plan 

 Be accountable to NHSE as regulator by escalation/exception or 
agreement with ICB 

 Deliver some of these accountabilities and responsibilities with the support 
of provider collaborative 

 

Of significance for CDDFT are the two illustrative examples that are shown. The first 

relates to the appointment of a chair and advises that the process should consistently 

seek the view and input of relevant partners, such as ICB leaders’. This is in keeping with 

that inferred in the draft guidance previously discussed at the Board in which we had 

determined to invite the ICB to comment on the applicants having indicated those that we 

intended to shortlist. It should, however, be emphasised that the role of governors in these 

appointments has not changed under the 2022 Health & Care Act and consistently 

seeking input from relevant partners is therefore not required under the law. The second 

relates to provider segmentation. The Board will recall that the Trust has been 

consistently rated as SOF 2. ICBs will lead on oversight and work with NHSE regional 

teams where providers are in segment 3, and NHSE will lead on support and intervention 

for those Trusts in segment 4. Revisions to the SOF framework are expected to be in 

place in Q4 of 22/23. The Trust will map performance against the new criteria as soon as 

they are known. The document also makes reference to the value that provider 

collaborative can bring to system working.  

 

Active monitoring 

New NHS England guidance advises that patients waiting for treatment who cancel two 

appointment offers be removed from the general waiting list and be placed on a separate 

list known as ‘active monitoring’. Work is underway to review the waiting list for patients 

who have previously cancelled.  

 

Transaction Guidance 

NHSE has updated its transaction guidance to reflect recent changes in the NHS 

including the Health & Care Act. All transaction proposals will need patient and population 

benefits at their core, and be underpinned by detailed plans for delivering those benefits. 

All statutory transactions are reportable to NHSE regardless of size. This includes: 

 Mergers 
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 Acquisitions 

 Dissolutions 

 Separations 

 Transfer schemes 

 

This guidance is not expected to have a significant impact upon the Trust but the Board 

will be aware that there are four transactions in the offing; 

 The Emergency Care Centre UHND – it is expected that SCL will run this facility 

and a submission regarding this transaction will be required urgently 

 Shotley Bridge Hospital – details of the transaction have been provided to NHSE 

previously  

 BAGH SOFT FM transfer to SCL – details of this transaction have been provided 

to NHSE and the transaction was approved through a fast tracked arrangement 

during COVID 

 UHND SOFT and Hard FM – should SCL be successful in the BAFO the 

transaction is expected to need approval. 

 

24 hour target for hospital discharge 

 

NHSE has stated that it is keen to pilot a single intermediate care step down service 

organised at place through one lead commissioner, which would require patients to enter 

the new recovery service within 24 hours. This standard is expected to be met for all 

acute patients within 5 years. The Board will note the content of the winter plan, under 

item 8b, and the consistency of our proposals with the intent of the above. In addition the 

NENC Urgent and Emergency Care Board, and ICS, have set out the top priorities for 

winter which include: 

 Enhancing on call and surge response 

 Increasing clinical triage and use of non ED pathways 

 Primary urgent care access 

 Improving discharge and patient flow 

 

There are six national metrics of success: 

1. 111 abandonment rate 

2. Mean 999 call answering 

3. CAT 2 response times 

4. Hours lost to ambulance handover delays 

5. Adult, general acute bed occupancy 

6. Percentage of beds occupied by detox 

 

And 4 local metrics: 

 Repatriation delays 

 111 and 999 call clinical triage rates 

 111 and 999 call disposal by pathway 

 Vaccination rates 

 

The Adults Wellbeing and Health Overview and Scrutiny Committee of Durham County 

Council met on the 21st November 2022 and noted the winter plan which has previously 

been approved by the Board. 

 

Ite
m

 4
a 

- 
C

E
O

 O
pe

n 
B

oa
rd

pa
pe

r 
N

ov
 2

2

Page 25 of 412



    

Arrangements for delegation and joint exercise of statutory functions: guidance for ICBs, 

NHS trusts and foundation trusts 

National guidance was issued on 28th September in relation to the above. There are 

broadly four options for where NHS bodies may wish to delegate or jointly exercise some 

functions. In particular, that relating to NHS bodies jointly exercising functions with 

local/combined authorities, is relevant. Organisations participating in joint committees 

agree to abide by the decisions of the joint committee on subjects in its remit. Joint 

committees can be used to enable risk-sharing arrangements and pooled funding. The 

Board is asked to note this guidance which will be used to inform the legal form of the 

arrangements that have been approved in principle but will need to be developed and 

formally agreed during 23/24. 

Attached at Appendix B is a briefing from NHS Providers on the Autumn Statement 2022.  

The chancellor has maintained NHS departmental budgets in the cash terms set out at 

last year’s spending review.  In addition there is £3.3billion of additional funding for each 

of the next 2 years (2023/2024 and 2024/2025) to support the NHS and the significant 

inflationary pressures it is facing. 

 
2022/23 2023/24 2024/25 

DHSC 

revenue 

budget 

(£bn) 

168.2 176.2 180.4 

Of which 

NHSE 

(£bn) 

152.6 160.4 165.9 

 

The above is broadly consistent with the assumption we have made in planning for 

2023/2024 although planning guidance is not expected to be issued before Christmas 

Eve. 

Alongside this there was a call for significant efficiency savings and demands to eliminate 

waste.  Further details expected about the forthcoming independent review of Integrated 

Care Boards and National NHS departments.  Patricia Hewitt has been appointed to 

undertake a review of ICS’s focusing on cutting red tape, efficiency, accountability and 

autonomy.  Providers have been asked to feed into this work as they feel appropriate – 

there will be opportunity for discussion during the course of the Board. 

 

Details of the new government including relevant cabinet positions are attached at 

Appendix C 

 

ICS  

 

Integrated care system update 

 

The ICS has developed a draft operating model following the workshop on the 24th June, 

the outcome of which was shared with the Board in august. This was developed before 

the publication of the operating framework for NHSE. The document has been discussed 

in a number of settings including the recent development session between the ICB and 

provider collaborative, and with the Executive Director of Place Based Partnership  

(Central and Tees Valley) we have commented as follows: 
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 Potential duplication and overlap between place, area and between areas from 

both a reporting and assurance, and operational perspective  

 The absence of a reference to the provider collaborative 

 Insufficient emphasis on place and lack of clarity about how arrangements will be 

built from the bottom up 

 Overly complex – we need to do things once and right. 

 

The ICB CEO has stressed her intent to evolve the model over time as we transition fully 

to the new arrangements in 23/24, and ensure that arrangements are as simple and light 

touch as possible.  

 

There will be time available to discuss this, and the proposed changes to SOF, at the 

meeting in order that further feedback can be provided to the ICB. 

 

Building and learning an improvement system for the ICS 

An event was held on the 21st Sept to agree how the North East and North Cumbria could 

become the best at getting better. The input and output of the event have been circulated 

with the highest scoring areas for improvement as follows; 

 CAMHS crisis support and waiting times 

 Collaborative leadership 

 Shifting the balance from treatment to prevention 

 Sharing learning and joining up what we are doing as a system 

 Influences the care market and its impact in patient flow 

 Workforce retention and wellbeing 

 Safe transfer and discharge out of hospital. 

 

A follow up event to build our learning and improvement system was held virtually on 2nd 

November a report of the inputs and outputs of the event are included at Appendix D 

 

NENC UEC Strategic Board  

 
The Board met in November to oversee progress and agree actions to further the 

following priorities for winter. 

 Increased clinical triage and use of none–ED pathways 

 Increasing access to Primary Care 

 Improving discharge and patient flow 
 

This included a review of 111 usage by Primary Care, a proposal for the regional system 

collaboration centre and a regional RPIW on ambulance handover.  The Trust is 

connected to this through the LADB which we chair and which involves system partner 

across County Durham and Darlington.  Executive responsibility rests with the Director of 

Operations. 

CEO Strategic Session November  

 

CEO’s from health from across the ICB met to agree the following: 

 

 Increase in clinical triage and use of non-ED pathways 

 Increasing access to urgent Primary Care 

 Improving discharge and patient flow 
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 The strategic command center and escalation 

 Delivery of the system financial plan in 2022/23 and development of it in 2023/24 
 

An ICB oversight framework had been developed which had been shared widely.  It 

outlines the following in respect to the frequency of oversight. 

 

Segment 1 – annually – chaired by ICB CEO 

Segment 2 – 6 monthly – chaired by ICB CEO 

Segment 3 – quarterly – chair to be agreed with NHSE 

Segment 4 – monthly – chair to be agreed by NHSE 

 

A data pack will be shared 2 week in advance to allow necessary preparations with the 

meetings structured around the domains of the oversight frameworks including progress 

against develop of improvement plans and trajectory. 

 

The Board will be aware that we are currently rated in segment 2 but that the metrics to 

be used in oversight are being reviewed nationally with a new set likely to be introduce in 

Q4 of 22/23.   

 

Population overview 

Attached at Appendix E is a presentation detailing the health and care headlines of the 

North East. This is being used to help prioritise key action both regionally and locally. The 

Board will note that the patch that is covered by CDDFT include some of the areas of 

greatest deprivation and poor health. The focus of our work to improve this at local level 

is through the prioritised actions of our Health and Wellbeing Boards in which we play a 

critical part, and our work on reducing inequalities which is routinely reported to Board. 

 

Provider Collaborative 

 

The Provider Collaborative met in October and considered : 

 Its progress on supporting elective recovery 

 A proposal to work together to tackle unwarranted variation through the 

establishment of a clinical advisory group that will work closely with Neil O’Brien 

the ICB Medical Director 

 The outline business case for the manufacturing hub which it supported  

 To revisit estates proposals and CDELL commitments to ensure the strategic fit 

of the largest proposals in NENC 

 Its shared aspirations with the CEO of the ICB and how clarity on responsibility, 

delivery expectations, escalation and resourcing of key work programmes would 

be defined through a responsibility agreement.  

 

A further development session followed the meeting referred to above, and again focused 

on what would make a difference to patient care across the system in the next 6 months 

providing an update on reducing ambulance conveyancing to hospital and the speeding 

up discharge of patients no longer needing a hospital bed. Again this session was positive 

in beginning to detail optimal arrangements between place and system at a structural and 

relationship level. 

 

The Provider Collaborative met in November and reviewed the following: 

 Elective Recovery 

 Urgent Care 

 Vulnerable services eg. Oral surgery 
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 Aseptic  

 Diagnostics 
 

An update on the ongoing work of the various Task and Finish groups are provided at 

Appendix F.  This also includes details of a Provider Collaborative Innovators proposal 

which was supported, and details changes to Trust governance which are being 

consulted upon and which we agreed to submit both a collective and individual response 

on. 

 

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

 

We have provided feedback on the work being undertaken by North and South Tees on 

collaboration through their partnership executive. 

 

The first Tees Valley area ICP meeting is scheduled for the 25th November and will 

consider the Terms of Reference for the strategic ICP and area ICP 

 

 Integrated care strategy document 

 Nomination and selection of ICP chair 
 

This agenda is identical to the Central ICP under which the documents are attached.  An 

update will be provided to the Board. 

 

Central ICP  

 

No further update 
 

The Central Integrated Care Partnership met formally for the first time on 21st November 

and discussed draft terms of reference Appendix G1 the draft ICS strategy Appendix G2 

and membership Appendix H including the chair of the group. 

 

Partners reflected the importance of understanding the ICPs relationship to Health and 

Wellbeing Boards, what additionally the partnership would drive and the relationships 

within the partnership and also with the strategic ICP. 

 

The draft strategy was outlined and has a strong emphasis on inequalities.  Key issues 

include: 

 Primary Care and Community Services 

 Children’s Services 

 Adult Social Care 

 Urgent and Emergency care 

 Elective Care 

 Mental Health 

 Learning Disabilities 
 

There are 4 draft key commitments: 

 Reduce the gap in healthy life expectancy between out ICP and the England 
average by 25% by 2030 
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 Reduce smoking prevalence from 13% of people aged over 18 in 202 to 5% or 
below by 2030. 

 

 Reduce inequality in life expectancy between the most and least deprived areas 
by 25% by 2030 
 

 Reduce the suicide risk from 13 per 100,000 in 19/21 to below the England 
average of 10.4 per 100,000 by 2030.  

 

Overall the partnership supported the strategy albeit felt that it was on the ambitious side 

and possibly light on actions and responsibilities for delivery.  This will be considered in 

developing the final document which is due to be finalized by 15th December. 

 

Membership was discussed but it was agreed to have further discussion.  The chair was 

agreed. 

 

Darlington Locality 

Locality working in Darlington continues to be strong with good representation and input. 

The Darlington Health & Care Partnership Executive agreed a draft cabinet report seeking 

to formalise the current arrangements. It is expected that cabinet will consider this report 

before Christmas 

 

Durham Locality  

The detailed arrangements are being developed for sign off by all organisations in 
advance of the shadow arrangements, and will consider number of scenarios to help 
illustrate the way arrangements will operate going forward. 
 
There is support for the joint work that we have agreed between parties.  
 
The County Durham care partnership executive met in November and considered the 
following: 
 

 An update on the ICB 

 Performance issues – of which there were none 

 An oral health promotion strategy for County Durham which was supported 

 Updates from the care partnership boards which were well received 

 A proposal to modify the thematic groups from Jan 2023 to reflect the life courses 
and pathways that form the basis of the health and wellbeing strategy, namely  
 

o Starting well  
o Living well 
o Ageing well 
 
which were accepted. 

 
The work of the Acute, Primary Care, Community Services and Social Care Partnership 
since the groups were combined had resulted in significant benefit in consolidating 
relationships between the sectors.  We will seek to continue this under the new 
arrangements. 
 
A report on the Integrated Care Program identified the good progress made to date and 
the patient and staff benefit arising are expected to arise going forward.  Specific updates 
where presented for the following key work streams: 
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 Hospital discharge 

 Urgent Community response 

 Quality 

 Primary Care – Urgent Access 

 Enhanced health in Care homes 

 Occupational therapy 

 Team around the patient 

 Customer contact 

 Culture and change management 

 Workforce development 
 
Two work stream were reported as being on hold  

 Anticipatory care – whilst National guidance is awaited 

 Pathways to enable this to coordinate with other work streams 
 
 
Green Plan 
 
No further update 
 
In response to the climate emergency and following the publication of the NHS England 

document in 2020, Delivering a ‘Net Zero’ National Health Service, the Trust launched 

its Green Plan for the period 2021-2024. Subsequently, in July 2022, the Health and 

Care Act 22 has made the achievement of a net-zero NHS a statutory requirement by 

2040 for emissions which it controls and by 2045 for emissions related to the supply 

chain, the ‘carbon footprint plus’. 

The Trust’s Green Plan has identified 8 Key Action Areas with agreed objectives 

against each area – the key areas are: 

Estates & Facilities  Travel & Transport Medicines & 
Clinical Care  

Workforce, 
Leadership & 
Systems 

Catering & 
Nutrition  
 

Models of Care  Supply Chain  Adaptation  

 

Each area has a nominated lead and the Trust has also recruited, Sam Goss, as the 

overall Sustainability Lead to co-ordinate this important work, to build on the impressive 

efforts so far and to provide a steer on the journey towards net-zero. 

There has been significant progress since the launch of the plan in 2021, with some 

considerable achievements. Of particular note during 2022: 

 CDDFT has been Nationally recognised as an exemplar with 87% of staff having 

completed the e-learning module, Delivering a Net-Zero NHS. 

 Following a successful bid to the Public Sector Decarbonisation Scheme, air-

source heat pumps have been installed to Memorial Hall and the Estates 

Building with solar panels installed on the Theatre and Energy Centre Roofs. 

These are soon to go live. 

 In partnership with Mediquip, a circular system is now in place for the cleaning 

and reuse of walking aids on each site. In addition to the significant carbon 
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benefits, this piece of work identified procurement savings in excess of £10K per 

year. 

 Food waste recycling has commenced at DMH, which involves the waste being 

converted into green gas for homes and organic fertiliser. Previously 50 tonnes 

per year of this waste was sent to drain, contributing to sewer blockages. 

Northumbrian Water have also expressed their gratitude towards this. 

Moving forward, we are in the process of refining the objectives and actions within the 

plan to ensure they are relevant and deliverable. The intention is that this work will be 

completed by early December 2022 and then reviewed at subsequent SDG meetings. A 

selection of the key objectives to be delivered in 2023 include: 

 Embedding the actions from the Phillips collaboration into the Green Plan 

objectives. 

 Greater engagement with clinical teams and services to deliver carbon 

reductions, resource efficiency improvements and a reduction in pollution. 

 The full roll-out of reusable sharps containers to achieve a carbon reduction of 

over 150 tonnes per year. 

 The development of an Estates Carbon Reduction Plan for the owned estate 

and the implementation of further energy efficiency measures. 

 Further refinement of business case documentation to ensure sustainability 

continues to move to the heart of decision making. 

 The creation of a dashboard of measurable sustainability indicators to monitor 

progress on the journey to net-zero. 

 Completion of the Adaptation Plan to ensure we are prepared for the effects of 

the warming planet. 

Appendix I refers  - CDDFT and Philips – Sustainability Collaboration 

 
Freedom To Speak Up Guardian 
 
Please refer to item 10 of the main agenda. 
 
 
Staff Survey  
 
The national staff survey launched on week beginning the 3rd October and closes in late 

November. As previously reported work to improve the experience of our employees is 

focused through the various components of our staff matter strategy, which has recently 

seen the Café conversations reported in September, and the relaunch of our ‘walk in their 

shoes’ initiative. Analysis of the Q2 staff survey suggests relative improvement with 

advocacy engagement and motivation expected to be about the same as other Trusts 

according to the CQC methodology, and involvement on the boarder of about the same 

as and worse that other Trusts. 

 
As at 21st November 2022 our overall response rate for the National staff survey was 
29.63% (2072 respondents from an eligible sample of 6994).   
 
In our sector the lowest response rate is 24.76%, the average 39.56% and the highest 
65.3%.  Response rate nationally are lower but particularly so within the Trust where we 
believe that EPR has had an impact.  The survey closes on the 25th November. 
 
 
EPR 
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In accordance with the agreed plan arrangements for cut over were activated following 

the relevant governance check points. ED went live from 7am on the 9th October 2022, 

which was 4 hours later than expected. Transcription followed for wards on the 9th 

October and was completed on the 10th October. Outpatients went live on the 10th 

October but anaesthetics go live was delayed until week commencing 17th October due 

to bedside monitoring device equipment testing. Blood transfusion was also delayed to 

allow a safe workflow process to be established. Early life support which involves 

significant input from Cerner, is scheduled from the 10th – 21 October and supports the 

command centre in Durham and Darlington, and on the floor, and at the elbow support to 

users. Super user and Cerner support plus the helpdesk are available 24/7.  

 

As expected there have been a number of initial challenges which are being worked 

through. 

 

Key messages are being fed back to staff in a variety of ways which include: 

 Daily trust wide bulletin 

 Super user calls (several calls a day, very well attended average 50 a call) 

 Targeted Super User calls – focusing on key areas, i.e. order comms, discharge, 

printing 

 Leaflet drop & FAQ updates 

 Targeted training activity 

 Social media updates 

 Sharing links to quick reference guides (QRGs) and ecoach 

 Targeted training (order comms) 

 Swam team – multi-disciplinary team working around the main sites addressing 

issues 

 

As expected there is a mixture of emotions as we are still very early in the process. There 

are excellent areas where teams are embracing the new system and processes 

particularly in some of the clinical areas. A video of positive comments that have been 

shared is available should any member of the Board wish to see them. 

 

The focus now is on business as usual and ensuring that we support teams robustly 

beyond 21st October. At the time of writing, the detail of this is not fully worked through 

but an update will be provided to the Board in advance of its meeting.  

 

Refer to Private paper  

 

CQC 

 

The Trust has offered appointments for all but one of the posts advertised for paediatrics-

qualified nurses to work in the Children’s A&E area at DMH. The last post has been re-

advertised and is expected to be appointed to. The accreditation framework for adult 

nurses to provide support will be taken through the Senior Nurses Leadership Group and 

EPSEC for approval.  

The last engagement meeting with CQC raised no concerns, and they were impressed 

with the work which the Trust has undertaken on health inequalities. Routine enquiries 

continue to be responded to. The Assurance and Compliance team are working through 

a range of inspection guides published by CQC. Most of the requirements are already 

included in the checklists maintained by ARC and shared with services.  
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CQC are changing their approach to enable a more continuous approach to assessment, 

using evidence collected through a portal, in addition to carrying out inspections in 

response to particular risks or triggers.  

Appendix J provides the latest update. The formal engagement meeting, and routine 

enquiries meeting for November 2022 both went well with no significant concerns 

arising. During the first week of the EPR go-live, CQC were contacted by a Trust 

clinician expressing concerns around training and support, system functionality and 

access to devices, and the consequent impacts on their ability to provide patient care. 

CQC requested a full update as part of their engagement meeting, which was provided 

with the support of the A&E Matron for UHND. Initial issues were acknowledged, whilst 

setting out ongoing arrangements for training, support and stabilisation, the supply of 

additional devices and either resolution of or alternative, safe, arrangements in respect 

of, functionality issues. CQC required nothing further. 

It summarises a range of ongoing briefings to staff, 15 steps checks and specific work-

streams overseen by Assurance and Compliance with respect to CQC readiness. This 

includes sharing recent updates to inspection guides covering mental health and mental 

capacity issues in acute settings with the relevant teams for comparison with Trust 

policies and an assessment of how far the expectations are met by our current 

processes.  

Within the region, CQC have recently carried out a further inspection of South Tees and 

their report on South Tyneside and Sunderland NHS FT is expected to be published 

shortly.  

 

Communications 

 

No further update 

 

No further update 
 

Shotley Bridge 

Refer to Private paper. 

 

Bishop Auckland Hospital Soft Facilities Management Services 

Legal discussion continues on the transfer of SOFT FM staff from criterion to SCL. 

 

UHND SOFT Facilities Management Services and Estates 

The market testing process continues. 

 

UHND ED 

The updated business case agreed by the Board in September is being reworked in 

accordance with the requirements of the green book to support its prioritisation as agreed 

with the ICB.  
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22/23 Planning 

Work is on-going to finalise an updated H2 plan for 22/23 in the context of both the ICB 

and national priorities. An update will be issued under separate cover.  ICBs have been 

informed to not assume any claw back to NHSE in H2 22/23 of ESRF. 

 

Although no details have been issued nationally regarding 23/24 planning, the Trust is 

working to the internal timetable attached as Appendix K which includes the relevant sign 

off processes, and inclusion of the governing council. The Board should note that our 

membership has been asked to confirm which of the ambitions within our quality strategy 

it wishes us to prioritise, and to what end. The result of this will inform our planning for 

next year.  

 

Item 7b provides an update on the clinical quality and service reviews for anaesthetics, 

palliative care, endoscopy, gastroenterology and respiratory. The remainder of these 

reviews will be presented to the Board at its meeting at the end of November, and will 

underpin specialty plans.  

 

An updated plan for H2 is attached at Appendix L, additional schemes (totaling 3442 

episodes) have been put forward by the care group and are being considered on 25th 

November an update will be provided to the Board. 

 

The next 5 clinical quality and service reviews will be presented to the Board at its meeting 

in December.  As the Board is aware the reviews will now also be considered by Primary 

Care as part of the County Durham Care Partnership arrangements. 

Mortuary and Body Store 

No further update 

 

Shotley Bridge 

The Trust continues to work closely with the New Hospitals Programme. 

Ward 18 

The team from ward 18 at Bishop Auckland Hospital, who temporarily moved to ward 14 

at UHND to improve orthopaedic long waits for those with higher ASA grades, return to 

Bishop in November. Ward 14 at this point becomes an additional medical ward providing 

additional capacity over winter.  Planning for this is at an advanced stage with a likely 

phased opening of the additional capacity due to staffing constraints. 

The team from Ward 18 at Bishop Auckland Hospital returned as planned with the 

additional 24 beds on the UHND site opening on 21st November.   

CEO and NED Visits 

Attached at appendix m is the updated schedule of CEO and NED visits summarising key 

observations and actions. 
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Attached at Appendix M is the updated schedule of CEO and NED visits summarising 

key observations and actions.   

Visits to Maternity - A number of previous visits by the CEO and Maternity Safety 

Champion Michael Bretherick are being added and will be available for the December 

meeting.  

Cyber 

No further update 

 

Our broker has now received feedback from the specialist cyber division regarding cyber 

insurance.  Given that the NHS network is large, complex and connected there is, 

however, the possibility that insurers do not accept this risk, that said, we are exploring 

matters further with the relevant technical experts.  

Attached at Appendix N is an update detailing our response to those matters suggested 

the following a training exercise with the Board.  In summary this concludes that  

The Trust Board do not require their own specific cyber table top exercise as this is 

scheduled on an annual basis and key Executive Directors are involved as required.  The 

Trust has a detailed business continuity framework which if monitored through TRF.  The 

Trust’s EPRR lead will develop a report detailing how actions for the cyber BCP would 

escalate to allow specific issues to be summarized and discussed at Board as appropriate 

The SIRO report will be submitted to the Board on annual basis each year and matters 

relating to data security, training, incidents etc escalated as appropriate. The annual 

report will document lessons learnt. 

SCL 

No further update.   

 

No further update 

 

Ballots for Industrial Action 

 

The Trust has received notification of two ballots for industrial action from Unison and the 

RCN, and expects others will follow. There is a clearly heightened risk of industrial action 

within the service across the remainder of this year. A group has been established to plan 

for such eventualities.  

 

The Trust has received notification of a further 2 ballots for industrial action from the CSP 

and RCM.  The result of the ballot by the RCN was that of 883 votes cast (53.81% of 

those entitled to vote) 814 (92.19%) voted yes to strike action.  14 days notice of any 

action must be provided and action should not disrupt services providing urgent or 

emergency care to patients. 

 

As previous advised, the Trust has established a plan for and managed industrial action.  

This group reports through the Trust resilience forum as detailed below. 
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NHSE have issued a preparedness checklist which is attached at appendix x and is 

required to be complete by the 28th November, a copy of the completed checklist will be 

provided, under spate cover, to board members in advance of the board.  An regional 

exercise is due to be conducted over the 29th and 30th November and 1st December this 

will test plans against the following scenarios: 

 

 Winter pressures and power interruptions 

 Winter pressures and industrial action 

 Winter pressures, power interruptions and industrial action 

 
Paediatrics 

 

Further to the service review that was undertaken in February 2022, and received by the 

Board, the Paediatrics team have developed an investment case which was presented to 

the Executive on the 26th September 2022.  

 

The Executive requested the care group attend a meeting with them and the network to 

determine the most appropriate short term actions. The meeting was held on the 17th 

October and was observed by three Non-Executive Directors. In summary the network 

advised, that whilst it was clear that UHND had struggled there were no red flags and the 

network was supportive of our plans. There were however, additional potential actions 

that arose through the discussion which are being considered. 

 

The Board is asked to support the work being undertaken to strengthen paediatrics 

including the potential investment, and require an updated full business case to its 

meeting in December for approval as appropriate. 

 

An update on the short term actions will be presented to the Board at its December 

meeting. 

Alliance between CDDFT, TEWV and Commissioners 

Over 18 months ago the Trust established and alliance to promote closer working 

between TEWV and CDDFT and provide a route for escalation should circumstances 

dictate.  An operational group was established to take forward specific pieces of work and 
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the arrangement has been largely effective.  A number of recent publications including a 

benchmarking tool, a publication from NHSE on how best to support children and young 

people with mental health need in an acute paediatric setting, and a CQC report on 

learning disability best practice were considered at the meeting in November.  Given 

these and inspection guides published by CQC relating to mental health and learning 

disabilities it was determined that an action plan be developed for urgent consideration 

at an extraordinary meeting in December to allow us to continue and optimise 

improvements for this group of patients. 

 

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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13 October 2022  

 

    

 

  

Operating framework for NHS England  

Introduction 

On 12 October NHS England (NHSE) published its new operating framework. This briefing summarises 

the content of the framework and includes NHS Providers’ view. During the development phase of 

the framework we have worked closely with NHSE to provide feedback and facilitate conversations 

with our members. We will continue to do so throughout the framework’s implementation. To share 

your views or for any questions you may have, please contact Mariya Stamenova (policy advisor for 

regulation) on mariya.stamenova@nhsproviders.org. 

  

Overview of contents 

NHS England’s new operating framework sets out how the NHS will operate in the new statutory 

framework created by the Health and Care Act 2022. It reflects the formal establishment of integrated 

care systems (ICSs) in July this year and the need to change the way NHS England works and behaves 

in this new system architecture. It also reflects the needs of an expanding organisation, which will 

bring NHSE together with Health Education England (HEE) and NHS Digital. 

 

This new operating framework (previously referred to as the ‘operating model’) has four core 

foundations, which define NHSE’s: 

• Purpose 

• Areas of value 

• Leadership behaviours and accountabilities 

• Medium-term priorities and long-term aims  

 

The development of these core foundations began in 2021 and has involved a series of engagement 

and co-production sessions, including with provider and ICB leaders, local government and other 

partners. The operating framework is now entering its implementation phase, which will focus on 

embedding these new ways of working and refining as needed. 

 

NHSE’s purpose 
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NHSE’s purpose is defined as “To lead the NHS in England to deliver high-quality services for all.” 

NHSE aims to achieve this by: 

• enabling local systems and providers to improve the health of their people and patients and 

reduce health inequalities 

• making the NHS a great place to work, where people can make a difference and achieve their 

potential 

• working collaboratively to ensure the healthcare workforce has the right knowledge, skills, values 

and behaviours to deliver accessible, compassionate care 

• optimising the use of digital technology, research and innovation, and 

• delivering value for money 

 

NHSE’s added value 

NHSE will focus its activities around eight key areas where it is uniquely placed to add value:  

1) Setting direction  

2) Allocating resources 

3) Ensuring accountability 

4) Supporting and developing people (including role modelling culture and behaviours, establishing 

a “leadership culture”, and creating the conditions for an inclusive and diverse NHS) 

5) Mobilising expert networks 

6) Enabling improvement 

7) Delivering services (meaning driving the digital agenda, running centralised procurement, and 

commissioning some services) 

8) Driving transformation 

 

Changes in the way NHSE works 

While many of the formal powers and accountabilities that NHSE has held historically will remain 

broadly the same, the organisation has committed to changing how it will deliver these – via a cultural 

reset and behavioural shift. 

 

The operating framework details a set of leadership behaviours which NHSE has committed to, in 

order to deliver its purpose in the context of system-working. These are aligned to 6 key values linked 

to the NHS Constitution: 

• Working to improve lives  

• Being inclusive and collaborative 

• Working as one team 
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• Getting things done  

• Learning and improving 

• Compassion and respect 

 

In its approach to system working, NHSE has committed to the following:  

• Proportionate and streamlined approach to oversight and performance management between 

integrated care boards (ICBs) and NHS England, using the System Oversight Framework (SOF), to 

avoid duplication and reduce unnecessary bureaucracy  

• Devolved approach, whereby the primary relationship with NHS England for both ICBs and their 

partner NHS providers will be through the relevant regional team. The arrangements between 

regional teams, ICBs and providers will be set out in Memoranda of Understanding.  

• ‘No surprises’ approach and mature, respectful and collegiate relationships between NHS England, 

ICBs and providers, underpinned by effective lines of communication. 

• ICB annual assessments that NHS England has a duty to complete, with the first on due to be 

completed in Q1 of 2023/24. 

 

Accountabilities and responsibilities  

The operating framework sets out the accountabilities and responsibilities of providers, ICBs and NHS 

England in light of the changes in legislation and the shift to system working. Some of the key 

elements of these are included below. 

 

NHS providers will: 

• retain their statutory responsibilities for the delivery of safe, effective, efficient, high-quality services  

• continue to comply with the provider licence, Care Quality Commission (CQC) standards and NHS 

planning guidance requirements 

• contribute to effective system working via ICS strategies and plans  

• remain accountable to people, communities, services users, board of governors and ICS partners  

• be accountable to ICBs for ‘business as usual’ delivery of services and performance, and for their 

agreed contribution to the system strategy and plan 

• be accountable to NHSE as regulator by escalation/ exception or agreement with ICB 

• deliver some of these accountabilities and responsibilities with the support of provider 

collaboratives 

 

Integrated Care Boards will: 
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• provide effective system leadership and oversee delivery of system strategies, plans and Long Term 

Plan priorities 

• commission and manage contracts, delegation and partnership agreements 

• ensure delivery of the ICB core statutory functions  

• oversee the budget for NHS services in their system 

• be accountable to NHS England, via Regional Directors and to NHSE as a regulator, directly 

• be accountable to CQC for leadership, quality, safety and integration of services, as part of ICS (not 

as individual organisations)  

• provide first line oversight of health providers across the ICS to oversee performance and 

contribution to overarching plans; coordinate/help tailor any support for providers  

 

NHS England will: 

• agree the mandate for the NHS with government and secure required resources 

• contribute to effective system working and delivery on a national and regional level  

• foster relationship and alignment with government and be “stewards of the NHS”  

• shape and set national policy, strategy and priorities, and support systems and providers to 

achieve these – including via statutory intervention 

• remain accountable to Parliament, via the Secretary of State  

• oversee ICBs’ delivery of plans and performance 

• directly oversee providers’ delivery by exception and “generally in agreement” with ICBs  

• lead on support for organisations in SOF segmentation three and four 

• work jointly with other regulators including CQC 

 

The framework includes two illustrative examples showing how activities may change as a result of the 

new approach. These are intended to demonstrate how, while formal powers and accountabilities 

remain the same, the way in which they are implemented will change. 

 

• One example is the role of foundation trust governors in appointing a chair: under the new 

framework NHSE says the appointment process should “consistently seek the views and input of 

relevant partners, such as ICB leaders”. 

• In the other example, NHSE sets out how it and ICBs will work on provider segmentation under the 

SOF. ICBs will lead on oversight and work with NHSE’s regional teams where providers are in 

segment 3. NHSE will lead on support and intervention for trusts in segment 4.  

 

NHSE’s transformational priorities 
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NHSE has set out to deliver on five transformational priorities for the next 3-5 years. This focus on 

interim objectives is intended to help NHSE frame and achieve its long-term goals, as well as to more 

effectively address the challenges of today. 

 

These priorities are as follows: 

1. STOP avoidable illness & intervene early 

2. SHIFT to digital and community 

3. SHARE the best 

4. STRENGTHEN the hands of the people we serve 

5. SUPPORT our local partners 

 

Next steps 

NHSE says it must embed these ways of working into all its activities and interactions, and has 

identified the following objectives for its change programme: 

1. Doing what only we can do and focusing on how we deliver value 

2. Adding value at the right place 

3. Providing a single voice and clearer interactions with the system 

4. Adapting ourselves to support the development of ICSs 

5. A simpler and better coordinated organisation 

6. Integrating the wisdom of frontline services in everything we do 

 

NHSE will formally merge with HEE and NHS Digital on 1 April 2023, although work on organisational 

design will continue into 2023/24. 

 

An organisational development and transformation programme will be established, recognising that 

changes to ways of working will take time.  

 

NHS Providers view 

This long-awaited new operating framework signals a clear shift in mindset and approach for NHS 

England. With the new legislation in place, the formal establishment of integrated care systems in July, 

and evolving approaches from regulators, it should bring much-needed clarity to how the NHS will 

function.  
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During the development phase of this new framework we have facilitated engagement with our 

members and provided direct feedback to NHSE. We are pleased to see that many of the views we 

and our members shared have been taken on board. 

 

The operating framework clarifies the respective roles and accountabilities of providers, ICBs and the 

NHSE national and regional teams. Trust leaders have previously flagged the potential for duplication 

of function, contradictory messaging, blurred boundaries of accountability, and increased 

bureaucracy in support, oversight and performance management. This clarity is, therefore, much 

welcome. We welcome the emphasis on NHSE doing what it is best placed to do, while supporting 

and empowering the rest of the system. 

 

The framework understandably focuses on the role of the ICB as an executive function over ICSs and 

integrated care partnerships, given ICB’s roles in commissioning, budget-holding, oversight and 

performance management. However, there is a risk that the other elements of system working – 

particularly with partners from outside the NHS, and the checks and balances built into ICSs – could 

be overlooked. This would result in many of the main opportunities of system working, particularly 

those related to the wider determinants of health and the interface with social care, being lost. It will 

be important that the future application and evaluation of the framework accounts for the 

contribution of the whole ICS to the delivery of system priorities. 

 

The document makes a helpful reference to the value that provider collaboratives can bring to system 

working. We are encouraged to see that the statutory functions of providers and their accountability 

for the delivery of safe and effective services have been separated out from the non-statutory, 

supportive and enabling role that collaboratives can play in service delivery. 

 

We note that the document refers to a shift in approach in relation to the accountability and powers 

of foundation trust governors to appoint the trust’s chair. It should be emphasised that the role of 

governors in such appointments has not changed under the 2022 Health and Care Act, and that 

consistently seeking input from relevant partners, such as ICBs, is therefore not required under the 

law. It is important that guidance such as this reflects the need for governance to run in accordance 

with statute. 

 

Finally, NHSE’s framework shows a defined commitment to cultural and behavioural shift, which could 

helpfully re-emphasise subsidiarity as an organising principle in how the NHS works, and establish a 

constructive and respectful relationship with the provider sector. The specific references to 

proportionality, devolution and a ‘no surprises’ relationship is a welcome, positive signal – as is the 
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acknowledgement of the “wisdom of frontline services”. The key remains in NHSE’s ability to live up to 

these commitments and to consciously apply the principles of collaboration and co-production in its 

day to day working with the rest of the system, and in any further refinement of its approach.  

 

We look forward to being part of the ongoing collaborative evaluation of the framework, and to help 

facilitate and reflect the voice of providers on how it is being applied. 

 

Contact info section 

For any questions regarding this briefing, or to share your feedback on the guidance, please contact 

Mariya Stamenova, policy advisor for regulation (mariya.stamenova@nhsproviders.org). 
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Autumn statement 2022 

Overview  

Today the chancellor delivered the autumn statement the day after inflation hit a forty year high 

and on the day the Office for Budget Responsibility (OBR) confirmed that the UK is in recession.  

 

Setting out the government’s priorities as stability, growth and public services, while also 

protecting the most vulnerable, the chancellor set out his vision for the NHS. He said he wants 

the NHS to be Scandinavian in terms of quality and Singaporean in terms of efficiency, and that 

a strong NHS is essential to delivering a strong economy. Acknowledging that efficiencies alone 

will not address the impact of inflationary pressures, he announced that the NHS budget will 

increase by £3.3bn in each of the next two years.  

 

This briefing outlines the key fiscal measures from the statement and our analysis of the 

implications for the health and care sector. We have also included a brief overview of the OBR’s 

economic and fiscal outlook. 

 

 

Economic overview  

The OBR economic and fiscal outlook outlines the impact of the “global headwinds” adversely 

impacting the UK’s public finances. The medium term fiscal outlook has deteriorated significantly since 

the OBR’s last forecast in March 2022 given higher interest rates, a weaker economy and higher 

inflation rates. 

 

The UK is currently in a recession as of this quarter and is expected to remain in recession until the 

end of next year. The UK economy is still expected to grow by 4.2% over this year before then falling 

by 1.4% in 2023. The OBR expects GDP to return to growth over the next three years by 1.3%, 2.6% 

and 2.7% respectively. Output should return to pre-pandemic levels in Q4 2024/25. 

 

Inflation is eroding real wages and will reduce living standards by 7% over 2022/23 and 2023/24. This 

will wipe out the previous eight years’ growth in income. CPI inflation is expected to peak at 11% in the 
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current quarter (a forty year high). Inflation should then drop sharply in the middle of 2023 and return 

to its 2% target in 2027.  

 

OBR forecasts the UK to borrow 7.1% of GDP in 2022/23 – this is a significant increase against the 

OBR’s March 2022 forecasts. Five major fiscal interventions from three successive governments since 

March have created significant uncertainty. Over this period, government borrowing relative to the 

OBR’s March forecast has increased against initial forecasts by £64.2bn in 2022/23 and £39.8bn in 

2023/24. Higher borrowing is now expected to push underlying debt up significantly from 84.3% of 

GDP in 2021/22 to a peak of 97.6% in 2025/26.  

 

The chancellor has also introduced two new fiscal rules – underlying debt should fall as a proportion 

of GDP by the end of a five-year rolling period, and public sector borrowing should fall to below 3% 

by 2027/28. The OBR expects the government to achieve both of these respective targets. However, 

the OBR notes the adverse impact of the rise in interest rates since March on servicing the UK 

government’s significant debt. In addition, the OBR considers the main risks to the public finances to 

be an escalation of the war in Ukraine. 

 

NHS spending announcements 

Spending across public services 

The autumn statement focused ensuring public services provide value for money for taxpayers by 

prioritising spending which will help to deliver further economic growth. The chancellor has 

maintained the departmental budgets in the cash terms set at last year’s spending review.  

 

Alongside spending on health and social care, education has also been allocated major additional 

funding by the government. The core schools budget will be provided with an additional £2.3bn of 

funding in both 2023/24 and 2024/25. 

 

Revenue funding for the NHS and efficiency savings 

 

 

 

 

 

 2022/23  2023/24  2024/25  

DHSC revenue 

budget (£bn) 

168.2 176.2 180.4 

Of which NHSE 

(£bn) 

152.6 160.4 165.9 
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• The Autumn Statement outlines £3.3bn of additional funding for each of the next two years 

(2023/24 and 2024/25) to support the NHS as it faces significant inflationary pressures.  

• After this spending review period, the Department of Health and Social Care’s resource spending 

is expected to grow at only 1% a year in real terms.  

• The additional £6.6bn has been allocated to ensure the NHS improves performance back to pre-

pandemic levels across urgent and emergency, elective and primary care. NHS England will 

publish recovery plans to deliver on key objectives, including: 

o an improvement to category 2 ambulance response times to 30 minutes on average over 

2023/24, with the overall aim of returning to pre-pandemic waiting times in 2024/25; 

o annual improvements of A&E waiting times over 2023/24 and 2024/25; 

o ensuring patients who require an appointment with a GP can receive one within two 

weeks, with urgent appointments available on the same day. 

• The elective recovery plan published in February will continue to be delivered. NHS England will 

examine further opportunities to increase patient choice at both the point of referral and further 

along the patient pathway between NHS and private sector providers.  

• Additional funding has not been provided to the NHS without further commitments to minimise 

waste and inefficiency. The NHS will be subject to a cross-departmental efficiency and savings 

review to source additional efficiency savings and divert spending away from lower-value 

programmes. The government maintains that savings will be reinvested back into public services. 

An update on this exercise is expected in spring 2023. 

 

Capital funding 

The government confirmed that capital budgets announced in the October 2021 spending review will 

be maintained. In addition, following the end of the spending review period, departmental capital 

spending will be continued at the same level in cash terms.1 There is no indication at this point that 

the government expects departments to raid capital budgets to top-up revenue budgets. 

 

 

 

 

 

 

 
1 The capital profile for 2022/23 – 2024/25 appears higher than outlined at SR21 due to the reclassification of leases as 

part of the IFRS16 accounting standards. This does not represent an uplift in public sector gross investment. 

 

 2022/23  2023/24  2024/25  

DHSC capital 

budget (£bn) 

12.0 11.7 12.6 
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The government has also pledged the new hospital programme will be delivered and funded as per 

previous commitments. 

 

The government has reaffirmed its commitment to deliver £600bn of infrastructure projects on rail 

connectivity, digital infrastructure, energy efficiency and levelling up, as initially outlined in its Build 

Back Better plan in 2021. Furthermore, investment in research and development is set to increase to 

£20bn a year by 2024/25 

 

Health and social care related announcements  

Local government and social care funding 

The chancellor acknowledged that many of the challenges facing the NHS’ performance were 

inextricably linked to social care. With that in mind, the government has announced that £2.8bn in 

2023/24 and £4.7bn in 2024/25 will be made available to help support adult social care and ensure 

that medically fit patients can be discharged from hospital. 

 

The additional amount provided to adult social care is made up of £1bn in new funding in 2023/24 

(£1.7bn in 2024/25), removing legislation which restricts local government’s ability to increase council 

tax and delaying the social care charging reforms put forward by Sir Andrew Dilnot to October 2025. 

Funding to support the social care sector will be distributed as follows: 

 

• £600m in 2023/24 (and £1bn in 2024/25) allocated via the better care fund which will help support 

the discharging of patients to lower-cost care settings and ensure hospital capacity remains 

available for patients who require greater attention; 

• £1.3bn in 2023/24 (and £1.9bn in 2024/25) distributed via the social care grant to local 

governments to support adult and children’s social care; 

• £400m in 2023/24 (and £680m in 2024/25) flowing through a ringfenced social care grant to 

support the discharge of patients from hospitals. 

 

Workforce: long-term workforce plan and Ockenden review 

The government announced that the Department for Health and Social Care (DHSC) and NHS 

England will publish a long-term NHS workforce plan next year which will set out independently-

verified forecasts of the resources the NHS needs over a 5, 10 and 15 year period. The plan will focus 

on the training, recruitment and retention of doctors, nurses and other health professionals as well as 

measures which will help to improve the overall productivity of the NHS workforce.  

 

Ite
m

 4
a 

A
pp

en
di

x 
b 

-
49

76
1_

au
tu

m
n-

20
22

-o
td

b

Page 49 of 412



 

  

 

NHS Providers | ON THE DAY BRIEFING | Page 5 

The government has also confirmed it will implement the recommendations supported by the 

Ockenden Review to improve maternity services through recruiting 2,000 more midwives. 

 

Independent review into integrated care boards 

The Autumn Statement came with a further announcement that Rt Hon Patricia Hewitt, former 

Secretary of State for Health and current Chair of NHS Norfolk and Waveney ICB, will lead an 

independent review into the efficiency, autonomy and accountability of integrated care boards. 

 

Review of Energy Bill Relief Scheme (EBRS) 

HM Treasury will review the EBRS to outline the support available for businesses after 31 March 2023, 

and publish findings by 31 December 2022. The government has announced that this review will 

exclude public sector organisations but has yet to announce what support will be made available to 

the public sector following the end of the current EBRS period. 

 

Taxation  

To offset the £55bn fiscal deficit, the Autumn Statement contains a number of changes to taxation including: 

• The income tax personal allowance of £12,570 and the higher rate threshold of £50,270, alongside 

the national insurance thresholds will be frozen at their current levels until April 2028. These had 

previously been frozen until April 2026. 

• The threshold at which the additional rate of income tax (45%) will be applied has been reduced 

from £150,000 to £125,140. 

• The threshold at which employers begin to pay national insurance for their employees will be 

frozen at £9,100 until April 2028. 

• The government announced that the dividend allowance will be reduced in incremental stages to 

£500 by April 2024 and the capital gains tax annual exempt amount will also be incrementally 

reduced to £3,000 by April 2024. It is expected that these measures alone will raise approximately 

£1.2bn a year from April 2025. 

• Local authorities will be granted further flexibility to enable them to increase council tax levels. This 

will be administrated by increasing the referendum limit to 3% per year from April 2023. Local 

authorities (with social care responsibilities) can also raise the adult social care precept by up to 

2% per year. 

 

Cost of living measures 
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The Energy Price Guarantee (EPG) will be maintained for households throughout this winter. However, 

the government will reduce the level of support available to households. A typical household will now 

be paying £3,000 per annum between April 2023 and April 2024. This measure is set to save £14bn of 

government spending in 2023/24. 

 

Targeted support will be provided to the most vulnerable households via ‘cost of living’ payments. 

Households on means-tested benefits will receive an additional £900 cost of living payment in 

2023/24. All pensioners will receive an additional £300 cost of living payment and those receiving 

disability benefits will be entitled to an additional £150 disability cost of living payment. The timing of 

the payments has not yet been confirmed 

 

The chancellor also confirmed that the state pension and benefits will rise in line with inflation by 

10.1% this year. 

 

NHS Providers view 

Funding to increase activity  

NHS Providers values the government’s recognition that a strong economy demands strong public 

services. Today’s announcement of £3.3bn for the NHS over each of the next two years is a welcome 

sign that the Treasury has heeded warnings from frontline NHS leaders. The extra money will go 

some way towards making up the shortfall in NHS budgets caused by inflation and allow the NHS to 

deliver on its key priorities. Trust leaders also realise the NHS has been given a relatively generous 

settlement compared to the wider sector within this Autumn Statement. 

   

Trust leaders will have heard the chancellor’s call for efficiency savings and demands to eliminate 

waste. The provider sector is firmly focused on delivering sustainable and recurrent efficiency savings, 

via both organisational and system based approaches to reducing costs and improving productivity. 

Trusts are working collaboratively to address the productivity drag which is preventing them from 

significantly increasing activity to pre-pandemic levels. The sector awaits further detail about the 

forthcoming independent review of integrated care boards and its focus on more efficient use of 

healthcare resources. 

 

The additional funding for the NHS announced in the statement for 2023/24 and 2024/25 is meant to 

improve performance across emergency, elective and primary care. However, trusts and systems face 

significant operational challenges including workforce shortages, increased activity to tackle backlogs, 

and ongoing Covid-19 pressures, all of which are creating major cost pressures. While trusts will rise 
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to the challenge to expand capacity, as the Health Foundation has shown the NHS has faced years of 

underinvestment in which health spending has fallen below that of comparable European countries, 

impacting the resilience of the service. 

 

Capital  

It is welcome news that the government has not asked departments to raid their capital budgets to 

top-up their day-to-day spending. Vital capital investment must remain available at both the national 

and system level. In addition, while trusts that are part of the New Hospital Programme (NHP) will 

welcome the government’s commitment to the programme, there have been major delays to the 

scheme, turbulence across the financial and construction markets inflating costs, and it is unclear 

whether the NHP’s capital envelope will enable all trusts to deliver their projects as expected. 

 

Workforce plan 

The chancellor’s commitment to publish a comprehensive workforce plan including independent 

assessment of NHS workforce needs next year is welcome. This morning, over 100 health and care 

organisations – including NHS Providers - wrote to the chancellor asking for this and we are pleased 

our voices have been heard. As a next step, it is essential that this assessment is published in full with 

an explicit commitment to provide the necessary funding to enact its findings.  

 

Whilst this is a welcome step forward for the NHS workforce, the lack of any commitment in the 

Autumn Statement to address the effects of punitive pension taxation rules for high earning NHS staff 

is disappointing. During her tenure as Secretary of State for Health and Social Care, Thérèse Coffey 

had planned to consult on several proposed flexibilities for NHS pensions this autumn. No such 

consultation has yet been forthcoming, and no commitment to addressing the underlying causes of 

the issues has been made by government. This demands urgent action from HMT and DHSC if the 

NHS is to retain its most senior staff. NHS Providers will continue to lobby for a long term solution for 

NHS pension issues. 

 

Cost of living pressures 

While there is much trust leaders can welcome in today’s Autumn Statement, they are also keenly 

aware of the extremely challenging state of wider public finances. The impact of double digit inflation 

will exacerbate the cost of living crisis and, consequently, exacerbate the pressures facing the NHS.  

Trust leaders remain worried about the impact of cost of living pressures on the mental, physical and 

financial wellbeing of their staff. For example, as we highlighted in our recent cost of living survey, 

trusts are concerned about staff struggling to afford to eat while they are on shift, and the health 

impact on staff who will live in cold homes in winter. 
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Social care 

While additional funding for social care is similarly welcome, delaying the charging reforms put 

forward by Sir Andrew Dilnot is a backwards step away from meaningful social care reform, which will 

continue to leave many people facing unpredictable care costs. Trust leaders are seeing daily how 

years of under-investment in social care has knock on effects for the NHS with thousands of people 

staying in hospital longer than needed.  We need radical action – and fast. 
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Briefing on the new Prime Minister, government and 
Cabinet – November 2022  

On Tuesday 25 October, Rishi Sunak became the third Prime Minister of 2022, following the 

resignation of Boris Johnson’s successor, Liz Truss, who was in post for 44 days. Sunak was 

appointed leader of the Conservative Party after receiving the backing of 193 Conservative MPs. 

The only other candidate, Penny Mordaunt, dropped out of the race moments before the 

deadline, which meant that the vote did not go to the Conservative Party membership.  
 

In Sunak’s subsequent government reshuffle, Jeremy Hunt remained as Chancellor, following his 

appointment by Liz Truss in an attempt to steady the markets. Steve Barclay has been re-

appointed Secretary of State of Health and Social Care after a short period in the role over the 

summer. Sunak will be hoping that his appointments, which bring together MPs from the 

different wings of the Conservative Party, lead to a period of stability after the political 

uncertainty experienced since the summer. Although there have been calls for a general election 

from opposition parties, Sunak has said that he will not be calling one.  

This briefing sets out an overview of the government appointments made by the new Prime 

Minister and includes the following: 

  

1. Biographies of the new health and social care ministers  

2. Biography of the new Prime Minister  

3. Biography of the new Chancellor  

4. Other key Cabinet appointments from a health and care perspective 

5. NHS Providers press statements 

6. A list of Cabinet members and those that attend Cabinet 

 

NHS Providers has written to the Prime Minister and Secretary of State setting out the priorities 

for the sector.  
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1. Biographies of the new health and social care ministers  

 

Rt Hon Steve Barclay MP, Secretary of State for Health and Social Care 

Conservative MP for North East Cambridgeshire since May 2010, re-elected in 2019 with a majority of 

29,993   

 

Portfolio 

The Secretary of State is responsible for the work of the Department of Health and Social Care, 

including: overall financial control and oversight of NHS delivery and performance, oversight of social 

care policy. 

 

Parliamentary career 

• Appointed Secretary of State for Health and Social Care on 25 October 2022. Previously held 

the same role between 5 July 2022 and 6 September 2022. 

• Chancellor of the Duchy of Lancaster and Minister for the Cabinet Office, 15 September 2021 

and July 2022. 

• Chief Secretary to the Treasury, 13 February 2020 to 15 September 2021. 

• Secretary of State for Exiting the European Union, 16 November 2018 to 31 January 2020. 

• Minister of State for the Department of Health and Social Care, January to November 2018.  

• Economic Secretary to the Treasury, June 2017 to January 2018. 

• Government Whip (Lord Commissioner of HM Treasury), July 2016 to June 2017.  

• Public Accounts Committee member, 2010 to 2014. 

 

 

 

 

Rt Hon Steve 

Barclay MP

Secretary of 

State for Health 

and Social Care 

Will Quince MP

Minister of State

Helen Whately 

MP

Minister of State

Neil O'Brien 

OBE MP 

Parliamentary 

Under Secretary 

of State

Maria Caulfield 

MP 

Parliamentary 

Under Secretary 

of State

Lord (Nick) 

Markham CBE

Parliamentary 

Under Secretary 

of State in the 

Lords
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Will Quince MP, Minister of State (Minister for Health and Secondary Care) 

Conservative MP for Colchester since May 2015, re-elected in 2019 with a majority of 9,423 

 

Portfolio 

The Minister of State for Health and Secondary Care is responsible for leading on NHS secondary 

care, hospital reconfigurations, secondary care workforce, winter planning, NHS Long Term Plan, NHS 

mandate and business plan, research, life sciences, medicines and medicines regulation, international, 

devolved administrations, crown dependencies and overseas territories and the sponsorship of: NHS 

Businesses Services Authority, Health Education England (HEE), National Institute for Health and Care 

Excellence (NICE) and Medicines and Healthcare products Regulatory Agency (MHRA). 

 

Parliamentary career 

• Appointed Minister of State at Department of Health and Social Care on 7 September 2022. 

• Minister of State (Minister for School Standards) at the Department for Education between 7 

July 2022 and 7 September 2022. 

• Parliamentary Under Secretary of State at the Department for Education between 16 

September 2021 and 7 July 2022. 

• Parliamentary Under Secretary of State at the Department for Work and Pensions from 4 April 

2019 to 16 September 2021. 

 

Helen Whately MP, Minister of State (Minister for Social Care) 

Conservative MP for Faversham and Mid Kent since May 2015, re-elected in 2019 with a majority of 

21,976 

 

Portfolio 

The Minister of State for Social Care is responsible for leading on adult social care, integration 

(including discharge), community health services, major diseases, rare diseases, screening, dementia, 

end-of-life care, Covid-19 vaccine licensing and damage payment scheme and long-term conditions.  

 

Parliamentary career 

• Appointed Minister of State in the Department for Health and Social Care (DHSC) on 26 

October 2022. 

• Exchequer Secretary to the Treasury between 16 September 2021 to 8 July 2022. 

• Minister of State (Minister for Care) at the Department of Health and Social Care from 13 

February 2020 to 16 September 2021. 
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• Parliamentary Under Secretary of State at the Department for Digital, Culture, Media and Sport 

from 10 September 2019 to 13 February 2020. 

 

Neil O’Brien OBE MP, Parliamentary Under Secretary of State (Minister for 

Primary Care and Public Health) 

Conservative MP for Harborough since June 2017, re-elected in 2019 with a majority of 17,278 

 

Portfolio 

The Minister for Primary Care and Public Health is responsible for leading on primary care, blood 

transplant and organs, UK Health Security Agency (UKHSA), vaccines, Office for Health Improvement 

and Disparities (OHID), long Covid, antimicrobial resistance (AMR) and global health security, 

emergency preparedness including Ukraine and the sponsorship of: NHS Blood and Transplant 

(NHSBT), UKHSA and Food Standards Agency (FSA). 

 

Parliamentary career 

• Appointed Parliamentary Under Secretary of State at the Department of Health and Social 

Care on 7 September 2022. 

• Parliamentary Under Secretary of State at the Department for Levelling Up, Housing and 

Communities between 19 September 2021 and 6 July 2022. 

• Levelling Up Adviser for the Prime Minister from May 2021. 

• Co-Chair of the Conservative Party Policy Board from November 2020 to September 2021. 

• PPS to ministers at the Department for Business, Energy and Industrial Strategy between 

August 2018 and July 2019. 

• Special Adviser to Prime Minister Theresa May on the Economy and Industrial Strategy.  

• Special Adviser to the Chancellor of the Exchequer George Osborne between November 2012 

and July 2016. 

 

Maria Caulfield MP, Parliamentary Under Secretary of State (Minister for 

Mental Health and Women’s Health Strategy) and Minister for Women 

Conservative MP for Lewes since 2015, re-elected in 2019 with a majority of 2,457  

 

Portfolio 

The Minister for Mental Health and Women’s Health Strategy is responsible for leading on women’s 

health, maternity services, gender identity services, cosmetic regulation, DHSC litigation, mental health 

disabilities (including autism), offender health, patient safety, patient experience, the Government 
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Equalities Office portfolio and the sponsorship of: Healthcare Safety Investigation Branch (HSIB), Care 

Quality Commission (CQC), NHS Resolution, Human Fertilisation and Embryology Authority (HFEA) 

and Human Tissue Authority (HTA) 

 

Parliamentary career 

• Appointed Parliamentary Under Secretary of State at the Department of Health and Social 

Care and Parliamentary Under Secretary of State (Minister for Women) at the Department for 

International Trade, on 27 October 2022. 

• Minister of State for Health at the Department for Health and Social Care between 7 July 2022 

and 7 September 2022. 

• Parliamentary Under Secretary of State (Minister for Patient Safety and Primary Care) from 17 

September 2021 to July 2022. 

• Assistant government whip from December 2019 to September 2021, focusing on the work of 

the Departments for Culture and International Trade, whilst also looking after the welfare of a 

group of MPs. 

 

Lord (Nick) Markham CBE, Parliamentary Under Secretary of State (Minister 
for the Lords) 

Portfolio 

The Minister for the Lords is responsible for leading on NHS capital, land and estates, data and 

technology, departmental management (for example HR, CS 25, departmental business), 

lead SI minister, including retained EU laws NHS finance, Lords’ business and sponsorship of NHS 

England 

 

Career 

• Parliamentary Under Secretary of State at the Department of Health and Social Care on 22 

September 2022. 

• Previously lead NED at DWP, Lead NED for MHCLG and Deputy Leader of Westminster 

Council. 

• Founder of Safe Haven, a social enterprise charity that provides homes for the homeless in 

London. 

 

2. Biography of the new Prime Minister  

Rt Hon Rishi Sunak MP, Prime Minister 
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Conservative MP for Richmond (North Yorkshire) since May 2015, re-elected in 2019 with a majority of 

27,210   

 

Portfolio 

The Prime Minister is the leader of His Majesty’s Government and is ultimately responsible for the 

policy and decisions of the government.  

 

Parliamentary Career 

• Appointed Prime Minister on 25 October 2022 following the resignation of Liz Truss on 20 

October 2022.  

• Appointed Chancellor of the Exchequer following the resignation of Sajid Javid in February 

2020; he served throughout the pandemic before resigning in July 2022.  

• First entered the Cabinet in 2019 as Chief Secretary to the Treasury.  

• Supported Brexit in the 2016 EU referendum.  

 

Career before parliamentary term 

• Worked as an analyst for investment bank Goldman Sachs, before becoming a hedge fund 

manager for The Children's Investment Fund Management and working in California’s Silicon 

Valley where he co-founded a large investment firm.  

• Studied at the University of Oxford and undertook an MBA at Stanford University.  

• His father was a GP and his mother a chemist. 

 

3. Biography of new Chancellor  

Rt Hon Jeremy Hunt MP, Chancellor of the Exchequer  

Conservative MP for South West Surrey since May 2005, re-elected in 2019 with a majority of 8,817  

Portfolio 

The Chancellor’s responsibilities cover: fiscal policy (including the presenting of the annual Budget), 

monetary policy, setting inflation targets, ministerial arrangements and overall responsibility for the 

Treasury’s response to Covid-19.  

Parliamentary career 

• Appointed Chancellor of the Exchequer by Liz Truss on 14 October 2022, he was reappointed 

as Chancellor by Rishi Sunak on 25 October 2022. 

• Chair of the Health and Social Care Committee from 29 January 2020 to 16 October 2022. 

• Secretary of State for Foreign and Commonwealth Affairs from 9 July 2018 to 24 July 2019.  
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• Secretary of State for Health and Social Care from 8 January 2018 to 9 July 2018. 

• First appointed Secretary of State for Health in September 2012. 

• Appointed Secretary of State for Culture, Olympics, Media and Sport in May 2010 

• Shadow Culture Secretary 2007 to 2010. 

• Shadow Minister for Disabled People 2005 to 2007. 

Career before parliamentary term 

• Before his election as an MP, he ran his own educational publishing business, Hotcourses.  

• He also set up a charity to help AIDS orphans in Africa in which he continues to play an active 

role. 

 

4. Other key Cabinet appointments from a health and care 
perspective  

John Glen MP, Chief Secretary to the Treasury  

Conservative MP for Salisbury since May 2010, re-elected in 2019 with a majority of 19,736 

 

Portfolio 

The Chief Secretary to the Treasury is responsible for public expenditure with their responsibilities 

including: spending reviews and strategic planning, in-year spending control, public sector pay and 

pensions, Annually Managed Expenditure (AME) and welfare reform, efficiency and value for money 

in public service, procurement, and capital investment. 

 

Parliamentary Career 

• Appointed Chief Secretary to the Treasury on 25 October 2022. 

• Minister of State (Economic Secretary) to the Treasury between 17 September 2021 and 6 July 

2022. 

• City Minister between 9 January 2018 and 6 July 2022. 

• Economic Secretary to the Treasury between 9 January 2018 and 16 September 2021.  

• Parliamentary Under Secretary of State for the Department for Culture, Media and Sport from 

14 June 2017 to 8 January 2018. 

• Parliamentary Private Secretary to Philip Hammond from July 2016 until June 2017. 

 

Rt Hon Oliver Dowden MP, Chancellor of the Duchy of Lancaster  

Conservative MP for Hertsmere since May 2015, re-elected in 2019 with a majority of 21,313 
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Portfolio 

Responsibilities include: driving delivery of Government’s priorities including oversight of the Prime 

Minister’s Delivery Unit, equalities including oversight of the Government Equalities Office, oversight 

of all Cabinet Office policy issues, oversight of civil contingencies & resilience including COBR, 

oversight of borders and migration, oversight of honours, propriety and ethics, and public 

appointments. 

 

Parliamentary Career 

• Minister without Portfolio, Cabinet Office between 15 September 2021 and 25 October 2022. 

• Secretary of State for Digital, Culture, Media and Sport between 13 February 2020 and 15 

September 2021. 

• Paymaster General and Minister for the Cabinet Office from 24 July 2019 to 13 February 2020. 

• Parliamentary Secretary at the Cabinet Office from 9 January 2018 to 24 July 2019. 

 

Rt Hon Michael Gove MP, Secretary of State for Levelling Up, Housing and 

Communities 

Conservative MP for Surrey Heath since May 2005, re-elected in 2019 with a majority of 18,349 

 

Portfolio 

Strategic oversight of the department’s business. 

 

Parliamentary Career 

• Appointed Secretary of State for Levelling Up, Housing and Communities and Minister for 

Intergovernmental Relations on 25 October 2022. 

• Secretary of State for Levelling Up, Housing and Communities between 15 September 2021 

and 6 July 2022. 

• Chancellor of the Duchy of Lancaster from July 2019 to September 2021. 

• Minister for the Cabinet Office from February 2020 to September 2021. 

• Secretary of State for Environment, Food and Rural Affairs from June 2017 to July 2019. 

• Lord Chancellor and Secretary of State for Justice from May 2015 until 14 July 2016. 

• Government Chief Whip and Parliamentary Secretary to the Treasury from July 2014 to May 

2015 

• Secretary of State for Education from May 2010 until July 2014. 

• Shadow Secretary of State for Children, Schools and Families from 2007 to 2010. 

• Shadow Minister for Housing from 2005 to 2007. 
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5. Press statements 

NHS Providers responds to appointment of Rishi Sunak as Prime Minister 

 

Welcoming the appointment of Rt Hon Rishi Sunak MP as prime minister, the interim chief executive 

of NHS Providers, Saffron Cordery said: 

 

“NHS trust leaders don’t need any more political and economic upheaval and uncertainty.  

They’ve been getting on with their jobs managing major waiting lists and spiralling demand while 

grappling with record levels of workforce shortages. They have been working tirelessly to deliver their 

side of the bargain. We are asking the new prime minister and his government to deliver theirs and to 

focus on the major and mounting concerns affecting health and care, described just last week as 

‘gridlocked’ by the independent regulator.  

 

“We need decisive action to tackle funding for public services that is diminishing daily due to soaring 

inflation, the cost of pay awards not fully funded by the government, and cuts in funding to deal with 

the ongoing costs of Covid-19. We need bold steps to tackle the key challenges facing the NHS and 

social care, including severe staff shortages, treatment backlogs, NHS funding and social care reform. 

And we need delays to the government's commitment to build 40 new hospitals by 2030 to stop. It’s 

vital we have decisive action to improve the condition of the wider NHS estate, which is putting 

patient and staff safety at risk and undermining the productivity of services. 

 

“Trust leaders know tough times and difficult decisions are ahead. But enforcing further efficiencies or 

raiding capital budgets to make up for shortfalls in NHS funding is not the answer. There is a very real 

risk this could further delay access to treatments at a time when trusts are doing everything they can 

to navigate these challenges. 

 

“We are urging the new prime minister and his government to work with leaders across the NHS and 

social care to find solutions.” 

 

NHS Providers response to the appointment of Jeremy Hunt as Chancellor of the Exchequer and 

Steve Barclay as Secretary of State for Health and Social Care 

 

Responding to the appointments today of Secretary of State for Health and Social Care and 

Chancellor of the Exchequer, NHS Providers' interim chief executive Saffron Cordery said: 
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"NHS trusts are looking to the health and social care secretary to bring steady leadership and 

direction as pressure continues to pile upon acute, mental health, community and ambulance 

services. 

 

"Top of Barclay's priorities must be tackling severe workforce shortages with a long-term, fully costed 

and funded national plan to secure for the NHS the staff it desperately needs. Without it, existing staff 

will continue to work under immense pressure, waiting lists will get longer and patient care will suffer. 

 

"And with another major government economic announcement just days away, ministers must 

address serious issues including the effects of the soaring cost of living on NHS workers and sky-high 

inflation eating into already stretched NHS budgets. There is also the cost to the NHS of the 

government's decision not to fully fund staff pay awards, and the damaging delays to the New 

Hospitals Programme and capital funding to improve safety for patients and staff. 

 

"Underfunded social care needs more support and urgent reform too, not least to free hospital beds 

by supporting more patients to complete their recovery at or closer to home. 

 

"We urge the prime minister, chancellor and health and social care secretary to work together closely 

and with trust leaders to help the NHS cope with what threatens to be its toughest ever winter and to 

give patients first-class care." 

 

6. Appendix – Full list of Cabinet appointments  

Cabinet ministers 

Prime Minister, First Lord of the Treasury, Minister for 

the Civil Service 

Rt Hon Rishi Sunak MP 

 

Deputy Prime Minister, Lord Chancellor and 

Secretary of State for Justice 

Rt Hon Dominic Raab MP 

Secretary of State for Health and Social Care  Rt Hon Steve Barclay MP  

Chancellor of the Exchequer Rt Hon Jeremy Hunt MP  

Secretary of State for Foreign, Commonwealth and 

Development Affairs  

Rt Hon James Cleverly MP 

Secretary of State for the Home Department Rt Hon Suella Braverman MP 

Secretary of State for Defence Rt Hon Ben Wallace MP  

Secretary of State for Levelling Up, Housing and 

Communities 

Rt Hon Michael Gove MP  
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Chancellor of the Duchy of Lancaster, Minister for 

Intergovernmental Relations and Minister for 

Equalities 

Rt Hon Oliver Dowden MP 

Secretary of State for Business, Energy and Industrial 

Strategy 

Rt Hon Grant Schnapps MP 

Secretary of State for International Trade, President 

of the Board of Trade and Minister for Women and 

Equalities 

Rt Hon Kemi Badenoch MP  

 

Secretary of State for Work and Pensions Rt Hon Mel Stride MP  

Secretary of State for Education RT Hon Gillian Keegan MP  

Secretary of State for Environment, Food and Rural 

Affairs 

Rt Hon Dr Thérèse Coffey MP  

 

Secretary of State for Transport Rt Hon Mark Harper MP 

Secretary of State for Northern Ireland Rt Hon Chris Heaton-Harris MP  

Secretary of State for Scotland Rt Hon Alister Jack MP  

Secretary of State for Wales David TC Davies MP  

Leader of the House of Lords, Lord Privy Seal Lord True CBE  

Secretary of State for Digital, Culture, Media and 

Sport 

Rt Hon Michelle Donelan MP  

 

Minister without Portfolio and Co-Chair of the 

Conservative Party 

Rt Hon Nadhim Zahawi MP 

Also attending Cabinet 

Chief Secretary to the Treasury John Glen MP  

Parliamentary Secretary to HM Treasury (Chief Whip) Rt Hon Simon Hart MP  

Leader of the House of Commons, Lord President of 

the Council  

Rt Hon Penny Mordaunt MP 

Attorney General  Victoria Prentis MP  

Paymaster General and Minister for the Cabinet 

Office 

Chris Philp MP  

Minister of State (Minister for Veterans’ Affairs)  Rt Hon Johnny Mercer MP 

Minister of State (Minister for Development) in the 

Foreign, Commonwealth and Development Office 

Rt Hon Andrew Mitchell MP 

Minister of State (Minister for Security) in the Home 

Department 

Rt Hon Tom Tugendhat MBE MP 

Minister of State (Minister for Climate) in the 

Department for Business, Energy and Industrial 

Strategy 

Graham Stuart MP  
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Minister of State (Minister without Portfolio) in the 

Cabinet Office 

Rt Hon Sir Gavin Williamson CBE MP 
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Building a Learning & 
Improvement System for our 

Integrated Care System

A virtual event held as a follow up to the first meeting of our learning 
and improvement community, held on 21st September 2022

2nd November 2022

‘Being the Best at 

Getting Better’

A report of the inputs and outputs of the event
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What this report is about 

This report is:

• A collection of inputs and outputs of the session put 
together by a volunteer writing group from across the 
system 

• A record of the session

• A collection and documentation of the considered thinking 
and rich discussion of the attendees 

• Relevant and important information 

• A starting point in our aim as an integrated care system to 
“be the best at getting better” 

This report is not:

• A running commentary 
or analysis of the 
session

• A summary 

• A document outlining 
decisions, priority focus 
areas or a definitive 
action plan
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‘Wherever you are, whatever you do, whatever your role is, we all have a 

vested interest in the North East and North Cumbria and care deeply 

about it.

How brilliant we can come together 

virtually on a platform like this and how 

far we've come in the virtual world!

We developed a mission as a learning and improvement community, we 

want to be the best for people who use our services and for the whole 

population. Our co-created aspiration is to be the best at getting better.

If you are the best and getting better, there is always more that we can 

do for our people, including our workforce and colleagues, we know the 

link between feeling valued, feeling a sense of belonging and feeling 

able to lead change and we know the impact that this has on better 

outcomes for the people we support and serve. 

If we create conditions to be able to come together and prioritise that 

aspiration, and acknowledge that there is always room for improvement, 

don’t re-invent the wheel, celebrate the good work but share when things 

haven’t gone so well, facing up to difficulties, then we will see the benefit.

What unites us is wanting the best for the people in our communities that we 

are in service to, and here to support. Today is about how we do that 

together.

More often that not there is more that unites us than divides. If we can use 

the power and wisdom in this network, we will do more, better, faster for 

the people we serve. We need to work this out together, it can’t be 

imposed. 
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Overview, Purpose, Agenda

Together…

building our 

learning and 

improvement 

community

‘Great to see such a mix of people 

joining us this afternoon’

‘This is not a sit and listen 90 minutes 

– this is an active session to take 

things forward, looking at the big ideas 

from 21st September and establishing 

the opportunities.’

Session co-chaired between Suzanne Hamilton, 

Head of Improvement and Development -

Cumbria Learning and Improvement 

Collaborative and Helen Bevan, Strategic 

Advisor.
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We asked people: where do you spend most of your 
time?

• Our ICS covers a very wide geography but every area was 

represented at the event (poll results)

• There were some comments that Tees Valley has less 

personnel

• This reflects the attendance at the first event

• The event had a wider representation as it was more 

accessible online
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We also asked participants how confident they were about 
the ability to engage people for improvement and build a 
learning community for improvement in the North East and 
North Cumbria? (poll results)

• To the right of the curve in comparison to 

previous event, demonstrating a higher level of 

confidence  

• More confident than in the previous September 

session but still room for improvement
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We broke into small groups to discuss “what unites us?”

Making connections – What can we share, what can we learn… 

Common sense of purpose - to do 

the best we can for all the patients 

we serve

We may speak different languages 
but as a collective we are here for 
patients with the core aim of 
providing the best care for patients

Our shared passion is to improve the 

health of the North East population and 

reduce inequalities. Better outcomes for 

people in our community.

An opportunity to collaborate for 

good health in NENC.

"Opportunity to level up across the 

system for our patients"

We have a strong regional identity

Patients, community, will and 

determination

To grab the opportunity to make 

things better

The desire to change something 

and to do better in the North East 

and North Cumbria.

Connecting with other people who 
want real change, not just more 
post it parties or pointless 
consultations. 

REAL systems working.

Better outcomes for the people 

in our community

Output from small groups: Page 1
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Commitment to people is in our DNA here in 

the NENC - learning together - stealing with 

pride - strong clinical leadership

Relationships, passion, beautiful 
geography

Multi-professional diversity at every level 
from executive to frontline. Gathering 
around quality and safety of care, both 
improvements and challenges. Working 
partly at place and partly across the ICS 
area.

People, including children and young people, 

passion, geography and making a difference

We all care for, and want to improve, 

our health and care system for our 

population

A real passion for making things better 

across the whole region where everyone 

benefits

Wanting to do the best for the 
people we serve

An interest in change for 
improvement and better outcomes for 
people via a system wide integration

Drive to meet health needs of local 

population, wanting to ‘get it right’, move 

towards equitable services

Getting good outcomes for patients and 

working across organisational 

boundaries to achieve these outcomes

We wanted to keep it 

simple....to make things 

better

A passion for the system, 

health outcomes and the 

need to support those across 

our area

We broke into small groups to discuss “what unites us?”

Output from small groups: Page 2
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Supporting our citizens in their self-care, to avoid becoming 

patients.  For our patients, we aspire to drive efficiencies and 

delivery of quality services, to achieve excellent population 

health management.

Willingness and enthusiasm to make a change, despite 
different backgrounds and roles 

What unites us is wanting to do the best for people 

and that being part of the community that we serve 

really drives us.

Commitment to do things differently

The desire to combine things to be more effective, 

streamlining services and being less disjointed, using 

digital interoperability across different systems.

Help people to lead happy and fulfilled lives

Here to serve and make a difference to the 

populations we serve.

Improving health inequalities for BAME Communities

A real buzz, passion to do the right thing for people 

We are united by an interest in change for improvement and 

better outcomes for people via a system wide integration

We broke into small groups to discuss “what unites us?”

Output from small groups: Page 3
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Next, Sam Allen talked passionately about our 
opportunity in her keynote address 

Commitment to the 

people is in our DNA!

Our core focus is 

improving lives

We need to use our 

resources wisely, use 

every bit of the 

system efficiently

We can only “be the best at getting 

better” if we all come together.

Our integrated care partnership is the 

way we work together as partners 

across our community using all of our 

strengths and assets.

We all have a role to play: we need to 

challenge ourselves to come out of 

our silos, connect and value each 

other as equals and support each 

other. 

We have lots to do to make sure that 

everyone has fair access to services 

and good outcomes, we need to start 

putting people at the centre.
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Sam Allen: Why we are here – keynote address 

We seek to improve outcomes for people in 

the North East and North Cumbria across 

all four dimensions of the “Quadruple Aims”

In order to achieve our ambitious goals, we need to work 

together, with an “outward mindset”
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1. Convenor: creating spaces where people can come together to learn and share and 
influencing people to take part

2. Choreographer: bringing diverse people together, building bridges between their different 
worlds and co-ordinating combined action

3. Co-producer: ensuring that people who use services, families and those working  at the 
point of care are true partners in making change

4. Connector: helping people make links with each other, within the system and beyond

5. Capability-builder: supporting people to use proven methods and data for making and 
spreading change

6. Clarifier: helping people make sense of the changes from their own perspective and 
reducing ambiguity

7. Coach: providing support and mentoring to help guide and steer change 

8. Community-builder: building a shared purpose and a sense of “us” 

Source: adapted by Helen Bevan from the work of  John Bessant

The Integrated Care System as a System Convenor
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Aejaz Zahid, our Excutive Director of Innovation, 
outlined why learning systems matter

 They lead to successful adaption and embedding new pathways and 

models of care

 They are critical for enabling locally led change 

 Learning systems create the capability to learn and improve from within 

 Over time, growing our system for continuous improvement has the 

potential to achieve more than a series of centrally held initiatives

 A general acceptance at a national level that building a culture of 

continuous learning and improvement is essential for improving quality, 

efficiency and effectiveness

 Our ability to learn, and learn faster, has never been greater

“A learning system is way of describing a team, provider or set of providers in the health and care system that has developed 

the ability to learn from its own delivery of routine care and improve as a result. At its most fundamental system comprises a 

set of activities and assets that enable continuous learning and improvement of services”  - Tim Horton et al 2022

“Being the best at getting better ”
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The journey so far: higlights from Aejaz Zahid
21st September 

Over 180 people attended from across the system on 21st September to contribute to the learning and 

improvement community membership

Our aims and achievements for the day were:

 Mobilise people from across North East and North Cumbria who can contribute to achieving our 

system goals for health improvement;

 Create the founding membership of our NENC learning and improvement network;

 Enable “boundaryless” learning across the NENC; making 

connections and sharing data and learning - across 

geographical, system, organisational and sector 

boundaries;

 Acknowledge and celebrate the existing strengths and 

assets of our system for learning and improvement;

 Create energy, build insight and work together as a 

system;

 Agree actions to co-create the future.
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What we did on the day: higlights from Aejaz Zahid
1. A table host from the world café session summarized three key points from their discussions, Everyone wrote an idea on 

a card in response to the question: “What should we discuss this afternoon if we are to be the best at getting better?”

2. We ran five rounds of swopping and scoring to identify the highest scoring ideas

3. We created 19 tables for “open space” discussions 

The topics were determined by the participants in the 25:10 activity earlier and people went to the table of their choice

4. Each table completed a template and identified a “big idea” for action

5. We created a gallery of all the templates from the open space conversations and we carried out a “dotmocracy” exercise 

to identify the best ideas 

6. We identified the highest scoring ideas from ‘dotmocracy’

Topic Score

CAMHS crisis support / waiting times 73

Collaborative leadership – what does it look like?  How do we do it efficiently? 69*

Shifting the balance from treatment to prevention 65

How do we share learning and join up what we are doing as a system? 56*

Social care workforce, how do we influence the care market and impact patient flow 51

Workforce retention and wellbeing 51

Safe transfer / discharge out of hospital 50
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Three colleagues who attended the learning & 
improvement sysytem event on 21st September 
shared their reflections…

Professor Sir Liam Donaldson, Chair of the North East and North Cumbria Integrated Care Board 

‘I’m still buzzing….we’ve captured something really good and we need to hold on to it’.      

We need to think about:

• How do we move beyond our aspiration and integrate our proposed improvements into ICB priorities and resource them?

• How do we mainstream quality improvement, expanding our network as ‘culture carriers’? And should we be integrating 

improvement with our approach to patient safety?

• Could we do quality improvement at scale to tackle some of our big strategic issues?

• Should how we operate include phone a friend function to connect those who are struggling to improve with advice and 

support?

Shienaz Stansfield, Managing Partner at Oxford Terrace and 

Rawling Road Medical Group

We sometimes hide our ‘light under a bushel’, we do amazing 

work but don’t always share the learning and improvement

We need to build relationships across a common purpose with 

our communities and take mutual accountability

Dr Alice Wiseman, Director of Public Health, Gateshead 

Council

If we have humility we will recognize that we can always get 

better.

We need to start with what connects us.
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Priority areas for breakout room discussions –
participants were asked to choose a room 

1. Waiting times and crisis support for child & adolescent mental health services

2. Collaborative leadership across the system

3. Shifting from treatment to prevention

4. Sharing learning and joining up the system

5. Social care workforce – influencing the market and impacting patient flow

6. Workforce retention and wellbeing

7. Safe transfer and discharge out of hospital

What are the opportunities?....
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Big idea: Organise an urgent MH summit for CA and YA MH needs - beyond the usual 

suspects

1.  The themes and issues we discussed were…
● A Summit would be really valuable to get people to come together to discuss issues & seek 

solutions

● Whole system funding - moving funding to the best places 

● Getting the right people in the room including people from local schemes

● It’s a systemic issue - all of our business and all of our responsibility

● We need to work collectively to challenge traditional thinking and ways of doing things -

being innovative and collaborative 

● Silos within children services - inequity accessing the service they need and reaching crisis 

before support is available.

● Challenges around finding out the right information to support individual need - where are 

the local resources? How do people find the information no central point to access

2. The insights we had were …
● Schemes are in place but in small pockets - how do we spread and share, scaling up 

the schemes 

● Co-production is essential 

● Where there are comorbidities we need to work more collaboratively to ensure safety 

across all 

● Data is essential - what’s our current state in terms of need and making sure we 

measure what we need to change 

● Recognition that there are unique needs but a real lack of standardisation about 

CAMHS especially as this would lead to equity 

One big theme from our discussion in a sentence: 

It’s a systemic issue - all of our business and all of our responsibility - make every contact count 

Room 1: Times and crisis support for child and 

adolescent mental health waiting services

Big idea: Define a set of behaviours and a system promise , or a 

leadership charter, to work together in the best way for our 

service users 

1.The themes and issues we discussed were …
● Do things once and together, what do we do at a local level to make us more broader 

across the system?

● Lots of groups feel hierarchical, how do we encourage people to come together 

regardless of grade

● Need vision and passion, what connects us collaboratively? 

● Leadership development - number of opportunities to get involved, listening a lot more, 

learning environment makes it much easier, how do we do that?

● A must to include wider primary care 

● Lived experience - need to engage more with the community - best use of all the “voices”

● Clear permissions to engage and active to promote this in own organisations across ICS

2. The insights we had were …
● This is core business - not a bolt on - essential part of business not a nice to have

● Leadership at all levels is key - look beyond formal leaders

● Challenge of being managed from beneath and what this means? 

● Role as leader - need to empower others and have the conversations across the 

system - “convener”

● Collaborative leadership across the system is ambitious, ICS is in a unique 

position to reduce barriers, overlaps and a lot of duplication 

● Can we give it a go….

One big theme from our discussion in  a sentence:  

This sounds simple but it won’t be easy, really keen to give it a go, will mean some fundamental changes 

Room 2: Collaborative leadership across the system  
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Big idea: I’ve the power and resource to communities/citizens to design and implement health 

improvement solutions (stop stuff happening) 

1. The themes and issues we discussed were …
• Need to be clear what we mean by prevention.  In NHS terms it is services.  How do we put solutions 

back into communities?

• ICOS - Not really asked to deliver something.  Shouldn’t just depend on how large organisations 

are/how much money they have. Shift of power and resources needed. Ref Eastern European 

Women Survey -https://sure.sunderland.ac.uk/id/eprint/13971 /Part 2 (Qualitative findings: Focus 

groups and interviews https://sure.sunderland.ac.uk/id/eprint/14580/

• How do we as an ICS change the systems so that preventative measures like screening are more 

accessible

• Engaging with communities and citizens at strategic level is difficult

• Room for improvement in Integrated Care Strategy

• Talking to patients will give us much more information about prevention

• Physical AND mental health prevention - transforming community services to a model that is 

community based and lead.  What are the resources in the communities?

• Not just about the bad stuff

2. The insights we had were …
• Some groups are excluded from mainstream provision - how to we get out preventative measures 

to these groups?

• Culture change is needed - message coming through from colleagues regarding meaningful 

engagement with local communities is that it could be better - we need to talk to our communities, 

work with them and co produce

• In planning future events and engagement activities - we should be included communities in the 

development of this and co producing - clearly accessible

• Not just about stopping the bad stuff - also encouraging the flourishing!

• Inviting people to think about their physical and mental health and the earliest opportunity -

investing in this area

• Trauma informed care and decision making important - a trauma informed awareness campaign 

across the region would be a good starting point - NESS have some great resources which could 

support us with this.

• Co-production toolkit available at CLIC website 

One big theme from our discussion in  a sentence:  

Putting our communities at the heart of our activities; identifying different partnership working opportunities and to move to a model of co production -

walking the walk (and talk)

Room 3: Shifting from treatment to prevention

1.  The themes and issues we discussed were …
• What are we doing as a system? More connectivity, co produce common solutions

• Share knowledge and skills. Assets mapped by AHSN

• So many assets out there - use NHS Futures to keep things in one place

• Repository of tools and examples of what tools to use in what situation

• How do we give natural communities the ability to spread learning - not just about tools but also 

the relational elements

• Use the existing evidence base to inform decision making

• Make any system accessible to non NHS partners

• How can we make it more accessible for non NHS people? What language do we use?

• Stories are very impactful - real drivers for change

• Do a few things well and learn from those

2. The insights we had were …
• There’s a lot of resource out  there, how do we decide what we use and where can we 

find it.

• Don’t reinvent the wheel

• Always remember the people who are outside the NHS

One big theme from our discussion in  a sentence:  

There is a huge amount of resource out there that we need to keep in one place and make it accessible to all partners, make our learning 

enjoyable and engaging

Room 4: Sharing learning and joining up as a system
Big idea: Develop the ICB as a system convener to facilitate a learning network 

community and create infrastructure & resources for learning
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Big idea: The ICB/ICS to be accountable for a joint health & care taskforce that delivers a 

strategy covering funding,   procurement and innovation in workforce 

1. The themes and issues we discussed were …
• Defining the social care workforce - focus on new workforce

• Wider sector to be specialists again

• Social Determinants of Health and Wellbeing

• Support for unpaid carers  

• People spending more than 100 days in hospital 

• Domiciliary Care challenges

• Community development approach to encourage people into the 

workforce

• Make the work an attractive career proposition

2. The insights we had were …
• Dwindling workforce

• Create a new workforce to focus on the social determinants

• Not necessarily social work

• Not paid enough - Needs to be a decent funding package to support

• Pay structure that mitigates tax & benefit issues

• No Medicalising some of the interventions

• Biggest ICB needs to influence govt

• Draw from people who have lived experience of needs

One big theme from our discussion in a sentence:  

Make social care work an attractive career proposition and reduce barriers to entry

Room 5: Social care workforce  

Big idea: Develop a framework for making workforce sharing possible – making it easy and 

making it happen across health and social care 

1.The themes and issues we discussed were …
• Providing apprenticeships for healthcare. Moved up to leadership positions 

• Areas over subscribed - move staff across in a quicker way

• Workforce retention is about staff wellbeing

• Skill passports transfer across organisations? 

• Recruitment checks

• Mirror across all areas - differences and different frameworks

• Recognising the signs of burnout and acting sooner rather than later

• Large number of providers - workforce sharing can be challenging

• Social care workforce - concerns around wellbeing and retention. Salary sometimes the reason. 

Career structure across healthcare and social care

• Career opportunities

• Feeling of belonging

• Work experience programmes, see career options

2. The insights we had were …
• Project in South of the patch - 3 trusts looking at how to better share (occupational health, 

health & wellbeing) *happy to share info*

• Framework in place. System to provide support to enable existing frameworks to work 
more effectively. E.g. aspire to working more closely with local authority colleagues. 

Really good relationships already with health Preceptorship, apprenticeship, overseas 

recruitment. Challenge - monies

One big theme from our discussion in a sentence:  

Career opportunities - apprenticeships, work experience programmes, career structure 

Room 6: Workforce retention and wellbeing  
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Big idea: Develop real 7-day multi-agency collaborative working for patient 

pathways out of hospital

1. The themes and issues we discussed were …

• No forum to have conversation with the right people around the table

• More than just hospitals struggling with discharge

• Not all patients are being discharged but going hospital to hospital

• Roles of VCSA

• Massive workforce challenges - right skills, right people

• Capacity to do the MDT assessments

2. The insights we had were …

• Hospital discharges impact other organisations i.e. hospices

• Repatriation into hospital for specialist units

• Allied health professional in primary & secondary care and the skills 

they bring 

• Risk management to facilitate discharge

• Patient voice

• Mental & physical health joint agenda

• How discharges happen during the day - they can all come at once, 

resources can be a challenge and creates issues

• VCSA can support people in their transition home

• Recognition and value of carers in the community 

● Care homes are just as much a part of the NHS family 
One big theme from our discussion in  a sentence:  

Involving a multidisciplinary approach to care planning in discharge, with recognition of complementary skills of allied 

healthcare professionals across the system

Room 7: Safe transfer/ discharge out of hospital
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We re-ran the poll asking how confident participants 
felt in our ability to build a learning community

Poll from the start of the day Poll from the end of the day Ite
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Sam Allen 

Chief Executive, North East and North Cumbria Integrated Care Board 

We closed our event with inspiring remarks from 
Sam Allen

‘Thank you for joining us! I am sensing an appetite to continue to improve and meet our 

ambition to be the best at getting better. We can only do that if we work together.’

‘You are joining our Learning and Improvement Network… I ask that you talk to people 

about it and give us your feedback.’

‘We have done deeper work on our priorities today but what now?’

‘There are things that we are doing already and that we can do tomorrow… we are 

committed to making practical change that we measure and taking our priority areas 

forward.’
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Closing comments from the chat

I think we would be really 
missing a trick if we 

didn't have the 'phone a 
friend' option to help 

areas that are struggling

Thanks for the 
opportunity to 
contribute and 
listen. Really 
helpful and 
energising.

An energising and inspiring 

session, thank you We all need a problem 
solving mindset and 
everyone needs 
practical day to day 
skills and toolkit to be 
able to design and 
solve these things 
when we convene

Looking forward to 
moving forward with 
everyone

Thanks for a great 

afternoon - lots of 

positive energy!

Thanks all, great to hear 
the good work going on 
and to start to share :)

Thanks everyone, 

great community 

spirit

Thank you everyone -

I am brand new to this 

area of work and 

today has been really 

insightful :)

Thank you - I am really 

motivated to be part of the 

CAMHS Waiting Times priority

Thank you 

for hosting 

a fantastic 

session
Lovely 

afternoon 

Lots to reflect 

on...  take this 

back to our 

teams and do 

something 

different

Ite
m

 4
a 

A
pp

en
di

x 
d 

-
20

22
11

02
 N

E
N

C

Page 89 of 412



This report was produced by your volunteer learning community writing team.

Thank you
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NENC – Population overview
January 2022

Developed in partnership: NECS and OHID

Official

FINAL v2
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2

NENC ICS

Content
Head

1. Health and Care Headlines for NENC 
ICS

2. If NENC ICS was a Village of 1000 
people

3. CORE20+5 framework

4. Focus areas:
• Deprivation
• Life Expectancy
• Population projections
• Maternity & Best Start in Life
• Chronic Respiratory Disease (COPD)
• Cardiovascular Disease (CVD)
• Cancer
• SMI
• Wider Determinates
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3

NENC ICS Headlines

• Approximately 33% of our population live within the most deprived deprivation deciles with 
almost 17% of under 16's living in low-income families

• The absolute life expectancy gap between the most deprived and the least deprived areas within 
the NENC is between 7 (Female) and 9 (Male) years.  Life expectancy at birth for both men and 
women in NENC is lower than the England average.

• The population in NENC ICS is rising at a lower rate than the National average. Between 2020 
and 2040 the population is expected to increase by approximately 2.5% as compared to 8.2% for 
England. Variations exist across the age bands.

• Although the rate of still births and perinatal mortality in the NENC is similar to the national 
average, many indicators (smoking at time of delivery etc) relating to maternity are significantly 
worse. It is possible that these factors go onto affect life course rather than imminent outcomes.

NENC Primary Care data 21/22 and SUS data - variance to be expected from ONS estimates due to data timeframes.
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4

NENC ICS Headlines

• The NENC have a significantly higher rate of under 75 mortality from respiratory disease.

• 83 people from every 100,000 in NENC will die of cardiovascular disease before the age of 75 
years. This is 10 more people in the NENC than expected nationally.

• Cancer screening and treatment referral rates in NENC are generally higher than the national 
average but the outcomes (mortality) for the population are worse.

• 93% of those with a recorded diagnosis of serious mental illness (SMI) within the NENC have 
received an annual review with their GP but we know that lifestyle risk factors and side effects of 
prescribed medication results in greater health risks for these individuals

• The social, economic and environmental factors which impact on people's mental and physical 
health (wider determinants) plays a key role in reducing health inequalities.  As an example, for 
NENC the overall rate of violent crime is statistically higher than the national average which 
impacts directly on populations and health service provision.

NENC Primary Care data 21/22 and SUS data - variance to be expected from ONS estimates due to data timeframes.
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5

NENC Primary Care data 21/22 and SUS data - variance to be expected from ONS estimates due to data timeframes.
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6

If the NENC ICS was a Village of 1000 people ……. Demographics

If the ICS was a village of 1,000 people, 330 would be classified as deprived and 127 affluent. 

More than three quarters of the village would be White and we wouldn’t know about the ethnicity of 150 people. This lack of knowledge could 
potentially impact upon the appropriate care being delivered within the village given the variation in health needs and outcomes based upon ethnicity.

There would be slightly more females than males overall and 270 people would be aged 60+. 

In 20 years time it is forecasted that this village will increase by 25 people. Other Villages will increase by 80. The population growth in this village will 
be partially attributable to the lower life expectancy and higher mortality rates for a range of conditions.

NENC Primary Care data 21/22 and SUS data - variance to be expected from ONS estimates due to data timeframes.
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If the NENC ICS was a Village of 1000 people ……. Lifestyle

Approximately 70% (525) of adults within the village would be classified as “physically active”. 188 Adults would be “physica lly inactive” with 79 
reporting increased weight. 

142 people would be a current smoker and 1 in every 1,000 pregnant women would continue smoking through pregnancy and would still be smoking 
at the time of delivery.

9 Emergency Admissions a year from the village would be for alcohol related conditions. This could be 9 people once per year or one person 9 times 
per year. COVID has pushed alcohol consumption “indoors” and more people are drinking more frequently at home in the village leading to potential 
issues linked to alcohol harms in the future. 

37 Children would be living in low income families! Only 61 children would be physically activity, 14 would be overweight (including obese). 

NENC Primary Care data 21/22 and SUS data - variance to be expected from ONS estimates due to data timeframes.

Ite
m

 4
a 

A
pp

en
di

x 
e 

-
N

E
N

C
 P

op
ul

at
io

n

Page 97 of 412



8

If the NENC ICS was a Village of 1000 people ……. Risk Factors

159 people would have Hypertension. This is the second largest area of demand within the village behind physically inactive adults. 12 people would 
be diagnosed with heart failure and 23 would experience a Stroke or TIA. The outcomes for those with cardiovascular conditions will be worse for 
those in the poorer areas of the village resulting in deaths 9 years before those in the affluent areas.  

The third largest area of need for the village is depression with 113 adults living with this mental health condition. The number of adults with 
depression in this village is four times the number of people with COPD, AF or Frailty.  One person in this village will commit suicide every 10 years*. 

There will be 19 Emergency Admissions to hospital from this village each year, one of those will be as a result of a hip fracture in the older age 
groups. 23 people are severely frail and require additional support, it is likely the hip fracture admission will be one of these people.  

Cancer will affect 35 people, most will received early diagnosis but will still experience worse outcomes than other villages, especially in the areas 
classified as deprived. 

NENC Primary Care data 21/22 and SUS data - variance to be expected from ONS estimates due to data timeframes.
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The CORE20PLUS 5 
framework has been 
used to develop the 
following slides.  
These slides provide the 
ICS with baseline 
information from which 
we are building our 
approach to tackling  
Health Inequalities. 
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High level overview of the NENC population

Index of deprivation 2019 (population by quintile) by Lower Super 
Output Area (LSOA)

© Crown copyright and database rights 2019 Ordnance Survey 100016969. DCLG 2019

As highlighted by the Village of 
1,000 many people within NENC 
reside within the most deprived 
areas. Those pockets of deprivation 
are scatted across the footprint in 
various locations shown on the map 
(left). 

The factors contributing to 
inequalities across NENC include; 
income deprivation, rural 
disadvantage, children living in 
poverty and employment and 
access to training, plus many more. 
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Life expectancy at birth for both women and men for this ICS in 2018-20 was lower than the England average, with a value of 81.62 
years and 77.72 years respectively. Population weighted estimates for healthy life expectancy at birth were also lower than the 
England average at 59.73 for women and 59.78 for men meaning people in NENC become less healthy about 4 years earlier than the 
national average.

The absolute life expectancy gap between the most and the least deprived areas within NENC is between 7 (Female) and 9 (Male) 
years. This means that those in the most deprived areas died (on average) 7 or 9 years earlier than those in the least deprived areas.

Based upon analysis undertaken by PHE (now OHID) for 2015-2017, shows almost half of this inequality gaps was attributable to 
Circulatory Disease and Cancer. This varies by locality.

Life expectancy
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Population projection

The population is expected to change from an estimate of about 
3,008,913 in 2020 to a predicted  3,083,464 in 2040, an increase of 
2.5% (about  74,551 people). This is compared to an increase of 8.2% 
for England. The largest increases can be seen in the over 65s. 
Decreases can be seen in those aged 5 to 10 and 50 to 64. 

Based upon analysis undertaken by PHE (now OHID) for 2015-2017, 
almost 70% of the life expectancy gaps was attributable to individuals 
aged 40-79. This means a considerably greater proportion of people 
within the most deprived quintiles die aged 40 – 79 than within  the 
least deprived. 

The population in NENC is rising at a lower rate than the National 
average. The largest increase is reported for those aged 65+. This does 
not reflect the number l iving without chronic disease or disability free, 
it could highlight a future demand for an aging population with 
additional disease management needs. 
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Secondary Care Resource Usage for high risk cohort

Using information from the previous slides relating 
to the life expectancy gap, we can look at the 
unplanned secondary care activity for the identified 
age group and gender residing within the top 20% 
most deprived areas.

Males aged 45 – 74 accounting for 53,000 
unplanned admissions or attendances, potentially 
dying 9 years sooner than their demographic 
counterparts in the least deprived areas. The 
equivalent within the least deprived accounted for 
8,000 hospital admissions or A&E attendances.

The cohort within the most deprived quintile is 
primarily identified as falling in the Adults (aged 15-
74) with 1-3 long term conditions category. 60% had 
lifestyle issues and the most prevalent reason for 
accessing unplanned care were; Diseases of the 
cardiovascular system, Gastrointestinal, Respiratory 
and Trauma and Injury. Only 32% of  those in the 
least deprived areas have lifestyle issues (high BMI, 
alcohol / substance abuse, current smoker) 
recorded.  
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Maternity and 

Best Start in Life

The information on this slide is taken from the recently conducted 
Maternity Health Equity Audit. Although NENC have a still birth and 
perinatal mortality rate similar to the national average, the ICS has been 
identified as an outlier for numerous indicators aligned with maternity care 
and best start in l ife.

Multiple sources, including MBRACE perinatal mortality report highlights 
BAME and deprivation as two factors which lead to a greater proportion of 
negative outcomes. These inequalities start as early as pregnancy planning 
and initial booking appointment (see data left).  
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Chronic Obstructive Respiratory Disease (COPD)

North East and North Cumbria

Value Age range Period Min Eng Max Method Source

England
average

England 
low est ICS

England
highest ICS

low est 25% 
of ICSs

highest 25%
of ICSs

Chosen
ICS

Sig better
than Eng

Sig w orse 
than Eng

Sig higher
than Eng

Sig low er
than Eng

No sig 
calculated

No sig 
difference

NENC have a significantly higher rate of under 75 mortality from 
respiratory disease. 

A considerable amount of unplanned hospital activity (approx. 42,000 
admissions per year) are aligned to Diseases of the respiratory system, 
with COPD highlighted as one of the main contributing factors.

The region has many pathways and specialist services commissioned to 
address COPD and to proactively identify those who many have it. The 
information on the left is taken from the COPD risk stratification 
dashboard which is in place to support clinicians in this task. Although 
looking at the village of 1,000, COPD does not appear to affect as many 
people as other conditions of l ifestyle factors, the condition does 
impact upon the health system and the outcomes for individuals are 
greater in comparison
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Cardiovascular Disease (CVD)

North East and North Cumbria

Value Age range Period Min Eng Max Method Source

England
average

England 
low est ICS

England
highest ICS

low est 25% 
of ICSs

highest 25%
of ICSs

Chosen
ICS

Sig better
than Eng

Sig w orse 
than Eng

Sig higher
than Eng

Sig low er
than Eng

No sig 
calculated

No sig 
difference

83 people from every 100,000 in NENC will die of cardiovascular disease before the age of 75 
years. This is 10 more people in NENC than expected nationally.

An example of the inequalities in cardiovascular conditions within particular populations is 
highlighted in the graph on the left. Approximately 5% more patients with SMI are reported as 
having hypertension. This could be attributable to better diagnosis within this population due 
to structured mandated annual reviews  or it could be as a result of complex life factors and 
medication side affects known within this cohort.

There are an estimated 72,610 individuals with Atrial Fibrillation in NENC with potentially 
16,226 who are currently untreated.   

Case finding
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Cancer

Cancer screening and treatment referral rates in NENC are 
generally higher than the national average but the outcomes 
(mortality) for the population are worse.  2020/21 data does show 
a large reduction in screening activity nationally and NENC have 
followed a similar trend.

Public Health analysis highlights the inequalities in the cancer 
mortality by area of deprivation. It is estimated for every 1000 
people aged 65+ with cancer, 142 within the most deprived areas 
will die compared with 88 in the least deprived. 

Mortality from Cancer <65 – NENC ICSFemales 50-70 screened for Breast cancer in the last 3 years - NENC ICS

Mortality from Cancer <65 – Nationally by deprivation deciles
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Severe Mental Illness

93%
Of patients across the ICS 
with diagnosed Serious 
Mental Illness have an 
annual review with their GP 

The reported outcomes for those with mental ill health across the ICS is 
significantly worse than the national average. 

93% of those with a recorded diagnosis of serious mental illness (SMI) 
receive an annual review with their GP but we know that lifestyle risk 
factors and side affects of prescribed medication results in greater 
health risks for these individuals. 

One example is the rate of smoking within the SMI population. This is 
more than two times the rate seen within the general population.  

Social and economic aspects of a SMI patients life is also a factor with 
less than 15% in employment. This varies across the ICS. 
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Wider Determinants

Hospital admissions for alcohol related violence: directly standardised 
rates (DSRs) by sex and deprivation quintile, North East and North 
Cumbria 2015/16 to 2019/20 

Violent offences 
reported in
North East and Cumbria 
2020/21

107,950 92,277
Domestic violence offences 

North East and Cumbria, reported 

offences in 2019/20

1,848
Hospital admissions for 

alcohol related violence 

North East and North Cumbria, 
admissions in 2019/20

Examples of wider determinants of health and 
inequalities is shown on this slide, using 
Violent Crime statistics to demonstrate the 
link between inequalities and health harms. 

The overarching rate of violent crime within 
NENC is statistically higher than the national 
average. We have broken this down to 
demonstrate how this can impact upon 
distinct populations, health services and areas 
of deprivation. 
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Data Sources – accessed January 2022

• Office of health improvement and disparities (OHID) – NENC Health Profiles

• Office of health improvement and disparities (OHID) – Health Inequality Segment tool 

• https://analytics.phe.gov.uk/apps/segment-tool/

• North England Commissioning Support Unit (NECS) RAIDR Integrated Care Dashboard

• SHAPE ATLAS – Via NENC Maternity Health Equity Audit

• PHE Fingertips (now OHID) Maternity indicators via NENC Maternity Health Equity Audit

• PHE Fingertips (now OHID) Cancer indicators

• Primary Care Quality Outcome Framework (QOF) for Serious Mental Illness

• Cardiovascular risk within the SMI Population 2019 report

• NENC Alcohol Health Care Needs Assessment 2022

Data Sources used
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Contact for further information

• Lisa Dodd (Senior Transformation and Programme Manager - NECS) – Lisa.Dodd@nhs.net

• Kim Teasdale (Head of Analytics - NECS) – KimTeasdale@nhs.net
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Provider Leadership 
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November 2022 Page 1 of 3 

 
 

North East and North Cumbria Provider Collaborative 
 

Update from Provider Leadership Board – October 2022 

 
The purpose of the North East and North Cumbria (NENC Provider Collaborative) is 
to formally bring together all eleven NHS FT providers within the ICS to: 
 

1. Improve the health and wellbeing of people in NENC, with a particular focus on 
improving health inequalities  

2. Optimise the delivery, quality and efficiency of local health and care services 
provided by our local FTs. 

3. Support FT providers and CEOs by taking the necessary collaborative or, 
where possible, collective action, including mutual aid and support. 

 
Every month, CEOs across our Provider Collaborative FTs meet as a Provider 
Leadership Board (PLB).  This briefing note is intended to update Directors, Clinicians 
and Senior Managers within NENC FTs on issues discussed and decisions taken. 
 
1. System Working 

 
Matt Brown (Managing Director, Provider Collaborative) presented a slide deck that 
had been jointly developed between the Provider Collaborative and ICB colleagues, 
reflecting discussions between Sam Allen (CEO, ICB), Jacqueline Myers (Director of 
Strategy and System Oversight, ICB), Ken Bremner (CEO, STSFT and Chair, Provider 
Collaborative) and Matt.  This presentation set out the intended Provider Collaborative 
work programmes and resourcing, particularly around elective recovery, strategic 
approach to clinical services, clinical support (not least diagnostics, pathology and 
aseptics) and corporate programmes including estates and specific workforce 
development.  It had been agreed that this would be worked up by Matt and 
Jacqueline, including a responsibility agreement example using elective recovery, for 
approval by Sam and Ken in December 2022. 
 
A number of key points were raised in discussion, including the need to reduce 
unwarranted variation in productivity and efficiency through these programmes, the 
need to ensure progress on strategic workforce planning, the need to work closely with 
colleagues around the system particularly with ICB colleagues, primary care and at 
place. 
 
2. Elective Recovery 

 
Lyn Simpson (CEO, NCIC) presented an update on elective recovery, including the 
specific focus on improvement on the 78-wk and 52-wk wait position being taken 
forward through the Strategic Elective Care Board and performance against the 
recovery trajectories.  Lyn noted that work has been undertaken on a specific mutual 
aid proposal, to make our approach more systematic, which needs some amendments 
from COOs and will come back to PLB.  PLB members were supportive of seeking to 
do as much as we can to support each other on this. 
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Lyn also noted that there is a GIRFT meeting with Tim Briggs in January 2023, for 
which there is an expectation of significant clinical involvement and representing a 
great opportunity to showcase much of the work we’ve done that has been under the 
radar.  Nicola Thackray (Elective Care Programme Director, Provider Collaborative) in 
Matt’s team will be pulling this together and CEOs were asked to support this as much 
as possible. 
 
3. Urgent Care 

 
Provider Leadership Board was joined by Sean Fenwick (COO, STSFT) who gave an 
overview of arrangements for winter, significant work on CAS, use of RAIDR, the draft 
divert & repatriation policy currently out for consultation and good progress on key 
workstreams including discharge and ambulance handovers.   
 
4. Vulnerable Service Example 

 
Lyn Simpson brought an example of collaborative working to Provider Leadership 
Board, where a joint arrangement has been developed to help with a specific service 
with key clinical workforce issues.  Members of PLB agreed that it is important that 
vulnerable service issues can be discussed openly through the Provider Collaborative, 
in order to resolve challenging issues and this represents a key plank of the strategic 
approach to clinical services work programme.  Working closely with ICB and 
specialised commissioning colleagues was felt to be important. 
 
5. Aseptics 

 
Sue Jacques (CEO, CDDFT) gave an overview of progress to date including the 
submission of the OBC to NHS England in October 2022, with approval of the FBC on 
FT Board (private) agendas for January 2023.  A substantial volume of detailed work 
is needed for the FBC, particularly around the inter-FT business model to ensure 
clarity for each individual organisation, which we are being supported with by Sintons 
and NECS.  It was noted that workforce is a key risk for the project and CEOs were 
asked to support identifying a lead to take this forward. 
 
6. Diagnostics 

 
Ruth James (Diagnostic Programme Director, ICS) joined to update on progress with 
diagnostics.  On Community Diagnostic Centres (CDCs), it was noted that the 
Workington business case had been approved and building work commenced, Metro 
Centre CDC business case approved and Tees Valley CDC business case in 
development (with discussion around the national financial expectations). 
 
Ruth noted that work to develop the options for the NENC Pathology Network 
operating model will commence in December and work continues on a NENC 
approach to developing advanced practitioners in cellular pathology. 
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A review of endoscopy capacity has been completed, with focus now on developing 
workforce strategy. 
 
Substantial work is underway from a digital perspective, including testing of the digital 
radiology system with the first site planned for go live in November, digital pathology 
rollout continuing, proposal for £17.3m investment in digital diagnostics 22/23 to 24/25 
submitted and £5m of capital secured for additional diagnostic equipment. 
 
Ruth gave an overview of performance, particularly that the diagnostic performance 
improvement plan and improvement trajectories agreed.  Discussion was held about 
the potential for mutual aid similar to the overall elective proposal, to be picked up in 
discussion with Strategic Elective Care Board. 
 
7. Managing Director’s Update 

 
Matt updated on the excellent work undertaken across FTs on Covid Medicine Delivery 
Units (CMDUs) including the recent NENC clinical learning event, on progress with 
credit unions and pay rates and the national FT governance consultation.  Particular 
discussion was held around the national Provider Collaborative Innovators 
programme, which PLB wished to pursue, testing out areas set out in the work 
programme with the ICB. 
 
8. Contact Details 

 
For any of the meeting papers, further information or to discuss anything within this 
briefing note, please contact Matt Brown, Managing Director, NENC Provider 
Collaborative on matt.brown2@nhs.net or 07917013008. 
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Appendix 1 
 
North East and North Cumbria Integrated Care Partnership (ICP) 
Terms of Reference for the Strategic ICP and Area ICPs 
 
Purpose  
1. The North East and North Cumbria Integrated Care Partnership (herein referred to as the 

Strategic ICP) is a joint committee established by the North East and North Cumbria Integrated 
Care Board and the fourteen upper tier local authorities (County Durham, Cumberland, 
Darlington, Gateshead, Hartlepool, Middlesbrough, Newcastle upon Tyne, North Tyneside, 
Northumberland, Redcar and Cleveland, South Tyneside, Stockton-on-Tees, Sunderland and 
Westmorland & Furness) as equal partners, with a focus on aligning purpose and ambitions to 
support the residents of the North East and North Cumbria. The Strategic ICP will facilitate joint 
action to improve health and care outcomes, to influence the wider determinants of health and 
broader social and economic development.  
 

2. Together, the North East and North Cumbria Integrated Care Board (ICB) and the North East and 
North Cumbria Integrated Care Partnership (Strategic ICP) forms the new statutory North East 
and North Cumbria Integrated Care System (ICS). 

 
3. Our ICPs will create the space for partners to develop joint strategies that better serve local 

populations, based on population health management approaches. They will enable partners to 
plan for the future and develop strategies for using available resources creatively to address the 
longer-term challenges which cannot be addressed by a single sector or organisation alone. 
 

4. The Strategic ICP has specific responsibility for developing the North East and North Cumbria 
Integrated Care Strategy for the whole population. The strategy will build on the Joint Local 
Health and Wellbeing Strategies from all of the Health and Wellbeing Boards in our ICS area, use 
the best available evidence and data, covering health and social care (both children’s and adult’s 
social care), and seek to address the wider determinants of health and wellbeing. The strategy 
will be built bottom-up from local assessments of needs and assets and the strategy will be 
focused on improving health and care outcomes, reducing inequalities, ensuring inclusion, and 
addressing the consequences of the pandemic for our communities.  
 

5. While the Strategic ICP has no formal delegated powers from its constituent organisations, it will 
provide leadership, oversight, and support for system-wide activities, playing a key role in 
ensuring joint accountability to our population.  

 
Responsibilities of the Strategic ICP 
6. The Strategic ICP's responsibilities are to: 

• Develop and approve an Integrated Care Strategy for the population of North East and North 
Cumbria – which the ICB and local authorities will be required by law to have regard to 
the ICP’s strategy when making decisions, and commissioning and delivering services.  

• Design and oversee a joint accountability framework to ensure the delivery of the Integrated 
Care Strategy. 

• Ensure the Integrated Care Strategy: 
- is focused on reducing health inequalities 
- uses the best available evidence and information 
- is built ‘from the bottom up’ taking account of challenges, assets and resources locally, 
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- expands the range of organisations and partners involved in strategy development and 
delivery,  

- is underpinned by insights gained from our communities,  
- benefits from strong clinical and professional input and advice.  

• Identify those issues where ICP partners need to take joint action in relation to managing 
collective issues and challenges 

• Consider recommendations from partners and reach agreement on priority work 
programmes and workstreams that would benefit from a cross-partnership approach 

• Commission specific advice from established groups – including but not limited to the ICB's 
Clinical Leadership Group and the multi-agency Healthier and Fairer Advisory Group to 
obtain subject matter expertise, leadership, advice and support in setting the direction of 
the Strategic ICP. 

• Provide active support to the development of the four Area ICPs across the North East and 
North Cumbria, enabling local partnership arrangements, engagement and co-production, 
bringing together Local Authorities, voluntary and community groups, NHS partners and 
residents. 

• Facilitate and support cross-area working and sharing of best practice where this would 
benefit the population or provide efficiencies in our approach.  

• Ensure that the ICP has a greater focus on population health improvement, integration of 
health and care services around the needs of residents, and a focus on care provided in 
primary and community settings. 

 
7. For the avoidance of doubt, it is not a function of the Strategic ICP to duplicate the statutory 

functions of its constituent organisations. The Strategic ICP will not perform a health scrutiny 
function and will itself be subject to scrutiny by the Health Scrutiny Committees as appropriate 
of the fourteen local authorities in the ICS area. 

 
Membership  
8. The core membership of the Strategic ICP will comprise the Chair and Chief Executive of the 

Integrated Care Board and an elected member and senior officer from each of the fourteen local 
authorities.  Subject to the agreement of the Strategic ICP, the membership will be as set out in 
Appendix 1. 

 
9. In addition to the membership outlined in Appendix 1, the Strategic ICP may appoint such 

additional persons as it sees fit, either as co-opted voting members or as observers who shall be 
entitled to participate in discussion at its meetings but shall not be entitled to vote. 

 
10. At the discretion of the Chair, additional ICB directors and other representatives may be 

requested to attend meetings from time to time to participate in discussions or report on 
particular issues.  

 
Deputies  
11. If a member is unable to attend a meeting of the Strategic ICP, they will be responsible for 

identifying a suitable deputy to attend on their behalf. Such a deputy must have sufficient 
seniority and understanding of the issues to be considered to represent their organisation 
effectively. Deputies will be eligible to vote if required. The Chair of the Strategic ICP must be 
informed in advance of the relevant meeting of the identity of a substitute 

 
Chairing  
12. Until a substantive chair of the ICP is appointed in 2023, meetings will be convened and chaired 

by the chair of the ICB on an interim basis. 
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Operating Model and Area ICPs 
13. Whilst there is a legislative basis for Integrated Care Partnerships, and extensive national 

guidance on the formation of Integrated Care Systems, there is, in addition, considerable 
flexibility for the Integrated Care Partnership’s members to determine its operating model.  
 

14. Therefore, the statutory members of the ICP have agreed a "one plus four" model, with one 
Strategic ICP (with a core membership of the ICB and all the local authorities in the ICS) which is 
built up from four locally-focussed Area ICPs.  The Strategic ICP will meet at least biannually to 
instigate and then sign off the Integrated Care Strategy development process – whilst the Area 
ICPs will meet more frequently to consider shared challenges, and how best to deliver the 
Integrated Care Strategy in their area.  

 
15. Our Area ICPs are based on the existing and well-established partnership forums within our 

Integrated Care System area.  These are based on geographical groupings that created valuable 
forums to think through how we better coordinate care and create new opportunities for wider 
access to services.  NHS chairs and local authority leaders, as well as their chief executives and 
senior officers, have already been meeting together informally in this way for several years, 
building the relationships and trust that are helping to deliver increasing levels of integration 
and joint planning. 

 
16. Therefore, our Area ICPs will be based on these existing geographies within our ICS:  

 North: Gateshead, Newcastle upon Tyne, North Tyneside, and Northumberland;  

 Central: County Durham, South Tyneside, and Sunderland;  

 Tees Valley: Darlington, Hartlepool, Middlesbrough, Redcar & Cleveland, and Stockton-on-
Tees; 

 North Cumbria: Cumberland, and Westmorland & Furness (given part of the latter authority 
is within the North East and North Cumbria ICS area).  It was agreed to establish this as a 
separate Area ICP given the unique challenges of geographical isolation and service fragility 
within North Cumbria, and their need to collaborate on these challenges with the 
neighbouring ICP for Lancashire and South Cumbria, as well as its neighbours to the east.   

 
Complimentary role of the Strategic ICP and Area ICPs 
17. The Strategic ICP will: 

 oversee and approve the ICS-wide Integrated Care Strategy, built up from an analysis of 
need from the four Area ICPs led by the Joint Strategy Development Group.  The Strategic  

 promote a multi-agency approach to improving population health and wellbeing and tackling 
the wider social and economic determinants of health for our 3million population  

 consider and suggest ways forward to tackle health inequalities, and improve experiences 
and access to health services at this same population level 

 champion initiatives involving the contribution of the NHS and wider health and care 
organisations to large scale social and economic development 

 
18. The Area ICPs will: 

 Provide a regular forum for system partners to identify common challenges, agree joint 
objectives and share learning 

 Develop and strengthen relationships between professional, clinical, political and 
community leaders  

 Analyse need from each of its constituent places, based on the HWBB-led Joint Strategic 
Needs Assessment process 
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 Share intelligence to ensure the evolving needs of the local population are widely 
understood  

 Translate local health and wellbeing strategies and the Integrated Care Strategy into activity 
at the Area ICP level 

19. Area ICPs will highlight where coordination is needed on health and care issues and challenge 
partners to deliver the action required. These include, but are not limited to: 

 helping people live more independent, healthier lives for longer 

 taking a holistic view of people’s interactions with services across the system and the 
different pathways within it 

 addressing inequalities in health and wellbeing outcomes, experiences and access to health 
services 

 improving the wider social determinants that drive these inequalities, including 
employment, housing, education environment, and reducing offending 

 improving the life chances and health outcomes of babies, children and young people 

 improving people’s overall wellbeing and preventing ill-health 
 
20. The membership of the Area ICPs will draw from ICB place teams, local authorities, foundation 

trusts, primary care networks, the voluntary sector and HealthWatch, and are set out in 
Appendix 2. 

 
Chairing of Area ICPs 
21. Area ICPs will decide on their chairing arrangements, but will be typically chaired by a Council 

Leader, Health and Wellbeing Board chair, or Foundation Trust chair.  
 
Relationship of ICPs to place through Health and Wellbeing Boards 
22. ICPs’ central role is in the planning and improvement of health and care. They should support 

place-based partnerships and coalitions with community partners which are well-situated to act 
on the wider determinants of health in local areas. ICP should bring the statutory and non-
statutory interests of places together. 

 
23. The principle of subsidiarity has been a driving force in the creation of our ICS and will ensure 

that decisions are taken by communities at the most appropriate geography. The ICP should 
complement place-based working and partnerships, developing relationships and tackling issues 
that are better addressed on a bigger area.  

 
24. In recognition of the importance of place, the 2022 Health and Care Act includes an important 

role for Health and Wellbeing Boards. They will remain legally distinct from Integrated Care 
Partnerships but the latter's strategic priorities should be informed by local population health 
data as expressed through Joint Strategic Needs Assessments, and Joint Local Health and 
Wellbeing Strategies. Our Area ICPs should facilitate opportunities to share innovation and 
expertise in how to deliver integrated approaches in the context of local circumstances – but 
they should not seek to overrule or replace existing place-based plans.   
 

Frequency of Area ICP Meetings 
25. Meetings of the Area ICP will be held be held on a quarterly basis as a minimum and alternate 

between meetings held in public and those held in private.  Public meetings will be livestreamed 
on the ICB website.   

 
Reporting arrangements 
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26. Area ICPs will provide regular updates to the Strategic ICP via the minutes from each meeting.  
These minutes will be agreed by the Chair and circulated to representatives for approval and 
ratification (with the exception of any elements of any minutes need to be redacted due to 
conflicts of interest or withheld for reasons of commercial or personnel confidentiality).  

 
Administrative Support 
27. The ICB's Corporate Governance, Communications and Involvement team will provide a 

secretariat to the Strategic and Area ICPs to ensure the effective administration of the 
partnership, including the publication of meeting details on the ICB's website and the recording 
of meetings. The agenda and papers for meetings of the Strategic ICP and Area ICPs will be 
distributed no less than five working days in advance of the meeting unless agreed with the 
chair. 
 

Conflicts of Interest  
28. It is imperative that members ensure complete transparency in any discussions and/or 

subsequent recommendations by declaring any interests, both actual and/or perceived.  The 
matter must always be resolved in favour of the public interest rather than the individual 
member or related organisation. 

 
29. Members of the ICP are responsible for declaring any conflicts of interest in relation to the 

agenda items of the Partnership's meetings. Where any representative has an actual or potential 
conflict of interest in relation to any matter under consideration at any meeting, the Chair shall 
use their discretion to decide, having regard to the nature of the potential or actual conflict of 
interest, whether or not that representative may participate in that part, or any other parts of 
the meeting, in which the relevant matter is discussed.  Each representative must abide by all 
policies of the organisation he/she represents in relation to conflicts of interest.  

 
Conduct of the ICPs 
30. Each representative and those in attendance at ICP meetings will abide by the 'Principles of 

Public Life' and the NHS Code of Conduct, and the Standards for members of NHS boards and 
governing bodies, Principles of the Citizen's Charter and the Code of Practice on Access to 
Government Information together with all other applicable guidance, statutory guidance and/or 
requirements applying from time to time.  

 
Date of review  
31. The Partnership will review its own effectiveness, membership and terms of reference annually, 

however an initial review will take place after a period of six month following its establishment. 
Recommendations for amendment of the terms of reference will be submitted to the Board for 
approval.  

 
 
 
Approved by the members of the Strategic ICP:     December 2022 
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Appendix 1: 
 
Strategic ICP Membership  
 
Integrated Care Board  

 Chair: Professor Sir Liam Donaldson  

 Chief Executive: Samantha Allen  
 
County Durham 

 Cllr Chris Hood, Lead Member for Adults Services    

 Jane Robinson, Corporate Director, Adult and Health Services   
 
Cumbria 

 Cllr Martin Harrison, Lead Member for Adults (Cumberland)    

 Cllr Patricia Bell, Lead Member (Westmorland & Furness)   

 Colin Cox, Director of Public Health    
 
Darlington  

 Cllr Kevin Nicholson, Cabinet Member for Health & Housing   

 James Stroyan, Group Director of People    
 
Gateshead  

 Cllr Lynne Caffrey, Chair of the Health and Wellbeing Board   

 Alice Wiseman, Director of Public Health    
 
Hartlepool 

 Cllr Shane Moore, Leader of the Council    

 Craig Blundred, Director of Public Health    
 
Middlesbrough  

 Cllr David Coupe, Chair of the Health and Wellbeing Board    

 Erik Scollay, Director of Adults Services    
 
Newcastle upon Tyne  

 Cllr Karen Kilgour, Deputy Leader of the Council    

 Matt Wilton, Assistant Chief Executive    
 
North Tyneside  

 Cllr Karen Clark, Chair of the Health and Wellbeing Board and the Cabinet Member for Public 
Health 

 Wendy Burke, Director of Public Health    
 
Northumberland 

 Cllr Wendy Pattison, lead member for Adult Wellbeing    

 Liz Morgan, Director of Public Health    
 
Redcar & Cleveland  

 Mary Lanigan, Leader of the Council    
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7 
 

 Patrick Rice, Corporate Director Adults and Communities    
 
South Tyneside  

 Cllr Anne Hetherington, Lead Member for adults, health and independence 

 Tom Hall, Director of Public Health    
 
Stockton-on-Tees 

 Cllr Bob Cook, Leader of the Council & Chair of the Health and Wellbeing Board    

 Ann Workman, Director Adults & Health Services    
 
Sunderland  

 Cllr Kelly Chequer, Healthy City Portfolio Holder   

 Gerry Taylor, Director of Public Health    
 
ICS VCSE Partnership 

 Jane Hartley, Social Prescribing and Health Partnerships Strategic Manager (and ICB Participant)  

 Lisa Taylor, Health and Wellbeing Programme Director  
 
ICS HealthWatch Network 

 David Thompson, Chair of Healthwatch Northumberland (and ICB Participant)  
 
At the discretion of the Chair, additional representatives may be requested to attend meetings from 
time to time to participate in discussions or report on particular issues.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Appendix 2: 
 
Area ICP Membership  
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For local determination, but as a minimum each Area ICP will require the following membership: 
 
Integrated Care Board 

 ICB Executive Director of Place-Based Delivery 

 ICB Place directors, and Place Directors of Finance, Medical and Nursing  
  
Local Authorities 

 Leaders/Lead Members or Health and Wellbeing Board chairs from each local authority within 
the Area ICP 

 One lead local authority chief executive  
  
Foundation Trusts 

 Chairs and one or more Chief Executives from the Acute and Mental Health FTs in that Area.  
 
Primary Care 

 Primary Care Network Clinical Leads from each local authority area within the Area  
  
Voluntary Sector  

 Representatives from each local authority area (e.g., the local voluntary sector infrastructure 
organisation, and/or other local VCSE providers) 
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North East and North Cumbria Draft

Integrated Care Strategy
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North East and North Cumbria Integrated Care 
Partnership (ICP) Strategy

• The ICP is a statutory committee, established by the NHS and local government as equal 
partners, and involving partner organisations and stakeholders. It forms part of the 
arrangements for the Integrated Care System (ICS).

• Each Integrated Care Partnership is required to develop an integrated care strategy 
covering the whole ICP population by December 2022

• ICBs and local authorities must ‘have regard to’ the strategy when making decisions, and 
commissioning or delivering services

• The strategy must use the best evidence, building from local assessments of needs 
(JSNAs), and enable integration and innovation.
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Structure of the Draft Strategy

• Vision, Goals and Enablers

• Building on our Assets and the Case for Change

• Longer, Healthier Life Expectancy and Fairer Outcomes

• Health and Care Services and Enablers

• Involvement and Delivering the Strategy
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Vision, Goals and Enablers
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Assets and Case for Change

• We have strong communities, an amazing Voluntary, Community and Social Enterprise 
sector, World Class natural assets and vibrant industries

• We have a strong foundation of partnership working, an outstanding health and care 
workforce, and some of the best research and development programmes of any system

• Our health outcomes are some of the worst in England, with deep and protracted 
inequalities, which correlate with socio-economic deprivation 

• Life expectancy at birth is 81 (women) and 76.9 (men), compared to 82.6 and 78.7 for 
England

• Healthy life expectancy is 60.2 (women) and 59.4 (men), compared to 63.9 and 63.1 for 
England. 
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Draft Key Commitments

• We will reduce the gap in healthy life expectancy between our ICP and the England 
average by at least 25% by 2030, and aim to raise the average healthy life expectancy to 
a minimum of 60 years in every Local Authority by 2030  

• We will reduce smoking prevalence from 13% of people aged over 18 in 2020 to 5% or 
below by 2030.

• We will reduce the inequality in life expectancy between the most deprived and least 
deprived deciles within our ICP by 25% by 2030

• We will reduce the suicide rate from 13 per 100, 000 population in 2019/2021 to below the 
England average of 10.4 per 100, 000 population in 2019/2021 by 2030. 
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Longer, Healthier Life Expectancy

• We will raise overall levels of health and improve at pace where the need is higher

• We will act as Anchor Institutions supporting social and economic development

• We will ensure Community Centred and Asset Based approaches building on the 
knowledge, skills, experience, resilience, and expertise in communities.

• We will implement evidence-based prevention programmes including smoking cessation, 
alcohol reduction, and healthy weight programmes, and support wider systems enabling 
good education, employment, fair pay, and better homes and neighbourhoods

• We will maximise routine adult and childhood vaccination programmes, covid and 
seasonal flu vaccination programmes, and reduce iatrogenic harms.
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Fairer Outcomes – Delivering Core20plus5
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Excellent Health and Care Services

• We will improve quality, more organisations will achieve a 'Good' or 'Outstanding' CQC 
rating and improve the sustainability of the most challenged parts of our system

• We will enable personalised care, organised around the holistic needs of people and  
improve the support offered to unpaid carers 

• We will support the development of provider collaboration and value the voluntary, 
community and social enterprise sector as equal partners

• We will ensure parity of esteem between mental health, learning disability and autism 
services and physical health

• We will improve integration between physical and mental health, primary and secondary 
care, and health and social care, and value services equally across sectors.
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Enablers

• A skilled, sufficient, compassionate and empowered workforce: we will improve 
recruitment and retention, and enable people to work in positive cultural environments 

• Working together to strengthen our places and neighbourhoods: we will support social 
and economic wellbeing, and enabling services to work together

• Innovating with improved technology, equipment, estates and facilities: we will maximise 
the opportunities to utilise existing, and embrace new technologies, and invest wisely in 
maintaining and improving contemporary estates, facilities and equipment

• Making best and equitable use of our resources and protecting our environment: we will 
develop sustainable financial plans, and protect the environment.
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Engagement 

• Strategy Steering Group jointly chaired between the NHS and Local Government

• Call for evidence – over 300 documents received

• Stakeholder engagement and survey in November

• Local ICPs and Health and Wellbeing Boards discussions where possible

• Working with Health Watch and the Voluntary, Community and Social Enterprise sector to 
engage experts by experience

• Publicly available draft document and survey for feedback

Ite
m

 4
a 

A
pp

en
di

x 
g2

- 
IC

P
 S

tr
at

eg
y

Page 133 of 412



Delivering the Strategy 

• Detailed delivery plans and the NHS Joint Forward Plan by end of March 2023

• Refresh of Place plans in light of the big, systemwide commitments we agree in the 
strategy, with room for local definition and flexibility for local context

• Working together as partners to align system drivers to deliver of the strategic priorities

• Clear accountability and regular, transparent reporting of progress.
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Questions, discussion and feedback
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CENTRAL MEMBERSHIP GROUP 151122       

 

 

 

 

ICP – Central (County Durham, South Tyneside & Sunderland) – Membership Group 

Organisation Title Name Contact Details 
 

Foundation Trust 
 

CDDFT Chair Paul Keane paul.keane1@nhs.net  

CDDFT Chief Executive Sue Jacques suejacques@nhs.net  

STSFT Chair Allison Thompson allison.thompson9@nhs.net  
STSFT Chief Executive Ken Bremner ken.bremner@nhs.net  

Mental Health Trust 
 

TEWV Chair David Jennings  david.jennings6@nhs.net 
TEWV Chief Executive Brent Kilmurray  b.kilmurray@nhs.net 
CNTW Chair Ken Jarrold Ken.jarrold@cntw.nhs.uk  
CNTW Chief Executive James Duncan James.duncan@cntw.nhs.uk 

Local Authority 
 

Durham County Council Leader of the Council Cllr Amanda Hopgood Amanda.Hopgood@durham.gov.uk 

South Tyneside Council Leader of the Council See Below  
Sunderland City Council Leader of the Council See Below  
Durham County Council HWBB Chair & Portfolio for Health Cllr Christopher Hood Christopher.Hood@durham.gov.uk 

South Tyneside Council HWBB Chair & Portfolio for Health Tracey Dixon Cllr.tracey.dixon@southtyneside.gov.uk 

Sunderland City Council HWBB Chair & Portfolio for Health Cllr Kelly Chequer cllr.kelly.chequer@sunderland.gov.uk 
Durham County Council Director of Public Health Amanda Healey amanda.healy@durham.gov.uk  

South Tyneside Council Director of Public Health Tom Hall tom.hall@southtyneside.gov.uk 
Sunderland City Council Director of Public Health Gerry Taylor Gerry.Taylor@sunderland.gov.uk  
Durham County Council Director of Adult Services Chris Hood Chris.Hood@durham.gov.uk  

South Tyneside Council Director of Adult Services Vicki Pattinson Vicki.pattinson@southtyneside.gov.uk 
Sunderland City Council Director of Adult Services Graham King graham.king@sunderland.gov.uk 
Durham County Council Director of Children's Services John Pearce John.Pearce@durham.gov.uk 

South Tyneside Council Director of Children's Services Shona Gallagher Shona.gallagher@southtyneside.gov.uk  
Sunderland City Council Director of Children's Services Jill Colbert Jill.Colbert@togetherforchildren.org.uk 
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CENTRAL MEMBERSHIP GROUP 151122       

NENC Integrated Care Board 
 

NENC ICB Executive Director of Place – Central 
and Tees Valley 

David Gallagher dgallagher@nhs.net 

NENC ICB ICB Director of Place - Durham Sarah Burns sarahburns3@nhs.net  

NENC ICB ICB Director of Place - South Tyneside  Clare Nesbit Clare.Nesbit@nhs.net 
NENC ICB ICB Director of Place - Sunderland Scott Watson Scott.Watson3@nhs.net 
NENC ICB Director of Finance – Central Kate Hudson kate.hudson6@nhs.net  

NENC ICB Director of Nursing – Central  Ann Fox/Jeanette Scott ann.fox3@nhs.net / jeanette.scott1@nhs.net  

NENC ICB Medical Director – Central  Dr Robin Hudson robinhudson@nhs.net 

Primary Care Network 
 

Durham PCN PCN/CD Representative  Dr Rajiv Mansingh rajiv.mansingh@nhs.net  

South Tyneside PCN PCN/CD Representative  John Lloyd John.Lloyd5@nhs.net 

Sunderland PCN PCN/CD Representative  Hazel Taylor Hazel.taylor9@nhs.net 

Healthwatch 
 

Durham Healthwatch Chair Christopher Cunnington-Shore Healthwatchcountydurham@pcp.uk.net 

South Tyneside Healthwatch Interim Chair Arthur McKean Info@Healthwatchsouthtyneside.co.uk 

Sunderland Healthwatch Chair Debbie Burnicle Healthwatchsunderland@pcp.uk.net 
Voluntary Sector 

 

Durham Community Action Voluntary Sector Lead/3rd Sector Kate Burrows kate.burrows@durhamcommunityaction.org.uk 

Age Concern Tyneside South Voluntary Sector Lead/3rd Sector Grahame Cassidy Grahame.Cassidy@ac-ts.org.uk 

Sunderland Voluntary Sector Voluntary Sector Lead/3rd Sector Tracey Hassan Tracey.Hassan@sunderland.gov.uk 

 

Not included as at 09/11/2022 

AMBULANCE (if needed)    

North East Ambulance Service 
NHS FT 

Chair Peter Strachan  

Chief Executive Helen Ray Helen.ray@neas.nhs.uk 
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CDDFT and Philips – Sustainability Collaboration 

As a result of a longstanding relationship with Philips Healthcare, CDDFT was approached as a potential collaborator 

to explore how sustainability expertise in both organisations could be combined to accelerate change. Philips first 

reached out to Sam Wheeler May 1st, 2021, following which, Richard Hixson joined the conversation to explore options. 

Early discussions focussed on how Philips could apply their existing sustainability assessment methodology to a clinical 

service. 

The aim of the program is to identify critical opportunities to reduce carbon footprint and material waste across 

patient care pathways and staff workflows. 

Richard first approached cardiology (a service familiar to Philips) but the reception from the clinical lead was rather 

‘frosty’. It was therefore decided that in order to circumvent personality-barriers, we would use the DMH Intensive 

Care Unit despite this being an area that Philips were not familiar with. The concept was pulled together Q3 2021 and 

presented as a panel discussion (which include both Richard and Sue Jacques) at CleanMed Europe, a Healthcare 

without Harm virtual event. 

Richard also presented the background and concept of Healthcare Ocean during a separate Panel session which 

also included a Philips representative. This presentation paved the way to Philips Healthcare becoming the first 

Healthcare Supplier (globally) to become a signatory of the Aspen Institute Initiative – Cargo Owners for Zero 

Emissions Vessels (https://www.cozev.org/); a decision ultimately supported by the Philips Board. This would 

not have occurred within the CDDFT-Philips sustainability work being supported. 

CDDFT and Philips Healthcare undertook an Environmental Sustainability 360 Assessment on the DMH Critical Care 

Unit between Monday 27th June and Wednesday 6th July 2022. This period followed off-site / virtual work undertaken 

in the preceding weeks and included conducting interviews with clinical staff, managers and board members: material 

mapping and clinical observation. 

The 360 assessment fosters sustainable optimization across all aspects of care: Clinical, Operational, 

Technological and Experiential for healthcare environments. The assessment program includes a current state 

data analysis and an on-site field visit for key stakeholder interviews, shadowing and observation session by a 

multidisciplinary team of experts in clinical workflow, operations, medical technology and experience design. 

Project objectives: 

 To assess and ‘baseline’ DMH ICU’s existing sustainability performance and ‘footprint’. 

 To establish key metrics for the department for monitoring and managing improvement. 

 To share lessons learned across the wider trust and beyond. 

 To identify and develop opportunities for improvement. 

Key Areas to consider were: 

 Unit energy usage – historical and following interventions. 

 Consumption – equipment and pharmaceuticals; packaging and active item. Identifying wastage of 

equipment and drugs not utilised and potential efficiencies through alignment with theatres. 

 Waste – volumes and type to include molecular pollution in wastewater from pharmaceuticals and 

chemicals required to repurpose / reuse equipment. 

These data were subsequently analysed and fed back to key individuals November 3rd and 4th. Workshops were held 

and priority work streams established. There was a clear objective to create actions that clinical, sustainability 

focussed, staff were not already pursuing and find new avenues to explore. 
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The goal of this work was not only to generate actions within CDDFT but also through other critical care units; 

communicating through the Joint Clinical Forum, the Intensive Care Society (Journal and State of the Art Meeting), at 

CleanMed 2023 and other channels. All findings will be openly accessible to all. 

The next step is to present a summary of the work to date and proposals to the CDDFT Trust Board on December 1st, 

2022. It should be emphasised that this public-private collaboration to my knowledge is a UK first and there are many 

actors in the sustainability arena, including one department of the UK Government, who are watching with interest. 

Richard Hixson 18-11-22 
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Appendix J - CARE QUALITY COMMISSION UPDATE  

Inspection Action Plan  

With respect to the two actions where the Trust has agreed to go further than initial action plan: 

 The Trust continues to look to recruit consultant, middle grade and junior staff to work in the two A&E Departments.  

 The A&E Matron for DMH expects to have staff in post, for all of the paediatric-nursing and support posts required for the Children’s A&E at DMH to 

meet Royal College standards, during Quarter 4.  The accreditation framework for adult nurses to work in the children’s area in the A&E Department at 

DMH is progressing through Family Health’s governance structure and will then be taken to the Senior Nurses meeting for ratification as requested by 

the Director of Nursing. Once, this has been finalised, I will work with the A&E Matron to document a ‘safe staffing policy’ for the area which captures all 

mitigations.  

Engagement meeting, enquiries and inspection activity 

The last engagement meeting was held on 7th November 2022. The meeting included an update on A&E, elective operations, cancer and diagnostics as well 

as the two areas where the Trust is being tracked as an outlier by CQC: 

 Neonatal readmissions – data for the last four years points to a significant reduction in the readmission rate, which is now averaging just under 4% 

compared to around 7% or more at the time the CQC alert was put on. The Neonatal Network have verbally advised that they do not consider the Trust 

an outlier and we are seeking to obtain this view in writing before asking CQC to close the alert.  

 Compliance with NICE guidance for waiting times for patients with early inflammatory arthritis (three weeks for a first appointment). The service has 

advised that, subject to short-term sickness and disruption, it is now compliant with the three week timescale. The Clinical Audit team has been asked 

to review the waiting list over one month so that we can provide CQC with evidence to close the alert.  

The meeting also focused on the roll out of the EPR system including short-term impacts on performance and the arrangements in place for training and staff 

support, stabilisation of the system and resolution of outstanding issues. In the first week following go live, CQC were contacted by a member of staff who had 

highlighted concerns regarding the levels of training and support in place, issues with functionality, access to devices and consequent impacts on their ability to 

deliver patient care. Each point was responded to as part of the presentation with acknowledgement of issues during the “early life support” period, subsequent 

improvements and the broader context (e.g. the scale of the change). The A&E Matron for UHND joined the meeting and provided her views which corroborated 

the explanations provided. CQC have not raised any further queries.  

The most recent routine enquiries meeting was held on 14th November 2022. There are some further actions required, but no significant issues or concerns 

were raised by our CQC relationship manager.  

CQC readiness activity 

Briefings have been provided to the Urgent and Emergency Care teams and Maternity Teams on CQC’s new Quality Statements (which replace the previous 

key lines of enquiry), including likely areas of focus, information and evidence for each one, to aid their preparation for any forthcoming CQC inspection. A 

general briefing was also provided to the Senior Leadership Team on 17th November 2022.  
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2 

There are a number of work-streams in place led, or overseen, by the Assurance and Compliance Team covering: 

 Role specific training – the main area of risk being around life support and patient deterioration. A forecast trajectory to 31st March is in preparation, 

following which SLT will consider if any further action is necessary, balancing the risk of a shortfall against the current target with the need to keep 

sufficient numbers of staff on the front-line during winter.  

 Patient and Public Engagement – the Patient Experience Team are developing plans for more systematic engagement. Alongside this, we are 

undertaking a survey of members and the public (with support requested from primary care colleagues) on our recently published Quality Strategy and 

collating examples of service user engagement and resulting improvements from a wide range of services.  

 Risk Management – Executive Directors’ quarterly reviews of risk registers are taking place this month covering all risks outside of tolerance and any 

older risks, with follow up of agreed actions by the Assurance and Compliance Team. Risk Management Training is being refreshed and will be delivered 

to SLT on 5th January 2023 and to a wider forum of General Managers, Service Managers and Matrons chaired by the Executive Director of Operations.  

 Fit and Proper Persons Tests – these were all brought up to date earlier in the year but I will shortly be reviewing the evidence on file for the most recent 

Non-Executive appointment and in respect of Andrew Thacker’s new role as Director of Workforce and OD (job shared with Morven).  

 Well-led arrangements – KPMG have issued their draft report which is to be discussed by Executive Directors on 18th November 2022 and a draft action 

plan developed. KPMG will present their findings to the Board in November and the Board will be asked to discuss and agree the action plan. The report 

is largely positive, supportive of the developments identified in the Board Seminar in August and provides some additional recommendations to support 

the Trust in moving from Good towards Outstanding.  

 Freedom to Speak Up – the National Guardian’s Office has issued a gap analysis and self-reflection tool, which will be completed (separately) by the 

Guardian and (initially) Executive Directors before being signed off by the Board in December. Posters are being produced to be displayed throughout 

the Trust promoting the Guardian and Champions, the “Follow Up” training for senior managers will be set up for launching in January 2023 and a 

number of sessions on ‘Maintaining a Speaking Up Culture’ are to be held to support self-reflection by senior managers on how we can each encourage 

staff to speak up and remove barriers in our own areas. The Freedom to Speak Up Strategy will be refreshed following completion of the gap analysis / 

self-reflection tool noted above.  

 Strategy and BAF – both have been briefed on to a monthly meeting of the group of General Managers, Service Managers and Matrons established by 

the Executive Director of Operations, to promote wider understanding in the Trust.  

 Quality Strategy – the Head of Assurance and Compliance has met with all but four of the teams leading on initiatives within the strategy and an update 

on the development of the overall implementation plan will be provided to the Strategic Change Board on 25th November 2022.  

The Deputy Director of Nursing has agreed a programme of “15 steps” checks covering all areas, to provide a level of independent assurance with respect to 

each area, with Executive Directors. As it will take a number of months to cover all areas, each department is being asked to carry out its own more frequent 15 

steps checks, with arrangements to be confirmed through the Senior Nurses, Midwives and AHP Leadership Group. The maternity and A&E Departments have 

both been revisited recently.  

We are updating our analysis of recent CQC publications and inspection reports for reports and inspection guides issued in the last month. There are a number 

of inspection guides highlighting key lines of enquiry with respect to mental capacity and mental health conditions (for patients in acute settings) which are 

currently being worked through with the Trust’s Safeguarding Adults team (who also look after mental capacity and mental health) to assess whether the Trust’s 

policies are fully compliant, prior to sharing them with Care Groups. We will provide an updated analysis of CQC publications and inspection guides, once this 

initial work is complete, to IQAC in December.  
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In the region, CQC have re-inspected South Tees Hospitals NHS FT in the week of 7th November 2022 and their report on South Tyneside and Sunderland 

NHSFT is expected to be issued soon.  

CQC Insights Reports  

There have been no further Insights Reports published since the May report published in June 2022. We contacted our inspector who confirmed that there had 

been a delay to the production of the reports because of some system changes at CQC.  

With respect to the two new issues previously reported from the June 2022 report: 

 Readmissions for patients with cerebrovascular disease – the Stroke Service continues to audit the relevant patient records to identify underlying issues. 

 Lung cancer survival rates – the data used by CQC related to 2018. In 2019, the calculation was changed to remove patients who were not expected to 

survive and the Trust is awaiting a summary of this data (from the national audit team) to assess whether it makes a difference. Actions are underway 

as reported to the Committee in October 2022.  

Warren Edge 
Senior Associate Director of Assurance and Compliance 
21st November 2022 
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Appendix K – Internal Timetable  

 

September 

Action Responsible Due by Forum Status 

Proposed planning timetable signed off by 

SCB / Execs 

Planning 23/09/2022 Meeting Complete 

Re-establishment of the CAPG with agreed 

ToR and frequency; 

Planning 23/09/2022 Email Complete 

Design and agree the Demand and Capacity 

planning template for circulation within 

Planning and Performance; 

Planning 27/09/2022 Email Complete 

Plan Capacity Training sessions and agree 

dates; 

Planning 27/09/2022 Email Overdue 

October 

Action Responsible Due by Forum Status 

CaPG reinstated Planning 05/10/2022 Teams Complete 

CaPG feedback on proposed templates Planning 07/10/2022 Email Complete 

Draft business plan template presented for 

COO / DoP review - includes workforce / 

performance / finance / quality / risks / 

recovery / ICB / short and long-term 

planning and summary of Demand and 

Capacity; 

Planning 10/10/2022 Email Complete 

Draft business plan template refined and 

signed off; 

Planning 11/10/2022 Email Due 

Circulation of the business plan template to 

Corporate Teams for identification of 

essential elements for plan inclusion e.g. 

deep cleanse programme etc - 1 week 

deadline; 

Planning 11/10/2022 Email Due 

Share Demand and Capacity Template with 

Care Group ADOs and BMs - 4 week deadline 

Planning 11/10/2022 Email Due 

Investment Assurance Group (IAG) review of 

Business Case forward plan and circulation 

to Care Groups – for information; 

IAG 14/10/2022 Email Scheduled 
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Capital forward plan / IAG agreed list 

circulated to Care Groups – for information; 

Planning 14/10/2022 Email Scheduled 

Demand and Capacity training session; Planning 17/10/2022 Teams / 

Meeting 

Scheduled 

Circulation of the business plan template to 

Care Groups - end of October deadline; 

Planning 17/10/2022 Email Scheduled 

Return of Corporate Team requirements and 

circulation to Care Groups with planning 

templates; 

Corporates 17/10/2022 Email Scheduled 

Corporates Departments requested to 

provide clear “statement of needs” covering 

the 2023/24 and 24/25 period; 

Corporates 21/10/2022 Email Scheduled 

Demand and Capacity training review 

session; 

Planning 24/10/2022 Teams / 

Meeting 

Scheduled 

Review and refresh of the strategic direction 

of the organisation secured through a joint 

Trust Board and Council of Governor 

workshop session including a 5 year forward 

look and ICB linkages; 

Planning Oct-22 Meeting Scheduled 

Review and alignment of plan ambitions with 

IAG prioritisation list and Capital 

Programme; 

Planning Oct-22 Meeting Scheduled 

Major Projects programme refresh (if 

required); 

Major 

Projects 

Oct-22 Email Scheduled 

November 

Action Responsible Due by Forum Status 

Care Group plans due; Care 

Groups 

04/11/2022 Email Scheduled 

Composite Care Group and Corporate 

business plan second draft completed; 

Care 

Groups / 

Corporates 

11/11/2022 Email Scheduled 

Refinement of plans following feedback; Care 

Groups / 

Corporates 

18/11/2022 Email Scheduled 
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Market Stall event – sharing of first draft 

plan ambitions / key assumptions used 

etc.(open to CoG, Trust Board, EDs); 

Planning / 

Corprates / 

Care 

Groups 

23/11/2022 Market 

stall 

event 

Scheduled 

Final plan completion following Market Stall 

event; 

Care 

Groups / 

Corporates 

28/11/2022 Email Scheduled 

Care Group review and ratification / 

assurance process; 

Planning 30/11/2022 Meeting Scheduled 

December 

Action Responsible Due by Forum Status 

Planning Guidance and templates received; NHSE&I Exp 

23/12/22 

Email Scheduled 

January 

Action Responsible Due by Forum Status 

Any final adjustments / amendments to 

plans; 

Care 

Groups 

13/01/2022 Email Scheduled 

Executive Directors review and sign off; Execs 23/01/2022 Execs 

meeting 

Scheduled 

February 

Action Responsible Due by Forum Status 

Trust Board review and Sign Off; Board 22/02/2022 Board 

meeting 

Scheduled 

CoG presentation; Planning Feb-22 CoG 

meeting 

Scheduled 
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Daycase -273 793 1,044 1,084 1,139 1,055 4,840 28% 3,467 20%

Elective IP -212 -75 -81 -31 -4 -21 -424 -15% -822 -29%

OP New -4,378 -3,060 -1,917 -1,510 -1,182 -2,500 -14,547 -17% -16,565 -19%

OP Review procs -1,564 -996 -945 -860 -672 -1,248 -6,284 -29% -6,284 -29%

H2 plan 3,052 3,199 2,906 3,052 2,906 3,342 18,457

H2 Forecast 2,779 3,919 3,680 3,809 3,704 4,035 21,924

H2 Forecast with schemes2,779 3,992 3,950 4,136 4,045 4,397 23,297

H2 plan 504 526 476 504 476 548 3,034

H2 Forecast 282 415 355 370 369 421 2,212

H2 Forecast with schemes292 451 395 473 472 527 2,610

H2 plan 15,090 15,873 14,425 15,149 14,425 16,586 91,548

H2 Forecast 10,712 12,813 12,331 13,026 12,628 13,472 74,983

H2 Forecast with schemes10,712 12,813 12,508 13,639 13,243 14,086 77,001

H2 plan 4,239 4,471 4,012 4,240 4,012 4,702 25,676

H2 Forecast 2,675 3,475 3,067 3,380 3,340 3,454 19,392

H2 Forecast with schemes2,675 3,475 3,067 3,380 3,340 3,454 19,392

OP Review procs 19,392 0

Elective IP 2,212 398

OP New 74,983 2,019

Daycase 21,924 1,373

YTD Original ChangePOD

YTD

2022-23 plan and planned delivery

October November December January February March

2022-23 variance - with schemes Original

POD October November December January February March YTD
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H2 plan 3,052 3,199 2,906 3,052 2,906 3,342 18,457

H2 Forecast 2,254 2,673 2,548 2,620 2,572 2,733 15,399

H2 Forecast with schemes2,254 2,746 2,818 2,947 2,913 3,095 16,772

Endo 525 1,245 1,132 1,189 1,132 1,302

H2 plan 15,090 15,873 14,425 15,149 14,425 16,586 91,548

H2 Forecast 11,237 14,058 13,464 14,215 13,761 14,773 81,508

H2 Forecast with schemes11,237 14,058 13,641 14,828 14,375 15,388 83,526

OP New

Daycase

POD October November

2022-23 plan and planned delivery

December January February March YTD

November December January February March

Daycase

H2 plan H2 Forecast with schemes H2 Forecast

OP New
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November December January February March

H2 plan H2 Forecast with schemes H2 Forecast
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CDDFT TRUSTWIDE VISITS 2022 

DATE WHO WHERE/COMMENTS  

26th April 
2022 

 
 

Sue, Paul K, 
Richard S 

UHND 
 
Visited UHND including primary care hub, ED, and a number of wards. It was noted that the 
accommodation used by the primary care hub was temporary, and suboptimal. Should it be 
agreed to continue the service beyond October which subject to evaluation but is deemed likely, 
better accommodation will be sorted. 
 

 

4th May 
2022 

 
 

Sue,  Richard S SBH 
 
Visited Outpatients, urgent care and the ward. All areas in good condition albeit out of date Board 
picture noted in outpatients and acted upon. Urgent care proud to show changes that they had 
made to the estate to improve assessment facilities. All staff welcoming and departments on good 
state of repair.  
 

CLS  
 
Met digital matron and discussed at length the training and support been provided to midwives on 
Badgernet. Visited the second floor and spoke to staff working out in the community where the 
benefits were discussed. Visited the ward where a patient asked to speak with us to express what 
a great team the staff were.  
 
 

 

1st June 
2022 

 
 
 

Sue, Paul K, 
Jenny F, Steve C 

UHND 
 
Ward 14 – where details of the proposed and temporary transfer of elective orthopaedic staff from 
BAH ward 18 was discussed. In passing a Consultant Anaesthetics stopped to talk and 
independently shared how important this move was to support longer waiting patients who had 
been impacted on by the pandemic.  
 
Ward 1 – ward clean, uncluttered and well-staffed, with preparations underway for the Jubilee 
weekend. 
 
Outpatients – calm, clean and quiet.  
 
Viewed the SDEC site of the new build and noted the concluding phases of the theatre 1 upgrade. 
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9th June 
2022 

 
 
 

Sue, Paul K, 
Jenny F. Richard 

S 

DMH 
 
Medical SDEC – Environment clean and bright. Staff enthusiastic. Met staff that had come to us 
from South Tees who commented that our services are much more advanced. Spoke with the 
Consultants about the pathways they had developed which they plan to share with UHND etc.  
 
Surgical SDEC – Met Michelle Donlon, Consultant. It was her day off but she had come on site to 
check on a patient.  It’s a fantastic facility, subject to patients being able to tolerate procedures 
under local anaesthetic. Pathway for gall bladders and benefits that SDEC had in terms of 
advancing speedy recovery were shared. The environment was clean, bright and calm 
 
Urgent Care Centre – Looked clean and uncluttered. Department was busy but waiting room not 
crowded. The children’s waiting room had been put back into a separate location allowing children 
to be appropriately separated from adults. The store room will be converted in 2 weeks into a 
bigger children’s waiting area with dedicated separate child toilet facilities. 
 
A&E – Exceptionally busy with handover bays fully occupied and ambulances continuing to bring 
additional patients in. Environment clean, bright and calm, albeit congested in handover area. 
Colleagues noted the significant improvement in pathways against the 12hrs in department target 
which is close to the 2% required, and relatively the Trust is performing well on this, and average 
ambulance handover time  
 
 
Children’s A&E – Great environment. Increased capacity and a more appropriate resus room. 
Department has been busier than ever than originally planned in recent months. Bright, clean and 
inviting. 
 
Ward 52 – Environment clean and uncluttered albeit some remedial paint work would be 
beneficial. Discussion with ward manager raised issues around falls and pilot work that is being 
conducted on ward in response of day time cohort nursing. Pleasing to note this had begun and 
no faults. Frailty pathway discussed and, flexibility and integration with service at BAH clearly 
brings significant benefits to patients. 
 
R&D – Environment fantastic. Discussion with team, very positive as reset work on trials 
concluded with many again recruiting and potential for the faculty to be used for more commercial 
trial work. The team are enthusiastic about both leadership arrangements and withdrawal from the 
alliance albeit recognising and demonstrating the benefit of collaboration. 
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10th June 
2022 

 
 

Sue, Paul K, 
Jenny F, PFJ 

BAH 
 
Payroll & pensions – Presented Star Awards to the team. Team in good spirits. When asked 
whether they are generally acknowledged that they do get words and tokens of appreciation from 
the wider team CDFT for the good work that they do. They are looking forward to manager self-
service which should eliminate a number of errors that arise from manual documentation 
 
Ward 16 – Team in good spirit. Environment clean and uncluttered. Staff appreciative of the 
double award. Annie Abraham (consultant) spent time describing the efforts that had resulted in 
the development of the service during Covid and continues today particularly in respect of patients 
being worked up in a less busy environment. Annie has enjoyed the change in her role which has 
also allowed her to take up more research. Doctor’s office would be beneficial in the department 
albeit potential for freeing up suitable space is low/limited. 
 
Ward 18 – Ward very quiet with only 2 patients. Team relayed that the desire they had to relocate 
to Durham over the summer putting patient front and centre stage. Team acknowledged the 
significant positive impact this will have on long waits. 
 
Physio – Department calm, busy and uncluttered. Gym well equipped. Presented double award to 
Francois who outlined the benefits of the service development of improvement that he had driven 
particularly during Covid when the workload directly presenting to MSK was much lower. 
 
Parking available in both patient and staff areas both at 9am and 11am. Outside appearance of 
estate good. 
 
 

SCH 
 
General comments: Capacity under-utilised but of high quality. Car parking free and plentiful.   
 
TAPS team – spoke with 2 members of the team who described the preventative work that they 
are undertaking, the collaborative work that they do across the patch and raised the issue of travel 
for collaborative meetings. Suggestion was made that MS Teams would be beneficial.  
 
Outpatients - high standard of accommodation. Department quiet. Discussed with nurse in 
charge the prohibitive nature of clinicians at UHND and DMH spending travel time to work from 
the location. Patients value the free parking. The long Covid clinic has a waiting list was just over 
300. It was noticed that the nurse in charge has a daughter working at another Trust who had 
removed the requirement for mask wearing and advised this policy was likely to be introduced at 
CDDFT the following week.  

 

Ite
m

 4
a 

A
pp

en
di

x 
m

 -
C

D
D

F
T

Page 152 of 412



In patient ward – Operated at a maxi capacity of 18, albeit the physical space allows for further 
expansion. Ward calm and uncluttered. Standard of accommodation exceptionally high and 
spacious. Staffing levels reported as good.  
 
Benefits of ground floor location particularly during Covid were discussed.  
 

14th June 
2022 

 
 
 
 

Sue, Paul K, 
Michael B 

DMH 
 
AMU - Exceptionally calm, clean and orderly. Ward Mgr and AMU Consultant (Simons Patel) 
described that nurse staffing numbers were fantastic. Whilst consultant numbers had greatly 
improved there were on occasions issues with filling shifts in respect of the’ locum’ post which was 
filled by internal staff in a shift by shift basis. Relationships with both A&E and other medical 
specialities were described as strong and positive. SDEC was noted as being beneficial.  
 
Maternity - Department quiet. Discussion held with 7 midwives. Midwives generally in a more 
positive overall frame of mind. The pause in CoC for 6 months had been well received albeit there 
was concern about what would happen subsequently. Some concerns remained around the main 
department with a view that into CoC at BAH was compromising it at times around safety. This 
was explored in some detail with particular focus on the PIT meetings which it was acknowledged 
were occurring daily and actions taken when issues were evident. It was reported that 4 of the 
student midwives had confirmed that they would take up posts within the Trust and of the two that 
were now, one was for personal reasons. There was awareness of the new oversight 
arrangements and one of the members of staff was part of the workforce stream which she spoke 
of positively. There was much debate about the conflict and the midwives saw it between the 
particular CoC model that we had adopted and the working pattern for staff with caring 
responsibilities. After significant discussion it was suggested that there might be other ways to fill 
the shifts that would be more family friendly. An example was cited of the midwife who both with 
her on call responsibilities had worked in excess of 50 hours in the preceding week. SJ suggested 
that this issue would be best explored by a combination of the workforce and safety sub groups to 
update the overnight arrangements.  
 
Ward 32 - Ward calm and uncluttered albeit aspects of paintwork scruffy and need remedial 
attention. A B5 described comprehensively the work of the Ward and the pathways that were 
followed by patients. She made one specific comments about training which had been largely 
suspended over the period of the pandemic and suggested that staff picked up issues by 
observing others not undertaking activities as expected supporting them to understand the 
relevant policy in place rather than those staff receiving training per say. Despite significant 
probing there did not appear to be good knowledge of the newly introduced frailty pathway for 
Ophthalmology patients following the two recent incidents. Both these matters were shared with 
the ADN and Matron later that day.  
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12th July 

2022 
 
 
 
 
 

Sue J, Paul K, 
Steve C 

Richardson Hospital - Hospital bright, clean and calm. We were greeted on entering the 
building albeit this was an unannounced visit. Staff were friendly and keen to share what a 
great hospital the Richardson is. We met a nurse specialist running a once a month clinic 
who had contracted long Covid and was having a second attempt at return.  On the ward 
the senior HCA described the multiple roles she is able to undertake but the pressure that 
the extended leave of the porter had placed upon the whole team (SJ has picked up this 
issue with AM as the senior HCA had reached out to Stewart Wray from SCL).  The Ward 
Manager described good levels of staffing and communication. The GP that was present 
described the arrangements in place to ensure continuity with GP’s covering in fortnightly 
blocks. He was aware of the North Yorkshire issue in respect of social care issues which 
the Trust is picking up directly with North Yorkshire local authority.  The Ward Manager 
described the process for communicating lessons learned through a combination of 
methods including huddles and emails.  
 
The TAPs Team were out on duty although the manager was office based and able to 
speak with us. She described a very coherent team with colleagues supporting each other 
in all matters including ensuring no individual was undertaking disproportionate travel 
given the current cost of fuel and the way in which fuel costs impact on their services 
given he huge distances between the communities which they support. The paramedic 
relationships remain good as do those with the GPs and the vaccination centre at the 
hospital was exceptionally valuable. During a discussion in relation to our cold weather 
plan, it was suggested that the winter bags that had been provided through the charity 
could be of use to this team. (SJ has asked Steven Curry to follow this up)  
 
 
Weardale Hospital –  Hospital light, bright and inviting. Staff engaging and air 
conditioning keeping the building a really nice temperature. The corridors were a little 
cluttered with equipment albeit they are significantly narrower than those in other 
community hospitals. The dining area was being prepared to be brought back into use 
and new reclining chairs had just been delivered. Staff were feeling positive about this 
enhancing the rehabilitation for the patients. The Ward Manager described staffing levels 
as reasonably positive although some staff were undertaking additional shifts to help 
make ends meet and could on occasion find themselves exhausted. The Ward Manager 
was monitoring this carefully and sign posting colleagues to the support that the Trust 
provided which was emphasised by SJ. She described the way that she proactively meets 
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with staff and uses survey monkey in advance in order that ward improvements can be 
identified and progressed and that the wellbeing of staff can be monitored over time. 
 
 

 

13th Sept 
2022 

 
 
 
 
 
 
 

Sue J and 
Kathryn F 

UHND 
 
Outpatients – noted the overnight use of urgent care introduced during 
Covid, that has helped maximise that specific area. 
 
Pharmacy – met with the Chief Pharmacist who shared benefits of regional 
work to introduce aseptic hub. We were showed the new robotic dispensing 
facility and they shared the train the trainer approach adopted for EPR 
 
Pathology – Went to all four disciplines. Advised of the improved workflows 
and increased efficiency that EPR would bring in respect of receipt of 
samples. Saw examples of improved services that they have been able to 
introduce through Covid including 24/7 microbiology. In microbiology 
opportunities to explore backend to recent false / post gonorrhoea cases with 
lead for that service gaining an understanding of where it was possible that 
the system had broken down, and gaining assurance about the proactive 
approach of the team in respect of the paeds case. 
 
Histology – the move to digital imaging that is planned was shared with the 
benefits of such an approach being similar to those secured when 
implementing digital radiology. 
 
 

 

4th 
October 

2022 
 

Sue J, Paul K, 
Paul FJ 

UHND 
Paediatrics – The department was orderly and on that day well-staffed. The 
team described the EPR training that they had undertaken and were 
prepared for the go live over the following weekend. We had opportunity to 
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speak with the ward manager in private who discussed a number of issues 
including: 

 Morale – this had been sub-optimal but had recently improved 
somewhat following the support by the Exec of proposals to enhance 
staffing and separate, from a staffing perspective, the ward and PAU. 
We discussed the reasons behind staff leaving and established that in 
many cases they had secured promotions within the trust and that 
some that had left had subsequently returned. We were pointed to exit 
interviews to get a more comprehensive picture but an issue was 
raised about how specific individuals who were retiring and albeit they 
wished to return this had not been facilitated. This was followed up post 
the meeting. The rostering of staff requiring them to move between 
PAU and the ward under the current arrangements were cited as being 
the key reason that staff had pursued posts on other organisations. 

 Cover arrangements for the ward manager, which were organised 
between DMH and UHND, and therefore provided less contact time, 
were also described as potentially having led to less communication  of 
issues including the direction of travel being developed for the service. 
This in turn was felt to have led to EPR training not having been 
pushed enough initially. 

 Maternity – The department was clean, bright and well ordered 
although as it was busy there was opportunity only to speak to the 
coordinator as other staff were unavailable. The coordinator spoke 
enthusiastically about the department and the Trust, specifically citing 
the development opportunities that she had had throughout her career 
from joining as a trainee to having just been appointed as matron. Shye 
spoke eloquently about her own leadership style and her ambition to 
support teams to regroup following the recent review of CoC et al. She 
was passionate, enthusiastic and engaging. Having reviewed the SI’s, 
that had been shared earlier that week to the MQIF sub groups, SJ 
asked about the process through which particularly those resulting ion 
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no harm and / or near miss were closed. The coordinator articulated 
that she had submitted such SI’s but felt that there was often a stock 
response not specifically relating to the details of each individual 
occasion participated fully in the recent engagement exercise, but were 
concerned to understand when feedback would be provided. SJ 
advised that this date had already been agreed and a communication 
to that effect was sent to all maternity staff later that day via the comms 
lead for the engagement process. 

 
 

11th Oct 
2022 

 
 
 
 
 
 
 

Sue J, Paul K, 
Paul FJ,  

Richard S 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Bishop 
 
Outpatients – department quiet as reduced planned activity given week one 
(day two) of EPR.  
 
EPR going relatively well. In discussion with senior nurse linked to retention 
of staff the team ethic within the department was palpable however the 
relative salary of a nurse over that member of staffs 37 year career had 
diminished. This she felt was a significant contributory factor for some staff 
who had left the profession. 
 
Dental – Department bright, calm and orderly. Met admin staff, the dental 
manager and the dentist on shift. Good discussion about preventative 
initiatives and their link to inequalities in respect of tooth decay, It was 
noticed that Co Durham does not still have fluoridated water. The department 
uses system one and had therefore not been impacted upon by EPR but 
shared that a business case dad been developed that was soon to be 
submitted for a new dental system. The current waiting list for general 
anaesthetic stood at 120.  
 
A concern about the lack of support for the radiology department was raised. 
This is been followed up by the CEO. 
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Ward 16 – Busy ward albeit calm, clean and orderly. Medical staff were keen 
to show the benefits of the EPR system which they felt had huge potential 
moving forward. Their experience of go live had been good despite some 
teething problems with logins. 
 
 
Richardson 
 
The ward was busy but again clean, calm and orderly. In a discussion about 
retention the Matron described the good pastoral arrangements that had 
bene put in place around overseas nurses and the flexibilities afforded to 
those wishing to retire and return including a nurse who chose to let her pin 
lapse so she could return as a HCA. There was a lot of discussion about the 
issues of flow and in particular the increasing numbers of medically 
optimised patients and the waiting list for community beds. There was 
awareness of the regional choice policy although only a limited number of 
letter a’s had been issued. It was noted that there was a significant increase 
in mental health issues and this extended to children albeit there are no 
paediatric beds in the community.  The shortages of social workers was also 
noted and the CEO advised that the previous week she had asked for an 
increase in community beds which were being actioned in CLS and 
Sedgefield. Although there is the physical resource for additional beds in 
Barnard Castle these would not provide facilities close to the relatives of 
those from whom the demand arose. There was a significant discussion 
about current national priorities and policies and the absence of any planning 
guidance on this or other matters for 23/24. 
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Sue J did 
Weardale on own 

due to time 

Weardale 
 
Attended at evening shift handover where a floor walker was demonstrating 
and supporting staff in the use of EPR. The facility was clean, bright and 
welcoming and staff were enjoying the additional support particularly as it 
was being provided out of hours but at a time convenient to the team. A 
patient transfer from the acute site arrived during the visit. There was a 
seamless handover in accordance with the various local policies that exist 
within the Trust. 
 
 
 

 
 
 
 

Sue J Since EPR went live the CEO has visited:  
 
Shotley 
Chester le Street 
Sedgefield 
Weardale 
Richardson 
DMH  
UHND 
 
 

 

1st Nov 
2022 

Sue J, Paul K, 
Steve C 

 
 
 
 
 
 

CLS 
 
The ward had a Covid outbreak so was not visited. 
 
Colposcopy and urgent Gynae – the area was clean, bright and welcoming. 
Staff described the huge range of procedures that could be undertaken and 
the multi-disciplinary links with Gynae physio were clearly evident. The 
recent Exec approval, two days prior, of additional colposcopy resource to 
manage the back log of patients had been welcomed and had been 
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communicated to the team. The team described the changes in cervical 
screening tests that had been in place for a considerable time now and cited 
this as the principle reason that more colposcopy were now needed to be 
undertaken compared with previously. 
 
Community Midwifery team – the team were passionate and holistic in their 
approach to the women and families that they serve. They described the role 
that they undertake and were generally pleased with the recent changes to 
CoC arrangements. The maternity care assistants(MCA) had valued 
undertaking higher levels of safeguarding training than was now required as 
they are often the first professional to see the women in their home 
circumstances. The CEO asked the matron that was present to raise the 
possibility of reverting to allowing such training to be escalated within the 
care group. 
 
The MCA team also shared the benefit of a recent multi organisational 
session in which they had been involved sharing experience and best 
practice across the region. 
 
 
SBH 
 
Chemo – was not operating from SBH that day so was not visited 
 
The ward was clean, bright, calm and organised. The ward manager shared 
details of the team building initiatives in place with a view to staff retention 
and appointment. Staffing levels were good albeit one member of staff was 
leaving to work in a more acute environment.  
 
The physio led ‘Discharge to assess’ team pilot was observed with the ward 
team advising that the physios were very well integrated. It was noted that 
there were two unused bays of four beds each, one of which was used for 
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storage and that the limiting factor regarding capacity was staffing, limiting 
the ward to 18/19 beds. 
 
The ward Gym was well equipped and a vital resource given the patient 
profile for that area. 
 
Derwentside Community TAP – most of the team were out on visits so we 
spent time with the community matrons who, whilst depleted in numbers, 
were risk assessing the patients on the care and nursing homes to prioritise 
them for intervention. They described the proactive recruitment that was 
underway and underlined that those colleagues that had left had moved to 
work in GP practices locally with hours that better suited their specific 
circumstances. The team described the range of drugs that they were able to 
prescribe, the interventions to prevent those patient cohorts from needing to 
attend hospital and the measures that they deployed when resident had 
indeed been referred to the ED.  
 
 

3rd Nov 
2022 

Sue J and Mike 
Smith (GP Partner – 

Claypath & University 
Medical Group / PCN 

Clinical Director) 

 
Visit to UHND - A&E, SDEC, AMU, Ward 3, & Ops Centre 
 
 
 

 

8th Nov 
2022 

 
 
 
 
 

Sue J, Cllrs 
Nicholson and 

Dulston 

 
Visit to DMH - A&E, SDEC, Urgent Care 
 
This was during discussion with Yorkshire Ambulance Service, they advised 
that they did not have direct access to SDEC, unlike their NEAS 
counterparts. The CEO ensured this was remedied the following week. 
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16th Nov 
2022 

 
 
 
 
 

Sue J, Paul K,  BAH 
 
Radiology – the department was calm and clean with the state of the art 
equipment provided under our contract with Phillips a significant draw for 
staff who described the department and team as a great place to work. 
 
Urgent Care – the department was relatively busy with practitioners detailing 
the huge range in presentations that they see and the various pathways 
patients follow.  It was noted that not all of the activity was reported against 
the 4 hour target but that work was  underway to do so (1000 episodes per 
month all achieving the 4 hour target).  Staff felt that they could potentially 
see more presentations during the day akin to those overnight and this could 
be considered as a future development.   
 
Ward 18 – the team had just returned from UHND and were proud of the 
additional activity on more complex long waiting orthopaedics patients that 
they had facilitated but were pleased to be back at BAGH. 
 
SCH 
 
Ward – due to patients with Covid on the ward the ward manager met us 
outside the ward environment.  She described the improved staffing position 
and work that had been done to ensure the smooth embedding of EPR and 
enhance staff retention.  She also talked through the discharge to assess 
pilot and plan to open more beds. 
 
Outpatients – the department was quiet but the nurse in charge showed the 
clinics that had been undertaken that day ranging from  

 Governance team – the community governance team hared the way 
incidents were managed and lessons learnt including management at 
coroners cases causing us to reflect on the enhanced arrangements 
we introduced following reported issues at another Trust. 
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 Long Covid to Chiropody.  It was noted that whilst attractive to patients 
travel times for the clinical staff restricted the use of the facility. 

 
 
 

 
 
 
 

Sue J, Michael B Visit to Maternity to date: 
 
A number of previous visits by the CEO and Maternity Safety Champion 
Michael Bretherick are being added and will be available for the December 
meeting. 
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Trust Board Cyber Training - Response to considerations from trainer August 2022 

 

1. Purpose 

 

This paper is to inform Trust Board of the responses discussed at the Senior Information Risk 

Owner (SIRO) meetings following feedback from Templar Executives regarding the Trust Board 

Cyber Training held in June 2022. 

 

2. Background   

The Head of Data Security and Protection (DSP) had a meeting with the Trainer, Edward Wolton. 

The training followed a standardised agenda that has been completed with other organisations 

including NHS Trusts. Edward identified the areas listed below the Trust may consider taking 

forward from the session. 

 

1. The Cyber security annual cyber table top exercise was completed in March 2022 has not 

be briefed to the Trust Board.  

a. Edward recommended a specific trust board table top cyber exercise is completed. 

This would aim to engage the Board more and raise their awareness. Templar 

executives can facilitate this over an hour with an additional hour for feedback / 

discussion.  

 

2. The Trust Board received a SIRO report pre pandemic. The Board should be focussed on 

what work is being completed and how the SIRO role is being delivered.  

3. Responses to considerations 

The three areas were discussed in detail at the July SIRO meeting with the SIRO, Chief 

Information Officer and Data Protection Officer / Head of DSP present and the following responses 

were agreed: 

 

1. Trust Board -  Cyber table top exercises  

Annual cyber table top exercises are currently completed every March. There is a robust 

structure in place to complete these which is monitored through Trust Resilience Forum 

(TRF). The exercises are run through Gold Command and involve all relevant stakeholders 

throughout the scenario this includes relevant Executive Directors. For example, during 

March 2022 exercise Carol Langrick was the Executive Director working as Gold 

command on the day and involved relevant colleagues as appropriate. The report from this 

exercise is discussed and monitored within the Trust Resilience Forum.  

 

This year the Trust are implementing their new Electronic Staff Record and as part of this 

there will be a cut off from current systems of four days whilst the data is moved across to 

the new system, all areas will be using their business continuity plans which will be a live 

test of these and the trusts escalation processes in place. 

 

Instead of a separate Trust Board cyber exercise it would be preferred that the current 

structure is maintained involving the relevant Executive Directors where necessary within 

the exercise. 

It is the preferred that the reporting schedule and any escalation from TRF are also 

maintained as per the TRF terms of reference with any escalations going to the Risk 
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Management Committee and where necessary a summary of key issues into the Trust 

Board. 

 

2. SIRO reporting 

It was acknowledged reports on how the SIRO carries out the role should be completed 

again after the Covid -19 pandemic and the reports are recommended to go to Trust Board 

twice a year in the following format: 

a. A combined SIRO and DSP Toolkit report primarily focused on the gaps and areas 

of concern. This would include actions the SIRO meeting has considered and 

completed linking to the annual governance statement. 

b. A report to show key measures which the SIRO meeting focus on, these primarily 

being annual Information Governance Training to ensure completion of the Data 

Security and Protection Toolkit assertions and any key data and security incidents 

which have been reported on the NHS England incident tool, trends and the lessons 

learnt from these.  

 

4. Conclusion 

 

 The Trust Board do not require their own specific cyber table top exercise. This is carried 

out on a scheduled annual basis as part of current cyber rolling exercises and DSP Toolkit 

assertion compliance. Key executive directors are involved with the relevant cyber 

exercises as required.  

 The Trust has a detailed business continuity framework in place including the table top 

exercise summaries which are discussed and monitored through the TRF. The Trust EPRR 

lead will develop a report detailing how the actions from the Cyber BCP progress which 

would be escalated to the Trust Risk Management Committee. Continuing specific issues 

would be developed into a summary and discussed at Trust Board. 

 

 The SIRO report will be reported on an annual basis to the Trust Board each by March. The 

key measures from the SIRO escalations are: data security and protection toolkit 

compliance including the training assertion and secondly incidents where there are trends or 

regulatory interventions.  The report will document lessons learnt, these will also be added 

to the annual report as current practice. 

 

5. Recommendations 

 

That the Trust Board discuss and accept the conclusions noted above. 

 

Lisa Nattrass  
Head of Data Security and Protection  

14th November 2022 

 

Appendix 1 – List of abbreviations 

 

DSSC Digital Strategy Sub Committee 

DSPT Data Security and Protection Toolkit 

DSPC Data Security and Protection Committee 

DPO Data Protection Officer 

SIRO Senior Information Risk Owner 
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HI Health Informatics 

BCP Business Continuity Plan 

TRF Trust Resilience Forum 

DSP Data Security and Protection 

NHSE NHS England  

EPRR Emergency Preparedness, Resilience and Response 
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Board Assurance Framework (November 2022) 

Trust Board – 30th November 2022 

Item 4b – Board Assurance Framework  

Open Session X Private & Confidential Session  

Author Warren Edge, Senior Associate Director of Assurance and Compliance  

Reason for 

Submission 

Tick all that apply 

If none of the 

above, please 

provide rationale 

for submission 

Standing item                                             

Development / approval or update on strategy                         

Decision reserved for Board                                

Statutory / regulatory requirement                                   

Oversight of significant risks                                  

Update on action log item                                                    

Requires Board approval e.g. policies or business cases    

Core performance information        

Other rationale, please state below: 

Strategic Aim: 

 

To transform care pathways and develop services which deliver the  

best patient outcomes                                

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

provide the best patient experience                                          

To maximise our resources and relationships to sustain services and    

deliver best efficiency                                                                                    

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

are proud of – best employer                                           

Purpose of 

Report 

To place into the public domain the Trust’s new Board Assurance Framework 

which, whilst in draft form was discussed in detail at the Board’s Private and 

Confidential Meeting on 2nd November 2022.  

Positive 

performance / 

developments 

within this report   

 

The BAF has been refreshed as agreed at the Board Seminar in 

August 2022 and is now fully aligned to the Trust’s strategic objectives 

and presented in a simpler format. 

Section 2 

and 

throughout 

Detailed action plans are in place to mitigate risks to all objectives, 

which will be tracked in detail through the Strategic Risk Register 

Document 4b 

(ii) 

 As this is a full reset of the BAF against the recently confirmed 

strategic objectives there is work to do to bring all objectives within 

their risk tolerance; however, over half are close to tolerance already. 

Section 2 
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Board Assurance Framework (November 2022) 

Key issues There are two objectives where the current risk has been assessed as 

very high (red). These relative to elective recovery and urgent and 

emergency care services. In keeping with the national picture, there 

are long waits for some operations which, despite prioritisation on 

clinical need and supporting to patients while waiting, may result in a 

poorer experience and carry potential for sub-optimal outcomes for 

some patients. The Trust is working to mitigate these risks 

progressively and to the national target of eliminating long waits by 

31st March 2024. Also in keeping with the national picture, our 

emergency services remain under pressure and there are risks to 

patients experience and outcomes, pending the implementation of 

actions to transform and expand the service which come on line 

progressively over the winter and next year in particular. The 

explanation of the risk management trajectory and target dates 

for these risks – vis a vis the Board’s ambition to reduce the risks 

more quickly, has been updated.  

Workforce risks are increasing – particularly with respect to 

engagement/morale, attraction and retention of staff and staff 

wellbeing. All three are now rated as high (amber) risks with the 

potential to increase further over time. National and regional staff 

shortages, demand-led workload pressures and national issues 

around pay and pensions have exacerbated risk relating to internal 

challenges.  

With respect to the roll out of EPR, reducing health inequalities and 

reinvigoration of community engagement after the pandemic, high 

(amber) risks have been recognised which reflect the current stage of 

the Trust’s journey.  

A high risk has also been recognised with respect to IT (including 

cyber-security) reflecting the external environment in particular.  

Section 1 

and Section 

3 

Regulatory 

compliance 

implications 

Tick all that apply 

 

Tick for any implications for compliance with: 

NHS Constitution      

Provider Licence (especially Condition 6)         

CQC Fundamental Standards of Care        

Health and Social Care Act          

Mental Health Act / Mental Capacity Act                           

Significant risks 

identified (if any) 

As noted above and outlined in the attached.   

Action / decision 

required from the 

Board 

The Board is asked to note the placing of the BAF into the public domain and to 

request any further information required for assurance purposes.   
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Item 4b (i) - Board Assurance Framework (November 2022)           1 

 

 

 

 

 

 

 

 

 

 

Board Assurance Framework  

November 2022 

Item 4b (i) 

 

 

 

 

 

 

 

 

 

 

 

 

 

Contents 
 

Section 1 – Introduction and Key Points ..................................................... 2 

Section 2 – Summary Table ....................................................................... 3 

Section 3 – Full Board Assurance Framework ............................................ 6 

Appendix – Derivation of Current Risk Scores .......................................... 27 

 

Ite
m

 4
b 

(i)
 B

oa
rd

A
ss

ur
an

ce

Page 169 of 412



Item 4b (i) - Board Assurance Framework (November 2022)           2 

Section 1 – Introduction and Key Points 
 

The Trust’s Strategy - “Our Patients Matter” – sets out its mission – 

providing safe, compassionate and joined up care – and vision, to provide 

care that is Right First Time, Every Time. In August 2022, the Board 

confirmed 20 objectives, which were to be delivered through the eight key 

plans in the strategy and the Trust’s Green Plan. The Board Assurance 

Framework provides a ‘helicopter view’ of the principal risks to the 

achievement of these objectives and the strength of the controls in place to 

mitigate them, based on and understanding of: 

 The management and monitoring activities, and independent 

assessments which provide evidence as to how well controls are 

working and the risk is being mitigated (“sources of assurance”) 

 The results of these activities and assessments. 

Evaluation of the results for each source of assurance can highlight gaps in 

controls – where the control is not working as well as intended – or gaps in 

assurance. The latter can arise, for example, when there is a lack of 

objective evidence available to assess controls are working. Wherever 

gaps are identified, actions will be needed to remedy them.  

The residual risk associated with each objective is assessed as outlined in 

Section 3 (page 6). 

Every objective in this Board Assurance Framework has an Executive 

owner and is allocated to a Board Assurance Committee for monitoring.  

The Board Assurance Framework is accompanied by a Strategic Risk 

Register which includes more details on controls in place and, in particular, 

full details of actions being taken – including action owners, deadlines and 

progress updates – to allow the Board to track completion of actions.   

The Board has agreed a risk appetite statement, and set tolerances for 

different types of risk impact, so that it is clear on the amount of risk it will 

accept in relation to each objective.  Section 2 overleaf summarises the 

residual risk assessment for each objective and associated risk, compared 

to the Board’s tolerance.  

 

Risk tolerances 

Risk Impact Score 

Care pathways – harm / poor outcomes 8 

Regulatory breach  8 

Financial loss or waste 9 

Reputational damage 9 

Workforce impacts 8 

 

Summary of key points: 

There are two objectives where the current risk has been assessed as very 

high (red). These relative to elective recovery and urgent and emergency 

care services. In keeping with the national picture, there are long waits for 

some operations which, despite prioritisation on clinical need and 

supporting to patients while waiting, may result in poorer outcomes for 

some patients. Also in keeping with the national picture, our emergency 

services are under increasing pressure and there is a risk of poorer patient 

outcomes, pending the implementation of actions to transform and expand 

the service over the next two years.  

Workforce risks are increasing – particularly with respect to 

engagement/morale, attraction and retention of staff and staff wellbeing. All 

three are now rated as high (amber) risks with the potential to increase 

further over time. National and regional staff shortages, demand-led 

workload pressures and national issues around pay and pensions have 

exacerbated risk relating to internal challenges.  

With respect to the roll out of EPR, reducing health inequalities and 

reinvigoration of community engagement after the pandemic, high (amber) 

risks have been recognised which reflect the current stage of the Trust’s 

journey.  

A high risk has also been recognised with respect to IT (including cyber-

security) reflecting the external environment in particular.  
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Item 4b (i) - Board Assurance Framework (November 2022)           3 

Section 2 – Summary Table 
 

The table below summarises the current risk score, compared to the risk tolerance (the amount of risk that the Board will accept) for each objective and risk within the Board 

Assurance Framework. Section 3 sets out the detailed tables for each objective and risk including a summary of the action plans set out in detail in the Strategic Risk 

Register. 

Board Assurance Framework - Summary  

N
o 

Exec Committee Principal Objective Principal Risk Score  Risk 
tolerance 

Change in 
quarter 

Risk 
register ref 

Quality and Clinical Services Matter  

1 Nursing 
Director 
(NS) 

IQAC To ensure that patients receive safe care, by building 
and sustaining a safety culture and procedures which 
are consistently reliable 

We may be unable to build, or sustain, a strong safety culture in 
the face of operational pressures or to learn from adverse events 
and evidence-based practice. 

12 8 All risks 
are new 
this qtr.   

2572 

2 Nursing 
Director 
(NS) 

IQAC To ensure that our patients’ experience compassionate 
and attentive care in which their individual needs are met, 
and that we continuously improve our care by listening to 
and learning from their experiences. 

We may fail to deliver the excellent care we aspire to, or to provide 
services that meet service users’ needs, because of: lack of time 
to care or to engage with service users, failure to prioritise service 
users’ experience and /or ineffective engagement with service 
users regarding their care. 

9 8  2573 

3 Medical 
Director (JC) 

IQAC To establish and sustain high quality clinical services – 
both internally and in collaboration with system ICS level 
partners - which meet or exceed applicable standards 
and ensure pathways of care are joined up. 

We may fail to understand and improve performance against 
applicable standards and quality benchmarks, because of a lack 
of capacity or competence, or poor joined up working with 
partners 

9 8  2574 

4 Health 
Inequalities 
Lead (MS) 

OPAC To proactively minimise health inequalities in the way in 
which we provide access to and deliver services and 
contribute fully to the wider ICS objective of improving 
the health and wellbeing of the population. 

We may fail to understand and address health inequalities 
impacting on our patients and staff, in how we design and deliver 
services - or to contribute to the wider ICS agenda to reduce 
health inequalities because of a lack of training, awareness or 
management information 

12 8  2575 

5 Operations 
Director (LN) 

OPAC To recover elective activity in line with NHS Constitutional 
Targets, eliminate long waiting times and restore 
performance in line with cancer waiting times standards, 
working with system partners to ensure equitable 
recovery and support patients whilst waiting for 
operations. 

We may fail to maximise capacity for elective recovery, working 
with system partners, because of weaknesses in processes or 
non-elective pressures – or we may fail to engage effectively with 
patients whilst they wait, increasing the risk of harm. Likewise we 
may fail to meet cancer waiting times because we do not optimise 
our capacity, working with partners, to meet demand 

16 8  2576 

6 Medical 
Director (JC) 

OPAC and 
IQAC 

To effect a step change in the responsiveness of our 
urgent and emergency care services in line with national 
planning requirements 

We may fail to improve and transform urgent and emergency 
care, leaving patient flow continuing to be constrained by 
insufficient space in A&E and lack of beds, by delays to 
discharge and / or lack of alternatives to admission. Potential 
further causes include: project delays, dependence on 
contractors, financial constraints, failure to work effectively with 
system partners and / or ingrained ways of working. 

16 8  2577 

People Matter  

7 W&OD 
Director and 
CEO (MS/ 
SJ) 

OPAC To ensure that there is effective, meaningful and 
responsive engagement with staff at all levels, so that 
staff feel listened to and supported, and their feedback 
considered and responded to. 

Staff engagement may be undermined by lack of capacity, 
competence or trust, or the Trust does not listen and respond 
effectively, resulting in failure to address deficits in staff 
members’ experience and morale.  

12 8  2566 

Ite
m

 4
b 

(i)
 B

oa
rd

A
ss

ur
an

ce

Page 171 of 412



Item 4b (i) - Board Assurance Framework (November 2022)           4 

Board Assurance Framework - Summary  

N
o 

Exec Committee Principal Objective Principal Risk Score  Risk 
tolerance 

Change in 
quarter 

Risk 
register ref 

8 W&OD 
Director 
(MS) 

OPAC To make CDDFT the best possible place to work for all 
our staff, so that we attract and retain the skilled staff 
needed to deliver services. 

We may not be able to provide a sufficiently attractive 
employment offer to attract or retain staff resulting in workforce 
shortages, or to address challenges with respect to hard to 
recruit posts 

12 8  2567 

9 W&OD 
Director 
(MS) 

OPAC To develop and sustain a safe, supportive and 
compassionate culture in accordance with our values 

We may be unable to engender a safe, supportive and 
compassionate culture because of a lack of capacity, training, 
support to managers and staff and / or inconsistency in our 
approach 

9 8  2568 

10 W&OD 
Director 
(MS) 

OPAC To look after the health and wellbeing of our staff 
through timely and appropriate support and interventions 

We may be unable to provide reasonable support to staff with 
issues affecting health and wellbeing because the offer 
(including regional and national resources) is incomplete, 
demand exceeds capacity or staff do not (feel able to) engage 
with the support provided. 

12 8  2569 

11 W&OD 
Director 
(MS) 

OPAC To develop staff at all levels, resulting in a talent pipeline 
for succession planning for the Trust and the wider 
system 

We may fail to identify and / or support the development of 
talented individuals - with time, resource and training - resulting 
in a lack of viable candidates for succession to posts within the 
Trust and the wider NHS. 

9 8  2570 

12 W&OD 
Director 
(MS) 

OPAC To promote equality and inclusion for all staff, and to 
value diversity in the workforce to support ongoing 
improvement of the quality of our services. 

We may not engender an inclusive culture, or effectively engage 
and / or support applicants and staff from all groups, resulting in 
a lack of diversity in our approach, and negative staffing 
impacts, undermining the quality of patient services. 

9 8  2571 

Improvement Matters   

13 Operations 
Director (LN) 

IQAC To embed capability in continuous quality improvement 
throughout our workforce, so that all staff can implement 
improvements and deliver excellence 

Our ability to develop widespread capability in quality 
improvement may be undermined by a lack of capacity, 
weaknesses in training or insufficient commitment and follow 
through 

9 9  2578 

Health Informatics Matters  

14 Nursing 
Director 
(NS) with all 
Execs 
supporting 

Board To roll out and optimise the use of the EPR system 
safely, realising the benefits in the business case and 
releasing time to care. 

The scale and complexity of the EPR roll out presents risk to the 
effective implementation and optimisation of the system. We 
may fail to deploy and embed the use of the system as a result 
of lack of training and support for staff; persisting functionality 
issues; development of work-arounds and work outside system 
which is detrimental to patient care, or failure to respond to staff 
feedback. 

12 8  2579 

15 Nursing 
Director 
(NS) 

OPAC To ensure the security and resilience of the Trust’s 
systems and infrastructure. 

External factors have increased the risk of a cyber-security 
attack on the NHS. We mail fail to prevent or respond effectively 
to attacks because of out of date infrastructure, or policies, 
system vulnerabilities and/ or ineffective response plans.  

12 8  2580 

Communication and Engagement Matter   

16 Chief 
Executive 
(SJ) 

Board To strengthen, and embed effective arrangements for 
patient and public engagement both for the Trust 
(including enhancing the Trust’s website) and, working 
with health, social care and other partners, at place-
level. 

We may fail to engage our communities and patients because of 
a lack of capacity, or commitment from service managers and 
clinical leaders, or lack of access to effective approaches 
(sharing good practice internally and externally). 

12 8  2581 
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Board Assurance Framework - Summary  

N
o 

Exec Committee Principal Objective Principal Risk Score  Risk 
tolerance 

Change in 
quarter 

Risk 
register ref 

17 Chief 
Executive 
(SJ) 

Board  To provide effective leadership to public and patient 
engagement activity undertaken in our localities to 
inform the setting of objectives and planning for the 
North East and North Cumbria ICS 

We may fail to actively lead engagement locally to inform to 
support regional collaborative working because of a lack of 
capacity or appropriate processes. 

9 9  2582 

Finance Matters   

18 Finance 
Director 
(DB) 

OPAC To manage our finances to enable delivery of healthcare 
in the Trust, and across our local system, and of our 
own and our ICB’s strategic objectives, whilst meeting 
regulatory targets. 

We may fail to meet financial targets or to fund our strategic 
objectives if we lose grip in capital planning and financial 
control, or cannot implement a sustainable approach to 
improving quality and eliminating waste, This could impact on 
the finances of our ICS and shared with local system partners 
resulting in sub-optimal use of funding for patients. 

12 9  2583 

Estates Matter   

19 Managing 
Director 
(CDD 
Services) 

OPAC To optimise the use of the Trust’s estate, ensuring the 
safety and suitability of patient and non-clinical 
environments and the efficient use of both. 

Constraints on capital and increasing demand for services may 
lead to some services being provided from sub-optimal 
environments unless we can maximise or use of space, 
alongside making best use of scarce funding to maintain and 
improve the patient environment. Potential causes include 
dependencies between clinical and non-clinical services and 
ingrained ways of working. 

12 8  2584 

Sustainability   

20 Chief 
Executive 
(SJ) 

OPAC To meet objectives in the Green Plan, year on year, and 
embed a culture of sustainability in the Trust 

We may fail to make planned progress against the Trust’s 
sustainability objectives (including its carbon neutral 
commitment) working internally and with partners, because of a 
lack of capacity, poor planning or processes. 

9 8  2585 
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Section 3 – Full Board Assurance Framework 
 

This section sets out core information for all of the strategic objectives 

identified by the Board, and their associated risks, as outlined below: 

Heading Explanation 

Controls These are the policies, procedures and activities undertaken to reduce 
the likelihood of risks arising, or for early detection and action should they 
do so. Since the BAF is intended to provide a helicopter view, controls 
are summarised rather than described in precise detail.  

Sources of 
assurance 

These are the activities which are undertaken to provide evidence as to 
the strength or quality of controls. “First line” assurance will be provided 
by management, including self-assessment and monitoring checks; 
“second-line” assurance is provided by semi-independent monitoring 
functions within the Trust. “Third line” assurance is fully independent; for 
example, internal audits. Metrics are a further source of second or third-
line assurance, particularly where they are objectively verifiable and 
derived from systematic data collection rather than based on self-
assessment. 
 
There should be a mix of all three types of assurance, to ensure that 
assurance received is sufficiently timely and objective.  

Gaps in 
controls 

The results of assurance checks may identify that controls in place are 
not operating as laid down, or are not covering all elements of the risks 
which they are designed to address. Any such gaps, or weaknesses, in 
controls are captured and should have a corresponding action to address 
them. 

Gaps in 
assurance 

When capturing sources of assurance, and through ongoing evaluation, it 
may become apparent that there are no, insufficient, or untimely activities 
planned to obtain evidence on the health of specific controls. Again, such 
gaps should result in a corresponding action. 

Assurance 
outcomes 
 

The results of assurance checks and key metrics. Adverse outcomes 
point to gaps in controls and gaps in assurance and should result in 
corresponding actions in the Risk Mitigation Plan 

Action 
summary  
 

This should capture, at a high-level, the actions being taken to address 
any gaps in controls or assurance.  

 

Risk assessments 

Each objective is accompanied by a risk assessment table covering: 

Inherent 
risk 

This is the level of risk inherent in the activity assuming no mitigating 
controls are in place 

Current risk The amount of risk which remains after the mitigating effect of controls is 
taken into account 

Target 
position 

The level of risk we are aiming to carry once all actions are implemented 
effectively.  

Targets may set a level of ambition to reduce risk below the relevant 
tolerances set by the Board so that the aggregate amount of risk carried by 
the Trust falls more comfortably within tolerance. In addition, some targets 
are implied in the setting of the tolerance e.g. a risk tolerance of 8 indicates 
that the Board wishes to see the likelihood of major impacts (which score 4 
– see above) to be mitigated to a low level (score of 2). However, since the 
tolerance cannot be breached, the target must be to reduce the likelihood 
of moderate impacts (scoring 3) to an equally low score of 2.  

A two year “trajectory” is also included to indicate how the actions being 

taken are, in broad terms, expected to reduce the risk over time. This is, 

however, only a guide as – even when actions are taken – strategic risks can 

increase because of changes in external factors.  

Risks are assessed using the 5x5 matrix below. The risk scores are, in 

reality, judgments used to direct the Board’s attention to where action needs 

to be taken and to inform the Board’s ambition with respect to risk mitigation. 

The Appendix explains how the judgments on current risk scores for each 

objective have been made by Executive Directors. The Board is asked to 

review these judgments and to advise if any changes are required.  
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Assurance Committee IQAC 

Executive Lead Noel Scanlon, 
Nursing Director 

Movement since last 
quarter (risk score) 

 

 

Controls Sources of assurance Gaps Assurance outcomes  Action 
summary 

 Currently, patient safety incidents are reported and investigated in line with the 
Incident Management Policy, with workflows embedded in the Ulysses system. 
The Trust is an early adopter of the Patient Safety Incident Response 
Framework and is trialling the investigation and learning processes involved. 

 Review of incidents and learning takes place through Safety Committee and 
through Care Group and specialty governance meetings.  

 Role specific training is provided to staff which includes essential safety training 
(for example, training re the deteriorating patient). 

 There is a Falls Strategy, Falls Care Policy and Bundle in place, supplemented 
by review of, and learning from lapses in care by a dedicated falls team. 

 There is a zero tolerance from Grade 3 and 4 pressure ulcers. The Tissue 
Viability (TV) Team reviews, and promulgates learning from any cases with 
lapses in care, in line with established TV policies.  

 There is a suite of Infection Control policies in place, overseen by a specialist 
Infection Control Team, including for Covid-19. The team provides core essential 
training to front-line staff and advice on risks, as well as the management of any 
periods of increased incidents or outbreaks.  

 There is a suite of Local Safety Standards for Invasive Procedures in place and 
compliance with this is audited. 

 A specialist cardiac arrest prevention team provides training for staff in relevant 
policies and to investigate and promulgate learning from any cardiac arrest. 

 The Acute Intervention Team provides a track and trigger service for patients at 
risk of deterioration to ensure deterioration is acted upon. 

 Specialist Acute Kidney Injury (AKI) Nurses are in place on both acute sites to 
support front-line teams with the care of patients at risk from AKI.  

 The Trust’s Dietetics and Nutrition Team supports front-line staff with nutrition 
assessment and care.  

 Excellence reporting reinforces positive learning (from excellence elsewhere). 

Management assurance: 

 Monthly ward and team (Tendable) audits 
assess compliance with nursing standards 

 

Gaps in controls: 
Infection Control audits 
have found gaps in 
compliance with policies 
resulting in a ‘back to 
basics’ campaign 

The lack of rooms for 
isolation poses an 
infection control challenge 

There has been an influx 
of new nursing staff and 
staff new to care in recent 
years and EPSEC 
considers further training 
appropriate 

There is a lack of rigour in 
completing ward audits in 
some areas. 

Longitudinal analysis of 
incidents shows no increase 
in moderate harm or above, 
but a recent increase in no/ 
low harm incidents in line 
with positive reporting 

Long-term, we have reduced 
cardiac arrests by over 50%. 

Falls with lapses in care are 
reducing but falls per 1,000 
bed days remain above pre-
pandemic norms. 

Infection rates for C-Diff and 
some gram-negative 
organisms exceed national 
thresholds (although in line 
with or lower than national 
averages and we have seen 
no MRSA cases this year) 

LocSSIPs are not yet fully 
embedded, there is a need 
to fully action learning from 
the Ockenden review and 
some further work on follow-
up processes in 
Ophthalmology, as well as 
ongoing work on patient 
deterioration 

Detailed action 
plans to improve 
controls are set 
out in the 
corporate risk 
register for Risk 
2572 
 
Key actions 
include the quality 
strategy 
improvement 
work-streams and 
overall monitoring 
programme plus 
reinvigoration of 
the Trust’s highly 
reliable culture, 
supporting 
learning from 
excellence and 
the IPC ‘back to 
basics campaign’, 
as well as 
strengthening 
ward audits 
including the 
question set. 
 

Second-line (monitoring) assurance 

 The CDDFT Quality Insights report 
monitors trends for abnormal variation and 
against internal and external thresholds 
e.g. falls, ulcers, medication incidents 

 Scrutiny by Safety Committee and IQAC 
of safety trends 

 Monitoring activity by each specialist team 
for lapses in care and adverse trends e.g. 
TV, Falls, Cardiac Arrest, Infection Control 
(including reporting against thresholds) 

 The Medications Safety Officer monitors 
medication incidents for any adverse 
trends. 

 
Third-line (independent) assurance 

 Internal Audit review of learning from 
incidents and never events 

 The Commissioners’ Quality Assurance 
Committee independently reviews safety 
trends in the Trust. 

 Engagement meetings and enquiry 
processes with CQC  

Gaps in assurance: 
The quality strategy has 
only just been approved 
and there is a need to 
establish quarterly 
monitoring and reporting 
to SCB and IQAC. 
 

Strategy: Quality Matters  

Risk: We may be unable to build, or sustain, a strong safety culture in the face of operational pressures or to learn from adverse events and evidence-based practice. 

 

Strategic Objective 1: To ensure that patients receive safe care, by building and sustaining a safety culture and procedures which are consistently reliable 

 

 Likelihood Impact Score 

Inherent risk 5 4 20 

Current risk 3 4 12 

Target position 2 3 6 

Target date Dec 2023 

 

Risk score trajectory (two years) Explanation 

Dec-22 12 Dec-23 6 The trajectory 
assumes risk 
reduction from 
improvement work re 
falls, infection control, 
LocSSIPs and 
maternity services 
over 12 months 

Mar-23 12 Mar-24 6 

Jun-23 9 Jun-24 6 

Sep-23 9 Sep-24 6 
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Assurance Committee IQAC 

Executive Lead Noel Scanlon, 
Nursing Director 

Movement since last 
quarter (risk score) 

 

 

Controls Sources of assurance Gaps Assurance 
outcomes  

 Action summary 

 The Trust enables patients to provide feedback on services 
through the Friends and Family Test, compliments, comment 
cards and local (service-specific) and national surveys. 
Results are reviewed with teams and improvement actions 
agreed.  

 Feedback is shared with wards and teams, with learning 
points resulted in actions (the “You Said, We Did” approach). 

 The Patient Experience Team supports patients in making 
complaints and / or using quick resolution complaints to 
address concerns. The team reviews complaints qualitatively 
to identify any themes for learning.  

 Patient Stories are developed into learning aids by the Patient 
Experience Team and shared with wards and teams, and also 
with the Board, through IQAC for learning and reflection at a 
senior level. 

 The Trust reviews, identifies learning and takes action on 
reports from Healthwatch and works closely with Healthwatch 
through the Council of Governors (both Co Durham and 
Darlington Healthwatch have appointed governor seats). 

 Business cases involving proposed service change require 
that service user views be taken into account.  

 Local engagement within specific services uses regional and 
local networks and patient partnerships to provide service user 
views. 

 Specialist nursing teams exist to support training and outreach 
for patients with additional needs e.g. learning disabilities.   

 A Patient Safety advocate sits on the Safety Committee. 

Management assurance: 

 Tendable audits (patient 
questions) 

 Local patient surveys 

Gaps in controls: 

 There is a gap between positive patient 
feedback and staff views of the quality of 
care based on staff surveys (both the survey 
result and feedback re: a lack of time to care 
impacting on quality 

 Patient feedback, learning and improvement 
is not always effectively shared with staff 

 Action taken where improvement points 
from sources of assurance are identified is 
not always visibly reported (to service users 
or the Board) 

 The Trust has not yet implemented the 
NICE guideline on shared decision-making.   

 Patient engagement by services (generally 
and for business cases) varies in quality. 

 Limited work is undertaken with ‘best 20%’ 
trusts in national surveys to import learning 

 The Trust’s 
CQC rating for 
caring is good 
for all services 

 Commissioner 
assurance visits 
have flagged no 
significant 
concerns 

 Friends and 
Family Test 
results (95% or 
more 
respondents 
responded 
positively) 

 Tendable audit 
results are 
positive (over 
90% month on 
month overall) 

 National 
surveys typically 
show the Trust 
in the mid-range 
with few ‘below 
average ranked 
questions 

Detailed action plans to improve 
controls are set out in the 
corporate risk register for Risk 
2573 
 

These include: 

 Re-establishing at Trust-
wide Patient Experience 
Forum or Council 

 Implementing NICE 
recommendations on 
shared decision-making  

 Visibly sharing patient 
feedback with wards and 
teams along with actions 
and improvements 

 Sharing and building good 
practice in service user 
engagement across all 
services 

 Learning from ‘Best 20%’ 
providers 

 Review of the Tendable 
audit model 

 Capturing and reporting (up 
to Board) service user 
engagement activity 

 Refreshing the patient 
experience strategy 

Second-line (monitoring) 
assurance 

 Thematic review of patient 
feedback, including complaints 
by the Patient Experience Team 

 Trend analysis – complaints and 
quick resolution complaints 
(CDDFT Quality Insights) at all 
levels 
 

Third-line (independent) 
assurance 

 Care Quality Commission rating 

 Commissioner assurance visits 

 Friends and Family Test 

 Direct patient feedback (surveys 
and patient stories) 

 Healthwatch patient reports and 
‘enter and view’ visits 

Gaps in assurance: 

 Tendable audits are not always undertaken 
and there is an inherent limitation in the 
reliability of patient feedback whilst in the 
care of those asking for feedback.  

 There is a lack of reporting and oversight of 
patient engagement activity, service user 
feedback and action taken 

 Business case sections are not always 
completed well 

Strategy: Quality Matters  

Risk: We may fail to deliver the excellent care we aspire to, or to provide services that meet service users’ needs, because of: lack of time to care or to engage with service users, failure to prioritise 

service users’ experience and /or ineffective engagement with service users regarding their care. 

 

Strategic Objective 2: To ensure that our patients’ experience compassionate and attentive care in which their individual needs are met, and that we continuously improve our care 

by listening to and learning from their experiences. 

 

 Likelihood Impact Score 

Inherent risk 4 4 16 

Current risk 3 3 9 

Target position 2 3 6 

Target date Dec 2023 

 

Risk score trajectory (two years) Explanation 

Dec-22 9 Dec-23 6 Service users’ experiences 
are generally positive. We 
need to embed patient 
engagement / focus further 
to move on from ‘good’. The 
actions aim for this change 
in one year  

Mar-23 9 Mar-24 6 

Jun-23 9 Jun-24 6 

Sep-23 9 Sep-24 6 

 

New 

Ite
m

 4
b 

(i)
 B

oa
rd

A
ss

ur
an

ce

Page 176 of 412



Item 4b (i) - Board Assurance Framework (November 2022)           9 

 

 

 

 

 

 

Assurance Committee IQAC 

Executive Lead Jeremy Cundall, 
Medical Director 

Movement since last 
quarter (risk score) 

 

 

 

Controls Sources of assurance Gaps Assurance outcomes   Action summary 

 There is a well-established policy and procedure in 
place to oversee and monitor implementation of 
NICE guidelines. 

 Services have completed assessments against 
applicable standards, including GIRFT, Royal 
College and NICE and developed service strategies 
and plans to address gaps. 

 Clinical Standards and Therapeutics Committee 
(CSTC) peer reviews and approves departure from 
NICE guidelines, clinical guidelines and new 
techniques 

 The annual clinical audit programme covers all 
applicable national audits, and a range of local 
audits, with areas for improvement resulting in 
action plans and review through the Clinical 
Effectiveness Committee (CEC).  

 The Clinical Effectiveness Committee oversees 
auditing and implementation of seven day services. 

 Research and Innovation strategy and programme 
– governance standards are in place and monitored 

 Governance of joined up care is in place through 
the Mental Health Alliance (with MH providers and 
local authorities) and County Durham Integrated 
Care Board 

 CEC is able to sponsor and instigate some joint 
projects with primary care 

Management assurance: 

 NICE compliance, clinical audit outcomes, 
GIRFT and other measures of effectiveness 
are monitored through care group and 
speciality governance meetings 

Gaps in controls: 

 CSTC is not consistently well-
attended, undermining its 
effectiveness  

 Service assessments and plans 
are not yet complete for some 
specialties 

 Gaps exist in seven day services 
(medical specialties mainly) 

 There are some delays in 
assessing NICE guidelines 

 National clinical audit 
recommendations are not 
routinely reviewed for learning  

 There is scope for closer working 
with primary care colleagues on 
joint care pathways building on 
work in the community. 

All services are assessed as 
‘Good’ for Effective by CQC 
except Medicine at UHND  

Mortality and CRAB indicators 
and review outcomes are 
favourable 

Over 95% of NICE guidelines 
are fully implemented with 
most of the remainder 
substantially implemented 

National audits show the Trust 
as an outlier for paediatric 
diabetes, early inflammatory 
arthritis and lung cancer  

GIRFT review outcomes were 
largely positive but CEC is 
monitoring ongoing actions re 
breast cancer services. 

Around half of the service 
quality reviews have been 
completed and reported to 
Board. 

Detailed action plans to 
improve controls are set out 
in the corporate risk register 
for Risk 2574 

 Actions include: 
completion of service 
quality reviews and action 
plans 

 Expansion of seven day 
services  

 Review of CSTC 
membership and 
attendance 

 Audits of specialty 
governance  

 Learning from national 
audits 

 Prompt assessment of 
NICE guidelines 

 CEC and IQAC scrutiny of 
GIRFT and audit outliers 
and service plans 

 Joint work with primary 
care on acute care 
pathways 

Second-line (monitoring) assurance 

 The Mortality Committee oversees the 
mortality review programme, which examines 
care holistically and captures learning, as well 
as mortality, morbidity and complication rates 
using SHMI, CRAB and HSMR 

 The Clinical Audit team monitors action plans 

 CEC reviews action plans for clinical audit 
outliers  

 IQAC scrutinises clinical audit progress and 
outcomes, and NICE guidelines 

 There is CEC, IQAC and Board scrutiny of 
research programme and governance 

Third-line (independent) assurance 

 Benchmarking (national clinical audits) 

 CQC inspection (effectiveness domain) 

 Getting it Right First Time (GIRFT) reviews 

Gaps in assurance: 
Once service strategies are in place, 
CEC and IQAC need to establish 
routine monitoring of key actions  

Strategy: Quality Matters  

Risk: We may fail to understand and improve performance against applicable standards and quality benchmarks, because of a lack of capacity or competence, or poor joined up working with 

partners 

Strategic Objective 3: To establish and sustain high quality clinical services – both internally and in collaboration with system ICS level partners - which meet or exceed applicable 

standards and ensure pathways of care are joined up. 

 

 Likelihood Impact Score 

Inherent risk 4 4 16 

Current risk 3 3 9 

Target position 2 3 6 

Target date Dec 2023 

 

Risk score trajectory (two years) Explanation 

Dec-22 9 Dec-23 6 Assurance outcomes 
are mainly positive but 
there are some areas 
for improvement which 
will be factored into 
service plans for 
2023/24 with 
reductions in risk likely 
over time 

Mar-23 9 Mar-24 6 

Jun-23 9 Jun-24 6 

Sep-23 9 Sep-24 6 
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Assurance 
Committee 

OPAC 

Executive Lead Morven Smith (Exec Lead - 
Health Inequalities) 

Movement since last 
quarter (risk score) 

 

 

 

Controls Sources of assurance Gaps Assurance 
outcomes  

 Action summary 

 There are Executive and Non-Executive Leads with respect 
to Health Inequalities in the Trust. 

 There is a strategic approach to embedding recognition of 
health inequalities within the Trust within the Quality Matters 
strategy, led by Dr Edward Kunonga, Director of Public 
Health attached to the Trust 

 The Board and senior leaders have received training on 
health inequalities.  

 Health inequalities dashboards, showing the impact of 
socio-economic factors developed for Outpatients, Elective 
and Non-Elective services.  

 Business cases require an impact assessment of the impact 
on health inequalities as part of the approval process 

 Care Groups and services are already undertaking a range 
of projects to support which barriers to accessing, using or 
engaging with Trust services or which address issues for 
specific groups. 

 The Board has approved an action plan to embed the 
approach to health inequalities more widely in the Trust. 

 There are initiatives being worked on e.g. the “widening 
participation” programme to provide opportunities to work 
with the Trust which recognise the Trust’s role as an Anchor 
Institution. 

Management assurance: 

 A self-assessment has been 
completed and shared with 
the Board against the national 
assurance framework 

 EDS2 report (collation of self-
assessments and evidence) 

Gaps in controls: 

 Training at senior levels needs to be 
formalised and extended to lower levels of 
management, nursing and clinical leadership 

 Datasets need to be expanded to cover all 
relevant factors and taken down to specialty 
level 

 Datasets need to be used in planning and 
objectives set re: health inequalities in annual 
plans 

 Impact assessments for health inequalities in 
business cases are of variable quality 

 There is variable engagement with service 
user communities 

 There is a need to confirm roles and 
governance  

The self-
assessment against 
the national 
assurance 
framework reported 
to Board in August 
demonstrated work 
in progress across 
all areas with most 
rated green or 
amber. Key areas 
for further action 
relate to the gaps in 
controls as noted.  

Detailed action plans to improve 
controls are set out in the corporate 
risk register for Risk 2575 

 

These comprise: 

 Clarification of roles and 
governance 

 Further development of 
datasets 

 Use of datasets to inform 
service development and 
planning 

 Increased and more consistent 
engagement with relevant 
communities  

 Improved completion of impact 
assessments 

 Work as part of our local and 
regional systems on wider 
(including Anchor Institution) 
initiatives 

 Development / sourcing of 
training for managers and 
leaders 

 

Second-line (monitoring) 
assurance 

 Scrutiny of the assurance 
framework ESS2 and 
progress reports by OPAC 
and the Board 

 

Third-line (independent) 
assurance 

 Some scrutiny is expected by 
the ICB given the importance 
of this objective to the ICS but 
this is not yet formally in place 

Gaps in assurance: 
There is limited independent assurance at present, 
pending ICB engagement and scrutiny 

 

Strategy: Quality Matters  

Risk: We may fail to understand and address health inequalities impacting on our patients and staff, in how we design and deliver services - or to contribute to the wider ICS agenda to reduce 

health inequalities because of a lack of training, awareness or management information. 

 

Strategic Objective 4: To proactively minimise health inequalities in the way in which we provide access to and deliver services and contribute fully to the wider ICS objective of 

improving the health and wellbeing of the population. 

 

 Likelihood Impact Score 

Inherent risk 5 4 20 

Current risk 4 3 12 

Target position 2 3 6 

Target date March 2024 

 

Risk score trajectory (two years) Explanation 

Dec-22 12 Dec-23 12 The current risk score 
reflects the Trust’s stage 
of development and the 
importance of the 
agenda to the ICS. Most 
key actions are planned 
to deliver in a year, 
hence the targeted 
reduction 

Mar-23 12 Mar-24 6 

Jun-23 12 Jun-24 6 

Sep-23 12 Sep-24 6 
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Assurance Committee OPAC 

Executive Lead Lorraine Nelson 
(Operations Director) 

Movement since last 
quarter (risk score) 

 

 

Controls Sources of assurance Gaps Assurance outcomes   Action summary 

 The Trust has ring-fenced and protects wards for elective operations 

 Specialty-specific recovery plans are in place covering elective and 
outpatient activity. Action plans are bespoke, responding to the 
challenges of each specialty but all aim to maximise capacity (clinics, 
theatres, beds) and – as appropriate – virtual appointments and 
alternatives such as Advice and Guidance and Patient-Initiated Follow 
Up (PIFU) 

 Long-waiting patients are tracked daily by services and in a weekly 
meeting.   

 Patients are prioritised based on clinical need when added to the list. 

 Specialties prioritise appointments and operations for patients needing 
urgent or cancer treatments (which continued throughout the 
pandemic). 

 Arrangements are in place to increase theatre staffing capacity 
(incentive schemes and insourcing) 

 Independent sector (IS) support contracts are in place and patients 
are offered (subject to their choice) appointments with IS providers 
where appropriate and safe 

 Waiting lists are subject to regular data quality checking, validation 
and cleansing 

 Patients are supported by the Wellbeing for the Time Being offer while 
they wait, which includes contact with clinicians and other support as 
appropriate e.g. physiotherapy. The clinical priority is monitored 
through clinician contact.  

 The Trust participates in regional ‘mutual aid’ offering slots for other 
providers’ urgent operations, or using slots elsewhere as appropriate. 

Management assurance: 

 Patient tracking within care 
groups reporting into weekly 
meetings and upwards into 
Gold Command and the 
Senior Leadership Team 
(SLT) 

Gaps in controls: 
Ward 17 at UHND is not yet 
in use for elective surgery 
due to non-elective 
pressures, albeit that 
capacity from BAH and 
UHND have been 
consolidated on Ward 14 to 
cover 
 
There are gaps in theatre 
staffing 

 Elective Recovery: Year to date activity is 
99% of 2019/20 volume and 89.4% by 
value 

 There are no patients waiting over 104 
weeks but 110 patients waiting over 78 
weeks and around 1,600 waiting over 52 
weeks.  

 The Trust is below the national 5% target 
for PIFU and 15% target for virtual 
outpatient appointments and below 
regional benchmarks for follow-ups.  

 To August 2022, performance on 18 week 
waits was at 69% (below the NHS 
Constitution Standard) compared to the 
national average of 61% 

 Excepting the Faster Diagnosis Standard, 
where the Trust is well ahead of target, 
cancer services performance is below the 
NHS Constitution but ahead of national 
averages, with backlog reduction targets 
met  

 Diagnostic waiting times are below the 
NHS Constitution Standard but the best in 
the region 

 Theatre efficient metrics are better than 
national averages. 

Detailed action plans t 
are set out in the 
corporate risk register 
for Risk 2576 
 
These include the 
release of Ward 17 
back to Surgery, 
increasing theatre 
staffing and actions to 
address deficits re 
PIFU and virtual and 
follow up outpatient 
appointments  
 

Second-line (monitoring) 
assurance 

 Scrutiny of performance by 
the Director of Performance, 
SLT (bi-weekly), OPAC and 
Board. 

 Weekly scrutiny of long 
waits by Gold Command 

Third-line (independent) 
assurance 

 Regional and national 
benchmarking information 
(available monthly) 

 ICB scrutiny and challenge  

Gaps in assurance: 
Reporting on Outpatient 
metrics (which metrics and 
performance against them) 
is under-developed 
compared to reporting on 
elective and day case 
operations  

Strategy: Quality Matters  

Risk: We may fail to maximise capacity for elective recovery, working with system partners, because of weaknesses in processes or non-elective pressures – or we may fail to engage effectively 

with patients whilst they wait, increasing the risk of harm. Likewise we may fail to meet cancer waiting times because we do not optimise our capacity, working with partners, to meet demand 

 

Strategic Objective 5: To recover elective activity in line with NHS Constitutional Targets, eliminate long waiting times and restore performance in line with cancer waiting times 

standards, working with system partners to ensure equitable recovery and support patients whilst waiting for operations. 

 Likelihood Impact Score 

Inherent risk 5 4 20 

Current risk 4 4 16 

Target position 2 3 6 

Target date March 2025 

 

Risk score trajectory (two years) Explanation 

Dec-22 16 Dec-23 16 The trajectory targets 
reductions in long waits in 
line with the national target 
to mitigate long waits (over 
52 weeks) by March 2024. 
We will progressively 
implement initiatives to 
reduce risk to seek to pull 
this date forwards.  

Mar-23 16 Mar-24 12 

Jun-23 16 Jun-24 12 

Sep-23 16 Sep-24 9 
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Assurance Committee IQAC and OPAC 

Executive Lead Jeremy Cundall 
(Medical Director) 

Movement since last 
quarter (risk score) 

 

 

Controls Sources of assurance Gaps Assurance outcomes   Action summary 

 There is a dedicated Front of House (FoH) leadership team in 
place (senior doctor, senior nurse and Associate Director of 
Operations) reporting to the Medical Director, as part of a FoH 
Quality Improvement Framework 

 Flow through and out of A&E is managed in line with the Trust’s 
Bed Management and Escalation Policy and related policies 

 All aspects of emergency care (waiting times, time to 
assessment and treatment etc.) are closely monitored by the 
care group leadership team and improvement work undertaken. 

 There is joint planning, escalation and management undertaken 
with partners (primary care and the ambulance service) through 
the Local A&E Delivery Board 

 Through the Local A&E Delivery Board, Co Durham Integration 
Board and other forums the Trust works closely with other 
agencies to maximise the timely discharge of patients. 

 Internally, Reasons to Reside are captured and patients who are 
fit to leave hospital tracked and followed up, with action taken to 
remove any blockages to discharge. 

 In hours, issues are escalated to and managed by the relevant 
care groups. Out of hours, escalation is to the Site Director and 
– as needed – Gold Command in line with the Trust’s Command 
and Control structure. 

 Alternatives to admission e.g. Same Day Emergency Care 
(SDEC) and Urgent Treatment Centres / Primary Care Hubs on 
site are in place.  

 Checklists and procedures are in place to monitor the safety and 
provide nutrition and hydration for long-waiting patients. 

Management assurance: 

 All key metrics (see below, plus 
attendances, admissions and conversion 
rates) are reviewed by care group and 
senior management 

 Safety checklist audits are undertaken 
(sample checks) 

 Self-assessment versus CQC Patient First 
recommendations. 

Gaps in controls: 

 Demand, at UHND, exceeds 
capacity for the department which 
was designed for only half of the 
current attendance level, analysis 
has shown that both sites are 
under-bedded and UHND has no 
on-site urgent treatment centre 
(the primary care hub is not able 
to see all of the same patient 
types) 

 The expanded SDEC service is 
not yet in place at UHND 

 Capacity in the care sector is 
currently constrained impacting on 
discharges 

 The Trust is unable to sustain 
seven day medical cover, which 
results in fewer weekend 
discharges. 

The Trust is performing 
around the national 
average and slightly 
below the regional 
average for patients being 
seen and treated in four 
hours, particularly taking 
account of patients seen 
in the primary care hub. 
However, the average is 
at least 20% below the 
NHS Constitution Target 
with around 10-11% of 
patients spending over 12 
hours in the department, 
and between 100 and 200 
patients waiting over 12 
hours for admission from 
a decision to admit each 
month and ambulance 
handover delays 
 
Overall, patients are in 
beds whilst they wait for 
admission, and patent 
safety is maintained 
despite pressures.  

Detailed action plans to 
improve controls are set 
out in the corporate risk 
register for Risk 2577 
 
The key actions include: 

 Increasing beds on 
both acute sites 

 Opening the FoH 
SDEC facility at 
UHND 

 Reviewing the 
urgent care model 
at UHND 

 Working towards 
seven day medical 
cover 

 Working internally 
and with partners to 
remove blockages 
to discharge  

 The new ECC to be 
built at UHND  

 Seven Day 
services, middle 
grade and junior 
doctor business 
cases. 

Second-line (monitoring) assurance 

 All key metrics are scrutinised by OPAC 
and the Board in the Integrated Quality 
and Performance Report (waiting times, 
12 hour waits for admission, patients over 
12 hours in the department, time to 
assessment and treatment, discharge 
profile) 

 All waits over 12 hours for admission and 
ambulance handover delays are reviewed 
(as incidents) for any evidence of harm. 

Third-line (independent) assurance 

 Scrutiny by the Commissioners Quality 
Assurance Committee 

 Ambulance Service data on delays and 
handover times 

 Scrutiny from the ICB 

 CQC – RI rating for UHND. 

Gaps in assurance: 
There is a need for greater delineation 
in reporting between OPAC and IQAC. 
The latter needs to focus on quality 
aspects (patient safety and 
experience) 

Strategy: Quality Matters  

Risk: We may fail to improve and transform urgent and emergency care, leaving patient flow continuing to be constrained by insufficient space in A&E and lack of beds, by delays to discharge 

and / or lack of alternatives to admission. Potential further causes include: project delays, dependence on contractors, financial constraints, failure to work effectively with system partners and / 

or ingrained ways of working. 

 

Strategic Objective 6: To effect a step change in the responsiveness of our urgent and emergency care services in line with national planning requirements 

 Likelihood Impact Score 

Inherent risk 5 4 20 

Current risk 4 4 16 

Target position 2 3 6 

Target date March 2025 

 

Risk score trajectory (two years) Explanation 

Dec-22 16 Dec-23 12 Demand for A&E is not within the Trust’s 
control, and this initial trajectory takes a 
cautious view based on potential winter 
pressures. The Trust is implementing 
initiatives to improve flow and reduce 
waiting times, and increase seven day 
services with the ambition of reducing 
risk in 2023, further and faster than the 
trajectory and target date, which will be 
reviewed based on progress over the 
next quarter. 

Mar-23 16 Mar-24 12 

Jun-23 16 Jun-24 12 

Sep-23 12 Sep-24 12 
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Assurance Committee OPAC 

Executive Lead Morven Smith 
(WF&OD Director) 
Sue Jacques (CEO) 

Movement since last 
quarter (risk score) 

 

 

 

Controls Sources of assurance Gaps Assurance outcomes   Action summary 

 The Trust’s Communications and Engagement Strategy has been 
approved by the Board and is being rolled out 

 A “You Matter – We Care Engagement Programme” is in place 
underpinned by initiatives such as café conversations and ‘Walk In Your 
Shoes’  

 Monthly (or more frequent) Directors’ Briefing meetings to senior 
managers / heads of department take place with supporting materials to 
cascade to staff 

 There is a closed staff Facebook Group enabling staff to comment on or 
raise issues (monitored, moderated and action taken) 

 Monthly (or more frequent) Facebook Live events take place, open to all 
staff with opportunities to ask questions or provide views 

 There are regular scheduled walk-arounds from CEO, Chairman and 
wider board members of which dialogue with staff forms a key part 

 Five Staff Network Groups in place, able to influence policy and raise 
issues on behalf of members 

 Bespoke engagement interventions developed with Workforce 
Experience Team support are included in People Matter plans or used 
for more significant developments e.g. maternity services 

 The Teams In Need of Support approach actually involves staff in 
working to resolve issues 

 Engagement activity is included in each area’s People Matter Action 
Plan, with support provided from Workforce and OD to specific areas. 

 Controls over Objective 9 (Culture) and Objective 12 (Diversity) also 
contribute to the achievement of this objective.  

Management assurance: 

 Quarterly Workforce and OD 
report to Senior Leadership Team 
and Board (includes engagement 
activity and outcomes)  

 Quarterly progress report on 
People Matter Action Plans 

Gaps in controls: 
The quality of staff 
engagement among the 
middle management tier 
varies, with support needed 
so that all can engage in a 
highly effective way 
 
Only 66% of staff have had 
an appraisal in the last year 

 There have been high-
levels of staff reached 
through café 
conversations (over 370 
conversations reaching 
over 500 staff) 

 There is ongoing 
expansion of Staff 
Network Groups 

 However, the Trust’s 
annual NHS staff survey 
result for 2021 was 
below average for staff 
engagement 

 Through surveys, staff 
also highlight inability to 
make change in their 
areas of work as an 
area of under-
performance 

 Voluntary turnover has 
increased to over 10% 
and appraisal rates are 
at 66%. 

Detailed action plans to improve 
controls are set out in the 
corporate risk register for Risk 
2566 and include: 

 Development of training and 
support for middle-tier 
managers in effective staff 
engagement;  

 Ongoing support for 
engagement activity; 

 Development and delivery 
of People Matter Action P 

 Reinvigoration of the 
appraisal process; : 

 “You Said, We Did” 
communications in 
response to issues raised in 
engagement activities  

 Developing methods of 
measurement for reach and 
impact of communications 

 Reporting of the results of 
ward walk-arounds to Board 
meetings 

 
 

Second-line (monitoring) assurance 

 Local staff surveys including 
quarterly NHS staff surveys and 
additional surveys from Workforce 
Experience 

 Walk-arounds (Non-Executive 
Directors) 

Third-line (independent) assurance 
Annual National NHS Staff Survey 

Gaps in assurance: 
Results of walk-arounds 
need to be captured, with 
any actions, through Board 
meetings 
 
Inability to measure the 
reach and impact of 
communications 

Strategy: People Matter  

Risk: Staff engagement may be undermined by lack of capacity, competence or trust, or the Trust does not listen and respond effectively, resulting in failure to address deficits in staff members’ 

experience and morale. 

 

Strategic Objective 7: To ensure that there is effective, meaningful and responsive engagement with staff at all levels, so that staff feel listened to and supported, and their 

feedback considered and responded to. 

 Likelihood Impact Score 

Inherent risk 5 4 20 

Current risk 3 4 12 

Target position 2 3 6 

Target date March 2024 

 

Risk score trajectory (two years) Explanation 

Dec-22 12 Dec-23 9 Feedback from local staff 
surveys shows ongoing 
challenges, hence there 
needs to be sufficient time 
for a concerted effort on the 
actions to ensure that staff 
recognise that they are 
engaged with and feel their 
views are listened to.  

Mar-23 12 Mar-24 6 

Jun-23 12 Jun-24 6 

Sep-23 12 Sep-24 6 
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Assurance Committee OPAC 

Executive Lead Morven Smith 
(WF&OD Director)  

Movement since last 
quarter (risk score) 

 

 

 

Controls Sources of assurance Gaps Assurance outcomes   Action summary 

 The Trust adopts a tiered approach to recruitment, with higher levels 
of support for hard to recruit posts, drawing on options such as 
recruitment agencies, national professional bodies, branded 
campaigns and international recruitment 

 There is an ongoing programme of international recruitment for 
registered nurses 

 There is active use of apprenticeship and other development 
programmes across the range of professional groups for the Trust to 
develop staff into roles e.g. the Nursing Associate Apprenticeship 
programme and the CESR programme for medical staff.  

 The Trust works with three Universities for nursing graduate 
recruitment 

 There are Medical and Nursing Workforce recruitment groups in place 
to provide Executive-level support and Trust-wide coordination to 
recruitment in support of care groups 

 There is a specific staff Retention Strategy – Retention Matters’ in 
place with activity e.g. development of flexible roles to encourage 
retention or retire and return, and local actions informed by wide-
ranging staff engagement 

 Local actions are included in People Matter Action Plans. 

 The ‘Widening Participation’ programme is encouraging interest in 
working for the service for lower graded roles.   

 Exit questionnaires in ESR are used to collect feedback on reasons 
for leaving. 

 Staff receive core essential training, and role specific training based 
on their role. Compliance is closely monitored by Workforce and 
reported to line managers.  

Management assurance: 

 Quarterly Workforce and OD 
report to Senior Leadership Team 
and Board (includes engagement 
activity and outcomes) 

 Quarterly progress reports on 
People Matter Action Plans 

 

Gaps in control: 

 None – although constant 
monitoring of routes to market 
for recruitment and retention 
risks 

 Exit questionnaires are not 
always completed 

 There are shortfalls against 
the 90% core essential 
training target and for some 
role-specific training. 

 Net staff in post has increased 
for medical, clinical (non-
medical) and non-clinical staff 
in the last 12 months 

 International nurse 
recruitment has yielded 300 
new staff and the Trust’s 
approach cited as an 
exemplar by NHSEI.  

 Total registered nurse fill rate 
has remained over 90% for 
over 10 months 

 However, voluntary turnover 
is above the 9% target and 
trending upwards (allowing for 
around 9% of leavers 
returning to work for the Trust 
under flexible retirement 
schemes) 

 Maternity Services has 
particular workforce pressures 
in line with the regional and 
national position, but with 
some staff leaving because of 
concerns around the impact of 
continuity of carer. 

A detailed action plan 
is included in the 
corporate risk register 
for Risk 2567, 
including actions for 
areas with shortages 
or hard to recruit 
posts and to assist 
with staff retention, 
and actions to 
address training 
shortfalls. 
 
The W&OD Director is 
to include further 
information in the 
Integrated Quality and 
Performance Report 
to OPAC with respect 
to the net movement 
for staff groups and 
operational areas, as 
well as further 
information on 
reasons for leaving 
and actions being 
taken. 

Second-line (monitoring) assurance 

 Scrutiny of performance at 
corporate directorate / care group 
level by W&OD using spider 
graphs  

 Monitoring of gross and net 
recruitment, nursing staff fill rates 
(including bank and agency fill), 
nursing vacancies and voluntary 
turnover) and scrutiny by OPAC. 

Gaps in assurance: 
OPAC has requested further 
information to understand the net 
movement in staff (recruitment and 
retention) for each staff group and 
care group / directorate to identify 
and key areas of risk 
 
 

Third-line (independent) assurance 
Periodic internal audit coverage of 
recruitment and retention systems 
(none planned for 2022/23 

Strategy: People Matter  

Risk: We may not be able to provide a sufficiently attractive employment offer to attract or retain staff resulting in workforce shortages, or to address challenges with respect to hard to recruit 

posts. 

Strategic Objective 8: To make CDDFT the best possible place to work for all our staff, so that we attract and retain the skilled staff needed to deliver services. 

 Likelihood Impact Score 

Inherent risk 5 4 20 

Current risk 4 3 12 

Target position 2 3 6 

Target date Sept 2024 

 

Risk score trajectory (two years) Explanation 

Dec-22 12 Dec-23 12 The reduction in risk is 
ambitious given national 
staff shortages and current 
pressures on the service 
impacting on morale and 
retention, whilst setting an 
ambition to reduce turnover 
and maintain net increases 
in staffing. 

Mar-23 12 Mar-24 9 

Jun-23 12 Jun-24 9 

Sep-23 12 Sep-24 6 
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Assurance Committee OPAC 

Executive Lead Morven Smith 
(WF&OD Director)  

Movement since last 
quarter (risk score) 

 

 

 

Controls Sources of assurance Gaps Assurance outcomes   Action summary 

 People Matter is underpinned by a separate ‘Culture Matters’ 
strategy agreed by the Board. 

 The Trust has a Values and Behaviours Framework in place 

 Adherence to the values underpins recruitment and is assessed 
through the appraisal process 

 Training programmes for middle-tier managers and aspirant 
leaders (for example the aspirant nurse leaders development 
programme) reiterate values  

 The Workforce Experience team provides supportive 
interventions e.g. Teams in Need of Support and coaching to 
managers to support engagement and compassionate 
leadership 

 The You Matter, We Care Engagement Programme provides 
safe spaces for conversations such as café conversations with 
themes shared across the organisation to inform People Matter 
Action plans as appropriate. 

 The “Civility Saves Lives” message is promoted internally, 
including through induction 

 Freedom to Speak Up (FTSU) Guardian and Champions are 
place. 

 The controls over engagement (Objective 7) and Diversity and 
Inclusion (Objective 12) also support the achievement of this 
objective.  

Management assurance: 
Quarterly Workforce and OD report 
to Senior Leadership Team and 
Board (includes engagement activity 
and outcomes) 
 
Quarterly progress reporting on 
People Matter Action Plans 

Gaps in control: 
Only 65% of staff have had an 
appraisal in the last year and prior 
year survey feedback points to a 
need to improve the quality of 
appraisals 
 
Civility Saves Lives roll out was 
interrupted by the pandemic 
 
The FTSU strategy is out of date 
and Guardian’s capacity needs 
review 

 NHS Staff Survey 2021 – 
results for compassionate and 
inclusive leadership were in line 
with the average of the peer 
group 

 Verbal feedback from the well-
led review has confirmed the 
need to refresh the FTSU 
strategy and review the team’s 
capacity 

 Only 65% of staff have 
appraisals in date. 

 FTSU training for staff and 
managers has only just been 
made mandatory so only around 
70% of staff trained 

 Review of complaints has 
identified some signs of 
‘compassion fatigue’ to ESPEC 
and the Senior Nurse 
Leadership Group 

A detailed action plan is 
included in the corporate 
risk register for Risk 2568, 
including: 

 A focus on driving up 
appraisals through SLT 

 Roll out of revised 
appraisal 
documentation to 
support a quality 
conversation 

 Refreshing Civility 
Saves Lives 

 Actions with respect to 
the FTSU strategy, 
training and team  

 Ongoing work through 
Senior Nurses on 
“compassion fatigue”! 

 

Second-line (monitoring) 
assurance 
Quarterly and local staff surveys 
 

Third line (independent) 
assurance 
National NHS Staff Survey – 
relevant indicators to the culture 
domain 
 
Three year independent well-led 
review by KPMG 
 

Gaps in assurance: 
None 

 

Strategy: People Matter  

Risk: We may be unable to engender a safe, supportive and compassionate culture because of a lack of capacity, training, support to managers and staff and / or inconsistency in our approach. 

Strategic Objective 9: To develop and sustain a safe, supportive and compassionate culture in accordance with our values 

 Likelihood Impact Score 

Inherent risk 5 4 20 

Current risk 3 3 9 

Target position 2 3 6 

Target date Dec 2023 

 

Risk score trajectory (two years) Explanation 

Dec-22 9 Dec-23 6 The trajectory assumes 
the time taken to 
reinvigorate the 
appraisal process and 
refresh Civility Saves 
Lives. Current risk is 
marginally above 
tolerance based on the 
last NHS Staff Survey. 

Mar-23 9 Mar-24 6 

Jun-23 9 Jun-24 6 

Sep-23 9 Sep-24 6 
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Assurance Committee OPAC 

Executive Lead Morven Smith 
(WF&OD Director)  

Movement since last 
quarter (risk score) 

 

 
 

Controls Sources of assurance Gaps Assurance outcomes   Action summary 

 People Matter is supported by a dedicated Health and Wellbeing Matters 
Strategy and there is a Health and Wellbeing Framework in place. 

 There is an extensive health and wellbeing programme with a wide range 
of support and resources available to staff published through a dedicated 
intranet site – and promoted through a range of regular Trust 
communication channels – including expanded clinical psychology 
support, staff counselling and access to resilience coaching 

 There is a Health and Wellbeing Handbook available to managers to help 
them support staff appropriately 

 Health and wellbeing messages and resourcing are promoted through a 
network of around 80 health and wellbeing champions in the Trust 

 Staff are enabled to access the full range of regional and national 
wellbeing support in addition to the Trust’s offer, with the Trust’s W&OD 
Director being the regional SRO 

 There is an annual staff vaccination programme in place to protect staff 
against Covid-19 and influenza 

 Health and Wellbeing Conversations and risk assessments for our most 
vulnerable staff are required to be completed – alongside appraisals – 
annually and captured to ESR 

 There are around 50 Trauma Risk Management Practitioners in place in 
the Trust to support staff in dealing with individual or sustained challenging 
events 

 The Health and Wellbeing Steering Group monitors the delivery of the 
Strategy 

 There is a Menopause Policy in place and associated support 

Management assurance: 
Quarterly Workforce and OD report 
to Senior Leadership Team and 
Board (includes engagement activity 
and outcomes) 
 
Quarterly reporting on People Matter 
Action Plans 

Gaps in controls: 
Staff Health and 
Wellbeing (Occupational 
Health) capacity can be 
stretched 
 
Health and wellbeing 
conversations / risk 
assessments are not 
being captured to ESR 
in a majority of cases 
(although managers 
advise they do take 
place) 

 Despite the extent of the 
health and wellbeing offer, 
the Trust’s NHS Staff 
Survey 2021 result for 
action on wellbeing was 
below the average 

 Voluntary turnover has 
increased to over 10% 
and is increasing 
(although in keeping with 
the regional trend) 

 Senior Managers are 
flagging concerns re 
morale and wellbeing due 
to ongoing demand 
pressures (from their 
interactions with front-line 
staff) 

 Health and wellbeing 
conversations / risk 
assessments need 
refreshing and are 
overdue (or not captured 
to ESR) 

A detailed action plan is included 
in the corporate risk register for 
Risk 2569, including: 

 Actions to increase 
compliance with reporting of 
health and wellbeing 
conversations / risk 
assessments 

 Trust engagement with the 
regional and national 
‘Growing Occupational 
Health’ project (to optimise 
capacity); and 

 Understand staff needs and 
enable their engagement 
with health and wellbeing 
support 

 Concerted ongoing support 
for staff in the face of 
continuing service 
pressures. 

 

Second-line (monitoring) 
assurance 
Quarterly and local staff surveys 
 
ESR reports on health and wellbeing 
conversations / risk assessments 
 
Reporting on sickness absence and 
voluntary turnover metrics.  

Third line (independent) 
assurance 
National NHS Staff Survey – 
relevant indicators to the health and 
wellbeing domain  

Gaps in assurance 
None 

Strategy: People Matter  

Risk: We may be unable to provide reasonable support to staff with issues affecting health and wellbeing because the offer (including regional and national resources) is incomplete, demand 

exceeds capacity or staff do not (feel able to) engage with the support provided. 

 

Strategic Objective 10: To look after the health and wellbeing of our staff through timely and appropriate support and interventions 

 Likelihood Impact Score 

Inherent risk 4 4 16 

Current risk 3 4 12 

Target position 2 3 6 

Target date Dec 2024 

 

Risk score trajectory (two years) Explanation 

Dec-22 12 Dec-23 9 Indicators, including turnover 
and sickness absence – and 
anecdotal evidence, point to 
lower levels of morale and 
resilience, which will require 
concerted effort to achieve 
some reduction in the next 
two years.  

Mar-23 12 Mar-24 9 

Jun-23 12 Jun-24 9 

Sep-23 12 Sep-24 9 
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Assurance Committee OPAC 

Executive Lead Morven Smith 
(WF&OD Director)) 

Movement since last 
quarter (risk score) 

 

 

 

Controls Sources of assurance Gaps Assurance outcomes  Action summary 

 People Matter is underpinned by a specific “Talent 
Matters” strategy 

 Succession planning is in place for Executive and 
other senior leadership roles, monitored annually by 
the Board’s Nominations and Remuneration 
Committee, and for Non-Executive Directors 
through the Council of Governors 

 The appraisal processes assesses a staff member’s 
aspirations, development stage and development 
needs 

 A Strategic Leadership Programme is in place to 
develop senior managers towards leadership roles  

 The Trust has programmes in place for aspirant 
leaders e.g. aspirant nursing leaders programme 
and for middle managers; for example the Mary 
Seacole programme for staff at Bands 5 to 7 

 The Trust is engaged with ICS, Leadership 
Academy, Universities and wider NHS programmes 

 There is a Leadership and Management Framework 
in place with specific career pathways by profession  

Management assurance: 

Quarterly Workforce and OD report to 
Senior Leadership Team and Board 
(includes engagement activity and 
outcomes) 
 
Quarterly progress reporting on People 
Matter Action Plans 

Gaps in controls: 

Around a third of staff have 
not had an appraisal for over 
12 months 

 NHS Staff Survey 2021: 
results for skills 
development and career 
progression were in line 
with national averages 

 The Trust has a strong 
track record with respect 
to executive and non-
executive succession  

 Only 65% of staff have 
had an appraisal  

 The Board’s recent well-
led assessment 
discussion identified a 
need to develop middle-
tier leader in their roles 
particularly around 
engagement 

There is a detailed action 
plan in the corporate risk 
register – risk 2570 
 

Progress in driving up 
appraisal rates is being 
actively managed through 
the Senior Leadership 
Team 

Second-line (monitoring) assurance 

Quarterly and local staff surveys 
 
Board Nominations Committee review of 
succession planning  

Gaps in assurance 

Take up rates for key 
development programmes, 
course evaluations and 
information on leavers (for 
development reasons) are 
not currently included in 
workforce reporting to OPAC 
but would help to 
substantiate assurance 

Third line (independent) assurance 

Programme / course evaluations 
(periodically) 
 
National NHS Staff Survey 
 

 

Strategy: People Matter  

Risk: We may fail to identify and / or support the development of talented individuals - with time, resource and training - resulting in a lack of viable candidates for succession to posts within the 

Trust and the wider NHS. 

 

 

Strategic Objective 11: To develop staff at all levels, resulting in a talent pipeline for succession planning for the Trust and the wider system 

 Likelihood Impact Score 

Inherent risk 4 4 16 

Current risk 3 3 9 

Target position 2 3 6 

Target date Dec 2023 

 

Risk score trajectory (two years) Explanation 

Dec-22 9 Dec-23 6 Whilst the Trust has been 
successful in developing 
talent and securing 
succession to key posts, 
there is a short-term 
increase in risk due to 
changes in key Board posts 
and an identified need to 
further develop middle-tier 
leaders 

Mar-23 9 Mar-24 6 

Jun-23 9 Jun-24 6 

Sep-23 9 Sep-24 6 
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Assurance Committee OPAC 

Executive Lead Morven Smith 
(WF&OD Director) 

Movement since last 
quarter (risk score) 

 

 

 

Controls Sources of assurance Gaps Assurance outcomes  Action summary 

 The Trust has an Equality, Diversity and Inclusion Strategy 
(EDI Matters) and policy in place, with progress on the 
strategy overseen by a dedicated EDI Steering Group. 

 There are five Staff Network Groups in place, with a total 
membership of around 369 staff, with a programme of 
events supported by the Workforce and OD Directorate. 

 There is a range of proactive events and campaigns 
sponsored to increase awareness of diversity, examples 
including ‘Your Story – Our Story’, Black History Month, 
Disability History Month, the Rainbow Badge campaign 

 The Trust collects and publishes the Workforce Race 
Equality Standard (WRES) and Workforce Disability Equality 
Standard (WDES) and uses these to plan Trust-wide and 
local (People Matter) actions to improve the workforce 
experience of staff in both groups 

 All staff are required to renew competence in EDI, through e-
learning, in line with prescribed intervals 

 Specific engagement visits are undertaken with under-
represented groups to influence the Trust’s plans and 
approach 

 The controls over engagement (Objective 7) and Culture 
(Objective 9) also support the achievement of this objective. 

Management assurance: 

 Quarterly Workforce and OD report to Senior 
Leadership Team and Board (includes 
engagement activity and outcomes) 

 Collation and submission of the Trust’s 
Equality and Diversity Standard 2 Report 

 Annual Equality, Diversity and Human 
Rights Report  

 Quarterly progress report on People Matter 
Action Plans 

Gaps in controls: 

The Trust’s 
recruitment process 
is being reviewed in 
line with the 
national 
‘Overhauling 
Recruitment’ 
project. 

 The Trust has self-
assessed as achieving 
the EDS2 standards 

 In the NHS Staff 
Survey 2021, the Trust 
was better than the 
peer average for three 
out of four EDI 
indicators but below 
average for respect for 
different cultures, 
beliefs and ideas  

 The WDES report 
identified some areas 
where further support 
was needed for 
colleagues identifying 
with a disability 

The action plan is set 
out in the corporate 
risk register – risk 
2571 and includes: 

 Actions in 
response to 
survey 
feedback and 
WDES data 

 Continued 
promotion of the 
ideas and 
beliefs of 
different 
cultures and 
respect for 
them. 

 Implementation 
of changes in 
line with 
Overhauling 
Recruitment. 

Second-line (monitoring) assurance 

 Quarterly and local staff surveys including 
specific EDI surveys 

 WRES and WDES data collection and 
reporting 

 Annual Gender Pay Gap Report 

Gaps in 
assurance: 

None 

Third line (independent) assurance 

 National NHS Staff Survey – relevant 
indicators to the EDI domain  

 Accreditation to the Disability Confident 
Standard 

Strategy: People Matter  

Risk: We may not engender an inclusive culture, or effectively engage and / or support applicants and staff from all groups, resulting in a lack of diversity in our approach, and negative staffing 

impacts, undermining the quality of patient services. 

 

Strategic Objective 12: To promote equality and inclusion for all staff, and to value diversity in the workforce to support ongoing improvement of the quality of our services. 

 

 Likelihood Impact Score 

Inherent risk 4 4 16 

Current risk 3 3 9 

Target position 2 3 6 

Target date Dec 2023 

 

Risk score trajectory (two years) Explanation 

Dec-22 9 Dec-23 6 The Trust performs 
relatively well in the 
NHS Staff Survey in 
this area but wished to 
go further with the key 
actions as outlined to 
reduce risk to the 
target level 

Mar-23 9 Mar-24 6 

Jun-23 9 Jun-24 6 

Sep-23 8 Sep-24 6 
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Assurance Committee OPAC 

Executive Lead Lorraine Nelson 
(Operations Director) 

Movement since last 
quarter (risk score) 

 

 

 

Controls Sources of assurance Gaps Assurance outcomes  Action summary 

 The Trust has an improvement 
approach (IMPS) 

 The Programme Management 
Office manages the IMPS 
programme, delivers training and 
manages and provides quality 
improvement resources 

 There is a network of IMPS 
novices, practitioners and 
champions 

 There is an IMPS website providing 
access to Trust and NHSE/I tools 
and resources 

 There is a Quality Improvement 
Senior Sister in post to support 
local quality improvement projects 
and skills development on wards 
and in teams 
 

Management assurance: 

Reporting to the Strategic Change 
Board and the Trust Board on the 
progress of the IMPS strategy  

Gaps in controls: 

 There is a need, post-pandemic, to re-
launch the programme with greater 
visibility and clear Board-level sponsorship  

 There is no regular and visible reporting on 
quality improvement projects and 
outcomes / sharing of learning 

 The number of practitioners is limited 
compared to that needed for an 
organisation-wide approach  

 There is no central register of projects and 
benefits  

 Over 500 staff have trained 
as IMPS novices and around 
50 as practitioners 

 There are around 70 IMPs 
“Champions” (staff with deep 
understanding of and skills 
in quality improvement 
methodologies) 

 There is a range of positive 
quality improvement work 
taking place  

 This is not, however, highly 
visible and the approach is 
not embedded and active in 
all areas as a result of the 
gaps identified 
 

The action plan is set 
out in the corporate 
risk register – risk 2578 

and includes: 

 Re-launch and 
sponsorship 

 Bi-annual IMPS 
exchange events 

 A central register 
and increased 
reporting on quality 
improvement 
projects and 
benefits 

 Training of more 
practitioners 

Second-line (monitoring) assurance 

Scrutiny of progress reports by SCB 
and the Trust Board  

Third line (independent) assurance 

None, but there is potential to 
commission peer reviews or internal 
audit reviews  

Gaps in assurance: 

Scrutiny of quality improvement activity within 
Executive and Board Committees is limited 
because of the gaps in controls and there will 
be a need for independent assurance as the 
programme is further embedded 

 

 

Strategy: Improvement Matters  

Risk: Our ability to develop widespread capability in quality improvement may be undermined by a lack of capacity, weaknesses in training or insufficient commitment and follow through. 

 

 

Strategic Objective 13: To embed capability in continuous quality improvement throughout our workforce, so that all staff can implement improvements and deliver excellence 

 Likelihood Impact Score 

Inherent risk 4 4 16 

Current risk 3 3 9 

Target position 2 4 8 

Target date June 2024 

 

Risk score trajectory (two years) Explanation 

Dec-22 9 Dec-23 9 As the actions are 
implemented over the 
next 12 to 18 months 
they would be expected 
to more embedding of 
QI and a reduction in 
risk, - the ambition being 
for embedding by 
2024/25 

Mar-23 9 Mar-24 9 

Jun-23 9 Jun-24 8 

Sep-23 9 Sep-24 8 
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Assurance Committee Board 

Executive Lead Noel Scanlon, 
Nursing Director 

Movement since last 
quarter (risk score) 

 

 

 

Controls Sources of assurance Gaps Assurance outcomes  Action summary 

 Cerner support remains in place post initial 
go-live with additional packages being put in 
place. 

 Trainers, floor walkers and super-users 
remain in place to support staff in addressing 
user issues. 

 Frequent checkpoint meetings are held with 
Executive Directors to escalate and resolve 
any issues.  

 There is a detailed benefits realisation plan 
and process in place with owners and 
timescales defined. 

 Stakeholder support for initial impacts on 
performance has been secured  

 Posters and communications have been 
issued to service users to seek their tolerance 
in the initial period 

 Super-user group meetings and WhatsApp 
group in place to enable user issues and 
support requests to be dealt with. 

 Ongoing leadership from CCIO and CNIO and 
support to front-line teams from the Digital 
Matrons team. 

Management assurance: 

Reporting from Health 
Informatics into Executive 
Directors / Groups  

Gaps in controls: 

 There are some residual actions 
required to embed business continuity 
arrangements for the system 

 There is a need to confirm structures 
and monitoring processes for post go 
live phase  

 Training and real-time support from the 
supplier needs ongoing review in the 
light of front-line feedback with 
intensive support still needed re 
Outpatients, Theatres and Blood 
Transfusion. 

 Support needs to consider areas where 
morale has been impacted.  

 The Trust is still in the 
very early stages post go 
live with ongoing work to 
supplement user training 
and resolve local issues, 
all within expectations 
and plans, taking 
account of lessons 
learned from elsewhere.  

 Convergence between 
calls logged and 
monitored needs to 
increase; however, the 
number of calls logged is 
lower than expected 
based on previous 
implementations (from 
Cerner). 
 

The action plan is set out 
in the corporate risk 
register – risk 2579 and 

includes: 

 Confirming monitoring 
and reporting 
structures for the post 
go-live phase 

 Confirmation of 
ongoing support 
packages with the 
supplier 

 Confirmation of 
ongoing support to 
users, including areas 
for intensive support. 

 Confirmation of 
governance 
arrangements for 
benefits tracking and 
realisation 

Second-line (monitoring) 
assurance 

Ongoing scrutiny by two Non-
Executive Directors and the full 
Board  

Third line (independent) 
assurance 

The Internal Audit Plan includes 
testing of EPR post-
implementation and will include 
review of benefits tracking and 
issues resolution.   

Gaps in assurance: 

As above, there is a need to confirm 
structures, reporting and monitoring 
processes for both the remainder of the go 
live period, and the subsequent ‘business 
as usual’ period. 

Strategy: Health Informatics Matter  

Risk: The scale and complexity of the EPR roll out presents risk to the effective implementation of the system. We may fail to deploy and embed the use of the system as a result of lack of 

training and support for staff; persisting functionality issues; development of work-arounds and work outside system which is detrimental to patient care, or failure to respond to staff feedback 

 

 

Strategic Objective 14: To roll out and optimise the use of the EPR system safely, realising the benefits in the business case and releasing time to care. 

 Likelihood Impact Score 

Inherent risk 4 4 16 

Current risk 3 4 12 

Target position 2 3 6 

Target date Mar 2024 

 

Risk score trajectory (two years) Explanation 

Dec-22 12 Dec-23 8 Experience elsewhere 
suggests a minimum of six 
months to embed the 
system, with a longer period 
required for optimised and 
fully efficient use. The 
ambition re risk 
management is in line with 
this experience 

Mar-23 12 Mar-24 6 

Jun-23 9 Jun-24 6 

Sep-23 9 Sep-24 6 
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Assurance Committee OPAC 

Executive Lead Nursing Director 

Movement since last 
quarter (risk score) 

 

 

 

Controls Sources of assurance Gaps Assurance 
outcomes  

Action summary 

 The Board has received bespoke cyber security training supported 
by a specialist third party and this is periodically refreshed. 

 Data Security and Protection Training is required to be completed 
for by all staff on induction and annually.  

 Additional training is required for staff with higher-level information 
risk management roles. 

 Strict controls are in place over user access, with further controls 
for privileged and third party access.   

 A detailed risk assessment is in place, developed in line with 
Unified Cyber-Security Risk Management approach, with defined 
mitigations for identified risks. 

 A number of staff are set up to receive national threat alerts, to 
initiate response plans. 

 Bulletins and communications are issued on specific risks e.g. 
attacks attempted elsewhere. 

 Perimeter controls for the Trust’s network (anti-virus, scanning 
and detection controls, for example) are maintained in line with the 
Trust’s cyber security strategy and with nationally mandated 
requirements, and periodically tested, including attack and 
penetration tests. 

 There is a replacement strategy for IT infrastructure and devices. 

 Incident response, back-up and recovery, business continuity 
disaster recovery plans are in place and periodically exercised.  

 Senior Information Risk Owner (SIRO) approval is required for the 
use of any devices or software no longer supported with a 
requirement for remediation plans which are closely monitored. 

Management assurance: 
The Trust’s network of information asset 
owners and senior information asset 
owners report into the Data Security and 
Protection Committee chaired by the 
Trust’s DSP Officer, which in turn reports 
into the Digital Strategy Steering 
Committee (DSSC)  

Gaps in controls: 

 Business Continuity Planning needs to 
ensure all critical systems are covered, with 
defined recovery time and point objectives, 
and plans are exercised at appropriate 
intervals 

 There are ongoing, incremental 
improvements in technology-based controls 
drawing on national recommendations, new 
best practice and updated risk 
assessments. 

 The Trust is lobbying the NHS for a core, up 
to date and consistent training programme 

 There are ongoing plans re: unsupported 
software and systems 

 There is a need to update the current risk 
assessment following EPR go live 

 Key positions in Health Informatics will see 
turnover in the coming months. 

 Internal Audit 
found gaps in 
back-up and 
recovery 
arrangements 
(since 
addressed with 
ongoing work 
on business 
continuity as 
noted) 

 The Trust’s 
2021/22 DSPT 
toolkit 
assessment 
confirmed 
‘Standards Met’  

 Succession 
plans for key 
positions are in 
place.  
 
 

The action plan is set 
out in the corporate 
risk register – risk 
2580 and includes: 

 Continued 
lobbying of the 
centre re training 

 Completion of 
actions agreed 
with Internal Audit 
on business 
continuity 

 Ongoing 
incremental 
improvements in 
technology 
controls 

 Refreshing the 
cyber-security risk 
assessment 
following EPR go 
live 

 Ongoing 
remediation plans 
for unsupported 
devices / software 

Second-line (monitoring) assurance 

 Scrutiny by Executive and 
independent representatives on the 
DSSC  

 Trust self-assessment (with 
supporting evidence required) for the 
annual DSP Toolkit submission 

 Board scrutiny of detailed assurance 
reports from the DSP Officer 

Third line (independent) assurance 

 There is an annual programme of 
Technology Risk Assurance audits, 
completed by Internal Audit, which 
includes validation (on a sample 
basis) of the Trust’s DSPT submission 
and testing of other key controls 

 Periodic scrutiny by NHS Digital 

Gaps in assurance: 
None.  

Strategy: Health Informatics Matter  

Risk: External factors have increased the risk of a cyber-security attack on the NHS. We mail fail to prevent or respond effectively to attacks because of out of date infrastructure, or policies, 

system vulnerabilities and/ or ineffective response plans. 

 

 

 

Strategic Objective 15: To ensure the security and resilience of the Trust’s systems and infrastructure. 

 Likelihood Impact Score 

Inherent risk 4 4 16 

Current risk 3 4 12 

Target position 2 3 6 

Target date March 2024 

 

Risk score trajectory (two years) Explanation 

Dec-22 12 Dec-23 12 The target score assumes 
access to up to date and 
consistent national training 
(or a local replacement) and 
all other actions. It is 
dependent on external 
factors – access to the 
training and changes in the 
external threat assessment. 

Mar-23 12 Mar-24 6 

Jun-23 12 Jun-24 6 

Sep-23 12 Sep-24 6 
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Assurance Committee OPAC 

Executive Lead Sue Jacques, 
Chief Executive 

Movement since last 
quarter (risk score) 

 

 

 

Controls Sources of assurance Gaps Assurance 
outcomes  

Action summary 

 There is a Board-approved Communications and Engagement Strategy in place.  

 The County Durham Integrated Care Partnership, supported by the joint Director 
of Integration role, supports effective joint working with social care and primary 
care partners in Co Durham. 

 There are similar, although less formal, partnership working arrangements with 
Darlington Borough Council.  

 The Trust co-funds or supports several outward-facing posts to support and 
facilitate engagement with partners (social care, mental health, primary care) at 
the locality level such as the Director of Integration post noted above, the 
Director of Public Health and the GP lead Medical Director for Community 
Services.  

 The Trust’s website has been recently refreshed and improved. 

 There are some strong relationships with service user groups supporting 
engagement at service level (e.g. the Maternity Voices Partnership) and ways of 
seeking service user views (e.g. the 5x5 cancer services surveys). 

 Business cases require service user views to be taken into account for service 
changes.  

 There has been extensive public engagement on major initiatives such as the 
redevelopment of Shotley Bridge Hospital.  

 The Trust works closely with Healthwatch, and each Healthwatch locality team 
has seat on our Council of Governors. 

 Virtual engagement activity with Trust members is underway, starting with the 
Quality Strategy. 

Management assurance: 

Periodic reporting to the 
Board on engagement 
activity and reporting by 
the Chief Executive on 
work with partners 

Gaps in controls: 

 Business case 
requirements are not 
always well-met 

 Engagement with 
service users at 
specialty level varies 
in quality 

 There was 
positive feedback 
from interviewees 
(in the well-led) 
review regarding 
partnership 
engagement at 
the locality level 

 The LMS has 
commenced work 
with the Maternity 
Voices 
Partnership, 
whilst 
recommending 
some 
enhancement. 

The detailed actions are 
set out in the corporate 
risk register for risk 2581 

with the key actions 
being:  

 Capturing and 
sharing engagement 
activity to support 
effective engagement 
at service level and 
the provision of 
assurance 

 Reinforcing 
compliance with 
business cases 

 Ongoing incremental 
improvements in the 
website 

 Embedding member 
engagement 
 

Second-line (monitoring) 
assurance 

Board scrutiny of the above 
reports  

Third-line (independent) 
assurance 

Interviews with partners 
were held as part of the 
recent KPMG well-led 
developmental review for 
the Trust 
 
Reviews of engagement by 
third parties e.g. the Local 
Maternity System. 

Gaps in assurance: 

Engagement activity is 
not always capture and 
reported. 

Strategy: Communication and Engagement Matter  

Risk: We may fail to engage our communities and patients because of a lack of capacity, or commitment from service managers and clinical leaders, or lack of access to effective approaches 

(sharing good practice internally and externally). 

 

Strategic Objective 16: To strengthen, and embed effective arrangements for patient and public engagement both for the Trust (including enhancing the Trust’s website) and, 

working with health, social care and other partners, at place-level. 

 

 Likelihood Impact Score 

Inherent risk 4 4 16 

Current risk 4 3 12 

Target position 2 3 6 

Target date March 2024 

 

Risk score trajectory (two years) Explanation 

Dec-22 12 Dec-23 9 The timeline allows for 
work to re-energise 
and embed community 
and service user 
engagement post-
pandemic.  

Mar-23 12 Mar-24 6 

Jun-23 12 Jun-24 6 

Sep-23 9 Sep-24 6 
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Assurance Committee Board 

Executive Lead Sue Jacques, 
Chief Executive 

Movement since last 
quarter (risk score) 

 

 

 

Controls Sources of assurance Gaps Assurance outcomes  Action summary 

 There is a Board-approved Communications and Engagement Strategy 

 The Trust’s Communications Team work closely with the ICB 
Communications and Engagement team, being knitted into relevant 
structures and building on previous positive working relationships.  

 The Trust has successfully worked with the ICB in engaging its Council 
of Governors to provide views to inform the setting of objectives for the 
ICB.  

 There are ongoing programmes of public engagement on key initiatives 
(for example, the redevelopment of Shotley Bridge Hospital) with the 
support of relevant ICB colleagues.  

 The Trust’s Chief Executive leads on a number of initiatives for the 
Provider Collaborative and has established relationships with ICB 
leads, including the relevant lead for Place and the ICB Chief 
Executive. Other executives are also active in supporting ICB work-
streams. 

 There are established forums and mechanisms for working with our two 
local authorities to provide consolidated views to the ICB. 

 The Board is briefed every month on ICB plans and developments, with 
draft proposals shared for Board members views which the Chief 
Executive then shares with the ICB. 

 The Chairman attends, and represents Trust views, into meetings of 
provider chairs at sub-geography and ICB level. 
 

Management assurance: 

Reporting from the Chief 
Executive to the Board on 
ongoing work with the ICB 

Gaps in controls: 

Processes for joint 
working are expected 
to further develop as 
the ICB continues to 
establish itself. 

 From the well-led 
review by KPMG 
stakeholders were 
positive with respect 
to the collaborative 
work undertaken by 
the Trust and 
particularly the 
contribution of the 
Chief Executive. 

 However, the well-led 
review noted a desire 
from stakeholders for 
engagement from the 
wider Trust 
Executive. 

The detailed actions are 
set out in the corporate risk 
register for risk 2582 with 

the key actions being:  

 Ongoing development 
of links and ways of 
working with the ICB. 

 Involvement of the 
wider Executive.  

Second-line (monitoring) 
assurance 

Board scrutiny of engagement 
work with the ICB based on 
the Chief Executive’s reports. 

Gaps in assurance: 

As above. 
 

Third-line (independent) 
assurance 

KPMG interviewed ICB and 
local authority stakeholders as 
part of their recent well-led 
review. 

Strategy: Communication and Engagement Matter 

Risk: We may fail to actively lead engagement locally to inform to support regional collaborative working because of a lack of capacity or appropriate processes. 

Strategic Objective 17: To provide effective leadership to public and patient engagement activity undertaken in our localities to inform the setting of objectives and planning for the 

North East and North Cumbria ICS 

 Likelihood Impact Score 

Inherent risk 4 4 16 

Current risk 3 3 9 

Target position 2 4 8 

Target date June 2023 

 

Risk score trajectory (two years) Explanation 

Dec-22 9 Dec-23 8 The current risk score 
recognises the need 
for further 
development of joint 
ways of working and 
involvement of the 
wider Executive and 
Board, as appropriate, 
over time 

Mar-23 9 Mar-24 8 

Jun-23 8 Jun-24 8 

Sep-23 8 Sep-24 8 
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Assurance Committee OPAC 

Executive Lead David Brown, 
Finance Director 

Movement since last 
quarter (risk score) 

 

 

 

Controls Sources of assurance Gaps Assurance outcomes  Action summary 

 The Trust is represented in, and able to influence, the 
allocation of revenue and capital funding by the ICB 

 A medium-term financial strategy is in place, which is 
regularly updated and reviewed by OPAC and the Board 

 The annual planning process ensures a realistic financial 
plan is agreed 

 Annual budget setting matches budgets to the annual plan 
with recognition and planning for pressures 

 Capital plans are maintained over five years with forward 
planning for backlog maintenance, medical equipment and 
IT systems with governance through Directors Investment 
Scrutiny Committee (DISCO) and expert sub-groups 

 The Improving Quality and Eliminating Waste (IQEW) 
programme, coordinated by the Programme Management 
Office, which looks to plan over several years 

 There is forecasting and macro-level risk management by 
Finance in place.  

 Governance and executive oversight is in place for financial 
pressures, including capital planning via DISCO. 

 The Investment Appraisal Group is able to agree priorities 
for constrained funds and advise Executives.  

 PFI handback planning and project management are in 
place.  

Management assurance: 

 Monthly reporting on financial 
performance and capital plan (by 
Finance Director and on IQEW by the 
Programme Management Office 

 Self-assessment against HFMA ‘Building 
Financial Sustainability guide 

Gaps in controls: 

Insufficient IQEW 
schemes to cover 
current year plan and 
forward programme 
not yet embedded 

 Year to date performance is 
in line with the annual 
financial plan 

 There is some slippage and 
pressure on the capital plan 
but mitigations are in place 
and the risk is within 
tolerance 

 No significant issues re: 
financial control or VFM 
were raised by external audit 

 CQC’s Use of Resources 
assessment – Good 

 Internal Audits of key 
financial systems have 
resulted in Good assurance 

 No fundamental gaps have 
been noted re: PFI hand-
back planning per NHSE/I 
but risks to be planned for 
(as expected at this stage) 

The detailed actions 
are set out in the 
corporate risk 
register for risk 
2583 with the key 

actions being:  

 Development of 
a sustainable 
IQEW 
programme 
drawing on 
benchmarking 
of opportunities. 

 PFI hand-back 
risk 
identification, 
planning and 
mitigation (all 3 
sites) 
 

Second-line (monitoring) assurance 

Scrutiny of reporting and above self-
assessment through DISCO and, in 
particular, by OPAC  

Gaps in assurance: 

None 

Third-line (independent) assurance 

 Internal Audit programme covering 
financial systems and financial grip and 
control (including the HMFA guide self-
assessment noted above) 

 External Audit including audit of Trust 
VFM arrangements 

 CQC Use of Resources review 

 NHSE/I periodic review of PFI 
handback status 

Strategy: Finance Matters 

Risk: We may fail to meet financial targets or to fund our strategic objectives if we lose grip in capital planning and financial control, or cannot implement a sustainable approach to improving 

quality and eliminating waste. This could impact on the finances of our ICS and shared with local system partners resulting in sub-optimal use of funding for patients.  

 

 

Strategic Objective 18: To manage our finances to enable delivery of healthcare in the Trust, and across our local system, and of our own and our ICB’s strategic objectives, whilst 

meeting regulatory targets. 

 

 Likelihood Impact Score 

Inherent risk 4 4 16 

Current risk 3 4 12 

Target position 2 4 8 

Target date March 2024 

 

Risk score trajectory (two years) Explanation 

Dec-22 12 Dec-23 12 By developing a 
sustainable IQEW and 
access to capital the 
Trust can reduce the 
likelihood of failing to 
generate sufficient 
resources to finance 
strategic objectives. 

Mar-23 12 Mar-24 8 

Jun-23 12 Jun-24 8 

Sep-23 12 Sep-24 8 
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Assurance Committee OPAC 

Executive Lead Alison McCree (MD, 
CDD Services) 

Movement since last 
quarter (risk score) 

 

 

Controls Sources of assurance Gaps Assurance 
outcomes  

Action summary 

 Key performance indicators are in place for both Soft and Hard 
Facilities Management (including estates maintenance) for all 
three PFI contactors and CDD Services at DMH. 

 There is a lifecycle programme in place to maintain the estate at 
each PFI site and a Backlog, Fire and Health and Safety 
programme at DMH, which is maintained over five years but 
refreshed annually, taking account – for example – of new risks 
and condition surveys. 

 Services undertake checks of adherence to standards e.g. checks 
on cleaning in line with national cleanliness standards.  

 The management of the estates programme, and individual 
projects, follows RICS and PRINCE2 standards, to oversee 
delivery of new facilities in line with specification. 

 The Health and Safety and Fire Safety Teams are involved in 
approving plans for and delivery of new facilities and complete 
periodic risk assessments and audits.  

 A Task and Finish Group has been set up to work through plans 
to rationalise non-clinical estate and maximise the available 
footprint on each acute site for clinical services.  

 Authorising Engineers are in place to advise on and sign off 
particular elements of infrastructure (e.g. water, medical gases, 
decontamination).  

 Expert groups are in place to determine and implement policy with 
respect to environmental infection control, water safety, electrical 
safety, medical gases, ventilation systems and asbestos. 

 Planned preventive maintenance programmes are in place on the 
main sites.  

Management assurance: 

 Reporting on KPIs, accreditations and inspections 
for estates and facilities services on each site, in 
Estates and Facilities Reports to OPAC.  

 Audits of cleaning services (results included in the 
above reports) 

 Self-assessments are completed using the DHSC 
premises assurance model.  

Gaps in controls: 

 There is no firm estates 
rationalisation plan agreed 
pending ongoing work. 

 Capital funding allocated to the 
Trust is not sufficient to address 
all desired upgrades (safety 
issues are addressed, 
however). 

 Some facilities need update, 
particularly the A&E Department 
at UHND 

 Asset management controls 
need strengthening to include 
physical verification.  

 Assurance 
outcomes are 
positive for KPI 
performance, 
accreditations, 
inspections and 
adherence to 
standards. 

 Further work is 
needed on ligature 
risk assessments 
and any necessary 
further actions. 

 There have been 
project overruns 
(time and cost) on 
capital projects 
prompting a need to 
review programme 
and project 
management 

 There is a need to 
upgrade Endoscopy 
Decontamination to 
meet standards 
 
 

The detailed actions 
are set out in the 
corporate risk 
register for risk 2584 
with the key actions 
including:  

 Development of 
an estates 
rationalisation 
plan 

 Development of 
a new ECC at 
UHND 

 Work with PFI 
contractors to 
understand 
lifecycle 
positions 

 Upgrading 
Endoscopy 
Decontamination 

 Reinstating KPI 
reporting on 
UHND to OPAC 

 Review of 
programme 
management 

Second-line (internal monitoring) assurance 

 Scrutiny of the above reports by OPAC. 

 Monitoring officer checks on PFI and CDD 
Services key services  

 15 steps internal walk-arounds 

 ERIC data collection 

 The Health and Safety Committee monitors 
relevant safety issues.  

Third-line (independent) assurance 

 Patient-led assessments of the Care Environment 

 Third party accreditations under quality 
management systems for a number of services 
e.g. clinical engineering 

 Commissioner assurance visits consider the 
patient environment. 

 Authorising Engineer (AE) scrutiny of key facilities 
e.g. water, medical gases. 

Gaps in assurance: 

 The Trust is working to obtain 
accurate lifecycle information 
from PFI contractors. 

 KPI reporting to OPAC re 
UHND has been impacted by 
the need for Chinese Walls 

 The premises assurance model 
self-assessments are not 
routinely reported. 

Strategy: Estates Matter 

Risk: Constraints on capital and increasing service demands may lead to some services being provided from sub-optimal environments unless we can maximise or use of space, alongside making 

best use of scarce funding to maintain and improve the patient environment. Potential causes include dependencies between clinical and non-clinical services and ingrained ways of working. 

 

Strategic Objective 19: To optimise the use of the Trust’s estate, ensuring the safety and suitability of patient and non-clinical environments and the efficient use of both. 

 Likelihood Impact Score 

Inherent risk 4 4 16 

Current risk 3 4 12 

Target position 2 3 6 

Target date March 2025 

 

Risk score trajectory (two years) Explanation 

Dec-22 12 Dec-23 12 Restrictions on capital 
funding and the 
timescales for the new 
ECC at UHND make it 
unlikely that the Trust 
will be able to 
substantially reduce 
risk in the short-term 

Mar-23 12 Mar-24 12 

Jun-23 12 Jun-24 12 

Sep-23 12 Sep-24 12 

 

New 

Ite
m

 4
b 

(i)
 B

oa
rd

A
ss

ur
an

ce

Page 193 of 412



Item 4b (i) - Board Assurance Framework (November 2022)           26 

 

 

 

 

 
 

Assurance Committee OPAC 

Executive Lead Sue Jacques, 
Chief Executive 

Movement since last 
quarter (risk score) 

 

 

 

Controls Sources of assurance Gaps Assurance 
outcomes  

Action summary 

 The CDDFT Group has a Green Plan in place, setting key objectives 
to 2024 and beyond, underpinned by eight key plans 

 A Sustainability Group is in place, co-chaired by the Chief Executive 
and a senior clinician, to set the key objectives for sustainability and 
to develop and oversee the work plan. 

 A Sustainability Lead coordinates and monitors delivery of the 
initiatives in the Green Plan, reporting into the Sustainability Group. 

 There are leads in place for each of the eight underpinning plans.  

 Partner organisations (such as the local authorities) attend 
Sustainability Group meetings.  

 An energy efficiency programme is in place, with benefits monitored 
and reported annually. 

 Business cases requirement a sustainability impact assessment.  

 Waste management procedures and policies are in place.  

 Sustainable procurement practices are being developed, including 
consideration of sustainability in tendering and in contract clauses 
with suppliers.  

 Board members have received high-level training and briefing on the 
Trust’s Green Plans and sustainability issues. 

 There is a core training module in Sustainability required to be 
completed by all staff.  

 The Trust is undertaking some initiatives with commercial partners 
e.g. Phillips to reduce environmental impacts.  

Management assurance: 

 Updates are provided to the 
Board through the Chief 
Executive’s reports 

 Annual updates on each 
Green Plan element are 
included in the Annual Report. 

 

Gaps in controls: 

 Business case impact 
assessments are not well 
completed 

 Whilst the Trust undertakes a 
number of active initiatives to 
support creation of social value 
these could be brought together 
in an overall plan. 

 

 85% of staff have 
completed the e-
learning course 

 The Group has 
substantially 
reduced mileage 
(Figure 11 in the 
2021/22 annual 
report) 

 There was a 52% 
reduction in the 
Group’s carbon 
footprint (2007 to 
2022) 

 Energy contracts 
at DMH have 
been converted to 
energy efficient 
contracts 

 The Trust met the 
NHS Plastics 
Pledge 

The detailed 
actions are set out 
in the corporate 
risk register for 
risk 2585 with the 

key actions being:  

 Reinforcement 
of business 
case 
requirements 

 Development 
of in year 
reporting 
against key 
metrics 

 Collation of a 
plan and 
reporting 
package on 
social value/ 
Anchor 
Institution 
initiatives 
 

Second-line (monitoring) 
assurance 

 There is a Non-Executive 
Champion in place for 
oversight  

 Metrics are monitored and 
reported in the annual report 

Third-line (independent) 
assurance 

 KPMG reviewed the Trust’s 
arrangements and compared 
them with good practice as 
part of the recent 
developmental well-led review 

Gaps in assurance: 

 There are no routinely (in-year) 
Board-reported performance 
metrics relating to sustainability 

 Reporting on initiatives to create 
social value could be 
consolidated to increase 
visibility. 

Strategy: Green Plan  

Risk: We may fail to make planned progress against the Trust’s sustainability objectives (including its carbon neutral commitment) working internally and with partners, because of a lack of 

capacity, poor planning or processes. 

Strategic Objective 20: To meet objectives in the Green Plan, year on year, and embed a culture of sustainability in the Trust 

 

 Likelihood Impact Score 

Inherent risk 4 4 16 

Current risk 3 3 9 

Target position 2 3 6 

Target date Sept 2023 

 

Risk score trajectory (two years) Explanation 

Dec-22 9 Dec-23 9 The trajectory allows 
for the embedding of 
the role of the new 
sustainability lead and 
processes (including 
impact assessment) 
and the development 
of more systematic 
monitoring 

Mar-23 9 Mar-24 6 

Jun-23 9 Jun-24 6 

Sep-23 6 Sep-24 6 

 

New 

Ite
m

 4
b 

(i)
 B

oa
rd

A
ss

ur
an

ce

Page 194 of 412



Item 4b (i) - Board Assurance Framework (November 2022)           27 

Appendix – Derivation of Current Risk Scores 
 

Risk scores are arrived at considering the Trust’s detailed risk assessment matrix which is, essentially, the former National Patient Safety Agency matrix, as amended to 

provide further clarity on likelihood and to treat risks scoring 8, with low likelihood (which can often not be reduced further) as yellow (moderate) rather than amber (high) risk. 

The modifications have been agreed with the Board in previous years.  

Risks were scored, initially, following review by the Senior Associate Director of Assurance and Compliance with the Executive owner for each objective. Executive Directors 

met on 26th October 2022 to review and confirm the proposed risk scores as a collective.  

The likelihood scale 

The likelihood scale used to score all BAF risks is that used in the Trust’s Risk Management Strategy, as shown below. 

 

Impact scales (also from the Risk Management Strategy) are considered for each grouping below.  
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Quality Matters Objectives – current risk scores 

The primary impacts considered are those relating to patients – see the adjacent impacts.  

Regulatory breach impacts have also been considered for the objectives relating 

to elective recovery and A&E. 

Taking into account the likelihood scale and the impacts noted, Executive Directors 

agreed the following proposed risk score. 

  

 

 

 

  

 

Objective  Judgment Proposed 
score 

1. Harm Each level of harm has been considered, working down from 
catastrophic. Whilst that level of harm is considered very unlikely 
/ infrequent based on mortality reviews, there remain 
challenging circumstances, particularly re infection control, giving 
rise to a likelihood of 3 for major harm.  

Likelihood – 3 
Impact – 4 
Score: 12 

2. Experience Presently there are themes from patient experience data pointing 
to some repetition in learning points, although resolved locally 
with the potential to go to independent review. This points to an 
impact of 3 and – as our use of patient feedback is variable – we 
do not yet consider the outcome unlikely and have scored 
likelihood at 3.  

Likelihood – 3 
Impact – 3 
Score: 9 

3. Standards / 
Outcomes 

Pending seven day services being in place for medical specialties, 
the impact was considered to be a reduction in service 
effectiveness during the times not covered (impact of 3) with a 
likelihood of 3 given the circumstances persist but there is partial 
mitigation. 

Likelihood – 3 
Impact – 3 
Score: 9 

4. Health 
Inequalities  

As we are only just starting to collate and use datasets to inform 
decisions and there is a learning curve for many of our staff the 
likelihood that our services result in inequality was considered be 
a 4, allied to significantly reduced effectiveness (implied by the 
high priority put on this for the ICS).  As noted in the BAF we 
expect this to improve within a year as staff learn how to 
consider inequalities effectively in planning and delivery. 

Likelihood – 4 
Impact – 3 
Score: 12 

5. Elective 
Recovery 

Whilst regulatory breach impacts are low to medium, the size of 
our waiting lists means that – even with waiting well support – 
there will potentially be some patients whose outcomes (long-
term effects) are significantly worsened. 

Likelihood – 4 
Impact – 4 
Score: 16 

6. Front of 
House  

Whilst an argument could be made that relative performance 
(nationally) does not risk moderate or major regulatory impacts, 
current pressures present a likelihood of some major impacts on 
patients’ experience and potential outcomes without ongoing 
escalated levels of support. 

Likelihood – 4 
Impact – 4 
Score: 16 
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Workforce risks – current risk scores  

Taking into account the likelihood scale and the impacts noted, the following 

judgments were made by Executive Directors. 

  

  

Objective  Judgment Proposed 
score 

7. Engagement Whilst it could be argued that staff morale and engagement have not 
deteriorated (or slightly improved) since the last national NHS staff survey, 
the Trust scored well below average and the consensus of senior 
management is that morale is low, partly as a result of external factors and 
workload pressures. This could be argued to be very low morale / sense of 
engagement some of the time (4x3) or low morale / sense of engagement 
more persistently (3x4). Either way results in a score of 12.  

Likelihood – 3 
Impact – 4 
Score: 12 

8. Attractive 
employer 

The Trust still has around 90% of staff attending mandatory training and 
does not have unsafe staffing persisting over five days, nor uncertainty of 
service delivery in the near-term, despite real pressures in some services.  
Impacts are therefore closer to 3 but the likelihood, given the number of 
areas affected is assessed as 4. This risk is the one which potentially causes 
concern for the future should trends in turnover persist. 

Likelihood – 4 
Impact – 3 
Score: 12 

9. Culture The Trust scored relatively well for compassionate culture in the last staff 
survey; however, there has recently been work initiated by senior nurses 
around compassion fatigue and the FTSU Guardian is seeking to promote a 
more universally positive response to concerns being raised. Both suggest 
that, from time to time (likelihood of 3) there are morale impacts on staff 
(impact of 3) 

Likelihood – 3 
Impact – 3 
Score: 9 

10. Health & 
Wellbeing  

This is very similar to the morale issue covered under the engagement point 
above. Senior management views, combined with the turnover and 
sickness rates demonstrate either a very high likelihood (score of 4) of 
wellbeing impacts with current workforce impacts scoring 3 (see 8 above) 
or the potential (likelihood of 3) for a lack of psychological safety leading to 
more significant service impacts (4). Current cost of living pressures and 
expected winter pressures may exacerbate wellbeing issues. Either way, a 
score of 12.   

Likelihood – 3 
Impact – 4 
Score: 12 

11. Talent The Trust has a good track record but the risk assessment recognises 
current Board transition and a desire to support more capability in the 
Trust’s middle management layers. The impacts lead back to engagement 
(above) with the likelihood low (2) to medium (3), with a default to the 
higher score as we have identified actions.  

Likelihood – 3 
Impact – 3 
Score: 9 

12. EDI  The Trust generally fares well in the NHS Staff Survey in this area but the 
WDES report and other sources demonstrate that there remain some 
occasions (from time to time – score of 3) where the experience and morale 
of some staff is undermined (score of 3).  

Likelihood – 3 
Impact – 3 
Score: 9 
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Other risks – current risk scores  

Taking into account the likelihood scale and the impacts noted, the following 

judgments were made by Executive Directors. 

 

 

Objective  Judgment Proposed 
score 

13. Improvement The impact is on the Trust’s ability to continually improve the effectiveness of 
its services and reduce waste (meet the financial budget). Without wider 
engagement in quality improvement, services would be sub-optimal (impact of 
2 and likelihood of 4) and / or from time to time there would be lost efficiency, 
estimated in the mid-range (score of 3x3). The higher score has been taken.  

Likelihood – 3 
Impact – 3 
Score: 9 

14. EPR roll out EPR roll out has a range of potential impacts from reduced service 
effectiveness (until optimised) to reduced morale in some areas, regulatory / 
performance breach to loss of financial benefits. As we are still in the go live 
period, it is appropriate to recognise the potential for major impacts until the 
system is fully embedded, staff are confident in using it and residual issues are 
resolved. 

Likelihood – 3 
Impact – 4 
Score: 12 

15. IT Security This is scored in line with the highest remaining cyber-security risk in the 
operational risk register which scores 12, recognising that from time to time 
incidents occur and they could compromise service availability and / or lead to 
regulatory enforcement (likelihood 3, impact of 4). Two risks relating to 
previous PAS and EPR systems have higher scores but are now superseded and 
shortly to be closed.  

Likelihood – 3 
Impact – 4 
Score: 12 

16. Community 
Engagement  

The risk arises due to the need to reinvigorate community engagement after 
the pandemic and because of a low level of service user engagement in some 
services, making it likely that, some services will provide patients with a poorer 
experience (lead to complaints) – likelihood 4, impact 3 – pending wider 
dissemination of good practice. 

Likelihood – 4 
Impact – 3 
Score: 12 

17. ICB 
engagement 

The risk recognises the early phase in the ICB’s development and the likely call 
on wider Executive Director support for collaborative work as it develops. 
Pending the greater clarity which will emerge over time it is considered 
prudent to recognise the potential (score of 3) for some moderate impacts (3). 

Likelihood – 3 
Impact – 3 
Score: 9 

18. Finance  In the current year, the Trust expects to meet its financial plan and use its 
CDEL hence the risk score would be lower than quoted. Similarly to the ICB 
engagement score above, the score recognises uncertainty and – given capital 
constraints and the potential for budget cuts nationally – allows for major 
impacts i.e. likelihood of 3 and impact of 4.  

Likelihood – 3 
Impact – 4 
Score: 12 

19. Estates The risk score recognises that capital funding is limited and there are space 
limitations impacting on care in the ED at UHND. Whilst, with day to day 
control and action, regulatory breach or patient harm are not expected to 
occur, the likelihood and impact scores recognise the pressures that result. 

Likelihood – 3 
Impact – 4 
Score: 12 

20. Environment The Trust is in transition with respect to a Deputy Chair for the Sustainability 
Group and a new Sustainability Lead. Whilst Estates related plans are well-
established, other aspects around social value are at earlier stages. The score 
recognises that, pending transition, there is potential for some moderate 
impacts (including lost opportunities) re the Trust’s environment or 
communities. 

Likelihood – 3 
Impact – 3 
Score: 9 

 

Impact scales not covered above: 
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Trust Board – 30th November 2022 

Item 5 – Report on Covid-19 Response  

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 pandemic.  

Positive 

performance / 

developments 

within this report   

Positive matters  Section 

The number of inpatients with Covid-19 was 21 on 21st November 

compared to 37 on 24th October 2022 and has remained below the 

assumption in the Trust’s annual plan. The 7-day rate in Co Durham 

has dropped to 38.3.    

3.1 

 There is only one patient with Covid-19 in our Intensive Treatment 

Units 

3.1 

 The number of Covid-19 related outbreaks reduced in October.  3.2 

 Staff absence levels relating to Covid-19 have reduced and absence 

levels are continuing to hold at around 400 staff.    

3.4 
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Key issues and 

actions within this 

report  

Key issues and actions Section 

The Trust continues to need to balance out demands to accommodate 

patients with Covid-19, with demands from other non-elective 

admissions, with the position managed through the IMS Care Group 

and Site Directors, on a day to day basis. 

3.3 

 The Trust’s uptake for the flu and Covid-19 vaccination is slightly 

behind much of the region and behind expectations and Gold 

Command has requested additional actions to encourage staff to take 

up both vaccinations.  

3.5 

 The scope of Module 3 of the National Covid-19 Inquiry, which covers 

Healthcare, has been published and interested parties have until 5th 

December to apply for core participant status. The options are being 

considered and a recommendation will be made to the Board.  

3.10 

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) 

Risks associated with the need to accommodate and treat high numbers of non-

elective patients and the risk of Covid-19 infection continue to need careful balancing 

as outlined above.   

The risks associated with a large section of the workforce being unvaccinated against 

either flu or Covid-19 through the winter: staff illness, operational impacts from high 

levels of staff absence and the potential for higher levels of nosocomial infection 

mediated by staff.  

Action / decision 

required from the 

Board 

The Board is asked to note the report. 

The Board is asked to comment on the risk mitigations put in place in response to 

new guidance 

There are no decisions reserved to the Board requested in this paper; however, a 

recommendation will be made to the Board on core participant status for the National 

Inquiry.  

 

 

  

Ite
m

 5
 -

 E
xe

c 
D

ire
ct

or
 R

ep
or

t
on

 C
ov

id
-1

9

Page 200 of 412



Executive Directors Report on Covid-19 response  Page 3
  

TRUST BOARD – (30th November 2022) 

UPDATE ON THE 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.  

2. Command and Control Arrangements 

 

The UK Covid-19 Alert Level remains at Level 2 and continues to be managed regionally.  
 

Gold Command meetings continue to take place every Monday. The Trust’s Gold Command Cell 

comprises Executive Directors, the Trust Resilience Lead and Head of Communications. For all 

meetings, notes, decision logs and action logs are in place. 

Daily command and control continues to be maintained by the Trust’s Site Directors. They retain 24 

hour accountability for the site, working closely with care groups in hours and supported by an 

Executive, or Deputy Director, from the Gold Command rota as necessary. 

The local arrangements outlined to the Board in previous months also remain in place, in particular 

the Local Resilience Forum (Tactical Command Cell) which continues to meet regularly. Strategic 

Command meetings are not presently required, but can be stood up as necessary.   

Briefings to the Chairman 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 6.30 a.m. on 21st November 2022, there were 21 inpatients with Covid-19 in the Trust’s hospitals, 

a decrease of 16 patients compared to the position set out in our last report.  

The 21 patients with Covid-19 are spread across our hospitals as follows: 

 7 were in the University Hospital North Durham (UHND) 

 7 were in Darlington Memorial Hospital (DMH) 

 5 were at Bishop Auckland Hospital (BAH); and 

 2 were in community hospitals. 

There was one patient in the Intensive Treatment Unit at UHND with Covid-19. 

Local public health data shows infection rates reducing as shown overleaf. The trend in seven day 

infection rates for Co Durham is shown overleaf.  The rate per 100,000 population was 38.3 (down 

from 100.5) at 11th November 2022.  
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There have been 18 deaths with Covid-19 in October 2022. All were over 65, with 16 aged 75 year or 

older. Some 16 out of the 18 patients had one or more of the reportable pre-existing comorbidities. 

One of the 18 died in ITU, the remainder on other wards.  

3.2 Quality and safety indicators  

The Infection Control section of the Director of Nursing’s Patient Safety and Experience Report 

includes further detail on both of the matters summarised below.  

The Infection Prevention and Control Team undertakes ‘Back to Basics’ audits every month. In 

October 2022, 46 areas were audited, with 24 areas rated green (scoring 90% or better), 13 areas 

rated amber (scoring 80% or better) and nine areas rated red. The IPC provide real-time education, 

support and follow up where audits identify issues.  

Executive-led infection control outbreak meetings continue to take place at 11.00 on certain week 

days to review all new Covid-19 cases and monitor outbreak control measures. There were 11 

outbreaks reported in October, a reduction on previous months.  

3.3 Capacity Management 

The Trust’s sites, including community hospitals continue to operate with escalation beds open. 

Demand pressures remain significant with both sites to be operating, often, at OPEL 3 and the A&E 

Departments reaching OPEL 4 on a number of occasions.   

Plans to flex capacity to accommodate both increases in total admissions and any increases in Covid-

19 patients are kept under regular review by the Site Directors’ Group (which includes Associate 

Directors of Nursing) and Gold Command. At the present time, inpatients with Covid-19 in all hospitals 

are being looked after in cubicles. 

There have been no significant cancellations to outpatient and elective services, or disruption to those 

services, due to Covid-19 since our last report to the Board.  
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3.4 Staffing 

The numbers of staff off sick, on 21st November 2022, were as follows. Covid-19 related absence has 

reduced in line with community prevalence; however, there has – as is normal for the time of year – 

been as slight increase in absence for other reasons, reflected in the overall position.  

 21st 
November  

24th October 

Absent due to Covid-19 31 39 

Absent (self-isolating) 0 3 

Absent for other reasons 374 355 

Total  405 397 

 

The Trust has maintained up to date guidance to staff on when and how to test, and when to self-

isolate and has implemented successive changes in Government guidance. The most recent changes 

are summarised in 3.5 below.  

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

in place.  
 

3.5 Testing and vaccination 

There have been no changes to testing requirements for staff and patients exhibiting symptoms.  

The Trust is now providing Covid-19 booster vaccinations, and influenza vaccinations to staff with 

joint clinics running at DMH, BAH and UHND and plans for peripatetic clinics from late November. To 

date only 42.4% of staff have received their flu vaccination, which is slightly lower than for most other 

Trusts in the region. Some 40.5% of staff have had a Covid-19 booster vaccination, which is slightly 

below the regional and national averages. Gold Command has considered the risk associated with 

the relatively low uptake of the vaccination – despite all shift leaders being asked to encourage their 

staff to attend walk-in clinics and make time for them to do so. On 21st November 2022, Gold 

Command agreed to ask for data to be downloaded from the national system so that staff members 

who have not been vaccinated can be identified and supportive conversations held to encourage them 

to take it up. The Covid-19 vaccination cannot be taken around wards; however, the flu vaccine is 

now being taken to wards and teams and it is hoped that this will result in an increase in staff being 

vaccinated against influenza. Both vaccines are well-aligned to the dominant strains of each virus; 

however, the protection of staff, and management of the risk of increased levels of staff absence and 

nosocomial infection during the winter period, will be limited if up-take remains low.  
 

3.6 Personal Protective Equipment (PPE) and Other Equipment 

Supplies of PPE have been maintained with no shortages experienced to date. The Trust has retained 

a reduced pool of additional staff, within the Supplies function in SCL, to continue to distribute PPE 

received from the central ‘push pallet’, which is expected to continue to operate nationally during 

2022/23.  

3.7 Infection Control Guidance / Changes – including workplace safety and risk assessment. 

 There have been no changes since our last report.  

3.8 Assurance and risks 

Risks relating to Covid-19 impacts on services, backlogs and staffing are now captured in risk 

registers, together with the key ongoing risks relating to nosocomial infection; in particular the lack of 

isolation capacity.  
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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.     

3.10 National Inquiry 

 The Inquiry has recently issued details of the scope of Module 3, which relates to healthcare, covering 

12 key points as follows: 

1. Impact of Covid-19 on people’s experience of healthcare. 

2. Core decision-making and leadership within healthcare systems during the pandemic. 

3. Staffing levels and critical care capacity, the establishment and use of Nightingale hospitals 

and the use of private hospitals. 

4. 111, 999 and ambulance services, GP surgeries and hospitals and cross-sectional co-operation 

between services. 

5. Healthcare provision and treatment for patients with Covid-19, healthcare systems’ response 

to clinical trials and research during the pandemic. The allocation of staff and resources. The 

impact on those requiring care for reasons other than Covid-19. Quality of treatment for Covid-

19 and non-Covid-19 patients, delays in treatment, waiting lists and people not seeking or 

receiving treatment. Palliative care. The discharge of patients from hospital. 

6. Decision-making about the nature of healthcare to be provided for patients with Covid-19, 

its escalation and the provision of cardiopulmonary resuscitation, including the use of do not 

attempt cardiopulmonary resuscitation instructions (DNACPRs). 

7. Impact of the pandemic on doctors, nurses and other healthcare staff, including on those in 

training and specific groups of healthcare workers (for example by reference to ethnic 

background). Availability of healthcare staff. The NHS surcharge for non-UK healthcare staff and 

the decision to remove the surcharge. 

8. Preventing the spread of Covid-19 within healthcare settings, including infection control, the 

adequacy of PPE and rules about visiting those in hospital. 

9. Communication with patients with Covid-19 and their loved ones about patients’ condition and 

treatment, including discussions about DNACPRs. 

10. Deaths caused by the Covid-19 pandemic, in terms of the numbers, classification and 

recording of deaths, including the impact on specific groups of healthcare workers, for example 

by reference to ethnic background and geographical location. 

11. Shielding and the impact on the clinically vulnerable (including those referred to as “clinically 

extremely vulnerable”). 

12. Characterisation and identification of Post-Covid Condition (including the condition referred 

to as long Covid) and its diagnosis and treatment. 

It is not anticipated that detailed information requests will be issued, and hearings held, until 2023.  

The Trust’s Covid-19 Inquiry Manager has now returned to her substantive post in TEWV, leaving behind 

catalogues of all information held, or referenced through Gold Command meetings, by meeting and by theme 

and a full register of relevant Freedom of Information Act requests and of staff at Band 8a or above who have 

left the Trust in the last 30 months with full contact details. The Corporate Records Team will continue to 

keep these records up to date and the Senior Associate Director of Assurance and Compliance will be 

working with the Corporate Affairs team to prepare them for relevant information requests.  
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Executive Directors Report on Covid-19 response  Page 7
  

Interested parties have until 5th December to apply for core participant status. We will consider the options 

before making a recommendation to the Board on 30th November 2022.  

4. Conclusion 

There are no specific decisions in this report which require the Board’s approval under the Schedule of 

Matters Reserved to the Board.  

As noted above, a proposal will be brought to the Board with respect to core participant status in the Inquiry.  

The Board is asked to note the current position, the risks arising and the ongoing actions being taken under 

the direction of the Executive Directors and to seek any further information or explanations necessary for the 

purposes of assurance. 
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Trust Board Meeting – 2nd November 2022 

Integrated Quality and Assurance Committee (IQAC) Preface – Meeting held 22nd November 2022 

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

Item Notes / comments Outcome / Follow Up Action 
Agreed 

Executive 
Committees Report  

The update from the Executive Patient Safety and Experience Committee included an assurance that clinical 
governance in care groups is being audited by the Assurance and Compliance Team, to confirm that meetings are 
taking place in line with the Governance Handbook and that there will be a Trust-wide review of the effectiveness 
and efficiency of the meetings and supporting processes, and a review of the roles of governance teams in the first 
quarter of 2023. 
 
The Director of Nursing reported changes to visiting policy, to enable each patient to have a maximum of two visitors 
at a time by appointment, with discretion to offer more flexibility for patients with learning disabilities and on end of 
life care. Separate arrangements would be in place for neonatal and paediatric wards. Retaining an appointment 
system allowed ward managers to manage visiting, which would – in terms of numbers – be back to pre-pandemic 
rules, and enable the Trust to stand back up arrangements if cases rise. Options were being worked through to 
enable visitors to be able to get through to wards more reliably to make appointments. 
 
The Clinical Effectiveness Committee report reported positive updates on the  Acute Kidney Injury Service (see 
below), Rehabilitation After Critical Illness – which was now compliant with 95% of NICE recommendations and in 
line with the better regional services and Transfusion, where no transfusions have been impacted by the national 
shortage of blood products. The Cerner transfusion module is still being piloted.  

 

Maternity Champions 
Meeting 

IQAC was updated on the meeting, which had covered the latest surveillance report on safety incidents, staffing, 
perinatal mortality and quality trends for maternity services, an update on staff rotas for the new service model, the 
latest 15 steps visits (which found largely positive results and improved staff morale) and the national MBRACCE 
report issued in the week of 15th November 2022, pointing to risks in maternity services. The maternity service is to 
work through the recommendations in that report. The latest ATAIN audit data was also shared. There were no new 
issues from this work and it was noted that the staff engagement work was continuing and resulting in some 
improvement in morale.  
 
The Champions meeting also received the latest update on the Maternity Quality Improvement Framework work-
streams, which were being consolidated from 5 to 3 work-streams with the continuity of carer work-stream being 
merged into the workforce work-stream and the Digital Work-stream being closed after positive progress in 
addressing issues with Badgernet and linkages to Cerner.  
 

 

Patient Story The Committee received a very positive patient story with respect to maternity care and the Committee Chairman 
shared a similar experience reported by a friend’s daughter. 
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Item Notes / comments Outcome / Follow Up Action 
Agreed 

AKI Service Update The team are due to present to this Board meeting. The service presented data showing improvements in mortality, 
the patient experience and with respect to staff views.  The Committee sought assurance with respect to the capacity 
of the team to support Bishop Auckland and Community Hospitals remotely, and was assured that the team worked 
well with nurse practitioners at Bishop Auckland and the service was considering further engagement with 
community hospitals and potential further service developments.  
 

 

CQC Update The report is included in the pack for this Board meeting. 
 

 

CDDFT Quality 
Insights  

The latest report showed no significant change in trends from previous months. Core essential training and 
appraisal remain off track and Executive Directors are to determine further actions to increase compliance. There 
is work ongoing to refine some specific data charts and tables to increase the assurance provided to the 
Committee, at the Committee’s request. 
 

The updates to data are being 
tracked through the action log 

Tendable Audit 
Results  

Audits had been completed by 48 out of 63 areas, for all four domains, and four others had completed some 
elements. The general trend in results was improving. The Committee is seeking further assurance with respect to 
the plans to increase engagement of matrons and ward managers in using the data for improvement – both for 
Tendable and CDDFT Quality Insights.  

Further consideration to be 
given to how the Committee 
can explore use of the data by  
matrons and ward sisters 

Patient Safety Report  The latest update on serious incidents is included in the Board pack for this Board meeting. The Committee asked 
for further assurance with respect to learning and actions once the investigations into these incidents are complete.  

Updates on actions to be 
received in due course. 

Infection Control  The report is included in the pack for this Board meeting. Positively, it was noted that the new water tanks at DMH 
have been installed and are being connected to the on-site borehole and pump. Surveillance checks will need to be 
maintained for at least two months. 
 

 

Safeguarding  The Committee received an update on safeguarding referrals, training and supervision and detentions under the 
Mental Health Act. The main areas of risk relate to supervision in maternity services (the lead midwife for 
supervision is on sick leave) and level three training. Plans are in place to work with relevant individuals to catch 
up training, and options are being explored to increase supervision, potentially with support from supervising 
midwives from elsewhere in the local system. The Safeguarding Teams are being strengthened by three new 
appointments, including a Domestic Abuse Specialist Nurse.  
 

 

Performance The Committee sought assurance with respect to the safe implementation of the full capacity protocol when 
necessary and was assured that the Trust had implemented a model that is less aggressive than the nationally 
recommended “Bristol” approach, with safeguards overseen by senior nurses. The Committee also received 
assurance that patients subject to very long waits, significant ambulance handover delays and 12 hour waits for 
beds were being reported and reviewed as incidents to assess harm arising and identify any learning. The 
Committee was advise that no harm had been identified from completed reviews, due to the additional actions in 
place to look after patients whilst in the Department.  
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Warren Edge, Senior Associate Director of Assurance and Compliance 

For Meeting Chair, 25th November 2022 
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Item No 7– Update on the Acute Kidney Injury & Renal Service Private & Confidential   
 1 

 

 

Trust Board – 30th November 2022 

Patient Safety & Quality Item 7 

Update on Acute Kidney Injury Service 

Open Session  Private & Confidential Session  

Author Claire Stocks 

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 update on the Acute Kidney Injury & Renal Service at CDDFT. 

Positive performance 

/ developments within 

this report   

 

Positive matters  Page 

Best employer Slides 13,14 

Best patient outcomes Slides 7,8,12 

Best patient experience Slides 11,17 
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Item No 7– Update on the Acute Kidney Injury & Renal Service Private & Confidential   
 2 

 

Key issues and 

actions within this 

report  

 

Issue and actions Page 

AKI incidence is increasing nationally and regionally.  Slide 15, 18 

AKI Service to monitor and include readmissions within their 

reporting structures. 

 

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) 

N/A 

Decisions reserved to 

the Board (if any) 

N/A 

Actions required from 

the Board  

Acknowledge and accept the contents of this presentation. 
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Acute Kidney Injury & Renal Specialist 
Nurse Service

Claire Stocks, Deputy ADN (Patient Safety) & DCNIO
Nikki Holt, Advanced Nurse Practitioner
Melissa Thirkeld, Advanced Nurse Practitioner

www.cddft.nhs.net
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www.cddft.nhs.uk

 

Background and Context 
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What did we want to achieve?

www.cddft.nhs.net

Patient 
Centred

Improve 
Patient 

Experience

Improve 
Patient 

Safety & 
Quality 

Improvement

Enhance 
Clinical 

Effectiveness

Enhance 
Staff 

Experience

‘A consistent approach 
for clinical teams 
focused on delivering 
high quality, proactive 
and effective care to 
patients with AKI 
and/or renal conditions’
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What did we want to achieve?

www.cddft.nhs.net

Best Outcomes Evidence

Reduce the number of AKI incidence through AKI 
awareness programme.

C2-AI Data 

Reduce the AKI mortality rate through rapid
assessment and treatment.

Reduction in mortality 
indicators

Reduce readmissions into hospital through patient
focused education and individualised care planning
and follow up with GP’s.

Reduction in readmissions in 
patients with AKI

Prevent unnecessary admissions to critical care
through rapid assessment and treatment and
identifying renal patients timely enough to provide
usual dialysis treatment if able.

Reduction in un necessary 
admissions to Critical Care

Reduce length of stay through rapid assessment 
and treatment

Reduce Length of Stay

Compliance with appropriate national and regional 
requirements

Compliance with National 
guidelines

Best Experience

Access to expert AKI and renal skills at the bedside 
regardless of patient location; “Right First Time 
Every Time”.

SOP

Wards to have access to additional support for AKI 
or renal patients.

SOP

Best Employer

Improved education and support for junior doctors 
and ward staff leading to greater levels of work 
satisfaction

Questionnaire

Improved quality of care for patients leading to 
greater levels of work satisfaction

Questionnaire
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Service Provision 

AKI Nurse Service is available Monday – Friday 2.0wte covering 
both acute sites between 08:30 – 17:00pm

Review all patients who have triggered an AKI Warning stage 3, 
provide expert advice and support to clinical teams informing 
rapid intervention and treatment.  Supporting teams with 
advanced and appropriate decision making. 

Twice weekly visits from Renal Consultants from SRH and Stees to 
provide renal in reach clinical support at both acute sites.

Deliver wide scale education to staff through ward based, 
classroom and virtual platforms

Lead on Quality Improvement & Audit initiatives linked to AKI and 
Renal Conditions
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Two years in…..

2020-21
Q3 & Q4 2021-22

2022-23 
Q1 Total

Number of patients reviewed 354 880 199 1433

Transferred to STSFT 24 54 14 92

Transferred to Stees 15 35 7 57

Transferred to ICU DMH 4 13 3 20

Transferred to ICU UHND 2 5 1 8

Referred to Palliative Care 1 135 25 161
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Benefits Realisation – Best Outcomes

Nice Guideline 148 Acute Kidney 
Injury

Partial Compliant Non compliant

Nice Guideline 148 Acute Kidney 
Injury

Partial Not Compliant Compliant

33/49 recommendations met 47/49 recommendations met

2019 2022 Ite
m
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13/28 recommendations met

Nice Guideline 174 IV Fluid 
Therapy in Hospital 

Compliant Partial Compliance

Non Compliance

Nice Guideline 174 IV Fluid 
Therapy in Hospital 

Compliant Partial Compliance

27/28 recommendations met

2019 2022

Benefits Realisation –Best Outcomes
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Benefits Realisation – Best Outcomes
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Benefits realisation – Best Outcomes

‘The main benefits of the AKI team in relation to critical 
care are perhaps more likely to be improvements in 
escalation planning pre intensive care and improved 
communication and site presence leading to shorter 
length of ITU stay (both from prompt transfer to renal 
centre and earlier discharge of patients with recovering 
AKI to wards at UHND). These benefits will not be 
picked up by this audit.’
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Benefits realisation – Best Experience

 

Overall median transfer time 
for a patient requiring 
escalation of care to a 
tertiary centre is six hours 
from time of acceptance to 
time of arrival.
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Benefits Realisation – Best Outcomes

3.0

5.0

7.0

9.0

11.0

13.0

Q2 2020-
21

Q3 2020-
21

Q4 2020-
21

Q1 2021-
22

Q2 2021-
22

Q3 2021-
22

Q4 2021-
22

Q1 2022-
23

Average Length of stay in days

Average length of stay has reduced by 1.7 days.
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Benefits Realisation – Best Employer 
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Benefits Realisation – Best Employer

‘Excellent Service, A credit to all those involved’

‘This is a fantastic service and by far one of the most useful changes we have seen 
at UHND. It has benefitted patients tremendously. Please don't take it away!’

‘Working at DMH and BAH I have had a lot of support from the team. The specialist nurses
are brilliant at supporting us (and the juniors) and are an invaluable resource. I’ve not yet
needed an Inpatient review for a patient at Bishop,but would hope that this would be
provided if needed. With more medical inpatients at BAH this needs to be factored in so that
those patients are not disadvantaged.’

‘The provision of AKI nurses / service has been a big step forward in patient care.’ 

‘A welcome addition improving patient safety and access to renal opinion.’
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Benefits Realisation
Best Outcomes Measurement

Reduce the number of AKI incidence through 
AKI awareness programme.

C2-AI Data 

Reduce the AKI mortality rate through rapid
assessment and treatment.

Reduction in mortality 
indicators

Reduce readmissions into hospital through
patient focused education and individualised
care planning and follow up with GP’s.

Reduction in readmissions 
in patients with AKI

Prevent unnecessary admissions to critical
care through rapid assessment and
treatment and identifying renal patients
timely enough to provide usual dialysis
treatment if able.

Reduction in un necessary 
admissions to Critical Care

Reduce length of stay through rapid 
assessment and treatment

Reduce Length of Stay

Compliance with appropriate national and 
regional requirements

Compliance with National 
guidelines

Best Experience

Access to expert AKI and renal skills at the 
bedside regardless of patient location; “Right 
First Time Every Time”.

SOP

Wards to have access to additional support 
for AKI or renal patients.

SOP

Best Employer

Improved education and support for junior 
doctors and ward staff leading to greater 
levels of work satisfaction

Questionnaire

Improved quality of care for patients leading 
to greater levels of work satisfaction

Questionnaire
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Celebrating Success 
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‘I cannot thank Melissa enough for her care and attention when I 
was in the Emergency Department.  I didn’t know what AKI was –
she explained everything so well, it was a very scary time.  Part of 
me wonders what would have happened if she wasn’t there that 
day.’
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2023-24

• Regional AKI Clinic
• Point of care ultrasound
• Embed and sustained hydration initiatives
• Focus on community Hospitals and Primary Care
• Optimisation of EPR
• Include readmissions in future outcome measures
• Qualitative questionnaire to nursing colleagues
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THANK YOU 

Any Questions?

www.cddft.nhs.net
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[Item No] – [Report title to insert] Private & Confidential    1 

+ 

 

Trust Board – November 2022 

Item 7b – GOSW report Q2 22-23 

Open Session X Private & Confidential Session  

Author Dr O H Whinn 

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                                         

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 inform the board of the current situation of the junior doctors rotas 

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 

Increase in number of exception reports 1,2,3 

Re-provision of doctors rest area at UHND 5 

High rates of closure of exception reports within the quarter 3 

Refresh of structure of some JDFs to include more face to face 

sesssions 

5 

 Code shared for UHND restaurant so that doctors can access the 

vending machines at night. 

5 
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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 

Ongoing issues with staffing levels for a variety of reasons across 

the quarter 

5 

4 fines issued for less than 11 hours rest between shifts 4,5 

Work intensity has been mentioned in exception reports even 

when ward staffing is not technically reduced. 

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) 

   

Action / decision 

required from the 

Board 

Approval of report. 
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1 
 

 

CDDFT Guardian of Safe Working  

QUARTERLY REPORT ON SAFE WORKING HOURS:  

DOCTORS AND DENTISTS IN TRAINING  

Q2 July 2022 – September 2022 

Executive summary 

 Large increase in exception reporting since August changeover.  Numbers this quarter 

slightly up on the same quarter last year. 

 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. 

 Work intensity is starting to come through in some exception reports even when staffing is 

not deemed to be short. 

 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. 

 4 fines issued for less than 11 hours rest between shifts. 

 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 having to be moved due to changes with East wing 

corridor. 

 

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 10 7 3 

Medicine – DMH 27 21 6 

Surgery - DMH 4 4 0 
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2 
 

Q2 Exception reports by department cont….. 

Surgery - UHND  8 7 1 

Dermatology - UHND  1 1 0 

O&G - DMH 1 0 1 

Total 51 40 11 

    

Q2 Exception reports by grade 

Grade  
No. exceptions 
raised 

No. exceptions 
closed 

No. exceptions 
outstanding 

F1 32 24 8 

F2 8 7 1 

CT1-2 / ST1-2 10 9 1 

CT3+/ ST3+ 1 0 1 

Total 51 40 11 

    

    
Q2 Exception reports by rota 

Rota Name  
No. exceptions 
raised 

No. exceptions 
closed 

No. exceptions 
outstanding 

Derm-UHND-IGP-Aug22 1 1 0 

Gen Surg-UHND-F1- 14 Slots - 0822 3 2 1 

GenSurg-ENT-DMH-Tier2- 0822 1 1 0 

GS&TO-DMH-F1- 0822 2 2 0 

IMT Medicine-DMH-Tier2 + ITU Block 

Aug22 
4 4 0 

Med UHND F2 0822 1 0 1 

Med UHND T2 0822 IMT 3 2 1 

Med-BAH-UHND-F1-0822 1 0 1 

Med-DMH F1-0822 UNIQUE SLOTS 16 10 6 

Medicine-DMH-F2 -0822 1 1 0 

Medicine-DMH-Tier2-0822 5 5 0 

Medicine-DMH-Tier2-IMT-0822 1 1 0 

Med-UHND-F1-0822 5 5 0 
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Q2 Exception Reports – Outcomes  

 
TOIL (preferred 

option) 

Overtime 

payment 

Overtime 

Cost € 
NFA 

Work Schedule 

Review 

F1 5 17  3 3 

F2 1 4  1 1 

CT1-2 / ST1-2 1 6  0 3 

CT3 0 0  0 0 

Total 7 27  4 7 

 

Outstanding exception reports from previous quarter  

 

Quarter  No. of exceptions 
outstanding  

No. exceptions 
closed 

No. exceptions 
outstanding 

Q1 April 2022- June 2022  

Medicine – UHND  1 1 0 

Medicine – DMH 3 3 0 

Surgery UHND 2 2 0 

 

 

51 exception reports were raised however 2 of these reports included multiple instances resulting in 

54 instances in total reported.  

 

O&G-DMH-Snr-0822 1 0 1 

T&O/PLASTIC-UHND-F1-14 Slots- 0822 5 5 0 

T&O-DMH-F2- 0822 1 1 0 

Totals  51 40 11 

 

Q2 Exception reports by response time 

 
Addressed within 
48 hours  

Addressed in 7 
days 

Still open 

F1 8 9 8 

F2 3 4 1 

CT1-2 / ST1-2 8 8 1 

CT3+/ ST3+ 0 0 1 

Total 19 21 11 
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There is a continuing increase in exception reporting.  It is hoped that this is a marker of people 

being more willing to report exceptions and we can continue to build on this.  There appear to have 

been a number of issues behind the exceptions we have seen, some short notice gaps at 

changeover, ongoing sickness levels, increased work load.  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, however, the rota for a dermatology 

doctor did need updating as clinic hours were different from what they were originally given. 

 

b) Vacancies 

Vacancies by month  

Specialty Grade Month  
July 

Month  
Aug  

Month  
Sept 

Total gaps 
(average) 

Number of shifts 
uncovered 

Respiratory 

Medicine  
CT2 

0 1 1   

Plastic Surgery ST3 0 1 0   

Community 

Paediatrics - BAH 
 

0 1 0   

Diabetes & 

Endocrinology  
 

0 2 0   

Cardiology   0 1 0   

Gastroenterology   0 0 1   

Acute Internal 

Medicines  
ST5 

0 0 1   

Total 0 0 0   

 

Across the board there have been vacancies which are contributing to 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 

4 fines (3 medicine and 1 surgery) were levied in this quarter due to doctors staying late and not 

getting sufficient rest between shifts, the money is being processed and how to spend this will be  

discussed at JDF. 

Further detail, issues arising and actions taken. 

Very encouraging to see the increase in exception reports, it is hoped that this trend continues.  

Ongoing support is being given when issues are raised eg with accessing the system. 
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More than half the total reports were from medical rotas at DMH and most of these were in July 

(citing short staffing due to a combination of leave and sickness) and August (gaps caused by last 

minute issues with some doctors who were due to join CDDFT e.g. late paperwork, delayed visas).  

Recruitment is ongoing to try to fill these gaps.  Locums continue to be requested however at times 

theses are difficult to source.  Work intensity is starting to come through in exception reports as a 

reason why people are staying late, this is even when wards are not technically understaffed, this 

will be monitored and raised with care groups if continues to be a problem. 

 

The fines were due to doctors finishing late on long day shifts and therefore not getting the required 

11 hours of rest between shifts.  Rota design can contribute to this eg. Having 13 hours shifts with 

exactly 11 hours before the next shift means any late finishes will breach this rule.  This is being 

discussed with the rotas in question to see if they can be amended to decrease this risk. 

There has only been one ER relating to SDT time for foundation doctors (it has been included in all 

rotas since August), this was due to the way in which it was timetabled, advice was given about this 

and they have been advised to exception report if ongoing problems however no further reports 

have been received. 

Attendance at the Junior Doctors Fora continues to be variable but in general better the last few 

months. Since August we have commenced our new system and had 2 in person only meetings and 

one cross site with teams access.  These seem to have been well received.  The remainder for this 6 

months will be cross site with teams with the same pattern repeated in the next 6 months. Junior 

doctor’s reps have been appointed following the August rotation and contact details have been 

shared.  We have representation at both acute sites from various grades, between them they will 

provide support to doctors at Bishop Auckland Hopsital, due to rotation it is not possible to have 

fixed representation there at all times.   

Doctors rest areas are open and in use at all 3 sites.  Over the summer we had news that the East 

wing corridor was to be demolished as part of the plans to build the new ED department, this would 

lead to the loss of the current doctor’s rest area which is located there.  An area was identified in the 

accommodation at UHND which had to be moved to at short notice when the corridor closed at 

short notice due to health and safety concerns.  Some work is needed to make it ready for use, 

which is being carried out as quickly as possible. 

Code for access to UHND restaurant was shared with junior doctors in September so that they can 

access the vending machines at night. 

There was a regional GOSW meeting in September in which there was discussion about everyone 

struggling with staffing levels across the region. 

As discussed at the last board meeting it is my intention to stand down at the end of my 3 year term 

which is at the start of February 2023, the medical director is aware and is making plans to appoint a 

replacement. 

I submit this report to the board for approval. 

Hannah Whinn 

Guardian of safe working hours, CDDFT 

November 2022 
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Trust Board – November 30th, 2022 

Patient Safety and Experience  

Open Session  Private & Confidential Session  

Author Lisa Ward, Associate Director of Nursing (Patient safety) Aileen Rooney, Associate Director 
of Nursing (Patient experience) Kathryn Burn, Deputy Director of Nursing,  
Noel Scanlon, Executive Director of Nursing. 

Reason for 

Submission 

 

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

Strategic Aim 

 

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

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

Positive 
performance/ 
developments 
within this report   

Positive matters  Page 

Mandatory reportable infections: MRSA (zero), MSSA, E. Coli, Klebsiella and C. 
Diff are all below or at performance trajectories.  

6-10 

Legionella results continue to be stable - 3 borderline and 1 out of range result 
to report. Completion of water tank project now anticipated to be fully 
operational by  November 21st. 

19 

Formal complaints have fallen for the 2nd consecutive month whilst “quick 
resolution complaints” (PALS as was) have increased over the same period.  

26-31 

 Best scores in the 2021 NHS In-patient survey included discharge planning, 
social care, involvement and assistance with meals. However, meal offering, 
privacy of speech and ward changes scored poorly.  

35-36 

 Patient experience work includes Falls service evaluation, development of the 
Patient experience strategy and Veterans accreditation scheme, Little Angels 
garden of remembrance relocation, Volunteer reform and recruitment.   

39-41 

Key issues and 
actions within  
this report  
 

Issues and actions  Page 

COVID-19 cases continue have continued to fall alongside community prevalence 
rates however there are currently 3 nosocomial outbreaks  

11-17 

There has been an almost exponential increase in the amount of CPE cases 
across the Trust, it should be considered in context with changes that were 
implemented in the updated CPE policy in July 2022 

18 

Staff Flu vaccination is at an average level for the region; Covid-19 Staff 
vaccination uptake lags behind both the regional and national averages.  

20-21. 
Appx 1 

& 2. 
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9 Serious incidents are reported this month including 3 delays to diagnosis (1 
Heart attack; 2 leading to sight loss); 2 cases of failure to rescue in the 
Emergency department; 2 cases of post-operative deterioration; 1 patient fall 
and 1 Maternity incident. 

22-25 

 There have been 3 new cases referred to the Parliamentary & Health service 
ombudsman (33 cases in all). There have been no cases closed during October 
2022 therefore no learning has been identified.   We have been advised that 
complainants are being advised that new cases referred to the PHSO could take 
up to 12 months to allocate a case worker as there is an extreme backlog. 

32-33 

 The improvement work which has been undertaken by the Patient Experience 
Team has significantly increased the amount of Friends and family test 
responses. However, in October 2022 responses were 505 cf. to 1105 in 
September 2022. We believe this reduction relates to the EPR rollout and would 
expect to see this increase again in the coming months. 

33 

 There was 1 (3 patients) Mixed sex breach arising from patient flow issues 
relating to discharge from UHND Critical care unit.  

34 

 Best scores for 2021 NHS Maternity survey included choice, Ante natal and Post-
natal care. However, 14 questions scored in the lowest 20% including home 
birth, mental health care, induction, feedback, clinical insights, presence of 
partners and visiting. 

38-39 

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) 

 Legionella 2 samples over 1000 and 3 samples over 100. Full implementation of new 

water system 21st November 2022. 

 CDI rates over trajectory. 

 E-coli rates over trajectory. 

 MSSA rates over trajectory. 

 CPE – 4 CPE PIIs / 4 CDI PIIs 

 COVID 19 – admission numbers have reduced throughout October. 

 Acute Lack of Isolation Capacity across the Trust continues. 

 Uncontrolled pressures on Emergency department capacity.  

Action / decision 
required from the 
Board 

To receive the report, note the risks identified and seek further assurance from the 
executive if indicated.  
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EXECUTIVE SUMMARY 

The purpose of this report is to inform the Trust Board regarding serious incidents, patient experience 
safeguarding matters and health care associated infection. 
 
These include:  

 Mandatorily reported Healthcare Associated Infections (HCAI) 

 The Trust is over trajectory for CDI, E-Coli and MSSA infections. 

 

 Number of COVID-19 inpatients and Outbreaks 

 Covid-19 admissions have fallen throughout October in line with community prevalence.  
 

 East Wing Corridor Mould Investigation 

 Plans to demolish the corridor in 2 phases with work commencing in November. Dust control 
measures remain the priority for this project as it is considered extremely high risk due to the 
scale of the project, the proximity of the EWC to the main building, the nature of nearby 
services (ED, Chemo, Medical Physics, Operating Theatres, Medical Day Unit) combined with 
the current mould infestation. 
 

 Legionella in DMH water supply 

 As previously reported, water results continue to be stable, though there are 3 borderline and 
1 out of range result to report. Completion of water tank project now anticipated to be fully 
operational by 21st November.  
 

 IPC Training Compliance 

 Mandatory IPC training compliance is satisfactory for non-clinical staff, but below target 
compliance for clinical staff.  
 

 Influenza and COVID-19 Vaccination Programme 2022/23 

 The Staff Health and Wellbeing department updated Gold Command on the Vaccination 
Plan for Influenza and COVID-19 for the 2022/23 season.  A summary is included in this 
report. 
 

 Back to Basics Audits (BBA) 

 IPCT commenced monthly BBAs at the beginning of July. The audit is carried out on all 
wards Trust-wide and covers hand hygiene, PPE, commode cleanliness and mattresses.  
Results are included in the report and are intended to give an overview on how well IPC 
procedures are being implemented on the audited areas. 
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Health care associated Infection / Infection prevention and control  

The chart below gives an overview of all mandatorily reported HCAI surveillance commencing April to October 2022. 

 

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

MRSA 0 0 0 0 0 0 0

Trust Apportioned ECOLI 9 12 15 16 2 8 3

Trust Apportioned MSSA 5 1 1 4 8 6 6

Trust Apportioned Pseudomonas 0 2 2 1 0 0 0

Trust Apportioned Klebsiella 3 1 2 2 3 2 5

CDIFF
COHA

5 0 4 1 1 0 3

CDIFF
HOHA

3 0 6 3 6 6 1
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Apportioned HCAI cases
April 2022 - March 2023
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Clostridioides Difficile Infection (CDI) 

CDI threshold for 2022/23 set at 59. 

•  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. 

 
 

At the end of October CDDFT reported 39 cases (25 HOHA and 14 COHA) against a trajectory 

of 34.3 cases.  

 

Reviews are carried out on all Trust apportioned CDI cases. Of the 35 Trust apportioned 

cases, 28 had been reviewed at the time that this report.  4 cases demonstrated no lapses in 

care. Percentages are therefore worked against 21 cases, where lapses in care have been 

identified in inpatients.  

 

Lessons to be learned (from 25 cases) Number of 
Occurrences 

Occurrence 
Percentages 

Hand hygiene compliance less than 100% 11 41% 

Inappropriate antibiotics/ antibiotic issues 5 29% 

Delay in isolation 7 24% 

No lapses in care identified 4 23% 

Delay in stool sampling 3 18% 

Commode audit less than 100% 2 12% 

Sample taken after patient had taken laxatives/given enema 2 12% 

 

April May June July Aug Sept Oct Nov Dec Jan Feb Mar

C.diff HOHA+COHA cases 8 0 10 4 7 6 4

Cumulative HOHA+COHA case total 8 8 18 22 29 35 39

Trajectory 4.9 9.8 14.7 19.6 24.5 29.4 34.3 39.2 44.1 49 53.9 59
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MRSA Bacteraemia  

 
To date CDDFT have reported zero cases against threshold of zero. 

 

MSSA Bacteraemia  

A self-imposed of threshold of 51 cases of MSSA has been agreed through the Trusts ICC.  

During October CDDFT reported 13 MSSA cases in total.  6 were healthcare associated, with 

5 HOHA and 1 COHA. 

 

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.    

  
At the end of October CDDFT reported 31 MSSA cases against a trajectory of 29.75.   
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All cases have been reviewed. The 5 HOHA were attributed to:  

 1 Endocarditis 

 1 Other ‘valve graft infection’ 

 1 PVC associated 

 1 LRTI 

 1 Unknown 

 

The patients were aged between 60 and 90. There were 2 females, and 3 males. 3 were cared 

for on the same ward (UHND, 11) and 2 sadly died. 4 were patients in UHND and 1 in BAGH.  

 

The 1 COHA was attributed to: 

 Surgical Site Infection (C-section) 

This patient was female, aged 34 and in UHND PAU. 

 

E-Coli Bacteraemia  

During October, CDDFT identified 15 E.coli cases of which 3 were healthcare associated  

 
All cases have been reviewed which found that the 3 COHA cases were attributed to: 

 1 lower Urinary Tract Infection  

 1 Lower Respiratory Tract Infection 

 1 Unknown.   

 

All 3 patients were treated at UHND in A&E. There were 2 males and 1 female. The patients 

were aged between 76 and 82. 1 patient sadly died. 

 

Pseudomonas 

To date 5 healthcare associated cases have been reported against a trajectory of 8.    

April May June July Aug Sept Oct Nov Dec Jan Feb Mar

E.coli Healthcare Associated cases 9 12 15 16 2 8 3

Cumulative Healthcare Associated case
totals

9 21 36 52 54 62 65

Trajectory 9 18.5 28.2 37.1 46 55 64 73 82 91 100 109
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During October, CCDFT reported zero cases of Pseudomonas Aeruginosa.  

 

Klebsiella  

The 2022/23 Trust threshold for Klebsiella bacteraemia is 41 cases. 

To date 47 cases have been reported, of which 20 are Healthcare-associated. The trajectory 

for October is 23.8 cases.  

  
All cases have been reviewed. The HOHA were attributed to:  

 1 Hepatobiliary  

 1 Lower Respiratory Tract Infection 

 1 Upper Urinary Tract Infection 

The COHA were attributed to: 

 1 Upper Urinary Tract Infection 

 1 Lower Urinary Tract Infection 

The patients were aged between 65 and 85. All the patients were male and one HOHA sadly 

died. 1 COHA and 1 HOHA were treated at UHND A&E and the other 3 patients were treated 

at DMH on different wards, by different staff.  
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Cumulative Healthcare Associated
case totals
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SARS-CoV-2 (COVID19) 
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Regional View - Monthly total of admissions to hospital of patients with COVID-19 (April 2021 - 26/10/2022).
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Outbreaks of COVID-19 (SARS-CoV-2)  
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Consideration of additional IPC interventions for reducing the impact of COVID-19in 

hospitals –North East and Yorkshire   - Autumn 2022 

• There has been an increased rate of hospitalisation of patients for, rather than with, 
Covid-19 in recent weeks across the region.  Also, in earlier phases of the pandemic 
hospital prevalence reflected community prevalence but this is now not the case and 
hospital-onset Covid-19 cases represent 30 –40% of all cases identified in hospitals. 

• There has been barely any flu activity and therefore no natural immunity built up over 
the past two years. Evidence from the Southern hemisphere suggests we can expect 
a large and early flu wave this winter. We have to work to protect in-patients from 
transmission of flu and Covid-19. There is significant risk to patient outcome should 
we see dual infection in patients with flu and Covid-19, or circulation at high levels of 
both viruses.  

• These considerations recognise the risks to organisations of reduced patient flow due 
to delayed discharge, and the morbidity and mortality risks to the elderly if acquiring 
new Covid-19 infection.  It builds on existing guidance to focus on protecting those 
most at risk of harm. 

• Therefore urge all staff to have Autumn Covid-19 booster and flu vaccine. Promote 
both vaccinations to all appropriate patients -unvaccinated patients have a greater 
risk of harm, and those with prolonged hospital stay might have missed their primary 
care vaccination appointment. 

• Most trusts report delays in discharging patients to care homes if the pre-discharge 
test is positive for Covid-19, even in asymptomatic patients. Trusts who have 
identified and tested care home patients earlier prior to discharge have reduced 
delays. 
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• This guidance does not supersede the latest Covid-19 information and advice for 
health and care professionals but aims to assist with local interpretation and decision 
making. The latest winter guidance supports local discretion for additional testing as 
part of broader IPC measures. 

• There is an assumption that existing standards of IPC practice amongst clinical, 
estates and facilities staff are excellent (including risk recognition using the Hierarchy 
of Control principles, wearing appropriate PPE and hand hygiene), supported by 
clear organisational guidance.  Organisations should continue to self-assess against 
the IPC board assurance framework and provide clinical level assurance through 
transparent organisational governance. 

• Patient placement is based on a combination of an individual patient’s clinical needs, 
and on the wider organisational patient safety with regard to bed availability and flow. 
Provider organisations will need to consider Duty of Candour requirements aligned to 
all local decisions made regarding patient placement. 

• Ensure robust outbreak management –isolate newly symptomatic or positive cases 
quickly and ensure you can promptly identify 2 or more cases linked in time and 
place. In outbreaks consider the benefits of wider cohort screening and isolation of 
asymptomatic contacts in prolonged outbreaks to reduce the length of outbreak. 

• Consider continued FRSM facial protection by all staff in patient-facing settings, to 
reduce risk to patients and staff from Covid-19 and flu.  Given increasing evidence of 
airborne spread during non-AGP practices, consider FFP3 in areas of greater risk 
(such as patients with actual or potential respiratory symptoms or poor room 
ventilation), based on organisational risk assessment. 

• Issue frequent communications to staff and visitors to ask they avoid attending 
hospital if they feel unwell or have respiratory symptoms. It is particularly important to 
avoid contact with elderly people or those more likely to have severe disease 
because of their ongoing health conditions. 

• Recognise the risk of delayed discharge to those awaiting transfer to care homes if 
positive on pre-discharge Covid-19 testing. Consider the benefits of; 
 

• In addition to testing symptomatic patients on UEC pathways, consider 
identifying all older persons as higher vulnerability and, where possible, their 
wards as high risk areas. 

• developing ‘green’ older persons in-patient areas for those close to or 
awaiting discharge known to be Covid-19 negative (thus retaining older 
patients in speciality) 

• Implementing more frequent asymptomatic testing on older persons in-patient 
areas to reduce likelihood of new Covid-19 positivity in 48 prior to discharge. 

• Testing all patients prior to an internal ward transfer, regardless of symptoms.  

• Asking staff working on older persons wards, or regular visitors who provide 
ongoing supportive care, to voluntarily recommence x2 weekly LFD testing. 

o Estates teams should explore ways of ensuring the environmental ventilation 
of high risk clinical areas is optimised (including older persons areas), 
including installing temporary solutions in older estate. 

• Following modelling to understand the impact on single rooms / isolation facilities for 
other infections such as C. difficile or flu from greater numbers of Covid-19 in-
patients, all trusts should have clearly identified escalation processes to trigger the 
creation of Covid-19 and / or flu wards. 

• Consider the use of temporary or 'pop-up' isolation facilities, including commercial 
options, to supplement existing facilities and reduce bed closures. 
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Outbreaks and Periods of Increased Incidence April 2022 to date 

Ward/site Outbreak/

PII/Type 

Date 

declared 

No of 

pts 

Comments Progress 

UHND 

Ward 3 

Outbreak - 

CPE 

17/06/22 4 Environmental swabbing of wet areas showed no positive results.  No further cases identified, 

outbreak closed. 

Outbreak 

closed 

22/08/22 

DMH 

Ward 51 

PII - C diff 11/07/22 2 PII declared 13/07/22 as 2 patients identified with C diff in same bay within ward and both were 

readmitted to other wards where these samples were taken.  No further cases identified, PII closed. 

PII closed 

01/08/22 

UHND 

Ward 12 

PII - C diff 29/07/22 3 PII declared 29/07/22 following 3 cases of CDI, all cases were never in same bay or cubicle.   

Increased cleaning and checking.  No further cases identified and PII closed. 

PII closed 

30/08/22 

D43, D51 and U5 CPE PII, including C Diff PII on ward 5 UHND combined meeting from 10/10/22 

UHND 

Ward 5 

PII - CPE 01/08/22 14 PII declared 01/08/22, 3 patients, no overlap and all were in different bays.  IPC visits, enhanced 

screening and cleaning.  Some issues with equipment being stored on the floor, equipment 

requiring cleaning and regarding hand hygiene.  Mattress audits carried out.  Issue with commode 

cleaning and labelling with tape, small sluice makes this more difficult. Sluice to be deep cleaned.  

Further 3 cases identified. Environmental swabs carried out on 6th September from a variety of 

places throughout ward with 1 positive swab from the rim of drain trap in the showers. Estates have 

cleaned all drains and are in the process of disinfection.  PPE issues, overuse of gloves and not 

wearing aprons.  IPC have spoken to staff.  The ward generally looks much improved and has been 

decluttered.  Cleaning has improved, but still minor issues with equipment cleaning.  Sluice has 

been decluttered and everywhere HPV’d.  A further commode audit has been carried out.  It has 

been reported no domestic cover after 3pm until the following morning which has resulted in toilets 

or high touch areas etc. not being cleaned from 3pm.  This is particularly high risk considering the 

circumstances.  IPC continue to visit and audit.  More swabs carried out on Wednesday but no 

results have been received yet.  Continue advising of appropriate use of PPE.  Mattress audit not 

yet complete.  Ward has been busy and also been trialling EPR.  Ongoing screening to continue, 

further meeting 03/10/22, IPC to continue with daily visits.  Screening and IPC visits continue, 

Next meeting 

11/11/22 
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further 6 patients identified, now totalling 12.  Shower drains have been disinfected and are 

awaiting change of drain covers. Discussions with UKHSA and they are going to review patients.   

Meeting 10/10/2022 14 cases associated (2 further cases since last meeting) IPC to continue 

swabbing.   

Meeting held 26/10/22 Improvement noted to hand hygiene, PPE and commodes.  All equipment 

clean but documents for weekly cleaning not fully completed and signed.  Last patient identified 5th 

October and last swabbed ward on 12th October.   To swab for a further week. 

DMH 

Ward 43 

PII - CPE 01/08/22 12 PII declared 01/08/22, 12 positive cases identified and whole ward screening commenced with 8 

cases identified, 5 being contacts of the original cases.  Daily visits by IPC, hand hygiene and PPE 

audits all good and equipment clean.  The ward was emptied as best as possible and all rooms’ deep 

cleaned and HPV’d.  Mattresses checked and only 1/18 condemned.  Sluice floor has some damage 

which has been rectified.  Some samples sent for typing, environmental screening once the lab 

plates are in, good effort by domestic team with enhanced cleaning.  Further patient identified.  

Follow up meeting 03/09/22, IPC to continue with daily visits. 

Screening and IPC visits continue, further 3 patients identified, now totalling 12.  Bathroom that is 

used as store and has slow flowing drain has had environmental screening carried out.  Discussions 

with UKHSA and they are going to review patients.  Meeting 10/10/22, 12 cases identified (1 further 

case since last meeting). Environmental screening for bathroom negative.  Still room for 

improvement on commode audit.  Ward advised to carry out their own spot checks and carry on 

with weekly screening.   

Meeting held 26/10/22 IPC continuing with daily visits.  Commodes audit result 100% apart from 

one visit where both were soiled.  Sluice clean and tidy.  Hand Hygiene 93.8% and PPE 84.4%.  Spoke 

with staff about cubicles as noticed they have domestic waste as well as clinical waste bags and 

reminded them to remove domestic waste bags.  Last patient identified 29th September and last 

swabbed ward on 17th October.  To swab for a further week. 

Next meeting 

11/11/22 
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UHND 

Ward 6 

PII – C diff 16/08/22 3 PII declared 16/08/22, 3 positive cases identified, ward clean and clutter free.  Commode found to 

be dirty, mattress audit requested, 1 checked and condemned.  Failed a number of commode 

audits, IPC to continue with daily visits.  These cases were referred for typing, no matches therefore 

outbreak closed.   

PII closed 

16/11/22 

DMH 

Ward 51  

PII – CPE 05/09/22 6 PII declared on ward 05/09/22 6 cases identified.  Investigated as part of the CPE outbreaks on 

UHND 5, DM H 43 and now DMH 51.  Involvement from UKHSA.   

16/11/22 No further cases in the last 28 days PII closed.  IPC will continue Back to Basics audit on a 

monthly basis 

PII Closed 

16/11/22 

UHND 

Ward 5  

PII – C diff 20/09/202

2 

3 PII declared on 20/09/2022.  Ward 5 is already under investigation for CPE outbreak as above.  3 

positive cases identified.  Ribotyping was requested on all the stool samples, however, unable to 

do this as the samples had not been stored. Therefore, uncertain that this was an outbreak of CDI. 

There were no further cases identified in the following 28 day period and the Infection Control 

Doctor advised to close the PII investigation. 

PII closed 

16/11/22 
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Carbopenamase producing enterobacteriaecae (CPE) 

 
 

Although this graph shows an almost exponential increase in the amount of CPE cases across 

the Trust, it should be considered in context with changes that were implemented in the 

updated CPE policy in July 2022. These changes implemented an uplift to testing for CPE that 

had the unintended consequence of sparking PIIs that has subsequently led to more testing. 

Although the IPC Taskforce is working to eradicate CPE in the affected area, CDDFT are the 

only Trust in region that have made this change, hence the graph looks alarming without 

context. 

 

IMP and KPC CPE cases (June 2020 to date) 
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Legionella at DMH 

 

As previously reported, water results are now more stable, although borderline and out of range 

results are appearing sporadically. This is likely due to circulating bio-film, which is a legacy from 

the previous water tanks. 

 

The engineering aspects of the Water System are almost complete. The site will remain on 
Northumbria Water until the pump for the Borehole and subsequent testing by the local authority 
is complete. It is envisaged that this will be completed by 21st November 2022. Once all works are 
complete, it is hoped that all test results will return to baseline levels. It is unknown how long this 
will take. Circulating bio-film will diminish over time due to the introduction of the new Chlorine 
Dioxide dosing system. Until this point, and until the EWSG is satisfied, POU filters must remain in 
place. 
 

Once satisfied, POU filters will be removed but testing of the system will continue until the EWSG 
approve a reduction in testing back to pre-project levels (augmented care areas will continue to be 
tested in line with extant guidance). A decision to re-implement the Hydrotherapy Pool and finally 
the Birthing Pools will be taken by the DIPC in conjunction with the EWSG. The EWSG will be then 
be stood down and the Trust WSG will take control of the ongoing situation.  
 

  25/07/22 08/08/22 22/08/22 05/09/22 19/09/22 03/10/22 17/10/22 

Location Result Result Result Result Result Result Result  

ITU1.WHB.05.Post Cold 20 20 20 20 20 20 40 

ITU1.WHB.14.Post Cold 20 20 20 20 20 20 20 

ITU2.WHB.01.Post Cold 20 400 40 20 20 200 20 

ITU2.WHB.04.Post Cold 400 200 400 40 200 140 20 

Haem42.WHB.19.Post 
Cold 

40 200 20 20 
60 200 20 

Haem42.WHB.02.Post 
Cold 

20 20 20 40 
20 20 20 

Haem42.WHB.04.Post 
Cold 

20 20 20 2000 
20 20 20 

Haem42.SWR.01.Post 
Cold 

20 20 200 200 
20 400 2600 

Haem42.SWR.02.Post 
Cold 

20 20 20 20 
20 20 20 

Haem42.WHB.22.Post 
Cold 

80 20 20 20 
20 40 20 

SCBU.WHB.13.Post Cold 40 20 40 40 200 600 1200 

SCBU.WHB.08.Post Cold 400 40 200 200 1700 600 400 

6FL.SWR.14.Post Cold   
(Ward 61) 

20 20 200 20 
20 60 20 

PLGF.WHB.01 Post Cold 
(path lab) 

20 20 20 20 
20 200 20 

4FL.WHB.09.Post Cold  
(Ward 43) 

20 20 20 20 
20 20 220 

4FL.WHB.01.   (Ward 44) 20 20 20 80 20 80 20 

4FL.SWR.15.Post Cold   
(Ward 43) 

800 200 100 20 
40 200 20 

Renal.WHB.01.Post Cold 20 20 20 20 20 60 20 

Renal.WHB.16.Post Cold 20 200 200 200 40 140 460 

Renal.WHB.15.Post Cold 60 20 40 20 20 20 20 
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Renal.WHB.17.Post Cold 500 180 200 20 20 20 20 

CA.WHB.02.Post Cold    
(cardio) 

20 20 20 20 
20 200 20 

CA.SWR.01.Post Cold   
(cardio) 

20 20 20 20 
20 20 20 

5FL.WHB.01.Post Cold   
(Ward 54) 

20 20 20 20 
20 20 20 

          
   

<100 20 18 18 20 21 14 19 

100 - 1000 4 6 6 3 2 10 3 

>=1000 0 0 0 1 1 0 2 

             

 

  
 

 

Influenza and COVID-19 Vaccination Programme 2022/23 

COVID 19 vaccines were made available to CDDFT staff from 26th September 2022 and COVID 
19 & Flu were available from 17th October 2022.  Flu vaccine availability was delayed due to 
delivery dates from the supplier, which resulted in CDDFT’s campaign starting approximately 2 
weeks behind other Trusts in the region. 

21

2
1

Legionella Testing  19/09/2022

<100

100 - 1000

>=1000 14

10

0

Legionella Testing  03/10/2022

19

3
2

Legionella Testing  17/10/2022
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The vaccination teams are investigating an ESR issue that may be identifying that more staff are 
eligible for the vaccines than actually are. This would significantly negatively affect the Trusts 
figures so the below may not be accurate. There are also reports of many vaccinations being given 
on Primary Healthcare that may not being captured by the Trusts systems. Nevertheless, Flu and 
Covid-19 vaccination uptake lags behind both the regional and national averages (Appendix 1 and 
2). Further efforts by shift leaders to encourage uptake have not been successful with many staff 
citing recent infection and disinclination to selectively take up the Covid-19 vaccination cf. 
Influenza.   
 

Vaccine Uptake as at 07 Nov 22: 

Week Ending 30/10/22 - Flu = 27.8% overall uptake 

Week Ending 30/10/22 – COVID 19 = 36.6% overall uptake 

 

IPC Training Compliance 

Infection Prevention and Control training delivered via E learning.  

 

Staff Group Target 
Compliance 

Overall 
Compliance 

NHS|CSTF |Infection Prevention and Control - Level 1 - 3 Years| 85% 93.30% 

NHS|CSTF |Infection Prevention and Control - Level 2 - 1 Year| 85% 81.88% 

 

IPC Monthly Back to Basics Audit 

The table shows 45 areas involved in the Back to Basics monthly audits. The scores were coloured 
according to the RAG rating categories (Red <80%, Amber 80-90%, Green >90%).  Non-compliant 
areas were discussed with area concerned.  Overall compliance has improved within all Care 
Groups.  Reports are available on the Tendable App. 
 

Area July  August September October  

Family Health 89% (9) 90% (9) 94% (9) 90% (9) 

Treetops (UHND) 100% 100% 100% 99% 

Ward 9 (UHND) 91% 87% 98% 82% 

Ward 10 (UHND) 86% 98% 86% 100% 

Ward 62 (DMH) 91% 87% 81% 89% 

SCBU (UHND) 98% 100% 100% 100% 

Ward 61 (DMH) 88% 67% 87% 66% 

Ward 8 (UHND) 77% 78% 100% 98% 

Ward 21 (DMH) 78% 97% 91% 83% 

Ward 63 (SCBU DMH) 100% 92% 100% 96% 

IMS 84% (23)  84% (23) 90% (23) 86% (23) 

ED (UHND) 100% 92% 87% 85% 

AMU (UHND) 86% 74% 82% 84% 

Ward 1 (UHND) 92% 80% 98% 70% 

Ward 2 (UHND) 79% 93% 87% 96% 

Ward 3 (UHND) 89% 94% 94% 85% 

Ward 5 (UHND) 84% 91% 96% 100% 

Ward 6 (UHND) 92% 83% 96% 56% 

Ward 11 (UHND) 76% 89% 88% 93% 

Ward 14 (UHND) 97% 85% 85% 93% 

AMU (DMH) 85% 83% 91% 76% 

ED (DMH) 84% 74% 68% 78% 
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SERIOUS INCIDENTS (SIs)  

The following section brings to the Trust Board’s attention Serious Incidents (SIs) reported to Trust 
Board for the period September and October 2022. The executive-led Patient Safety Forum now 
meets fortnightly and there is Consultant staff agreement to give assistance and advice regarding 
clinical cases.   
 
A root-cause analysis panel reviews each serious incident 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 
would be formally monitored via Integrated Quality Assurance Committee, a sub-committee of 
Trust Board. 
 

New SI’s reported September and October 

2022/19254 (Ulysses 236855)   Deteriorating Patient 

Patient admitted for an elective cholecystectomy, which was performed on the day of admission 

with a plan for discharge the following day. The morning after the procedure the patient’s blood 

pressure had deteriorated and was found to be 76/38. Shortly after this the patient was found to 

be in a peri-arrest condition, with a blood pressure of 65/47 and required a MET call and immediate 

Ward 41 (DMH) 93% 97% 86% 80% 

Ward 42 (DMH) 98% 75% 82% 67% 

Ward 43 (DMH) 80% 93% 83% 76% 

Ward 44 (DMH) 81% 94% 91% 80% 

Ward 51 (DMH) 77% 91% 98% 89% 

Ward 52 (DMH) 73% 83% 89% 93% 

Ward 1 (CLS) 87% 91% 99% 90% 

Ward 2 (SBH) 31% 92% 99% 100% 

Ward 4 (BAH) 93% 95% 92% 98% 

Ward 7 (BAH) 91% 93% 94% 100% 

Ward 10 (BAH) 89% 96% 100% 98% 

Ward 16 (BAH) 84% 82% 89% 87% 

Surgery 89% (11) 91% (11) 93% (11) 88% (11) 

Day surgery unit (UHND) 100% 100% 90% 91% 

Ward 12 (UHND) 74% 90% 92% 88% 

Ward 11 (DMH) 79% 72% 92% 85% 

Ward 15/17 (UHND) 95% 95% 95% 96% 

Ward 16 (SAU (UHND) 87% 96% 92% 95% 

Ward 14 (DMH) 92% 92% 100% 95% 

Ward 31 (DMH) 86% 89% 85% 90% 

Ward 32 (DMH) 77% 77% 86% 72% 

Ward 33 (DMH) 85% 94% 93% 86% 

ITU (DMH) 100% 100% 98% 98% 

ITU (UHND) 100% 94% 100% 77% 

Community Services 83% (3) 93% (3) 92% (3) 91% (3) 

Starling ward (SCH) 89% 93% 86% 91% 

Ward 1 (WCH) 85% 93% 95% 91% 

Franziska Willer Ward 76% 92% 94% 90% 
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fluid resuscitation. The patient was found to have diffuse right upper quadrant tenderness and had 

a CT scan, CTPA , CXR , no initial signs of bleeding or perforation , suggested incidental finding 

of a malignancy. The patient continued to deteriorate, with hypotension and a new oxygen 

requirement. The patient was fluid resuscitated, discussed with ITU team, reviewed by ITU, and 

later transferred to ITU.  

 

Later on the evening the patient returned to theatre for an emergency laparotomy and repair of 

gastric remnant perforation. Transferred to ITU post operatively and sadly died 17 days later.   

Next Stage: Level 1 Patient Safety Investigation  

2022/19257 (Ulysses 227209) Patient Fall 

A confused patient who required 1:1 nursing was being cared for on the ward and had a fall. At the 

time of the fall the patient was not being 1:1 nursed. The patient sustained a sub-dural bleed and 

later died. 

Next Stage: Level 2 Case / rapid review  

 

2022/19265 (Ulysses 236683) Deteriorating Patient 

The patient was admitted to the surgical ward via theatres following elective refashioning of 

colostomy under a general anaesthetic. The post-operative surgical plan was for home in 24 hours.  

 

The patient developed a post-operative pyrexia of 39.70C the following morning, and this remained 

high throughout the day. Late afternoon the patient showed signs of hypotension which was treated 

with IV fluid.  Staff on the ward were concerned about redness and pain to the operation site, which 

was highlighted to the Doctors. They also suggested that Blood Cultures were taken as the patient 

had ongoing pyrexia; blood cultures were not taken at this point.  

 

The patient continued to deteriorate and required a MET call the following morning as their NEWS 

was 9. A CT scan was performed showing a subcutaneous collection. The patient returned to 

theatre later that day and died two days later from multi organ failure.  

 

The initial debrief identified missed opportunities to act on ongoing pyrexia and hypotension, and 

to recognise sepsis. 

Next Stage: Level 1 Patient Safety Investigation  

 

2022/19618 (Ulysses 236774) Maternity Incident 

Lady in spontaneous labour at 39+6 weeks, progressed quickly to a normal vaginal delivery in the 

pool. Baby born and put into skin to skin. Baby appeared slow to transition therefore cord clamped 

and cut and baby began to cry. Handed back to mum for skin to skin in pool.   

Assistance requested to get mum out of pool. Upon midwife attending, abdominal trauma to baby 

identified, actively bleeding therefore pinched closed with gauze and emergency buzzer pulled.  

 

Paediatrics in attendance, baby stabilised and taken to NNU where she required 2 units of blood, 

CPAP and close monitoring due to abnormal kidney function. The Plastic surgeons were closely 
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involved in view of the abdominal wound which was sutured. She returned to the post-natal ward 

on day 3.  

Next Stage: Level 1 Patient Safety Investigation  

2022/22243 (Ulysses 240808) Failure to Rescue  

The patient was a 63-year-old gentleman who attended the Emergency Department following an 

overdose of his regular medication, including metformin and Ramipril and 2½ bottles of wine at 

around 17:30. The patient was persistently tachycardic and hypotensive whilst in transit to the 

hospital. They remained on the ambulance handover bay for approximately 3.5 hours and then 

were transferred to the monitoring area of the department. Intravenous fluids were ongoing. The 

patient was seen by a senior medic in the department at approximately 05:30 with a management 

plan to include, Toxbase, VBG, Pabrinex, a referral to the mental health team and admission under 

medicine. The patient remained in the monitoring area of the department; he was reported to look 

well and had managed to take some refreshments. 

 

At approximately 13:00 he appeared less well. The medical staff were requested to review the 

patient. An arterial blood gas was collected which revealed a severe metabolic acidosis.  Bloods 

had been taken at 22:00 on the previous evening, apparently, the lab staff contacted the 

department and were unable to speak with the clinical team, therefore the bloods results could not 

be released to the Emergency Department team. They were not available until the following 

afternoon. Once authorised the patient had a low bicarbonate and a K+ 6. A medical plan was 

formulated and the patient was referred to the Intensive Care Team for review. Unfortunately, the 

patient suffered a cardiac arrest and died. 

Next Steps – Patient Safety Investigation Meeting  

 

2022/23230 (Ulysses 232339) Delay to Diagnose NSTEMI 

The tertiary centre initially reported the incident and the Matron, Emergency Department and 

Cardiology Consultant reported the harm as a moderate harm, which prompted a review. This 

incident has now been reviewed and escalated following review.  

 

The patient presented with chest pain and shortness of breath. She disclosed that she used regular 

cocaine and cannabis. An ECG was taken by the paramedics and this did not show any ST 

elevation. An ECG was recorded on arrival, which showed ST elevation. The ECG was interpreted 

as high take off and to repeat in 30 minutes. At this point according to the tertiary centre, there was 

sufficient evidence to contact JCUH CCU for consideration of emergency transfer for PPCI. A 

further ECG was taken which demonstrated ST elevation. An initial Trop I was sent. A CT 

angiogram was organised which did not show any abnormality and a referral was made to the 

tertiary centre some 9 hours after arrival. The patient was pain free and the diagnosis was a missed 

anterior MI. The patient was transferred to the cardiology ward within the Trust; she developed 

further chest pain and was discussed with the specialist centre. Emergency transfer was arranged 

and she underwent a PCI to the culprit vessel LAD. 

Next Steps – Patient Safety Investigation Report out for comments 
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2022/23237 (Ulysses 242033) Delay to Diagnose –Sight Loss 

A 26-year-old female attended the Emergency Department and the Same Day Emergency Care 

Department at Darlington Memorial Hospital, and then attended the Emergency Department at 

University Hospital of North Durham between the 17 March 2022 and 29 March 2022.  She 

presented with a history of headache, photophobia, nausea and vomiting. The patient was 

discharged from all areas.  

 

The patient attended a community optician who made an urgent referral to Ophthalmology 

Emergency Eye Clinic and was found to have bilateral swollen optic discs. The patient’s condition 

deteriorated resulting in surgery within a tertiary centre 

Next Steps: Patient Safety Investigation Meeting including Patient Complaint Response  

 

2022/23235 (Ulysses 241756) Delay to Diagnose –Sight Loss 

A 27-year-old female attended Urgent Treatment Centre, Emergency Department and Ward 41 at 

Darlington Memorial Hospital between the 15 August 2021 and 23 August 2021 with a history of 

complaint of a severe headache, blurred vision signs of meningism and facial pain including 

toothache. The patient was discharged from all areas.  

 

When the patient was seen by Ophthalmology there was massive swollen bilateral optic nerves 

with severe papilledema.  The right eye was PL unaided (PL means you do not suffer from myopia 

or hyperopia) whereas the left eye was CF unaided (CF means low vision is classified using a semi 

quantitative scale of counting fingers).    The patient was transferred to tertiary centre for ongoing 

treatment 

Next Steps – Complaint Investigation and Response for approval and sharing with family 

 

2022/23239 (Ulysses 241018) Failure to Rescue  

The patient was a 47-year-old female with a background history of cancer of the lung, brain, 

bladder, lymph nodes and spine presented to the Emergency Department with breathlessness and 

pleuritic sounding chest pain. The patient had a productive cough and was expectorating sputum 

mixed with blood since the 14th October, which the GP was treating with Amoxicillin. The patient 

was picked up by an ambulance crew and arrived on site at 12.01 hours.  

 

The patient was booked into the Emergency Department at 12:11 hours and due to pressures in 

the department at that time, waited in the ambulance queue. The crew documented that they had 

escalated the patient’s condition at 13.45 hours, observations at this time demonstrated the 

patient’s heart rate was 152 beats per minute, respiratory rate was 26 breaths per minute, oxygen 

saturations were 88% and blood pressure was 82/53. Whilst waiting for a room the patient was 

transferred onto a hospital bed for comfort. At 14:50 hours, the patient was transferred into a high 

dependency room. Observations were documented by ED staff at 16:44 hours and the patient’s 

NEWS was 10. No further observations were documented until 19:44 hours. According to the 

documentation, bloods were obtained and results indicated that neutrophils were recorded as 

being 0.1. The patient suffered a cardiac arrest at 19:45 hours 

Next Steps: Patient Safety Investigation Meeting  
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PATIENT EXPERIENCE MEASURES  

Complaints  

The total number of formal complaints received into the Patient Experience Team during October 

2022 was 35 (37), this was 25 (27) standard complaints and 10 (9) complex cases.  In October 

there was a 5% reduction of formal complaints from September. 

 
The below chart shows the amount of complaints per 1000 bed days as a comparison by year and 

month.   

 
In addition to the 35 complaints there were an additional 5 (7) cases that are not included in the 

numbers and were not handled, 1 (1) complaint was out of time and 4 (7) which were resolved at 

ward level with no involvement from the Patient Experience Team.   

 

The below chart shown complaints by comparison of care group over a 13 month period. 
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Complaint Key Performance Indicators 

The information details below shows the key performance indicators for October 2022. 
 

Care Group New 

Complaints 

responded 

within 3 days 

Standard 

cases 

Complex/RCA 

HSIB/Inquest 

Response 

rate 

Extensions 

required 

Surgery 5/5 (100%) 3 2 8/8 (100%) 3 * 

IMS 17/17 (100%) 12 5 10/10 (100%) 9* 

CSS No cases 0 0 No cases 0 

Community 7/7 (100%) 7 0 No cases 0 

Family Health 6/6 (100%) 3 3 7/7 (100%) 8* 

Corporate No cases  0 0 No cases 0 

Trust wide 35/35 (100%) 25 10 25/25 (100%) 20* 

* EPR ROLLOUT DELAYS 

 

Care Group Extensions 

Response 

rate 

Reopened 

cases 

2nd 

responses 

closed 

Standard 

Response rate: 

40 days 

Complex 

response rate: 

60 days 

Surgery 3/3 (100%) 1 1 61 91 

IMS 9/9 (100%) 6 5 70 91 

CSS No cases 0 0 No cases  No cases 

Community No cases 0 1 No cases No cases 

Family Health 8/8 (100%) 0 2 78 87 

Corporate No cases  0 0 No cases No cases 

Trust wide 20/20 (100%) 7 9 70 90 

Complaints Thematic Review 

The top three themes overall, for complaints during October 2022 are shown below, previous 

month’s amount shown in brackets:  

 Clinical Treatment –  25 (29) 
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 Customer Care – 6 (9) 

 Attitude of staff  -  1 (1) 

 

The below charts show categories by care group which were received during October 2022.  

Clinical Treatment Thematic Analysis  

We have analysed 34 complaints closed in August categorised as clinical treatment. In total 23 of 

complaints across 3 care groups were either partially founded or founded (learning was identified). 

It is important to note that, when a case is categorised at the start of the complaint process this is 

based on the complainant’s perception of the issues or problem, however the outcome of the 

investigation may identify secondary learning related to a very different category.  

 

From the table below you can see that in IMS there was learning identified in 3 different areas post 

investigation communication, property and medication. In Family health and Surgery identified 1 

other area of secondary learning, which was property.  

 

Category  IMS initial  IMS Post FH 
initial 

FH Post Surgery 
initial 

Surgery Post 

Medication Issue  
 

3 
    

Delay in Diagnosis / Treatment  3 1 1 1 3 2 

Nursing Care  3 1 
  

1 1 

PEAI 2 
 

1 2 1 1 

Missed Diagnosis  2 1 1 
   

Operation/ adverse outcome  
  

1 1 3 1 

Other 1 1 
    

Property 
 

3 
 

1 
 

3 

Communication  
 

1 
    

Staff Attitude  
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This analysis has identified that in 7 cases property was highlighted as a secondary category for 

learning. The Patient Experience Team have reviewed the patient property policy and have 

consulted with senior nurses around a new property disclaimer form, which will replace the TSHOP 

form. These changes will hopefully support a reduction in the issues highlighted in the above 

complaints across the organisation.  

Complaint – quick resolution 

The total number of complaint-quick resolution cases received into the Patient Experience Team 

during October 2022 was 244 cases, an increase 11% from September 2022 where there were 

218. The graph below show the firstly the total number of Complaint – quick resolution by month.  

 
 

The below chart shows the amount of complaint – quick resolution per 1000 bed days as a 

comparison by year and month.  You will note there has been a significant rise in contacts per 100 

bed days due to increase in contacts and a reduction in bed days for October 2022. 
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Complaint – quick resolution thematic Review    

The top three themes for Complaint – quick resolution overall, during October 2022 2022 are shown 

below with the previous month amount shown in brackets.   

 Appointments –  65 (39) 

 Customer Care –  44 (33) 

 Clinical Treatment – 34 (33) 
 

The below chart shows the complaint quick resolution and information request categories.   
 

 

0

5

10

15

20

25

30

April May June July August September October November December January February March

Complaint quick resolution per 1,000 patient episodes

2020-21 2021-22 2022-23

ite
m

 8
a 

- 
B

oa
rd

 p
t i

 3
01

12
2

P
at

ie
nt

 S
af

et
y 

re
po

rt

Page 267 of 412



 

Trust Board: November 30, 2022  Item 7a: Patient safety & experience 

Noel Scanlon, Executive Director of Nursing   31 | P a g e  

Compliments  

There was a total of 485 (506) compliments received in October 2022.  This shows a slight 

decrease from September 2022 and includes 288 (175) instances which were recorded by staff 

through Ulysses. 

 

The below table shows the compliments recorded by 1000 bed days by quarter, there has seen a 

slight increase for Q2 which is very positive. 

 
 

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 2022 by care group. 
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Parliamentary and Health Service Ombudsman (PHSO): October 2022 

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 33 open cases with the PHSO, which are at various stages. There have been 

3 new cases highlight pale orange and no cases closed. 

Integrated Medical Specialties 

Case 
Ref 

PHSO  
Ref 

Date from 
PHSO 

Lead Care 
Group 

PET Updates/Comments 

9833 C2007549 07/12/2020 IMS Awaiting draft report 

12583 C2014928 19/04/2021 Surgery Case will be investigated 

15260 C2064618 28/02/2022 IMS 1/3 Patient records sent 

13471 C2027118 20/12/2021 IMS Patient records sent to PHSO 

14796 C2043882 29/04/2022 IMS Initial response 13/06/22 

14277 C2043417 03/5/2022 IMS Initial response 11/05/22 

13743  C2038734 19/05/2022 IMS info required by 02/06/22 

14004 C2020221 20/05/2022 CDDCS Info sent to PHSO 06/06/22 

14540  09/06/2022 IMS info required by 16/06/22 

14403 C2044577 04/07/2022 IMS/CSS Copy of records sent 08/08/22 

15168 C2053827 18/07/2022 IMS Info requested by 01/08/22 

16093 C2056701 27/09/2022 IMS Request for case notes 

16060 C2060933 08/11/2022 IMS 
request for case notes and 

complaint files 

15320 C2047709 02/11/2022 IMS 
request for case notes, policies 

and complaint files 

Surgery 

Case Ref 
PHSO  

Ref 
Date from 

PHSO 
Lead Care 

Group 
PET Updates/Comments 

10935 C2092372 09/08/2019 Surgery Awaiting draft report 

12324 C2074814 13/07/2021 Surgery Patient records sent to PHSO 

14540 C2049439 29/09/2021 Surgery 
PHSO required copies of 

responses.   

15916 C2046376 08/11/2021 Surgery 
Asking for copy of patient 

property policy and CCTV footage 
procedures. 

16060 C2070304 04/04/2022 Surgery sent response letters to PHSO 

16596 C2060065 20/01/2022 Surgery 
Requesting copy of consent form 

and record of consultation. 

13848 C2055442 17/06/2022 Surgery Not formally investigating. 

14274 C2055442 28/07/2022 Surgery Case notes by 11/08/2022 

Family Health 

Case Ref 
PHSO  

Ref 
Date from 

PHSO 
Lead Care 

Group 
PET Updates/Comments 
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10372 

 
C2089280 

 

03/05/2021 Family Health 

 
All link to same patient 

 
 

10480 03/05/2021 Family Health 

10647 03/05/2021 Family Health 

11734 03/05/2021 Family Health 

12873 03/05/2021 Family Health 

13657 C2017193 10/06/2021 Family Health Patient records sent to PHSO 

12302    Family Health  Further records to be sent  

Community Services 

Case Ref 
PHSO 

Ref 
Date from 

PHSO 
Lead Care 

Group 
PET Updates/Comments 

12324  13.07.2021 CDDCS Info sent to PHSO 20 July 2021 

14004 C2020221 20/05/2022 CDDCS Info sent to PHSO 06/06/22 

Clinical Specialist Services 

Case 
Ref 

PHSO 
Ref 

Date from 
PHSO 

Lead Care Group PET Updates/Comments 

14403 C2044577 04.07.2022 
Chemo Unit, Ward 11,  

Ortho, Radiology, Orthopaedics 
Copy records sent 

08.08.2022 

Corporate Services 

Case 
Ref 

PHSO 
Ref 

Date from 
PHSO 

Lead Care Group 
PET 

Updates/Comments 

16060 C2060933 08/11/2022 ED, Ward 5, Ward 11, Reception 
request for case notes 

and complaint files 

PHSO Update and learning 

There have been no cases closed during October 2022 therefore no learning has been identified.   

We have been advised that complainants are being advised new cases referred to the PHSO could 

take up to 12 months to allocate a case worker as there is an extreme backlog. 

Friends and Family (FFT) Update – October 2022     

The most up to date response are shown on the graph below.  The improvement work which has 

been undertaken by the Patient Experience Team has significantly increased the amount of 

responses. In October 2022 responses were 505 in comparison to 1105 in September 2022, we 

believe this reduction relates to the EPR rollout and would expect to see this increase again in the 

coming months. 
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There were 505 response however only 499 people responded to the question relating to 

their experience, the grade of response is shown below.  

 
This shows 96% of the responders have a very good/good experience. 
 

Areas of improvement 

Within the data there were a number of comments regarding service improvement, some of these 

are detailed below. 

 

Mixed Sex Breaches 

There was 1(3 patients) mixed sex breach that occurred during October 2022, details of this are 

case is shown below: 

 Patient Flow Team – University Hospital of North Durham 
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Patient Experience Update   

The below is an update on the service improvement work currently being undertaken in Patient 

Experience. 

Patient Property Task and Finish Group. 

This policy was presented at EPSEC however further queries where raised by Integrated Medical 

Specialties so the policy was not ratified for approval.  There have been some additional revisions 

made to the policy and this will be presented at the next diarised EPSEC and we are confident this 

will be progressed to IQAC for final approval. 

Customer Services Ulysses Module 

There is no further update in relation to the new module, however updates will be added in 

appropriately leading up to go live date. 

 

National Surveys  

NHS Adult Inpatient Survey 2021 Benchmark Report 

The Patient Experience Team have received the formal report detailing the findings from the above 

survey.   Whilst a detailed analysis is being carried out on the report the headlines are detailed 

below. 

 

The survey was administered by the Coordination Centre for Mixed Methods (CCMM) at Ipsos. A 

total of 166,318 patients were invited to participate in the survey across 134 acute and specialist 

NHS trusts.   Completed responses were received from 62,235 patients, an adjusted response rate 

of 39%.  Patients were eligible to participate in the survey if they were aged 16 years or over, had 

spent at least one night in hospital, and were not admitted to maternity or psychiatric units. 

 

For County Durham and Darlington NHS Foundation Trust there were 1,250 people invited to take 

part and 535 completed the survey, 80% of the responses were for urgent/emergency admissions 

and 20% were planned admissions.  The overall response rate was 46%, average response rates 

from all trusts were 39% and CDDFT response rate for 2020 was 47%. 

 

The below table shows the top five scores for CDDFT from the report in comparison to the other 

Trusts included. 
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Top five scores for CDDFT: 

Survey Section Question 
CDDFT Result 

(0-10) 

Trust Average 

(0-10) 

Leaving hospital 

Q46: After leaving hospital, did you get 

enough support from health or social 

care services to you recover or manage 

your condition? 

7.0 6.5 

Leaving hospital 

Q42: Before you left hospital, did you 

know what would happen next with your 

care? 

7.2 6.8 

Leaving hospital 

Q37: Did hospital staff discuss with you 

whether you would need any additional 

equipment in your home, or any changes 

to your home, after leaving the hospital? 

8.9 8.7 

Leaving hospital 

Q44: Did hospital staff discuss with you 

whether you may need any further 

health or social care services after 

leaving hospital? 

8.6 8.5 

The hospital and ward 
Q13: Did you get enough help from staff 

to eat your meals? 
8.0 7.9 

 

Bottom five scores from CDDFT: 

Survey Section Question 
CDDFT Result 

(0-10) 

Trust Average 

(0-10) 

Feedback on care 

Q49: During your hospital stay, were 

you ever asked to give your views on 

the quality of your care? 

0.9 1.4 

The hospital and ward 
Q14: Were you able to get hospital 

food outside of set meal times? 
5.6 6.0 

The hospital and ward 

Q11: Were you offered food that met 

any dietary needs or requirement you 

had? 

8.1 8.3 

Your care and 

treatment 

Q27: Were you able to discuss your 

condition or treatment with hospital 

staff without being overheard? 

6.2 6.3 

The hospital and ward 

Q7: Did the hospital staff explain the 

reasons for changing the wards during 

the night in a way you could 

understand?  

6.6 6.7 

 

The Patient Experience Team will collaborate with Communications Team on a plan to share the 

key messages from the survey internally and externally.   
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2022 National Maternity Survey 

The Patient Experience Team have received the formal report detailing the findings from the above 

survey.   Whilst a detailed analysis is being carried out on the report the headlines are detailed 

below. 

 

The sample of patients was taken from care given in February 2022, 310 patients were included in 

the survey and 152 responded, a 49% response rate. The average mean rating score was 76.1% 

slightly lower than in 2021.  CDDFT scored in the top 20% of Trusts on 7 questions and the bottom 

20% for 14 questions, there were 59 questions in total. 

 

Top 20% scores overall for CDDFT: 

Question 2021 Score 2022 Score 

Antenatal Care 

B3_1: Were you offered a choice about where to have your baby: Yes a 

choice of hospitals. 
66% 66% 

B9: During your antenatal check-ups, were you given enough time to 

ask questions or discuss your pregnancy? 
85% 89% 

Care after birth 

F1: Thinking about your postnatal care, were you involved in decisions 

about your care? 
N/A 81% 

F5: Would you have liked to have seen a midwife? 72% 70% 

F12: Were you given information about any changes you might 

experience to your mental health after having your baby? 
68% 75% 

F15: In the six weeks after the birth of your baby did you receive help 

and advice from a midwife or health visitor about feeding your baby? 
75% 76% 

F17: In the six weeks after the birth of your baby did you receive help 

and advice from health professionals about your baby’s health and 

progress? 

77% 83% 

 

Bottom 20% scores overall for CDDFT: 

Question 2021 Score 2022 Score 

Antenatal Care 

B3_2: Were you offered a choice about where to have your baby:  Yes 

at home. 
15% 11% 

B12: Were you given enough support for your mental health during 

your pregnancy? 
77% 79% 

B13: During your pregnancy, if you contacted a midwifery team were 

you given the support you needed? 
83% 78% 

Your labour and the birth of your baby 

C4: Were you given enough information induction before you were 

induced? 
67% 65% 

C5: And before you were induced, were you given appropriate 

information and advice on the risks associated with an induced labour? 
N/A 43% 
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C7: At the very start of your labour, did you feel that you were given 

appropriate advice and support when you contacted a midwife or the 

hospital? 

84% 75% 

C12: If your partner or someone else close to you was involved in your 

care during labour and birth, were they able to be involved as much as 

they would have wanted to? 

78% 72% 

C17: If you raised a concern during labour and birth, did you feel that it 

was taken seriously? 
76% 74% 

C20: Thinking about your care during labour and birth, were you 

involved in decisions about your care? 
84% 81% 

C22: Did you have confidence and trust in the staff caring for you during 

you labour and birth? 
88% 84% 

C24: During your labour and birth, did your midwives or doctor appear 

to be aware of your medical history? 
N/A 71% 

Postnatal Care 

D7_1: Thinking about your stay in hospital, if your partner or someone 

else close to you was involved in your care, were they able to stay with 

you as much as you wanted: Yes 

13% 9% 

D7_2: Thinking about your stay in hospital, if your partner or someone 

else close to you was involved in your care, were they able to stay with 

you as much as you wanted: No, as they were restricted to visiting 

hours. 

91% 32% 

Feeding your baby 

E2: Were your decisions about how you wanted to feed your baby 

respected by midwives? 
91% 86% 

 

National Stroke PREMs Survey 

The Trust have signed up to participate in the National Stroke PREMs Survey, whilst the Patient 

Experience Team will lead on the survey on behalf of our CDDFT Stroke team, it is in partnership 

with the Stroke Association and NHSE. 

 

A timeline of events are shown below. 

 

Date Details of Action 

August 2022 PREMs letter of introduction and request to CEO. 

1. Sign up to PREMs - Completed 

2. Nominate a data lead – Derek Jones 

3. Nominate a survey Lead – Paula Brennan 

September 2022 Quality Health send dissent materials to Survey Leads. 

The materials have been received, branded with CDDFT. 

October 2022 Posters and flyers placed in relevant areas so patients and family members have 

access to them.  This has also been completed. 

November 2022 The trust patient list is extracted and will be approved by the Survey Lead 
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December 2022 The patient lists will be reviewed and approved by Quality Health and queries raised 

through the data team. 

January 2023 Questionnaires will be sent out to patient week commencing Monday 16th January 

2023. 

February – March 

2023 

Reminds will be sent to patients and responses collated. 

July 2023 Reports will be sent to the Trust. 

 

Patient and Public Involvement 

The Patient Experience Team have been supporting the Community Falls Team with a service 

evaluation survey.  The findings from the survey were very positive and the team were really 

pleased.  The findings are shown below. 

 

Patient Experience Strategy 

The Patient Experience Team attended an away day in September 2022 with support from Noel 

Scanlon, Executive Director of Nursing, Jeremy Cundall, Deputy Chief Executive/Medical Director, 

Gillian Curry and Jill Foggin from Communications Team, and Andrew Moore, HR Business 

Partner. 

 

During the meeting we agreed three objectives and a draft strategy on a page is shown below.  

There are three details project plans being drafted and a progress update on these plans with be 

detailed in future reports. 

 

www.cddft.nhs.net

Patient Experience and Engagement Strategy 2022 - 2024

PATIENT EXPERIENCE
We aspire to welcome complaints and 
offer a thorough investigation, giving a 

fair and accountable response and 
promoting a just learning culture.

ENGAGEMENT
We aspire to acquire a diverse, 

representative group of patients, 
carers, members of the public and 

stakeholders that can support co-design 
and service improvement.

VOLUNTEER SERVICE
We aspire to re-design our volunteer 

service so it provides maximum support 
to clinical service delivery. Which also 

offers a rewarding and challenging 
opportunity to people in the community.
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Patient Experience Recruitment 

After an unsuccessful attempt to recruit an apprentice to support the volunteer service we 

advertised for a substantive band 4 Patient Experience Support Officer.  The vacancy was filled 

and Hollie Richardson joined the team from an internal application.  

Veteran Accreditation Submission 

The Patient Experience Team have been approached by Veterans Covenant Healthcare Alliance 

who is hosted by Royal Orthopaedic Hospital, to become an accredited organisation.  

 

A meeting today established as a Trust we have evidence which gets us well on our way to being 

accredited and this work will be undertaken by the Patient Experience Team in the coming months, 

and progress will be detailed here in future reports. 

 

Initial actions to be undertaken are a gap analysis report and a task and finish group will be brought 

together to complete the gap analysis.  We are confident we can provide a submission by early 

December to gain the accreditation.  This submission will not need all work to be carried out but a 

plan in place to do the work in the 12 months after. 

Little Angels garden of remembrance, University Hospital of North Durham. 

The Patient Experience Team have been working with the Capital Program Manager to redesign 

and plan alternative sight for the little angel’s garden of remembrance. 

 

The garden will be sympathetically re-sited within the woodland walk, and plans have been 

identified to ensure how this can progress.  The grass will be dug down at least 12 inches to ensure 

the ground where ashes have been sprinkled will be part of the removal.  This will be re-sited within 

the woodland work along with all name plaques and trinkets which have been left in memory of 

babies over the years. 

 

The patient experience have liaised with a bereft parent who maintains the garden and we are now 

in a position to share the plans and welcome her to the site to be able to experience how peaceful 

the garden will be.  The Patient Experience Team will also work with communications to share the 

plans more widely to allow people to be part of the process.    

 

An additional piece of work is being undertaken to look at the possibility of incorporating a piece of 

artwork which can be used as a memorial for bereft parents in the future.  We are looking at the 

possibility of this being funded by our CDDFT charitable funds. 

NHS Complaint Summit 

Paula Brennan, Patient Experience Manager and Sam Sinclair, Patient Experience Officer have 

been representing the Trust as speakers at the national NHS Complaint Summit.  This is to present 

the experience the Trust had being part of the PHSO National complaints pilot. 

 

There have been two session already and the team have been invited to present at two further 

session, 2 December 2022 and 3 March 2023.  This is a fantastic opportunity to share the 

successes of the team but also network nationally with other NHS Trusts. 
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Volunteer Update  

Volunteer Rebrand 

The Communications Team have offered support to the Patient Experience Team and designed 

some suggested logos to rebrand the volunteer service.  The team have chosen a favourite and 

this will now be shared for final approval.  This branding will allow the service to be recognisable 

and will be used on future communications and within our new revised role profiles. 

Volunteer to Career  

Work has begun to look at the new role profiles the Trust can introduce at CDDFT.  Whilst early in 

the year the team had an unsuccessful bid for funding we have been invited to reapply.  A 

submission will be drafted and an application made before the deadline. 

 

Volunteer Recruitment 

There is currently a live advert to recruit new volunteers for the Trust, this is mainly for ward helpers 

as we have had requests for new volunteers within a number of areas, Maternity, Ward 34 and 

Medical Day Unit being some of the requests received. 

Volunteer Questionnaires 

A questionnaire has been drafted and will be reviewed and approved to share with wards and 

departments in the coming weeks.  This is to try and influence the areas which require support with 

a volunteer and allow the team to allocate volunteers to best support the need.   
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Healthcare Workers Seasonal Flu 
Immunisation Programme Uptake NHS
Trusts/Providers, 2022/23

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 2427 42.4% 1978 34.5% 1591 27.8% 1270 22.2% 809 14.1%

GATESHEAD HEALTH FT 2100 50.2% 1912 45.7% 1779 42.5% 1681 40.2% 854 20.4%

NORTH CUMBRIA INTEGRATED CARE FT 2674 46.5% 2540 44.2% 2359 41.1% 2215 38.6% 1914 33.3%

NORTH EAST AMBULANCE SERVICE FT 923 31.5% 857 29.3% 687 23.5% 521 17.8% 365 12.8%

NORTH TEES AND HARTLEPOOL FT 1876 43.7% 1780 42.0% 1624 38.4% 1296 30.4% 820 19.3%

CUMBRIA NORTHUMBERLAND, TYNE AND WEAR FT 2164 30.5% 1955 27.7% 1656 23.5% 1253 17.8% 772 11.0%

NORTHUMBRIA HEALTHCARE FT 2896 44.5% 2696 41.4% 2393 36.7% 1839 28.3% 1443 22.2%

SOUTH TEES HOSPITALS FT 3796 46.3% 2661 32.4% 2661 32.4% 2392 29.1% 1968 23.9%

SOUTH TYNESIDE & SUNDERLAND  FT 1496 22.8% 1237 18.9% 978 14.9% 848 12.9% 607 9.3%

TEES, ESK AND WEAR VALLEYS FT 1507 19.2% 1507 19.2% 1478 18.8% 947 12.0%

THE NEWCASTLE UPON TYNE HOSPITALS FT 7272 60.8% 6619 55.5% 5787 50.1% 4662 40.4% 3268 28.3%

NENC Total 29131 41.0% 25742 36.3% 22993 32.6% 18924 26.8% 12820 18.3%

30/10/2022 25/09/202202/10/2022

Healthcare Workers Seasonal Flu Immunisation Programme Uptake NHS Trusts/Providers, 2022/23

09/10/202216/10/202223/10/2022

Trust/Provider
06/11/202213/11/2022
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ite
m

 8
a 

A
pp

x 
1 

- 
F

lu
H

C
W

 V
ac

 U
pt

ak
e

Page 280 of 412



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

COUNTY DURHAM AND DARLINGTON FT 476 83.8% 404 71.1% 326 57.4% 261 46.0% 158 27.8%

GATESHEAD HEALTH FT 334 46.9% 288 40.4% 252 35.4% 245 34.4% 125 17.6%

NORTH CUMBRIA INTEGRATED CARE FT 312 56.7% 328 59.6% 316 57.5% 301 54.7% 271 49.3%

NORTH EAST AMBULANCE SERVICE FT 2 50.0% 2 50.0% 2 50.0% 2 50.0%

NORTH TEES AND HARTLEPOOL FT 183 49.7% 173 47.4% 156 43.1% 120 33.1% 75 20.8%

CUMBRIA NORTHUMBERLAND, TYNE AND WEAR FT 200 38.2% 180 34.6% 157 29.8% 128 24.4% 76 14.6%

NORTHUMBRIA HEALTHCARE FT 462 59.8% 391 50.6% 347 45.1% 306 39.7% 243 31.5%

SOUTH TEES HOSPITALS FT 489 48.3% 352 34.7% 352 34.7% 325 31.4% 267 26.2%

SOUTH TYNESIDE & SUNDERLAND  FT 231 40.9% 183 32.4% 143 25.3% 133 23.5% 103 18.2%

TEES, ESK AND WEAR VALLEYS FT 57 19.6% 57 19.6% 64 22.0% 39 13.4%

THE NEWCASTLE UPON TYNE HOSPITALS FT 1283 79.3% 1191 74.8% 1018 81.9% 794 63.9% 511 41.1%

NENC Total 4029 57.7% 3549 51.0% 3133 47.4% 2654 40.0% 1829 27.8%

06/11/2022 30/10/2022 23/10/2022

Healthcare Workers Seasonal Flu Immunisation Programme Uptake NHS Trusts/Providers, 2022/23

16/10/2022

Trust/Provider
09/10/2022 02/10/2022 25/09/202213/11/2022
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No. % No. % No. % No. % No. % No. % No. % No. %

COUNTY DURHAM AND DARLINGTON FT 1052 41.3% 832 32.6% 676 26.5% 555 21.8% 372 14.6%

GATESHEAD HEALTH FT 793 53.3% 743 49.9% 688 46.2% 647 43.5% 352 23.7%

NORTH CUMBRIA INTEGRATED CARE FT 708 32.2% 647 29.4% 580 26.3% 538 24.4% 449 20.4%

NORTH EAST AMBULANCE SERVICE FT 34 18.8% 31 17.1% 27 14.9% 22 12.2% 16 8.8%

NORTH TEES AND HARTLEPOOL FT 663 45.6% 619 43.0% 560 38.9% 467 32.3% 297 20.7%

CUMBRIA NORTHUMBERLAND, TYNE AND WEAR FT 801 30.7% 728 28.0% 625 24.0% 504 19.4% 293 11.3%

NORTHUMBRIA HEALTHCARE FT 1047 41.6% 968 38.6% 857 34.2% 612 24.4% 473 18.9%

SOUTH TEES HOSPITALS FT 1430 45.0% 963 30.7% 963 30.7% 852 27.2% 680 21.7%

SOUTH TYNESIDE & SUNDERLAND  FT 633 20.6% 558 18.1% 468 15.2% 408 13.3% 300 9.8%

TEES, ESK AND WEAR VALLEYS FT 504 19.5% 504 19.5% 496 19.2% 306 11.8%

THE NEWCASTLE UPON TYNE HOSPITALS FT 2923 60.9% 2668 55.6% 2332 48.9% 1922 40.3% 1430 30.0%

NENC Total 10588 39.7% 9261 34.8% 8272 31.2% 6833 25.8% 4662 17.6%

06/11/2022 30/10/2022 23/10/2022

Healthcare Workers Seasonal Flu Immunisation Programme Uptake NHS Trusts/Providers, 2022/23

16/10/2022

Trust/Provider
09/10/2022 02/10/2022 25/09/202213/11/2022
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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 22/23 NENC Average 21/22 2021/22 Corresponding Cumulative Position
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No. % No. % No. % No. % No. % No. % No. % No. %

COUNTY DURHAM AND DARLINGTON FT 436 44.8% 361 37.1% 289 29.7% 219 22.5% 132 13.6%

GATESHEAD HEALTH FT 441 58.0% 393 51.7% 407 53.6% 407 53.6% 178 23.4%

NORTH CUMBRIA INTEGRATED CARE FT 377 41.1% 333 36.3% 312 34.0% 293 31.9% 248 27.0%

NORTH EAST AMBULANCE SERVICE FT 276 28.7% 255 26.5% 191 19.8% 139 14.4% 107 11.3%

NORTH TEES AND HARTLEPOOL FT 335 45.0% 316 43.2% 292 40.0% 242 32.8% 145 19.7%

CUMBRIA NORTHUMBERLAND, TYNE AND WEAR FT 443 39.1% 397 35.3% 323 28.8% 239 21.3% 158 14.1%

NORTHUMBRIA HEALTHCARE FT 419 49.1% 409 48.1% 374 43.9% 301 35.4% 241 28.3%

SOUTH TEES HOSPITALS FT 600 51.9% 418 36.3% 418 36.3% 385 33.6% 328 28.6%

SOUTH TYNESIDE & SUNDERLAND  FT 302 25.9% 240 20.5% 176 15.1% 146 12.5% 71 6.1%

TEES, ESK AND WEAR VALLEYS FT 243 19.4% 243 19.4% 227 18.1% 142 11.3%

THE NEWCASTLE UPON TYNE HOSPITALS FT 658 59.7% 580 52.6% 508 45.9% 384 34.7% 287 25.9%

NENC Total 4530 41.1% 3945 35.9% 3517 32.0% 2897 26.3% 1895 17.9%

Healthcare Workers Seasonal Flu Immunisation Programme Uptake NHS Trusts/Providers, 2022/23

16/10/2022

Trust/Provider
09/10/2022 02/10/2022 25/09/202213/11/2022 06/11/2022 30/10/2022 23/10/2022
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Latest  Cumulative Performance by Trust/Provider for all Other Professionally Qualified clinical staff

Achieving Target Below Target Target NENC Average 22/23 NENC Average 21/22 2021/22 Corresponding Cumulative Position
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No. % No. % No. % No. % No. % No. % No. % No. %

COUNTY DURHAM AND DARLINGTON FT 463 28.3% 381 23.3% 300 18.3% 235 14.4% 147 9.0%

GATESHEAD HEALTH FT 532 43.4% 488 39.8% 432 35.3% 382 31.2% 199 16.2%

NORTH CUMBRIA INTEGRATED CARE FT 1277 61.5% 1232 59.4% 1151 55.5% 1083 52.2% 946 45.6%

NORTH EAST AMBULANCE SERVICE FT 611 34.3% 569 31.9% 467 26.2% 358 20.1% 242 14.0%

NORTH TEES AND HARTLEPOOL FT 695 40.3% 672 39.4% 616 36.2% 467 27.1% 303 17.6%

CUMBRIA NORTHUMBERLAND, TYNE AND WEAR FT 720 25.5% 650 23.2% 551 19.7% 382 13.6% 245 8.8%

NORTHUMBRIA HEALTHCARE FT 968 40.6% 928 38.9% 815 34.2% 620 26.2% 486 20.5%

SOUTH TEES HOSPITALS FT 1277 44.7% 928 32.0% 928 32.0% 830 28.6% 693 23.7%

SOUTH TYNESIDE & SUNDERLAND  FT 330 19.0% 256 14.7% 191 11.0% 161 9.2% 133 7.6%

TEES, ESK AND WEAR VALLEYS FT 703 18.8% 703 18.8% 691 18.5% 460 12.3%

THE NEWCASTLE UPON TYNE HOSPITALS FT 2408 54.2% 2180 49.1% 1929 43.6% 1562 35.3% 1040 23.5%

NENC Total 9984 37.8% 8987 34.0% 8071 30.6% 6540 24.8% 4434 16.8%

Healthcare Workers Seasonal Flu Immunisation Programme Uptake NHS Trusts/Providers, 2022/23

16/10/2022

Trust/Provider
09/10/2022 02/10/2022 25/09/202213/11/2022 06/11/2022 30/10/2022 23/10/2022
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Latest  Cumulative Performance by Trust/Provider for all Support Staff 
Achieving Target Below Target Target NENC Average 22/23 NENC Average 21/22 2021/22 Corresponding Cumulative Position
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No. % No. % No. % No. % No. % No. % No. % No. %

All Doctors 4029 57.7% 3549 51.0% 3133 47.4% 2654 40.0% 1829 27.8%

Qualified Nurses, Midwives and Health Visitors 10588 39.7% 9261 34.8% 8272 31.2% 6833 25.8% 4662 17.6%

All Other Professionally Qualified clinical staff 4530 41.1% 3945 35.9% 3517 32.0% 2897 26.3% 1895 17.9%

Support to clinical staff 9984 37.8% 8987 34.0% 8071 30.6% 6540 24.8% 4434 16.8%

All Workers across NENC 29131 41.0% 25742 36.3% 22993 32.6% 18924 26.8% 12820 18.3%

Healthcare Workers Seasonal Flu Immunisation Programme Uptake NHS Trusts/Providers, 2022/23

02/10/2022 25/09/202230/10/2022

Worker group

13/11/2022 06/11/2022 23/10/2022 16/10/2022 09/10/2022

0.0%

10.0%

20.0%

30.0%

40.0%

50.0%

60.0%

70.0%

80.0%

90.0%

100.0%

All Doctors All Other Professionally Qualified clinical
staff

NENC Total Qualified Nurses, Midwives and Health
Visitors

Support to clinical staff

Latest  Cumulative Performance by  Healthcare Worker Group 

Achieving Target Below Target Target 2021/22 Corresponding Cumulative Position
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Seasonal Flu vaccination and 
Covid 19 booster immunisation 
uptake in CDDFT - Consideration 
of additional behavioural 
measures to increase uptake

Noel Scanlon, 
Executive Director of Nursing / 
Director of Infection prevention & control

Covid-19 Gold command : November 21st, 2022

Trust Board November 30th : Item 8 Appx. 2 Patient safety report 
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Seasonal Influenza vaccination weekly change in uptake
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Covid-19 booster vaccination weekly change in uptake
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Context and rationale

Flu - the last two years have seen minimal flu activity due to the ongoing lockdowns and restrictions, not least mask 
wearing, better ventilation, and hand washing. This means natural protection against flu is very low in the 
population. In the Southern hemisphere this low immunity led to a very large and early flu wave, but the vaccinations 
were a good match for the strains in circulation and this helped prevent a large wave in hospital admissions. We are 
doing the same in the UK with a focus on care home residents and older people for the start of the campaign and with 
an offer to health and social care workers to reduce the risk of transmission to the most vulnerable. The flu rise has 
already started in NEY - early and large for this point in the year. Protecting staff against flu before this wave takes 
hold is a real priority.

COVID - we have had three large waves of infection through 2022 due to variants of the Omicron version of 
COVID. The vaccine being offered this autumn includes the original vaccine and a version which is protective against 
Omicron. This has not been offered before. Some people have reported a bigger immune response to this vaccination 
than recent vaccines, but this may be due to the new immune challenge of the Omicron vaccine. For the majority of 
people this will be a mild flu like illness which will be limited in duration.

The COVID vaccine is especially powerful in stopping deaths and serious illness from COVID. It is less effective in 
preventing people testing positive when they have been in contact with cases but we know that it increases immunity 
to an extent that people are less likely to catch the virus, less likely to become ill and so less likely to transmit to others.

Transmission is considerably lower in households that are fully vaccinated. In looking to prevent outbreaks in hospital 
when the COVID community rate rises, higher vaccination rates make a real difference.
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Key messaging

We expect there may be flu and COVID waves 
before Christmas. One estimate of the impact 
of this is that up to half of the beds in hospital 
may be needed to treat those with respiratory 
infections. 

The key message is: Reducing transmission in 
hospital, reducing staff absence and reducing 
the level of infection in the community are all 
attainable goals if we can increase the level of 
protection through high uptake of these 
autumn vaccines.
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Latest intelligence from the frontline 

I just wanted to escalate to you regarding uptake of flu 
vaccines, particularly in DMH. We have been visiting wards 
as well as having the drop in clinics; the information coming 
back from our nurses is that uptake from wards in UHND & 
BAH has been good but in DMH less so.

Many people in DMH are just saying they do not want it. 
Most days in UHND we are getting approximately 80 
whereas in DMH it can be between 20-30

I just wondered if you are able to encourage 
Matrons/Sisters etc to discuss with their teams please

Good news is that we are reporting 83.8% of Doctors have 
had flu vaccine compared to 44.8% of AHP’s, 41.3% of 
nurses and disappointingly only 28.3% of Support Workers 
(this includes our HCA’s)

Carol Bean
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Recommendations 

Every handover should be led by the Nurse in 
charge, Medical registrar, AHP lead with the aim of 
ensuring that all colleagues will be released for 
vaccination in rotation notwithstanding operational 
pressures 

Individuals who appear hesitant should be offered a 
conversation with the Ward sister, Matron or 
Medical registrar 

Those with confirmed views should be identified to 
Consultants, ADNs and Occupational health for 
further counselling 

Ward Sisters and Occupational health should 
compile lists of Vaccine hesitant staff for escalation 
and support  

ADOs and ADNs should monitor compliance and 
consider further support to improve compliance 
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Managing these conversations

Questions you might ask: 

What do you think about vaccines?

What is your major concern?

What would it take to move you to a “yes” to vaccinate?

What could make it easier for you to get vaccines (on time) 
for yourself and/or your children?

Health workers can build trust in vaccines by being 
transparent and competent: 

Sharing data on diseases that can be prevented by 
vaccination 

Sharing information on safety and risk

Explaining why vaccines are recommended and when 
(including schedules and doses)

Vaccine manufacturing safety standards and national 
licensing

Building trust in national decision-making processes
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Summary & Recommendations 

Poor vaccine uptake has been allowed to persist unchecked leading to 
widespread vaccine hesitancy and embarrassment of mobile vaccine 
teams 

Informed medical staff have by and large responded well to the 
availability of vaccine clinics in all hospitals and community settings 

Closer monitoring at the beginning and throughout every shift of 
nursing , AHP and support staff is now required informed by personal 
short conversations with individuals who have not taken up the vaccine 
offer for whatever reason

Occupational health were asked to produce personal lists of vaccine 
decliners by ward, department, care group and profession. Seemingly 
HR are unable to access this data.  

Ward Sisters, Matrons, AHP leads are asked to troubleshoot teams and 
individuals on a daily basis to improve compliance escalating to ADOs, 
ADNs and Executives where required 

The closing date for the Vaccine programme is December 15th
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Noel Scanlon, Executive Director of Nursing  

Trust Board – November 30th, 2022 

Patient Safety and Experience :  
Overview of Independent investigation into East Kent Maternity and Neonatal services 

Open Session  Private & Confidential Session  

Author Noel Scanlon, Executive Director of Nursing. 

Reason for 

Submission 

 

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

Strategic Aim 

 

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

Purpose of Report To appraise the Trust Board on the investigation into Maternity services at East Kent Hospitals 
NHS Foundation Trust 

Positive 
performance/ 
developments 
within this report   

Positive matters  Page 

Regular reporting of performance of maternity and neonatal services and a 
rigorous approach to risk management, incident reporting and a culture of 
learning and improvement 

Item 7 

Active participation in Quality improvement work overseen by a Maternity and 
Neonatal champion (Non-executive Director).  

Item 7 

Regular positive feedback from service users and members of staff together 
with an active dialogue to address any weaknesses or shortcomings 

Item 7 

Key issues and 
actions within  
this report  
 

Issues and actions  Page 

The report sets out the devastating consequences of failings and the 
unimaginable loss and harm suffered by families at East Kent between 2009 and 
2020.  

6-8 

The report highlights the potential for resonances with the East Kent report 
(and other NHS maternity scandals) at NHS trusts when trust boards are 
distracted by mergers, organisational change, fail to incorporate active 
listening, foster collaborative teamwork between disciplines or respond to 
serious incidents leading to avoidable harm and distress 

9-15 

The report makes recommendations for change including how trust boards can 
read the signals of a failing service,  recognise denial and resistance to change, 
flawed teamworking, poor behaviour, blame and indifference to the concerns 
of staff and service users and false assurances of clinical excellence. 

16-19 
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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) 

NHS England has written to every CEO exhorting every trust board to examine the culture 
within their organisation and how they listen to and respond to staff. Further, boards are 
asked to take steps to assure themselves, and the communities they serve, that the 
leadership and culture across their organisation positively supports the care and 
experience it provides. 

Action / decision 
required from the 
Board 

To receive the report, note the findings and seek further assurance from the executive at 
a board seminar next month. 
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Independent Investigation into East Kent Maternity Services 

 

In February 2020, NHS England and NHS Improvement (NHSE/I) commissioned Dr Bill Kirkup to 

undertake an independent review into maternity and neonatal services at East Kent University Hospitals 

NHS Foundation Trust. This followed concerns raised about the quality and outcomes of maternity and 

neonatal care. Dr Kirkup yesterday (19 October 2022) published his report of the investigation, Reading the 

signals: Maternity and neonatal services in East Kent – the report of the independent investigation. The report 

is summarised below.  

Background 

From 2010 onwards, a number of reviews raised concerns about maternity services at East Kent 

Hospitals University NHS Foundation Trust. In 2020, the inquest into the death of Harry Richford set out 

various reports and concerns to the coroner. On 13 February 2020, the then health minister, Nadine Dorries, 

confirmed in Parliament that NHSE/I had commissioned Dr Bill Kirkup CBE to undertake an independent 

investigation into maternity and neonatal services at the trust. The terms of reference were published on 11 

March 2021. 

The report 

The investigation reviewed 202 cases where the families involved asked to participate and where their care 

fell within the scope of the investigation. The results of these case reviews draw on evidence from family 

listening sessions, clinical records and interviews with clinical staff and others. The investigation spans the 

period from 2009 – when foundation trust status was achieved – to the end of 2020. 
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The report comprises an open letter followed by: 

 Chapter 1, setting out what the investigation found, missed opportunities to put things right, 
underlying failures that led to harm, and key themes that must be addressed in the response 
to these failures. 
 

 Chapters 2 to 5, setting out the evidence behind the investigation’s findings 
 

 Chapter 6, drawing out the lessons with recommendations both for East Kent and nationwide 
 

 Appendices setting out the terms of reference for the investigation, how it conducted its work 
and the investigation team 
 

 Illustrative cases are presented throughout the report, including but not limited to: 
 

 A mother who was sent home and asked to wait before returning to hospital whose baby was 
Stillborn 
 

 A mother who experienced a traumatic birth and surgical injury, but who was made to feel 
ignored, marginalised and disparaged followed by a lack of transparency about what had 
happened and a failure to report and investigate a serious incident. The experience has meant 
she will never have a second child 
 

 The death of Amber Bennington who died at nine days old following clinical mismanagement 
of her delivery 
 

 The death of a baby from overwhelming streptococcal infection, whose treatment was delayed 
following his mother’s concerns for one of her twins being dismissed and a trainee seeing no 
grounds for concern despite signs of an infection 
 

 The death of a baby born with signs of brain damage following a labour known to be high risk, 
where no formal assessment of the risk to mother and baby of a home birth was made, the 
trust having advised against delivery in a midwifery-led unit 
 

 A mother who reported reduced fetal movements, and who was sent home without discussion 
of the risks of delaying being induced. When she attended again to report no fetal movement 
for six hours, no heartbeat was found 
 

 A baby left with significant brain damage following a delayed emergency caesarean section 
 

 A mother who did not receive the advised preventive treatment to manage her raised risk of 
venous thromboembolism after an elective caesarean section, and subsequently died 
 

 A mother who chose to follow the VBAC (vaginal birth after caesarean) pathway, but whose 
request for a caesarean section after experiencing excessive pain and a labour which did not 
progress, was initially denied. After four hours, her baby was found to have died and her 
uterus ruptured. 
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In his letter to the secretary of state and the NHS chief executive, Dr Kirkup explains that the primary 

purpose of the report is to set out the truth for the sake of the families involved so that maternity 

services in East Kent can begin to meet the standards expected nationally for the sake of those to 

come. He also notes that events at East Kent were not one-off, isolated, failures and that maternity 

services have been the subject of more significant policy initiatives than any other service since his 

2015 Morecambe Bay investigation report. Without tackling these issues differently, he expects 

there to be more in the future. 

 

With this in mind, detailed changes to practice and management are not set out in the report. The 

focus instead is on four areas of action: identifying poorly performing units, giving care with 

compassion and kindness, teamworking with a common purpose, and responding to challenge with 

honesty. He also highlights the importance of using meaningful, risk-sensitive outcome measures in 

maternity services to identify results that are genuine outliers. 

Chapter 1: Missed opportunities at East Kent – Investigation findings 

The maternity services in two hospitals, the Queen Elizabeth The Queen Mother Hospital (QEQM) at Margate 

and the William Harvey Hospital (WHH) in Ashford, between 2009 and 2020 were examined. The 

investigation found a clear pattern wherein, over this period, those responsible for the services too often 

provided clinical care that was suboptimal and led to significant harm, failed to listen to the families involved, 

and acted in ways which made the experience of families unacceptably and distressingly poor, both as care 

was given and in the aftermath of injuries and deaths. 

 

The investigation found that the individual and collective behaviours of those providing the services were 

visible to senior managers and the trust board in a series of reports throughout the period and lay at the root 

of the pattern of recurring harm. At any time during this period, these problems could have been 

acknowledged and tackled effectively and eight clear separate opportunities were identified when that could 

have happened. The investigation’s assessment of the clinical outcomes found that: 

 

 Had care been given to the nationally recognised standards, the outcome could have been 
different in 97, or 48%, of the 202 cases assessed by the [investigation team] panel, and the 
outcome could have been different in 45 of the 65 baby deaths, or 69% of these cases. 
 

 The panel has not been able to detect any discernible improvement in outcomes or 
suboptimal care, as evidenced by the cases assessed over the period from 2009 to 2020. 

These numbers are understood to be minimum estimates of the frequency of harm over the period, and are 

based on the 202 volunteered cases. 

Findings 

The report recognises that most mothers and babies are healthy, but where things start to go wrong, problems 

can rapidly escalate. The investigation identified problems in: 

 

 What happened to women and babies under the care of the maternity units within the two 
Hospitals 
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 The trust’s response, including at trust board level, with a lack of learning and undue assurance 
taken from the fact that the great majority of births in East Kent ended with no damage to either 
mother or baby 
 

 The trust’s engagement with regulators, including the Care Quality Commission (CQC), and 
the actions and responses of the regulators, commissioners and the NHS, regionally and 
nationally 

The investigation questions how statistics are used to manage maternity services and believes that it 

should be possible for: 

 

 individual trusts to monitor and assess whether they have a problem;  
 

 the NHS regionally and nationally to identify trusts whose safety performance makes them outliers; 
and 

 

 the regulators to differentiate the services provided more quickly and reliably. 

What happened to women and babies 

The investigation found that no single clinical shortcoming explains the outcomes of the cases 

examined, and the pattern of repeated poor outcomes should not be attributed to individual clinical 

error. Shortcomings in physical infrastructure, and workforce and resource shortages, were not found to be 

causative or sufficient to justify, explain or excuse the experience of the families. The geography, location 

and demographics of the hospitals were factors but again, should not have been regarded as explaining or 

justifying the service provided. Instead, the investigation found that the origins of the harm lie in failures of 

teamworking, professionalism, compassion and listening: 

 

 Failures of teamworking: The investigation found gross failures of teamworking across the trust’s 
maternity services, including dysfunctional working between and within professional groups, bullying, 
lack of mutual trust, and disregard for other points of view. 
 

 Failures of professionalism: The investigation found clear and repeated failures, including staff 
being disrespectful to women. The investigation also found that midwives who were not part 
of the favoured in-group at WHH were sometimes assigned to the highest-risk mothers and 
challenged to achieve delivery with no intervention. This report describes this as a downright 
dangerous practice. 
 

 Failures of compassion: The investigation heard many examples of uncompassionate care, including 
women’s questions and concerns being dismissed, dealt with brusquely, ignored or disbelieved. This 
applied during their care and in the aftermath of injury and death. 
 

 Failures of listening: The investigation found that in some cases, failure to listen contributed to an 
adverse clinical outcome. In others, it was part of a pattern of dismissing what was being said, which 
contributed significantly to the poor experience of families. 
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Failures after safety incidents 

The investigation found that dysfunctional team working and poor behaviour marred the response by staff 

after safety incidents, including those incidents that led to death or serious damage. The report describes 

staff who failed to show compassion, denied responsibility or that anything untoward had occurred, and at 

times blamed mothers for what had happened. Where things went wrong, clinical staff, managers and senior 

managers often failed to communicate openly with families. Safety investigations, if conducted, were not 

undertaken in a way, to identify learning.  The investigation found that where the nature of the safety incident 

meant that incidents could not be minimised, a junior obstetrician or midwife was often blamed. 

Failure in the trust’s response, including at trust board level 

The investigation found that problems within teams were known but bullying and divisive behaviours were 

not effectively addressed. The investigation also found that the trust board missed opportunities to identify 

the scale and nature of the problems and put them right. Although action plans were put in place they under-

estimated the recurring pattern of failure, often attributing blame to individuals or individual clinical error. 

Repeated staff turnover exacerbated the tendency to treat problems as a one-off. 

The actions of the regulators 

The investigation found that the trust was faced with a bewildering array of regulatory and 

supervisory bodies, but the system as a whole failed to identify the shortcomings early enough and 

clearly enough to ensure that real improvement followed. The report adds that it seems the plethora of 

regulators and others served to deflect the trust into managing those relationships as a priority. 

 

Tensions within the roles of regulators and professional bodies were also identified. When regulators did 

seek to help, these interventions did not secure the necessary improvements. 

  

ite
m

 8
b 

- 
B

oa
rd

 3
01

12
2 

E
as

t
K

en
t M

at
er

ni
ty

 r
ep

or
t

Page 302 of 412



 

Trust Board: November 30, 2022 Item 8a: Patient safety & experience – Overview of East Kent Maternity inquiry  

 

Noel Scanlon, Executive Director of Nursing   9 | P a g e  

Missed opportunities 

The most significant missed opportunities since 2009 were: 

 
1. In 2010, an internal review report raised significant concerns about midwifery and obstetric 
management, midwifery staffing and skill mix, and resuscitation of babies showing signs of a shortage of 
oxygen. Recommendations were made regarding clinical practice, adherence to guidelines and review 
processes but no evidence was found that these recommendations were followed up. 
 
2. From 2013, the clinical commissioning groups (CCGs) in East Kent raised concerns about the trust, 
including its maternity services, with NHSE and with the trust. They failed to gain traction with either and 
approached CQC, which subsequently inspected the trust in 2014. 
 
3. In 2014, CQC rated the trust Inadequate overall, identifying a divide between senior 
management and frontline staff, governance and assurance processes that did not reflect 
reality, very poor staff engagement, poor reporting and investigation of safety incidents, and 
limited use of clinical audit. Maternity services were rated as “Requires Improvement”. The 
report describes the reaction of the trust as defensive saying when action plans were drawn 
up, they were of poor quality and not effectively followed up. 
 
4. In 2014/15, the new head of midwifery undertook a review, working alongside the trust’s HR 
department, and found considerable evidence of a dysfunctional and frightening work 
environment. Those individuals identified as central to the issues were set to be relocated or suspended, 
but following their collective letter of grievance, the trust withdraw support from the review process. The 
head of midwifery was advised against disclosure by the Royal College of Midwives in the interests of 
patient safety. No further efforts were made to address the persistent bullying culture. 
 
5. In May 2015, the head of midwifery at the trust noted the similarity of issues and lessons 
identified within the Morecambe Bay maternity services report and sought to raise similar 
issues of concern with the trust leadership. The trust commissioned a report later in 2015 and found that it 
“was not another Morecambe Bay”. 
 
6. In February 2016, a Royal College of Obstetricians and Gynaecologists report made serious 
criticisms of the maternity services in East Kent. 
 
7. On 9 November 2017, baby Harry Richford died in the neonatal unit at WHH, seven days after he 
was delivered at QEQM. Many of the same issues cited in previous inspections, reviews and reports appear 
again in Harry’s case, the clinical management of his delivery, the care given to his mother, and the 
treatment of his family after his death. 
 
8. In 2018, it became evident to the Healthcare Safety Investigation Branch (HSIB) that East Kent 
maternity services were an outlier because of the rate of occurrence of safety incidents resulting in serious 
harm. HSIB experienced difficulties in its dealings with the trust, including problems obtaining information, 
staff attendance at interviews, and support for the process from the trust’s senior leadership team. HSIB’s 
concerns increased over the course of 2018 and it sought a meeting with the trust’s senior leadership 
team. 
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Where accountability lies 

The report states that had any of the above opportunities been grasped, there would undoubtedly 
have been benefits in terms of avoiding death, disability and other harm, and in terms of the mental 
wellbeing of many families. However, the report authors are also clear that the issues here were systemic 
throughout the organisation and do not lie at the door of individual clinicians. 
 
The report is clear that a series of failings at board level meant opportunities to identify and rectify 
failures were missed. 

Key areas for action 

Recent years have seen investigations including into maternity services in Morecambe Bay in 2015, in 
Shrewsbury and Telford in 2021/22, the East Kent investigation commissioned in 2020, and latterly 
Nottingham. To avoid adding multiple, overlapping recommendations which do not lead to sustainable 
improvement, this investigation identifies a limited number of key themes and 
recommendations. The investigation is also concerned to avoid the assumption that East Kent will be the 
last maternity service facing these issues. It therefore identifies four key areas for action that it believes 
must be addressed by all trusts and nationally. 
 

Key Action Area 1: Monitoring safety performance – finding signals among noise 

The report finds that a mechanism is needed to give early warning of problems before they cause 
significant harm. The aim must be for: 
 

 every trust to have the right mechanism in place to monitor the safety of its maternity and neonatal 
services, in real time; 

 the NHS to monitor the safety performance of every trust; and  

 neither the NHS nor trusts to be dependent on families themselves identifying the problems only 
after significant harm has been done over a period of years. 

 
The mechanism must be nationally standardised and is not optional. It will be based on: 

 Better outcome measures that are meaningful, reliable, risk adjusted and timely 

 Trends and comparators, both for individual units and for national overview 

 Identification of significant signals among random noise, using techniques that account 
properly for variation while avoiding spurious ranking into “league tables”. 

 

Key Action Area 2: Standards of clinical behaviour – technical care is not enough 

The investigation found frequent instances of a distressing and harmful lack of professionalism and 
compassion. Too often, well-founded concerns were dismissed or ignored. 
 
A particular area of concern was the telephone advice given to mothers to stay at home if they were not 
adjudged to be in established labour. The investigation also found a pattern of poor behaviours by some 
obstetric consultants, particularly at QEQM. When addressing consultants’ behaviour, the report found that 
the trust’s actions were weaker than when dealing with midwives. 
 
The report is concerned not to detract from the importance of employment protection, but at the 
same time questions the fact that behaviour which seriously threatens patient safety cannot be 
robustly addressed. 
 
The report finds that there is a pressing need to understand better gross lapses of professionalism, 
compassion and willingness to listen, including their prevalence, the underlying causes, how they can be 
changed. 
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Key Action Area 3: Flawed teamworking – pulling in different directions 

The report finds that teamworking in East Kent maternity services was dysfunctional. Many staff 
described “toxic”, “stressful” working environments and poor relationships both within and between 
professional groups. The failure of obstetric staff and midwives to trust and, in some cases, respect each 
other added a further significant threat to patient safety. 
 
No systematic policy in East Kent maternity services was found of inappropriately favouring either 
unassisted birth or assisted vaginal birth in circumstances where this would place women and babies at 
risk. However, the way in which “normal birth” was described and set out in material for mothers created an 
expectation that it was an ideal that staff and women should strive to achieve. 
 
The report authors believe that insufficient attention has been given nationally to the language that is used 
around “normality” and in the presentation of information among both maternity staff and 
mothers. The investigation is aware that some recent steps have been taken to improve this, but 
considers these insufficient to remove the risk of misunderstanding and misinterpretation. 
 
The report found that there is a pressing need to understand the effects of the dynamics of training 
and education, and how changes made with the best intentions may have unintended consequences. More 
generally, it believes that it is time to think about a better concept of teamwork for maternity services – one 
that establishes a common purpose across, as well as within, each professional discipline. 

Key Action Area 4: Organisational behaviour – looking good while doing badly 

The investigation found that during the period under review, the trust prioritised reputation 
management to the detriment of being open and straightforward with families, with regulators and 
with others. The investigation describes an unhelpful pattern of hiring and firing, initiated by NHSE, at 
leadership levels, including with regard to the roles of chief executive and chair. It states that while the 
practice may never have been an explicit policy, it has become institutionalised. The appointments that 
were made led the trust, and NHSE, to believe that things were changing when in fact the underlying 
shortcomings remained and created a flawed model based on “heroic leadership”. 
 
The report considers the problems of organisational behaviour that place reputation management 
above honesty and openness are both pervasive and extremely damaging to public confidence in 
health services. It cites a legal duty of truthfulness placed on public bodies has been proposed as one of 
the responses to the Hillsborough disaster. 

Chapter 2: The Panel’s assessment of the clinical care provided 

All the cases were graded using the Confidential Enquiry into Stillbirths and Deaths in Infancy (CESDI) 
scoring system, which defines four levels of suboptimal care based on their relevance to the outcome.1 The 
degree of harm in each case was also determined2. The Panel’s findings regarding suboptimal care and 
associated outcomes for all cases mean that: 

 Had care been given to nationally recognised standards, the outcome could have been 
different in 97 of the 202 cases reviewed (48%) 

 In 69 of these 97 cases, the outcome would have reasonably been expected to be different 

 In 28 of these 97 cases, it might have been different 

 In relation to baby deaths, the Panel’s findings mean that: 
o Had care been given to nationally recognised standards, the outcome could have been 

different in 45 of the 65 cases of baby deaths (69.2%) 

                                                
1 Level 0 – No suboptimal care; Level 1 – Suboptimal care, but different management would have made no difference to the 
outcome; Level 2 – Suboptimal care, in which different management might have made a difference to the outcome; Level 3 – 
Suboptimal care, in which different management would reasonably be expected to have made a difference to the outcome. 
2 Degrees of harm being: none, minimum, moderate, severe, death. 
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 In 33 of these 45 cases, the outcome would have reasonably been expected to 
be different 

 In 12 of these 45 cases, it might have been different 

 In relation to cases of injury to babies, the Panel’s findings mean that: 
o Had care been given to nationally recognised standards, the outcome could have been 

different in 12 of the 17 cases of brain damage (70.6%) 
 In 9 of these 12 cases, the outcome would have reasonably been expected to be 

different 
 In three cases, it might have been different 

 In respect of cases involving maternal injuries and deaths, the Panel’s findings mean that: 
o Had care been given to nationally recognised standards, the outcome could have been 

different in 23 of 32 such cases (71.9%) 
o In 15 of these 23 cases, the outcome would have reasonably been expected to be 

different 
o In eight cases, it might have been different 

 
The Panel found that, in a few cases, there was suboptimal care that did not lead to a poor outcome or 
which led to an outcome that could have been much worse. These are examples of suboptimal care that 
went unnoticed, which by chance did not result in a poor outcome. They are described as being “narrow 
escapes” rather than “near misses”. 
 
The Panel also found an overriding tendency of midwives and doctors to disregard the views of 
women. This is despite the concerns they were raising matching the avoidable factors identified by 
the investigation. 

Chapter 3: The wider experience of the families 

Summary 

This chapter describes the wider experiences of the families beyond the clinical outcomes and 
identifies six common themes: 

1. Not being listened to or consulted with 
2. Encountering a lack of kindness and compassion 
3. Being conscious of unprofessional conduct or poor working relationships compromising their care 
4. Feeling excluded during and immediately after a serious event 
5. Feeling ignored, marginalised or disparaged after a serious event 
6. Being forced to live with an incomplete or inaccurate narrative 

 
The Panel found a deep impact on the wellbeing of families that continues to this day, sometimes 
many years after the birth. 

Findings 

The Panel undertook family listening sessions where women and their families shared their 
knowledge, experience and perceptions of the care they received. This was correlated with clinical 
notes in each case and where necessary, relevant staff were interviewed. Trauma-informed 
counselling was offered to the families, and in total more than a quarter attended. 
 
The Panel found a number of overarching themes that characterise the experience of the 
participating families. The behaviours identified are believed to have been detrimental to the quality and 
safety of the care given to women, and to their overall experience. We would encourage all trusts to read 
the table of themes and indicative behaviours included within the full report. 
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Conclusions, including consequences and impact on wellbeing 

These families attribute the following consequences to the events they experienced and the actions of 
clinicians and other trust staff: 

 Not knowing if things might have been different; living with “what ifs” 

 Feelings of guilt and responsibility for what happened 

 Changes in personal beliefs about healthcare 

 Mistrust of clinicians, institutions and the wider health system 

 Feeling forced into a position where they sought legal advice to find out what had happened 

 Loss of personal confidence 

 Heightened emotions, including anger, rage and shame 

 Self-blame for not raising concerns more forcefully or speaking up enough 

 Panic attacks 

 Not wanting more children or being frightened at the prospect of having another baby 

 Needing to move away from the area or avoid being in proximity to the hospital 

 Relationship difficulties, including some that have ended in separation, and difficulties with 
intimacy. 

 
The report also highlights the additional guilt that many families have come to feel for not speaking 
up, when they have seen more recent cases come to light. 
 
The Panel found that in addition to failures in clinical care, additional harm was caused by the 
behaviours and attitudes of those responsible for communicating with and supporting them after the event. 
It is the Panel’s view that aspects of the families’ experiences have been so damaging as to have had a 
profound and lasting effect on their health and wellbeing. 

Chapter 4: What we have heard from staff and others 

Summary 

Alongside listening to families, the investigation has conducted interviews with 112 current and former staff 
at East Kent Trust and with others whose work brought them into contact with the trust’s maternity and 
neonatal services. This chapter describes what was heard, rather than indicating the Panel’s own thinking 
and conclusions. 

Findings 

Between October 2021 and June 2022, the Panel met with 90 members of trust staff, including 
midwives, neonatal nurses, obstetricians, neonatologists, paediatricians and other clinicians, as well as 
members of the Board, the Executive and other managers. It also interviewed 22 individuals who had been 
in contact with the trust from the CQC, HSIB, NHSE/I and CCGs. 
The Panel’s write up focuses on what it heard about the problems and challenges facing the trust. The 
Panel also notes that it heard about positive aspects, including efforts made to improve the culture and 
service, the initiatives to support better performance and outcomes, and the commitment of the majority of 
staff to do their best for their patients. However, the Panel is conscious that some wished to put a positive 
light on subsequent improvements in services, but this view was not generally borne out by other evidence. 

Trust merger 

The trust was previously three separate trusts: the Kent and Canterbury Hospital Trust, Thanet 
Healthcare Trust and South Kent Hospitals Trust. The three merged in 1999 following a local review of 
services. 
 
The merger is described as having pitched the three original trusts against each other, for example, in 
reducing the number of maternity units from three to two. It was noted in 2014 by the CQC that the trust still 
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behaved like three separate organisations. As part of its achieving foundation trust status, the then 
regulator Monitor required fewer management groups, which left senior clinicians feeling they did not have 
a voice and in 2011 a reorganisation moved a number of unrelated specialties (including women’s health) 
into a single division. This was said to have displaced focus and leadership from maternity services. In 
2018, the trust’s directorates became clinically-led care groups with the intention of the clinicians delivering 
services being supported by their managers. The trust was described to the Panel as a “challenged” 
organisation typical of a cohort of trusts where there were significant performance and operational 
challenges, but where the underlying problem was really one of culture. 

Staff views 

Based on its interviews, the Panel describes: 

 Poor staff morale 

 Lack of staff engagement and leadership 

 Staff behaviours that needed addressing including poor relationships between professional 
groups, difficulty challenging poor behaviour, bullying, racial discrimination and lack of diversity 

Organisational issues 

Culture of denial and resistance to changes 

Many staff, and others, spoke about a culture of denial at the trust and a resistance to change. 

Culture of blame and handling complaints 

The Panel heard from a number of people about a “blame culture” when things went wrong. When a 
learning opportunity was identified, it felt like a punishment. When things went wrong, there was no 
opportunity to debrief; the response was reactive rather than proactive. 

External factors or problems as the staff saw them 

The issues cited as external factors or problems were: 

 Facilities and infrastructure which were not fit for use 

 Geography which made maintaining staffing levels and service quality a challenge 

 Staffing shortages and difficulties in recruiting 

 Leadership which, at a board level, struggled with the size, complexity and diversity of the trust, and 
where there was toxic culture and unhealthy tension between managers and clinicians, who had 
different priorities 

 Changes at board and senior management level where there were prolonged periods of 

 instability with regular senior staff turnover 

 Clinical leadership with difficulty attracting clinical leaders as well as resistance by clinicians to being 
led, and a lack of a midwifery voice at board level 

 Financial Special Measures which had a significant adverse impact on the transformation and 
improvement agenda and on innovation 

 Governance which suffered from a disconnect between ward and board and poor information flows, 
and a lack of robust structures and processes 

 Response to the Royal College of Obstetricians and Gynaecologists report which didn’t see an 
organisational approach to tackling the problems identified 

 Risk management was disjointed, under-utilised and under-resourced, as well as lacking 

 ownership and leadership, and suffering the impact of wider cultural issues 

 The Panel also sets out the trust’s relationships with involved bodies: 

 Regulators and commissioners were numerous and created the potential for confusion in their roles, 
with relationships between the trust and these bodies also challenging 

 Clinical Commissioning Groups in the area did things differently, making it hard to respond, 
and from the CCG perspective relationships were very challenging 
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 Care Quality Commission and the trust had significantly different views about the trust’s 
performance, and had a very difficult relationship 

 Healthcare Safety Investigation Branch saw the trust was an outlier in its referral rate and 
struggled to get the engagement and support of the trust’s leadership team 

 Nursing and Midwifery Council whose involvement varied according to the referrals received, and 
noted these are not always indicative of the degree of problems faced 

 General Medical Council which had not received feedback on issues within the maternity 
services at the trust 

 Local Supervising Authority which audited the trust between 2012 and 2016, and identified a 
number of issues including in relation to adherence to standards, learning from incidents, 
governance and transparency 

 NHS England/NHS Improvement which became concerned about the trust in 2019 following 
concerns were raised by HSIB and which then undertook extensive scrutiny of and involvement with 
the trust 

 Improvement initiatives and programmes began to have an impact from 2018, initially with the 
BESTT programme, but the multiplicity of recommendations and ongoing prevalence of issues was 
also notable 

Chapter 5: How the trust acted and the engagement of regulators 

Summary 

This chapter gives an account of how the trust considered maternity and neonatal services and 
engaged with regulators and others. This chapter sets out how the trust conducted itself as reflected in its 
own documents and is not an expression of the investigation’s findings. 

Findings 

The first indication of awareness of concerns about maternity services within the trust came at the 
Board meeting on 24 September 2010, where the Medical Director gave an overview of a recent SUI within 
maternity. Over subsequent years, reviews were undertaken by the trust and external bodies, and concerns 
were raised by a number of individuals and organisations. Changes were made to the configuration of its 
maternity units and plans developed, but concerns continued that these were not being embedded and that 
cultural issues persisted. 
 

The chapter expands on the findings of the reviews and further concerns mentioned earlier in this 
briefing, namely those by the trust, by Monitor, the CQC, following the Morecambe Bay investigation and 
RCOG. It also sets out the interactions between the trust, regulators and HSIB, as well as board oversight 
of maternity services over the period of the investigation. 

Harry Richford 

This chapter also sets out in detail the circumstances surrounding the birth and death of Harry 
Richford in November 2017, the subsequent investigation and its considerable flaws, and the findings of the 
coroner. The coroner’s report identified the following failures in Harry’s care: 

 Harry was hyperstimulated by an excessive use of Syntocinon over a period of approximately ten 
hours. 

 The CTG reading became pathological by 2am and Harry should have been delivered within 30 
minutes, not 92 minutes later. 

 The delivery itself was a difficult one. It should have been carried out by the consultant who 
should have attended considerably earlier than [they] did. 

 The locum on duty that night was relatively inexperienced. [They] were not properly assessed, if at 
all and should not have been put in the position of being in charge unsupervised. 

 There was a failure to secure an airway and achieve effective ventilation during the 
resuscitation attempts after birth leading to a prolonged period of postnatal hypoxia. The 
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resuscitation afforded to Harry Richford failed to be of an appropriate standard. 

 There was a failure in not requesting consultant [paediatrician] support earlier enough during the 
resuscitation attempts. 

 There was a failure to keep proper account of the time elapsing during the resuscitation 
attempts with the result that control was lost. 

 The coroner also issued a regulation 28 report – a report requiring action to prevent future deaths. 

 This detailed 19 concerns identified during the inquest and the coroner’s recommendations as to 
how they could be addressed to prevent future deaths. The recommendations included: 

 Action to ensure proper review and assessment of locums and a reminder that it is the 

 supervising consultant’s responsibility to ensure the locum under their supervision is 
competent and experienced 

 A review of trust processes to ensure clarity around the actions required in the event of an 
obstetric concern or emergency developing 

 A review of procedures to ensure staff understand the circumstances where consultant 
attendance is required 

 Training and learning, including simulation training, covering neonatal resuscitation 

 Cross-site paediatric working between QEQM and WHH 

 Addressing confusion among staff regarding the guidelines and policies that apply to them, by 
reviewing staff awareness of governing clinical and operational guidance 

 An audit of the quality of record keeping and documentation, as the record keeping on the 
obstetric unit was substantially substandard 

 A review of trust policies to ensure that the outcomes of independent reports are shared with trust 
staff so that important learning takes place to prevent any future deaths. 

 
Harry’s death was not raised in any detail with the trust board until late 2019, months before the 
inquest began and almost two years after Harry died. The report finds that it was only in the 
aftermath of the coroner’s findings and the regulation 28 report that the trust took meaningful action in 
response to the failings identified in the Richford case. The trust established a Learning and Review 
Committee (LRC) with separate workstreams to look at the myriad issues, as well as previous 
investigations such as the RCOG report, the Richford Root Cause Analysis and the HSIB report. The LRC 
reported to the board on its implementation of recommendations and actions, and all actions were 
completed by June 2020, when the LRC became the Maternity Improvement Committee. Over the course 
of 2020, the board made assurances to the public of its commitment to listening to patients and their 
families, that the trust was making significant changes to its maternity services, and that it was working with 
the national bodies to make the necessary improvements. 

Chapter 6: Areas for action 

The investigation has not sought to identify multiple detailed recommendations. It takes those 
recommendations and the resulting policy initiatives as a given. Instead, it identifies four broad areas for 
action, based on its findings but with much wider applicability. 

Key Action Area 1: Monitoring safe performance – finding signals among noise 

The problem  
 

The future 
 

 A dearth of useful information 
on the outcome of maternity 
services 

 How information and data are 
used, and the false assurances 
that are drawn 

 

 Effective monitoring of outcomes, with benefits including 
identification of scope to improve effectiveness and address 
safety problems, and early identification of warning signs / 
outliers NHS   

 Requirement 1: generation of measures that are meaningful; 
risk adjustable; available; and 
timely 
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 Requirement 2: the use of sound, statistically based approaches 
to detecting the signal 
among the noise, and presenting this graphically to show not 
only the level of variation but also the significant trends and 
outliers 

 The approach must be national, and it must be mandatory 
 

Recommendation 1 

 The prompt establishment of a Task Force with appropriate membership to drive the 
introduction of valid maternity and neonatal outcome measures capable of differentiating 
signals among noise to display significant trends and outliers, for mandatory national use. 

Key Action Area 2: Standards of clinical behaviour – technical care is not enough 

The problem  
 

The future 
 

 Failure to listen directly affects 
patient safety because vital 
information is ignored 

 If role models themselves display 
poor behaviours, the potential is 
there for a negative cycle of declining 
standards 

 Patterns of unprofessional behaviour, 
lack of compassion and failure to 
listen are normalised and difficult to 
correct 

 Compassionate care lies at the heart of clinical 
practice for all healthcare staff. If some are able to 
lose sight of that, then it needs to be re-established 
and re-emphasised 

 Professional behaviour and compassionate care must 
be embedded as part of continuous professional 
development, at all levels 

 Reasonable and proportionate sanctions are required 
for employers and professional regulators so that 
poor behaviour can be addressed before it becomes 
embedded and intractable 

 The importance of listening to patients must be re-
established as a vital part of clinical practice 

Recommendation 2 

 Those responsible for undergraduate, postgraduate and continuing clinical education be 
commissioned to report on how compassionate care can best be embedded into practice and 
sustained through lifelong learning. 

 Relevant bodies, including Royal Colleges, professional regulators and employers, be 
commissioned to report on how the oversight and direction of clinicians can be improved, 
with nationally agreed standards of professional behaviour and appropriate sanctions for 
noncompliance. 

Key Action Area 3: Flawed teamworking – pulling in different directions 

The problem  
 

The future 
 

 In almost every failed 
maternity service to date, 
flawed teamworking has 
been a significant 
finding, often at the heart of 
the problems 

 A stronger basis for teamworking in maternity and neonatal 
services, based on an integrated 
service and workforce with common goals, and a shared 
understanding of the individual 
and unique contribution of each team member in achieving 
them 
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 The divergence of objectives 
of different groups 

 Poor morale among 
obstetric trainees is a 
common feature 

 

 National guidance on of different care pathways must be the 
same for all staff involved, and not suggest that there are 
different objectives for obstetricians and midwives 

 Teams who train together work better together – there are 
opportunities at every stage of training to increase 
understanding of others’ roles and responsibilities, and to 
become used to working with other disciplines and the 
contributions they make 

 Re-evaluation of the changed patterns of working and training 
for junior doctors, and in 
particular how the unintended consequences of 
fragmentation of work and lack of support 
can be avoided or mitigated 

Recommendation 3 

 Relevant bodies, including the Royal College of Obstetricians and Gynaecologists, the Royal 
College of Midwives and the Royal College of Paediatrics and Child Health, be charged with 
reporting on how teamworking in maternity and neonatal care can be improved, with particular 
reference to establishing common purpose, objectives and training from the outset. 

 Relevant bodies, including Health Education England, Royal Colleges and employers, be 
commissioned to report on the employment and training of junior doctors to improve 
support, teamworking and development. 

Key Action Area 4: Organisational behaviour – looking good while doing badly 

The problem  
 

The future 
 

 The default response of almost every 
organisation subject to public scrutiny or 
criticism is to think first of managing its 
reputation. This can lead to denial, 
deflection, concealment and aggressive 
responses to challenge, rather than 
learning, improvement and compassion 

 Pursuit of decisive action in the face of 
difficulties, with changes to leadership 
being 
one of the few levers available to NHSE – 
this halts steps towards recovery and 
creates an incentive to be less frank about 
emerging problems 

 The balance of incentives for organisations needs to 
be changed. The need for openness, honesty, 
disclosure and learning must outweigh any 
perceived benefit of denial, deflection and 
concealment 

 Legislation to oblige public bodies and officials to 
make all of their dealings, with families and 
with official bodies, honest and open 

 A review of the regulatory approach to failing 
organisations by NHSE to identify alternatives 
to the “heroic leadership” model, including the 
provision of support to trusts in difficulties and 
incentives for organisations to ask for help rather 
than conceal problems 

Recommendation 4 

 The Government reconsider bringing forward a bill placing a duty on public bodies not to 
deny, deflect and conceal information from families and other bodies. 

 Trusts be required to review their approach to reputation management and to ensuring there is 
proper representation of maternity care on their boards. 

 NHSE reconsider its approach to poorly performing trusts, with particular reference to 
leadership. 
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East Kent Hospitals University NHS Foundation Trust 

The report states that the new leadership of the trust are already aware that there are deep-seated 
and longstanding problems of organisational culture in their maternity units. They will know what 
assistance they can commission from external bodies, including NHSE, and must receive full support. They 
must work in partnership with families who wish to contribute, and report publicly on their approach and its 
progress. We expect that staff will want to give their full engagement and cooperation, having seen the 
harm that resulted from previous behaviour that had become normalised. In making its recommendations, 
the report is clear that the first step in the process of restoration is for all those concerned to accept the 
reality of what has happened. The damage caused to families is incalculable, and their courage in coming 
forward to ensure this came to light is exemplary, but it should not have been necessary. This must be 
acknowledged without further delay. Only then can the trust embark on trying to make amends. 

Recommendation 5 

 The Trust accept the reality of these findings; acknowledge in full the unnecessary harm that has 
been caused; and embark on a restorative process addressing the problems identified, in 
partnership with families, publicly and with external input. 
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Appendix 1 : Terms of reference 

In February 2020, Dr Bill Kirkup was appointed by NHSE/I to chair the independent investigation into the 
management, delivery and outcomes of care provided by the maternity and neonatal services at East Kent 
University Hospitals NHS Foundation Trust during the period since 2009 (when the Trust came into being) 
drawing upon the methodology followed in the Morecambe Bay investigation. This was confirmed in 
parliament. The minister at the time, Nadine Dorries, also announced that the Chief Midwifery Officer, 
Jacqueline Dunkley-Bent, had sent an independent clinical support team to the Trust to provide assurances 
that all possible measures were being taken. 
 
The investigation considered four issues in particular: 

1. What happened at the time, in individual cases, independently assessed by the investigation. 
2. In any medical setting, as elsewhere, from time to time, things do go wrong. How, in the individual 

cases, did the trust respond and seek to learn lessons? 
3. How did the trust respond to signals that there were problems with maternity services more 

generally, including in external reports. 
4. The trust's engagement with regulators including the CQC. How did the trust engage with the bodies 

involved and seek to apply the relevant messages? And what were the actions and responses of 
the regulators and commissioners? 

 
The investigation considered those cases where there was: 

1. A preventable or avoidable death; 
2. Concern that the death may have been preventable or avoidable; 
3. A damaging outcome for the baby or mother; 
4. Reason to believe that the circumstances shed light on how maternity services were provided or 

managed or how the Trust responded when things went wrong. 
 
The investigation was tasked with providing an independent assessment of what happened with East Kent 
Maternity and Neonatal Services and identifying lessons and conclusions. This was to include: 

a) Determining the systems and processes adopted by the trust to monitor compliance and 
deliver quality improvement within the maternity and neonatal care pathway. 

b) Evaluating the trust’s approach to risk management and implementing lessons learnt. 
Assessing the governance arrangements to oversee the delivery of these services from ward to 
board. 

c) In doing so, the investigation committed to focusing on the experience of the families affected, 
providing them with an opportunity to be heard and to shape the key lines of enquiry. It also focused 
on the actions, systems and processes of the trust (with reference to clinical standards for maternity 
and neonatal care during the period).  

d) It would also consider the relevant processes, actions and the responses of regulators, 
commissioners and the wider system. 

 
The investigation would then draw conclusions as to the adequacy of the actions taken at the time by the 
trust and the wider system. Taking account of improvements and changes made, the investigation aimed to 
provide lessons helpful to East Kent and nationally in order to improve maternity services across the 
country. It committed to agreeing with NHSE/I steps to help ensure that the lessons identified are 
understood and acted upon. 
 
The full terms of reference, including the protocols and methodology used by the investigation, are set out 
in the report and on its website: https://iiekms.org.uk/terms-of-reference/ .  
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To: • Trust Chief Executives  

• Trust Chairs 

• ICB Chief Executives 

• LMNS Chairs 
 

cc. • Regional Directors 

• Regional Chief Nurses 

• Regional Medical Directors 

• Regional Chief Midwives 

• Regional Obstetricians 
 

NHS England  
Wellington House 

133-155 Waterloo Road 
London 

SE1 8UG 

20 October 2022 
 

Dear colleagues 

Report following the Independent Investigation into East Kent 
Maternity and Neonatal Services 

Yesterday saw the publication Reading the Signals; Maternity and Neonatal Services in 

East Kent – the Report of the Independent Investigation. 

The report sets out the devastating consequences of failings and the unimaginable loss 

and harm suffered by families for which we are deeply sorry. 

This report reconfirms the requirement for your board to remain focused on delivering 

personalised and safe maternity and neonatal care. You must ensure that the 

experience of women, babies and families who use your services are listened to, 

understood and responded to with respect, compassion and kindness.  

The experiences bravely shared by families with the investigation team must be a 

catalyst for change. Every board member must examine the culture within their 

organisation and how they listen and respond to staff. You must take steps to assure 

yourselves, and the communities you serve, that the leadership and culture across your 

organisation(s) positively supports the care and experience you provide. 

We expect every Trust and ICB to review the findings of this report at its next public 

board meeting, and for boards to be clear about the action they will take, and how 

effective assurance mechanisms are at ‘reading the signals’.  

The report outlines four areas for action: 

• To get better at identifying poorly performing units 

Classification: Official 

Publication reference: PR2099 
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• Giving care with compassion and kindness 

• Teamworking with a common purpose 

• Responding to challenge with honesty. 

 

NHS England will be working with the Department of Health and Social Care and partner 

organisations to review the recommendations and implications for maternity and 

neonatal services and the wider NHS. 

In 2023 we will publish a single delivery plan for maternity and neonatal care which will 

bring together action required following this report, the report into maternity services at 

Shrewsbury and Telford NHS Foundation Trust, and NHS Long-Term Plan and Maternity 

Transformation Programme deliverables. 

The publication of the delivery plan should not delay your acting in response to this 

report and the actions you are taking in response to the report of the independent 

investigation at Shrewsbury and Telford NHS Foundation Trust. Immediate and 

sustainable action will save lives and improve the care and experience for women, 

babies and their families. 

Yours sincerely, 

 

 

 

 

 
 

Sir David Sloman Dame Ruth May Professor Stephen Powis 

Chief Operating Officer  Chief Nursing Officer National Medical Director 
NHS England   NHS England   NHS England   
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Trust Board – 30 November 2022 

Integrated Quality and Performance Report 

Open Session x Private & Confidential Session  

Author Dan Phillips, Head of Planning and 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 

Diagnostics: Strong performance above the regional and 

national position. Recovery is ahead of plan YTD. 

Cancer performance: Cancer performance continues to track 

above national performances, except 2ww and Breast, in 

September.  

Elective recovery: The elective recovery programme remains 

behind plan but continues to perform on an improvement 

trajectory. Specialties continue to prioritise cancer patients and 

our longest waiters whilst partnering with IS providers to provide 

best care to patients. 

 

3 

7 

 

7-8 
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There continues to be a gap between volume and value, with 

fewer high value cases being undertaken.  

Specialty teams are working on recovery plans to enable a 

reforecast for the second half of the year to be completed.  

Workforce: Sickness absence has increased. Appraisal rates 

have increased slightly. Turnover is reduced in October. 

Finance: The Month 07 position is ahead of plan.  

 

 

 

 

32 

 

46 

 

Key issues and 

actions within this 

report  

 

Issue and actions Page 

Urgent and Emergency Care: Urgent and Emergency Care 

pressures have continued into October and November, with 

another significant rise in the number of patients waiting in the 

ED for more than 12 hours. 105 patients are reported to have 

waited for more than 24 hours for a bed in October. Enhanced 

focus is being placed on flow and discharge practice to support 

short and long term recovery. The Full Capacity Protocol has 

been reviewed with revised triggers in place to help decompress 

the ED in real time to manage and balance safety risks across 

the organisation. 

Pressures are being experienced across the region and 

ambulance performances are also being affected.  

Elective recovery: The Trust has no current patients breaching 

104 weeks. The next undated patient requires surgery 

completing in January 2023. 

5-8 

 

 

 

 

 

 

 

 

 

 

 

 

 

9-10 

 

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: 

 Outstripping of capacity in ED, increasing risk and safety concerns if unable to 

decompress due to admission/base ward beds being occupied/ closed due to 

COVID. 

 Ongoing COVID surges and non-elective pressures delayed the step down of 

the medical resilience rota and the conversion of Ward 17 (UHND) back to 

elective care. 

 A surge in staff absences and outbreaks arising from regular surges in COVID.  

 Unrelenting pressure on the workforce.  

 Drift from value recovery due to cancellation and EPR-implementation, 

particularly high value, complex Orthopaedic cases. 

 Recurrent and emerging staffing risks specific to Operating Theatres. 
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Action / decision 

required from the 

Board 

The Trust Board is recommended to: 

 Take assurance from the sustained improved performance in the Access 

Standards, with the exception of ED performance, and the continued high 

performance in Diagnostics.  

 Note the pressures that continue in ED and the work that is ongoing to manage 

the safety of patients in real time and in the medium to longer term to improve 

flow. 

 Note the multiple risks to elective recovery that includes elective bed capacity, 

operating theatre capacity (workforce) and non-elective pressure.  
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Integrated Quality and Performance Report
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Icon

Special cause variation - improvement          

(indicator where low is good)

The system may achieve or fail the target subject 

to random variation

The system is expected to consistently fail the 

target

The system is expected to consistently pass the 

target

Summary Icons

Description

Special cause variation - cause for concern 

(indicator where high is a concern)

Special cause variation - cause for concern 

(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

UEC: Performance continues to be adversely impacted by operational pressures. COVID occupancy has remained above the 22/23 plan estimate of 55;
cohorting of patients and closure of beds continue where required. Overall 4 hour performance for October was 64.5% compared to 70.4% in September,
while national and NENC regional performance was 69.3% and 71.0 respectively. Type 1 performance remains pressured, reducing to 38.9% from 50.5%.
The number of patients in the department for over 12 hours has increased to the highest recorded level – 16.6%. National ED performance for Type 1 in
October was 54.8%; the NENC Region was 68.3%. There have been further increases in the number of 12hr trolley breaches (288); 105 patients waited in
excess of 24 hours for a bed. Average ambulance arrival to handover time has increased in month, with DMH the most pressured in the region.

Pressures in November are evident, with 4 hour waiting times not improving materially. Un-validated performance to date is 65.4% for all departments,
and 39.3% for Type 1 departments. Most Trusts in the region are facing similar pressures with 3 trusts (out of 19) performing above 70% in October and
none hitting the standard.

There continues to be slippage on the elective recovery programme.

• In October, reported activity levels were 66.9% compared to 2019/20 and PbR value was 61.2%. The cumulative overall position is 94.5% for volume
and 84.5 % for value. Further validation of monthly figures may improve these figures slightly. The material reduction is on account of EPR.

• There have been no further 104 week breaches. The longest waiter with no plan breaches in January 2023.

• The volume of patients waiting >52 weeks continues to increase, a trend observed since April. The volume of patients waiting >78 week has been
increasing since the implementation of EPR. The majority of this performance risk is in General Surgery.

Cancer: Most key standards except 2ww and Breast Symptomatic are
ahead of September national performance.

Workforce: Absence has increase from the previous month to 6.27%,
the change caused by Mental Health, COVID and MSK. OH&W support
remains at an enhanced level to support Mental Health resilience.
There has been a slight increase in Appraisal rates, and CET
completion has worsened slightly. Voluntary turnover continues to be
over the target. Overall turnover has reduced in October.

Nursing: There are 275.96 WTEs RN vacancies, a reduction from September. There are 114.87 WTE of appointments in process, leaving net vacancy of
161.09 WTE. Cohorts 13 to 15 of international nurses arrived in September, October and November respectively. In total 100 internationally trained
nurses have been recruited. Hour by hour reassignments and dynamic management ensures wards and departments remain safe.

Diagnostics: Performance continues to be adversely impacted by staff
absences, but remains above the regional (75.0%) and national
position (70.2%) reported for September.

Finance: At the end of Month 07, the Trust reports a surplus of £4,525k, which is better than plan by £541k. This is made up of a £4,589k surplus in
CDDFT and a £64k deficit in SCL. The cash position is £64,439k, an increase of £4,140k and £13,701k higher than plan. In month movement is due to
higher than expected deferred income. The Capital Programme spend total is £6,498, which is £5,971k behind plan.

Performance Measure RO
Variation 

Indicator

Target 

Indicator
Target

Target 

Type

Referral To Treatment % Within 18wks LN Sep-22 66.71% Oct-22 65.39% NHSI Traj

Referral To Treatment Total Incompletes LN Sep-22 39,190 Oct-22 43,618 NHSI Traj

A&E % Seen Within 4 Hours (Type 1 only) LN Sep-22 50.45% Oct-22 38.87% 95.00% National

A&E Attendances (Type 1 and 3) LN Sep-22 19,173 Oct-22 20,516 NHSI Traj

A&E % Seen Within 4 Hours (Inc All UCC) LN Sep-22 70.43% Oct-22 64.50% 95.00% National

Cancer 2WW LN Aug-22 67.81% Sep-22 70.27% 93.00% National

Cancer 2WW to Treatment Within 62 Days LN Aug-22 75.09% Sep-22 73.12% 85.00% National

Cancer 28 Days Faster Diagnosis LN Aug-22 89.99% Sep-22 87.95% 75.00% National

DM01 Diagnostics % Within 6 Weeks LN Sep-22 89.37% Oct-22 89.17% 99.00% National

This PeriodLast Period
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COVID-19 Update

www.cddft.nhs.net 4

• COVID inpatient numbers have risen through September and early October, peaking on 12 October at 108 patients. As at 16 Nov there
were 60 inpatients with 1 in ITU. The Trust’s annual plan and recovery forecast was based an average of 55 patients.

• COVID continues to impact on operational performances as a result of the higher volumes on ongoing surges in excess of 100+ occurring
periodically. Occupancy has been over plan for 82% of 2022.

• ITU COVID inpatients have remained below 2 since 28 October, with nil between 7 November and 16 November.
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Best Experience: Responsive – Emergency Department

5

Commentary

Emergency Department (ED): ED performance continues to be pressured. Type 1 performance in October has decreased across the Trust, with
overall performance at 38.9% and 64.5% for all departments. The national position in October was 69.3% and for the NENC region it was 71.0%. EPR
related issues are expected to increase performance by 3 to 7 percentage points, while planned increased to UTC capacity should add another
percentage point. Attendances per day were reduced on the same month in 2019, with 172.9 (94.3%) seen at DMH and 211.5 (94.2%) at UHND.

The total volume of ambulance handover breaches has increased in October and handover delays over 60 minutes has remains triggered. Arrival to
clearance time at DMH has increased further still in month. Increases in ambulance bay capacity are planned for winter to arrest the decline.

12 hour breaches were high for the month at 288 with no report of harm in any of the cases. 105 patients exceeded 24 hours waiting for a bed.

Enhanced patient flow actions were deployed throughout October to decompress the Emergency Departments and to generate flow from front to
back of the acute sites.

Long stay patients: The high volume of stranded and super stranded patients remains triggered but has reduced slightly in October. CDDFT and
partners have come together to review the 100 day discharge challenge plan. There continues to be a focus on improving the recording of discharge
dates on EPR, with the new processes fully embedded.

Performance Measure RO
Variation 

Indicator

Target 

Indicator
Target

Target 

Type

A&E % Seen Within 4 Hours - DMH (Type 1) LN Sep-22 50.57% Oct-22 43.31% 95.0% National

A&E % Seen Within 4 Hours - UHND (Type 1) LN Sep-22 50.36% Oct-22 35.23% 95.0% National

A&E % Seen Within 4 Hours DMH (Inc All UCC) LN Sep-22 61.36% Oct-22 57.24% 95.0% National

A&E % Seen Within 4 Hours UHND (Inc All UCC) LN Sep-22 51.85% Oct-22 37.49% 95.0% National

Ambulance handovers >15-30mins LN Sep-22 1,043 Oct-22 837 - - -

Ambulance handovers >30-60mins LN Sep-22 368 Oct-22 394 - - -

Ambulance handovers >60mins LN Sep-22 425 Oct-22 449 - - -

Ambulance Handovers - no. >120 minutes LN Sep-22 136 Oct-22 172 0 National

A&E Type 1 - Time to treatment (median) LN Sep-22 135 Oct-22 166 60 National

12 Hour Trolley Waits LN Sep-22 213 Oct-22 256 0 National

Community Bed Occupancy LN Sep-22 96.50% Oct-22 94.30% 90.0% Local

Acute Bed Occupancy DMH/UHND only (excludes obs/paeds) LN Sep-22 85.70% Oct-22 83.70% - - -

Long Stay Patients 7+ Days LoS LN Sep-22 366 Oct-22 366 301 Ambition

Long Stay Patients 14+ Days LoS LN Sep-22 199 Oct-22 194 159 Ambition

Long Stay Patients 21+ Days LoS LN Sep-22 123 Oct-22 113 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 and Improvement actions

6

The new measures of UEC performance have not yet been implemented, though the Trust continues to shadow monitor them. 

Commentary

There remains a high number of patients waiting over 12hrs in ED. The <2% target has been
breached in every month since July 2021 and was 16.0% in October 2022.

Summary of key actions

• Enhanced patient flow activities deployed; Full Capacity Protocol has been revised
• Increased escalation reporting of breach risks at 8 and 10 hours now active
• Review of long stay patients and Home Today, Home Tomorrow status completed on each bed

call by Patient Flow and Silver Command
• Additional ED reporting to inform planning and decision making at daily huddles, including

deep dives of long wait DTA and ambulance handover breaches
• National winter collaborative work stream engagement

Standard                                                     Month: Oct-21 Nov-21 Dec-21 Jan-22 Feb-22 Mar-22 Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22

DMH ED attends 5,588 5,217 5,148 5,257 4,883 6,056 5,454 5,841 5,675 5,686 5,264 5,187 5,380

DMH ED Time to Initial Assessment – within 15 minutes 4,211 4,145 3,975 3,975 3,706 4,588 3,938 4,472 4,097 3,924 3,747 3,425 1,397

DMH ED Time to Initial Assessment – % within 15 minutes 75.36% 79.45% 77.21% 75.61% 75.90% 75.76% 72.20% 76.56% 72.19% 69.01% 71.18% 66.03% 25.97%

DMH ED Patients spending more than 12 hours in A&E 520 492 393 489 424 336 659 394 595 445 583 456 886

% DMH ED Patients spending more than 12 hours in A&E 9.3% 9.4% 7.6% 9.3% 8.7% 5.5% 12.1% 6.7% 10.5% 7.8% 11.1% 8.8% 16.5%

DMH ED patients spending 12hr+ in A&E Not Admitted 125 102 91 118 129 109 178 126 187 111 120 55 527

% DMH ED patients spending 12hr+ in A&E that were Not Admitted 24.0% 20.7% 23.2% 24.1% 30.4% 32.4% 27.0% 32.0% 31.4% 24.9% 20.6% 12.1% 59.5%

Average time(mins) in DMH ED – Admitted patients 542 535 484 513 490 417 560 443 496 496 555 575 698

Average time(mins) in DMH ED – Non-admitted patients 241 231 236 236 244 224 259 230 275 267 282 256 388

UHND ED attends 6,901 6,618 6,218 6,406 6,047 7,041 6,481 6,958 6,802 6,459 6,171 6,255 6,535

UHND ED Time to Initial Assessment – within 15 minutes 3,599 4,280 4,003 4,193 3,520 4,848 3,957 4,566 3,865 3,683 3,811 3,890 1,506

UHND ED Time to Initial Assessment – % within 15 minutes 52.15% 64.67% 64.38% 65.45% 58.21% 68.85% 61.06% 65.62% 56.82% 57.02% 61.76% 62.19% 23.05%

UHND ED Patients spending more than 12 hours in A&E 691 605 596 511 657 391 776 648 781 904 714 684 1,095

% UHND ED Patients spending more than 12 hours in A&E 10.0% 9.1% 9.6% 8.0% 10.9% 5.6% 12.0% 9.3% 11.5% 14.0% 11.6% 10.9% 16.8%

UHND ED patients spending 12hr+ in A&E Not Admitted 175 150 144 129 182 115 220 181 243 209 106 73 687

% UHND ED patients spending 12hr+ in A&E that were Not Admitted 25.3% 24.8% 24.2% 25.2% 27.7% 29.4% 28.4% 27.9% 31.1% 23.1% 14.8% 10.7% 62.7%

Average time(mins) in UHND ED – Admitted patients 614 583 570 553 612 479 641 584 640 730 712 707 881

Average time(mins) in UHND ED – Non-admitted patients 287 286 287 270 302 256 313 296 318 333 299 271 420

Trust ED attends 12,489 11,835 11,366 11,663 10,930 13,097 11,935 12,799 12,477 12,145 11,435 11,442 11,915

Trust ED Time to Initial Assessment – within 15 minutes 7,810 8,425 7,978 8,168 7,226 9,436 7,895 9,038 7,962 7,607 7,558 7,315 2,903

Trust ED Time to Initial Assessment – % within 15 minutes 62.54% 71.19% 70.19% 70.03% 66.11% 72.05% 66.15% 70.61% 63.81% 62.63% 66.10% 63.93% 24.36%

Trust ED Patients spending more than 12 hours in A&E 1,211 1,097 989 1,000 1,081 727 1,435 1,042 1,376 1,349 1,297 1,140 1,981

% Trust ED Patients spending more than 12 hours in A&E 9.7% 9.3% 8.7% 8.6% 9.9% 5.6% 12.0% 8.1% 11.0% 11.1% 11.3% 10.0% 16.6%

All Trust ED patients spending 12hr+ in A&E Not Admitted 300 252 235 247 311 224 398 307 430 320 226 128 1214

% Trust ED patients spending 12hr+ in A&E that were Not Admitted 24.8% 23.0% 23.8% 24.7% 28.8% 30.8% 27.7% 29.5% 31.3% 23.7% 17.4% 11.2% 61.3%

Average time(mins) in Trust ED – Admitted patients 578 559 526 533 549 447 599 509 563 606 631 640 786

Average time(mins) in Trust ED – Non-admitted patients 267 263 265 255 277 241 289 268 300 304 291 264 406

Ite
m

 1
0i

i -
 IQ

P
R

B
oa

rd
 O

P
A

C
 N

ov
22

Page 325 of 412



Best Experience: Responsive – Emergency Department

7

Commentary

October 2022 was the most pressured month for 24 hour DTAs on record, with 105 24 hour breaches in month. This snapshot of data provides evidence
that bed pressures begin in early afternoon and continue throughout the majority of the day until the early hours of the morning.

Predictably the incidence of 24 hour breaches comes in clusters; once flow in the system reaches high levels viscosity it can take an extended period of
time to regain the balance of demand and capacity.

A review of the organisation full capacity protocol has taken place at both sites to facilitate flow and enable the movement of patients through the UEC
system. Although this is a Front of House measure of performance, there are Back of House and social care considerations to acknowledge too. For
example, services do not run consistently over 7 days; medical patients are outlying in non-medical wards; delayed discharges into social care mean that
patients are staying in hospital longer than they are medically required to. All of these impact upon the ability to maintain systemic flow.

It should be noted that this dataset is derived from the new EPR and as such is subject to the potential for validation risk.
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Best Experience: Responsive – Emergency Department

8

Commentary

UEC performance remains strong in the NENC region, never dipping below the England average in the last 4 years of data, although this is not the
case for CDDFT. The 95% standard, however has only been met recently during the initial wave of the COVID-19 pandemic when ED presentations
were materially lower than usual.

CDDFT tends to be in the lower 3 of the 8 regional providers that submit 4 hour data, with North Cumbria and South Tees also struggling with
performance against the standard. NSECH remains the regional outlier for positive performance.

CDDFT performance is expected to be increased once residual issues with EPR are resolved and a complete data set included.
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Best Experience: Responsive – Elective Care

www.cddft.nhs.net
9

Commentary

Referral to Treatment: RTT remains pressured at 65.4%, but continues to positively track above the national position, the latest available data being
September at 59.0%. The number of patients waiting 18 weeks has increased to 15,096.

The number of patients waiting >52 has increased further to 1,959. Those waiting >78 weeks has increased in month to 149, reversing the improvement
trend. This is a primary focus of the Elective Recovery Work-stream.

There are no current 104 week breaches, and the longest waiter with no plan breaches in January 2023. The incomplete PTL had been growing by around
100 patients per week pre-EPR implementation; it has grown by around 1,200 per week since then. Work is on-going to ensure the validity of this.

Additional theatre capacity of up to 17 lists per week, staffing dependent, has been agreed from November. Uptake of IS capacity continues with a total of
702 patients sent and 402 accepted and transferred in total by October. EPR go-live in October was expected to reduce elective throughput by around
18% as contingencies were put in place to minimise disruption to patients. Further interim national guidance on the management of waiting lists has been
received. The implications of this are being worked through.

Diagnostics: Performance in key modalities including non-obstetric Ultrasound performance expected to improve from November following recruitment.

Cancer: Many of the key standards are performing better than the September national performances. 2ww: 70.3% against 72.6%; Breast symptomatic:
59.3% against 67.7%; 31 days: 90.8% against 87.6%; 62 days: 73.1% against 57.9%. Faster Diagnosis is at 88.0%, above the 22/23 interim target of 75% and
national performance of 67.2%.

Performance Measure RO
Variation 

Indicator

Target 

Indicator
Target

Target 

Type

Cancelled Operations - Breaches of 28 Days LN Sep-22 4 Oct-22 0 0 Local

Urgent Operations cancelled for 2nd time LN Sep-22 0 Oct-22 0 - 0 Local

DNA % Rate LN Sep-22 8.42% Oct-22 9.47% 6.96% National Median

First to Follow Up Ratio LN Sep-22 1 : 1.44 Oct-22 1 : 1.35 - - -

Referral To Treatment % Within 18wks LN Sep-22 66.71% Oct-22 65.39% NHSI Traj

Referral To Treatment Total Incompletes LN Sep-22 39,190 Oct-22 43,618 NHSI Traj

Referral to Treatment 52 Week Breaches LN Sep-22 1,666 Oct-22 1,959 National

Referral to Treatment 78 Week Breaches LN Sep-22 87 Oct-22 149 National

Referral to Treatment 104 Week Breaches LN Sep-22 0 Oct-22 0 National

Referral to Treatment 18 Weeks Backlog LN Sep-22 13,047 Oct-22 15,096 - National

Cancer 2WW LN Aug-22 67.81% Sep-22 70.27% 93.00% National

Cancer 2WW Breast LN Aug-22 65.44% Sep-22 70.60% 93.00% National

Cancer 31 Days Diagnosis to Treatment LN Aug-22 95.60% Sep-22 90.81% 96.00% National

Cancer 2WW to Treatment Within 62 Days LN Aug-22 75.09% Sep-22 73.12% 85.00% National

Cancer 62 Days Consultant Upgrade LN Aug-22 68.00% Sep-22 78.13% 85.00% National

Electives and Cancer

Last Period This Period
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Responsive: Regional and Local Performance Spotlight 

www.cddft.nhs.net
10

The NENC regional consolidated position for the key Operational Performance metrics described in the Elective, Cancer and Outpatient Transformation long
term plan areas of the NHS Oversight Framework are reported weekly to providers. This report shows the key areas of delivery risk in our local system.

This view has been replicated for CDDFT only, highlighting our pressures in meeting ERF delivery expectations and the recent acute pressures on cancer
standards.

CDDFT’s submitted plan for Activity was ahead of the NHSEI target for recovery; the Trust remains behind on delivery against both objectives. The highest
objective for Long Waiters has been met, but 78ww remains behind plan with significant worsening of the position since EPR implementation. 52ww volumes
continue to increase weekly.

It should be noted that these figures are un-validated at the time of reporting and will be subject to change prior to reporting submission.

Ambition Metric 23/10/22 30/10/22 06/11/22 13/11/22
Plan - 

Sep-22
On Plan

Direction 

of travel
Risk Comments

Daycase 92% 90% 83% 85% 107%   High Below plan, decreasing trend over the last 4 weeks

Elective 84% 84% 85% 85% 101%   High Below plan, increasing trend over the last 4 weeks

Cons led OPFA 93% 93% 82% 87% 106%   High Below plan, fluctuating trend over the last 4 weeks

25% reduction in OPFU by Mar 23, i.e. 75% of baseline Cons led OPFU 93% 92% 81% 84% 94%   Low Achieving plan, decreasing trend over the last 4 weeks

Increase diagnostic activity to a minimum of 120% of pre-

pandemic levels across 2022/23
Diagnostic activity 101% 97% 100% 99% 109%   High Not achieving plan, fluctuating trend over the last 4 weeks

Elimination of over 104 weeks as a priority by July 2022
104+ week waits 28 24 27 31 44   Low Achieving plan, fluctuating trend over the last 4 weeks

Elimination of waits over 78 weeks by April 2023 78+ week waits 943 956 970 987 367   High Above plan, increasing trend over last 4 weeks

Elimination of waits over 52 weeks by March 2025
52+ week waits 9,401 9,219 9,230 9,371 4,722   High Above plan, fluctuating trend over last 4 weeks

Cancer
Return the cancer 62+ day waiting list to pre-pandemic levels 

by March 2023

Cancer 62+ day 

waiting list
1,460 1,347 1,242 1,213 1,163   Low Above plan, decreasing trend over last 4 weeks

Ambition Metric Target
Plan - Oct-

22
On Plan Comments

DC + EL 104% 105%  Below plan and target

Cons led OPFA 104% 117%  Below plan and target

25% reduction in OPFU by Mar 23, i.e. 75% of baseline
Cons led OPFU 75% 85%  Below plan and target

Increase diagnostic activity to a minimum of 120% of pre-

pandemic levels across 2022/23
Diagnostic activity 120% 100%  Above plan, below target

Ambition Metric 23/10/22 30/10/22 06/11/22 13/11/22
Plan - Oct-

22
On Plan

Direction 

of travel
Risk Comments

Elimination of over 104 weeks as a priority by July 2022
104+ week waits 0 0 0 0 0   Medium Achieving plan, consistent trend over the last 4 weeks

Elimination of waits over 78 weeks by April 2023 78+ week waits 135 154 163 183 40   High Above plan, increasing trend over last 4 weeks

Elimination of waits over 52 weeks by March 2025
52+ week waits 1,888 1,950 2,027 2,082 640   High Above plan, increasing trend over last 4 weeks

Cancer
Return the cancer 62+ day waiting list to pre-pandemic levels 

by March 2023

Cancer 62+ day 

waiting list
336 311 300 304 132   High

Above plan, fluctuating trend over last 4 weeks; numbers are 

unvalidated

Long 

waiters

Activity

Systems will be able to earn additional elective finding based 

on delivery against an eqivalent value-based activity target of 

104% of the 2019/20 baseline

91.6% High

80.8% High

83.1% High

108.6% Medium

Regional view

Activity

Systems will be able to earn additional elective finding based 

on delivery against an eqivalent value-based activity target of 

104% of the 2019/20 baseline

Long 

waiters

CDDFT view

Oct-22 month end Risk
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Best Experience: Responsive – Theatre Utilisation

11

Commentary

These dashboards and charts are snapshots of
the sorts of data and information collected by
the theatre team.

These data show the reduction in theatre case
throughput since 2021, and the attempts to
replace these to ensure timely access to care
for Trauma and emergency, cancer, and long
waiting patients.

Theatre efficiency remains an area for
improvement, with the number of late starts
and early finishes being well above target.
This is despite a significant amount of work in
General Surgery, Plastic Surgery and
Ophthalmology to improve in this area.

ALL Sites

Area Target APR MAY JUN Q1 JUL AUG SEP Q2 OCT Description

Patient Safety

 01. Safety 23 20 14 57 17 14 5 36 No. Emerg OOH ops [End of anaesthetic between 12mn to 8am]

Pre-op Assessment 
5% 12.5% 19.2% 17.5% 16.4% 20.5% 17.9% 18.4% 19%  < 1 week

10% 37.1% 35.0% 30.8% 34.3% 32.4% 36.2% 31.9% 34% 1-2 weeks

20% 15.1% 13.3% 14.2% 14.2% 11.0% 13.2% 17.8% 14% 2-3 weeks

65% 35.3% 32.6% 37.6% 35.2% 36.1% 32.7% 31.8% 34% > 3 weeks

Theatre Efficiency

90% 40% 38% 39% 38.8% 39% 45% 41% 42% % of lists that started early or within 10 mins of start time

4% 5% 5% 5% 5.0% 5% 4% 4% 4% Late starts %  of time lost  

4% 51% 45% 41% 45.5% 40% 40% 40% 40% % of list finishing >  30 mins early 

4% 13% 11% 10% 11.1% 10% 10% 10% 10% % of time available lost  due to early finish

0 0 0 0 0 0 0 0 0 No. of  "all day" lists with more than 40 mins stop time during session

2% 17.2% 23.1% 20.4% 20.3% 29.4% 24.0% 24.0% 26% % of lists finishing > 10 mins overrun

2% 2.0% 3.1% 2.6% 2.6% 3.9% 2.9% 3.9% 4% List overuns % of time over

0 28 27 28 27.7 29 28 30 29.0 Start of Anaeasthetic > knife to skin (Average mins)

Theatre Activity

1459 1637 1563 4659 1534 1608 1505 4647 Total Patients - Daytime Sessions

383 442 473 1298 439 447 443 1329 Total Trauma Patients - Daytime Sessions

1076 1195 1090 3361 1095 1161 1062 3318 Total Elective Patients - Daytime Sessions

In-List Utilisation

05. ILU % 85.0% 58.1% 60.6% 65.2% 61% 64.0% 63.6% 64.0% 64% All day session - 60 minutes removed for lunch (Elective)

06. Avg Cases 2.43 2.42 2.49 2.45 2.59 2.58 2.67 2.61 Average cases per elective session

 Elective Sessions 410 444 416 1,270 408 406 386 1,200 Number of Elective Theatre Sessions

Trauma Sessions 221 247 248 716 231 234 239 704 Number of Trauma Theatre Sessions

Daycase > 24 hrs 20 29 27 25.33 31 31 26 29.33 Cases listed as Daycase but go onto stay 24hrs plus

County Durham And Darlington Foundation Trust
Theatre Utilisation  2022/23 - All Specs

02. Pre-op 

assessment

03. Efficiency

04. Activity

SubSpecialty 202103 202104 202105 202106 202107 202108 202109 202110 202111 202112 202201 202202 202203 202204 202205 202206 202207 202208 202209 202210

Cardiology 2 1 2 4 3 2 2 1 2 2 2 2

Community Dentist 3 9 12 14 14 14 9 11 9 6 7 13 13 7 12 8 14 9 11

Ent 6 34 33 43 42 38 41 38 41 40 31 29 36 37 38 36 33 34 30 24

General Emergencies 14 126 137 123 130 134 129 138 126 122 129 134 152 146 151 144 146 149 132 22

General Surgery 20 119 121 138 136 121 131 137 124 110 119 110 138 105 118 118 106 105 94 82

Gynaecology 7 46 41 47 52 44 47 44 44 47 46 46 57 44 42 45 40 48 45 17

Max-Fax / Oral 7 3 5 10 8 15 10 12 11 8 6 11 10 6 11 4 8 7 1

Obstetrics 1 58 51 65 70 57 77 69 68 54 55 44 62 57 58 61 53 61 57 4

Ophthalmology GA 1 13 19 12 11 11 14 8 8 10 9 9 5 5 8 7 7 8 6 24

Ophthalmology LA 6 34 28 37 34 35 37 34 41 37 36 34 46 38 36 34 31 36 34 5

Ortho Trauma 15 142 141 142 143 141 145 148 151 139 131 119 139 131 140 136 135 128 128 18

Orthopaedics 16 117 120 160 156 138 144 136 129 115 106 94 104 80 95 81 81 99 70 67

Pain Therapy 6 4 4 9 2 2 6 5 4 4 2 1 6 3 4 6 5

Plastic Trauma 2 14 14 18 14 22 17 18 17 16 16 15 16 14 16 15 17 17 15 2

Plastics GA 2 14 15 25 27 16 26 17 35 20 23 22 30 27 29 21 21 28 27 33

Plastics LA 5 41 44 49 61 64 62 86 64 75 59 69 65 57 57 60 69 50 64 5

Urology 2 14 13 17 16 14 13 17 11 10 12 17 20 12 17 12 12 15 15 7

Grand Total 100 796 797 901 929 862 911 919 886 816 793 765 897 770 831 792 773 801 740 311
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Best Experience: Responsive – Theatre Utilisation

12

Commentary

Elective cancellations
have reduced in
frequency recently, but
are still subject to risk in
specialties with
significant Trauma
caseloads and those with
a high proportion of
cancer.

Analysis for September
2022 shows that the two
most common reasons
were patient DNA and
the patient being unfit
for surgery. These
accounted for around 1
cancellation in 3.
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Best Outcomes: Safe

www.cddft.nhs.net13

Commentary

Incidents reported: This measure first triggered in April and was a result of increased ‘no harm’ reporting activity. The trend continues with the 
volume of incidents in October comparable to that in August and September. The previous deep dive indicated no cause for concern as the number 
of Serious Incidents and Never Events remains very low despite these increases.

Compliments: The volume remains low and subject to significant variation. New feedback capture mechanisms are planned for January 2023.

Patient Safety: The report shows the different types of Patient Safety reporting that has taken place during the period. These are new pilot 
measures to replace the recording of serious incidents <2 working days and the number of serious incident RCAs submitted <60 days. 

Please refer to the separate report covering HCAIs.

Reduction in Falls: Positively continues to show no material cause for concern. While Community falls have triggered a high incidence variation, 
performance is comparable to September. Performance remains above the Trust targets and will be kept under review. 

Performance Measure RO
Variation 

Indicator

Target 

Indicator
Target

Target 

Type

Clostridium difficile cases cumulative* NS Sep-22 35 Oct-22 39 - - 59 PA National

MRSA Bacteraemia cumulative* NS Sep-22 0 Oct-22 0 - - 0 National

MSSA cumulative* NS Sep-22 25 Oct-22 31 - - - -

Ecoli cumulative* NS Sep-22 179 Oct-22 194 - - - -

Never events NS Sep-22 0 Oct-22 0 0 National

Level 0 Patient Safety No Further Investigation required NS Sep-22 4 Oct-22 5 - - Local

Level 1 Patient Safety Investigations NS Sep-22 3 Oct-22 5 Local

Level 2 Patient Safety Reviews NS Sep-22 1 Oct-22 0 Local

Level 3 Patient Safety Thematic Reviews NS Sep-22 0 Oct-22 0 Local

Total number of incidents reported (Monitoring trends) NS Sep-22 2,167 Oct-22 2,189 - - Local

Compliments NS Aug-22 562 Sep-22 429 - - Local

Crude Mortality (rolling 12 months) NS May-22 4.06% Jun-22 4.07% - - -

HSMR (rolling 12 months) NS May-22 91.67 Jun-22 91.79 - - -

SHMI (rolling 12 months) NS May-22 110.33 Jun-22 110.79 - - -

Reduction in Falls - Acute (per 1000 beddays) (Cumulative) NS Sep-22 6.6 Oct-22 6.6 5.4 Local

Reduction in Falls - Community (per 1000 beddays) (Cumulative) NS Sep-22 7.5 Oct-22 7.6 6.0 Local

Grade 3 & 4  newly acquired avoidable pressure ulcers - Acute NS Sep-22 0 Oct-22 0 0 Monitoring

Grade 3 & 4  newly acquired avoidable pressure ulcers - Community NS Sep-22 0 Oct-22 0 0 Monitoring

Grade 2  newly acquired avoidable pressure ulcers - Acute NS Sep-22 1 Oct-22 3 0 Monitoring

Grade 2  newly acquired avoidable pressure ulcers - Community NS Sep-22 1 Oct-22 0 0 Monitoring

Last Period This Period

Infection Control/ Incident Reporting/ Mortality/ Harm Free Care Ite
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Best Employer | Best Efficiency: Well Led

www.cddft.nhs.net

Workforce:
- Budgeted Vacancies are calculated as the difference between Budget Establishment (Finance) and Contracted Staff In Post (ESR). 
- The overall Staff In Post (Actual) has increased throughout the financial year 21/22 by approx. 250 FTE.  This level is then being maintained in 22/23. In Oct 2022 there was an increase 

mainly within Nursing & Midwifery, Allied Health Professionals and Support to Clinical Staff
- Absence has increased from the previous month to 6.27%, the increase is reflected in both Long Term and Short Term Absence.  There has been an increase in Mental Health related 

absence and a slight increase in both MSK and COVID related absences. OH&W support remains at an enhanced level supplemented by the ICS mental health resilience hub resources.
- Appraisals continue to run below target levels, there has been a very small increase in compliance in October following a 4 month downward trend. Corporate departments have been 

asked to prioritise the completion of appraisals in advance of Care Group whose focus will be post EPR go live. Previous 2 years target for appraisals was adjusted to <95% due to Covid, 
95% target agreed for 22/23

- Core Essential Training has been below the 95% target for tenth month in a row. Previous 2 years target for CET was adjusted to <95% due to Covid, 95% target agreed for 22/23
- Voluntary turnover continues to be over the 9% target for 8th Month, however both voluntary and overall turnover have reduced in October. The highest known reason for leaving for 

the 12 months leading up to Mth 07 is ‘Work Life Balance’.  This accounts for 16.46% of all leavers in the period. Work continues with the retention strategy

www.cddft.nhs.net

Target Average 20/21 Average 21/22 Average 22/23 Nov-21 Dec-21 Jan-22 Feb-22 Mar-22 Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 2020/2022 Movement

Budgeted Establishment  - 6649.21 7149.26 7107.07 7220.85 7193.07 7225.91 7230.10 7156.41 7232.32 7044.15 7068.87 7046.08 7091.90 7107.24 7158.91

Total Contracted SIP 5913.08 6159.26 6280.14 6233.27 6224.20 6253.28 6255.78 6261.53 6233.65 6243.92 6272.27 6256.84 6255.20 6314.12 6384.96

Of Which Career Break 11.49 11.40 8.27 11.75 13.25 11.25 10.66 10.66 9.66 8.66 5.66 5.70 7.65 9.45 11.11

Of Which Maternity/Adoption 115.36 126.19 151.91 135.37 140.01 133.33 137.91 138.47 147.45 151.16 157.15 152.20 156.09 145.64 153.65

Of Which Other Unavailable 1.80 5.85 7.90 4.60 6.60 7.60 8.60 8.60 8.96 8.96 8.96 6.96 6.96 6.96 7.56

Available SIP 5784.44 6015.83 6112.06 6081.55 6064.34 6101.10 6098.61 6103.80 6067.58 6075.14 6100.50 6091.98 6084.50 6152.07 6212.64

Budgeted Vacancies 736.13 990.00 826.93 987.58 968.87 972.63 974.32 894.88 998.67 800.23 796.60 789.24 836.70 793.12 773.95

Lost Due To  Overall Sickness Absence - 365.43 421.37 392.28 428.14 465.13 605.84 459.23 449.24 440.51 376.05 386.16 437.40 366.90 349.44 389.53

Of Which MSK 51.09 62.03 54.28 71.15 69.13 64.67 53.67 45.78 43.69 47.39 45.14 51.17 59.02 65.83 67.72

Of Which COVID Related 89.16 77.91 81.81 53.52 72.77 240.99 117.70 114.14 129.24 68.04 84.80 131.59 69.36 42.45 47.22

Of Which Mental Health 108.92 116.20 98.08 107.64 129.78 119.58 125.02 110.48 92.83 93.56 101.27 104.17 94.31 90.44 109.96

Bank Usage 425.12 424.20 403.08 454.00 431.15 499.72 454.94 481.69 373.99 366.77 368.00 405.64 428.29 444.64 434.24

Agency Usage 78.86 67.07 71.90 59.81 72.22 68.88 71.11 57.31 67.34 70.15 68.94 78.70 67.86 74.98 75.34

In Month Starters 64.57 78.74 82.30 81.53 57.39 92.02 50.11 67.24 89.56 51.74 61.29 64.06 80.58 107.55 121.29

In Month Leavers 51.32 73.20 73.84 61.89 84.89 71.89 60.80 109.07 71.91 53.82 54.98 92.61 94.29 81.24 68.02

Staff Turnover Rate  FTE %  (Voluntary) 9% 7.10% 7.69% 9.62% 8.27% 8.58% 8.65% 8.89% 8.93% 9.16% 9.29% 9.40% 9.80% 10.21% 10.02% 9.45%

Staff Turnover FTE % (All) - 11.64% 12.74% 15.44% 13.33% 14.01% 14.03% 14.19% 15.10% 15.39% 15.51% 15.53% 16.01% 15.49% 15.32% 14.86%

Core Essential Training 95% 91.19% 94.75% 90.52% 95.08% 95.33% 94.89% 94.59% 94.16% 90.64% 90.40% 90.05% 90.63% 91.36% 90.92% 89.64%
Staff Appraisal 95% 69.43% 66.00% 66.05% 63.59% 64.78% 65.64% 65.86% 67.20% 66.99% 67.07% 65.68% 65.68% 65.62% 65.49% 65.82%

Sickness Absence Overall 4% 6.32% 6.99% 6.42% 7.04% 7.67% 9.93% 7.53% 7.36% 7.26% 6.19% 6.33% 7.18% 6.03% 5.68% 6.27%

Of Which MSK 0.88% 1.03% 0.89% 1.17% 1.14% 1.06% 0.88% 0.75% 0.72% 0.78% 0.74% 0.84% 0.97% 1.07% 1.09%

Of Which COVID Related 1.54% 1.29% 1.34% 0.88% 1.20% 3.95% 1.93% 1.87% 2.13% 1.12% 1.39% 2.16% 1.14% 0.69% 0.76%

Of Which Mental Health 1.88% 1.93% 1.60% 1.77% 2.14% 1.96% 2.05% 1.81% 1.53% 1.54% 1.66% 1.71% 1.55% 1.47% 1.77%

Sickness Absence Short Term 1.25% 2.18% 2.58% 2.82% 2.67% 2.87% 5.10% 2.99% 3.24% 3.41% 2.40% 2.81% 3.66% 2.40% 2.40% 2.65%

Sickness Absence Long Term 2.25% 4.14% 4.41% 3.60% 4.37% 4.80% 4.82% 4.55% 4.12% 3.84% 3.79% 3.52% 3.52% 3.63% 3.28% 3.62%

CDDFT Workforce Performance Overview
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Best Outcomes: Nurse Staffing
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Best Outcomes: Nurse Staffing
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Best Outcomes: Nurse Staffing 

www.cddft.nhs.net
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Best Outcomes: Nurse Staffing 

www.cddft.nhs.net
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www.cddft.nhs.net

Best Outcomes: Nurse Staffing –
Ward Sr. commentary on <80% or >120% staffing levels

Oct-22

RN 

Average

HCSW 

Average

RN 

Average

HCSW 

Average

Ward name

fill rate - 

registered 

nurses/ 

midwives 

(%)

fill rate - 

care staff 

(%)

fill rate - 

registered 

nurses/ 

midwives 

(%)

fill rate - 

care staff 

(%)
< 80% or Over 120% Comments

C-Hosp CLS Ward 1 105.7% 96.8% 108.3% 126.6%

HCSW night fill rate - bed capacity increased from 16 to 18 (escalation beds) so extra HCSW per shift 

has been put in place to keep patients safe along with additional usage due to increased acuity and 

dependency particularly patients requiring enhanced observations to keep them safe. 

C-Hosp Richardson Starling Ward112.3% 150.1% 100.0% 223.3%

HCSW day/ night fill rate - bed capacity increased from 16 to 19 for most of the month  (escalation 

beds) so extra HCSW per shift has been put in place to keep patients safe along with additional usage 

due to increased patient dependency. 

C-Hosp Sedgefield Wards 103.6% 144.6% 100.0% 205.8%

HCSW day/ night fill rate - bed capacity increased from 16 to 19 for most of the month (escalation 

beds) so at least one extra HCSW per night shift has been put in place to keep patients safe along with 

additional usage due to increased patient dependency. 

C-Hosp Shotley Bridge - Ward 2 115.9% 112.7% 104.8% 142.4%
HCSW night fill rate - the ward has experienced higher than usual numbers of patients who required 

enhanced observations to keep them safe. 

C-Hosp Weardale 96.8% 123.7% 95.2% 98.4%

HCSW day fill rate - bed capacity increased from 16 to 19 for most of the month (escalation beds) so at 

least one extra HCSW per day shift has been put in place to keep patients safe along with additional 

usage due to increased patient dependency. 

Critical Care DMH 84.6% 74.7% 93.5% 87.1%

HCSW night fill rate - attributable to vacancy and sickness. 2 x apprentice HCSWs have been employed 

to fill vacancies but are awaiting clearances and start dates. Bank is used to fill any gaps when 

appropriate - there were no patient safety concerns as a consequence of the low fill rate in October. 

Bed occupancy 59.82%. Additionally the HCSW staff do not give direct patient care in critical care 

therefore the dip in cover generally does not have a direct implications on care or patient safety. The 

team are using the best practice principles and critical care risk assessment tool to support 

communication and decisions between nurse in charge and patient flow/management when requests 

for help are made.

ITU UHND 64.5% 103.6% 71.7% 71.0%

RN day/ night fill rate - attributable to sickness, maternity leave and unexpected short notice leave. 

Two staff on maternity leave and two on long term sick have since returned. Ward manager reports 

reduced patient admissions to the unit and overall bed occupancy was 45.48%  which has mitigated 

the potential risk of these fill rates. HCSW night fill rate - HCSW do not give direct patient care in critical 

care therefore the dip in cover generally does not have direct implications on care or patient safety. No 

incident reports submitted which allude to staffing concerns. Whilst these numbers do fall below the 

thresholds the numbers have improved from last month and the ward manager reports this 

improvement should continue as recent RN appointments are now out of the supernumery period and 

there are further interviews taking place this month along with the arrival of international nurses who 

are undergoing their OSCE's. With so many new recruits skill mix is a concern and this is being 

monitored daily.    

Day Night
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Best Outcomes: Nurse Staffing –
Ward Sr. commentary on <80% or >120% staffing levels

Oct-22

RN 

Average

HCSW 

Average

RN 

Average

HCSW 

Average

Ward name

fill rate - 

registered 

nurses/ 

midwives 

(%)

fill rate - 

care staff 

(%)

fill rate - 

registered 

nurses/ 

midwives 

(%)

fill rate - 

care staff 

(%)
< 80% or Over 120% Comments

Neonatal Unit Trust Wide 97.3% 81.3% 102.2% 30.7%

HCSW night fill rate - currently HCSW only used on night shift when clinical activity is high, a business 

case is currently submitted to include a HCSW 24/7. To mitigate risk the HCSW based at DMH is used 

flexibly across the two sites dependent on the activity at the time. Bed occupancy 40.05%. No incident 

reports allude to staffing issues. 

SAU UHND 132.1% 116.3% 123.4% 141.4%
RN day / night & HCSW night fill rate - bed capacity currently increased from 34 to 42 beds - the 

additional RN/ HCSW's are required to support the safe staffing of these escalation beds. 

Treetops UHND 69.9% 101.0% 89.9% 93.3%

RN day fill rate - attributable to sickness and vacancies created by a number of RN's leaving 

employment during October. The executive team were aware of this in advance and every effort was 

put in place to cover the shortfall but the uptake was poor. To mitigate the risk to some degree staff 

were moved from other areas to support when required. A number of RN's have been recruited who 

are currently working supernumery and these will be included in the staffing numbers soon. 

Additionally 8 internationally qualified nurses have been recruited, 3 of whom are already working on 

the ward supernumery working towards their OSCE assessments. 3 incident reports were completed 

but there was no patient harm. 

Ward 04 Stroke Rehab Unit BAGH121.1% 110.9% 133.9% 129.7%

RN day/ night fill rate / HCSW night fill rate - the ward persistently has 6-8 escalation beds open 

requiring additional RN's and HCSW's to maintain patient safety.  An additional HCSW has also been 

required for a patient who has a long LOS and requires 1:1 care. 

Ward 07 BAGH 122.4% 82.3% 100.0% 97.7%
RN day fill rate - attributable to HCA vacancies, maternity leave and long term sickness. The HCA shifts 

have been put out to bank but not always filled so additional RN's have been used to mitigate the risk 

of the HCA shortfall.  

Ward 10 UHND 74.8% - 59.5% -

RN day/ night fill rate - attributable to vacancies on top of a local and national shortage of midwives. 

This is enhanced due to sickness and maternity leave. The department manager reports that nationally 

standards allow for 10% of the midwifery workforce to be considered as Maternity Support Workers 

(MSW) but this is dependent on a MSW being on duty. Despite this being the practice the use of MSW 

to mitigate risk is not currently reflected on the ward 10 report - a meeting was scheduled to take this 

forward however this had to be rearranged due to conflicting clinical priorities. Bed occupancy 

74.05%. Any patient safety concerns are escalated and the matron and HOM are aware. 4 incidents in 

relation to staffing reported in October - no harms identified but are currently under full review. The 

Maternity quality improvement programme (MQIP) has a sub QI programme based on workforce and 

roster management and fill rate are centre within this QI programme to maximise efficiencies within 

the roster. In addition the service has reviewed the midwifery model further , influenced by the 

thoughts of clinical staff to create an alternative way of staffing the service to close roster gaps.  This 

transformation to mitigate staffing pressures has be agreed by the Trust Board. A wider piece of work 

is underway with regards to midwifery staffing and workforce which includes an recruitment 

campaign that is utilising an external PR company, innovations being developed to implement diversity 

in midwifery, and financial support for international recruitment. The progress of all of this 

interventions or innovations are being monitored through the MQIF workforce group and reported 

into the executive MQIF panel. 
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Best Outcomes: Nurse Staffing –
Ward Sr. commentary on <80% or >120% staffing levels

Oct-22

RN 

Average

HCSW 

Average

RN 

Average

HCSW 

Average

Ward name

fill rate - 

registered 

nurses/ 

midwives 

(%)

fill rate - 

care staff 

(%)

fill rate - 

registered 

nurses/ 

midwives 

(%)

fill rate - 

care staff 

(%)
< 80% or Over 120% Comments

Ward 11 SEU DMH 103.8% 139.1% 76.7% 100.0%

HCSW day fill rate - HCSW establishment for 8 beds though currently operating at 16 beds so 

additional HCSW required to maintain patient safety. RN night fill rate - attributable to sickness. Shifts 

were sent to bank although not always filled. Reduced patient numbers mitigated this risk to some 

degree. There a number of occasions where there was only 1 nurse on night shift - at times of concern 

the ward manager reports support was received from other areas but this short term redeployment 

was not captured on Healthroster. There are no incident reports which allude to concerns about safe 

staffing.   

Ward 15 ESU UHND 81.8% 100.9% 137.5% 106.3%
RN night fill rate - additional RN's required due to 1-1 requirement of some post operative surgical 

patients. 

Ward 18 DSU BAGH 63.4% 72.2% 82.0% 64.5%

RN/ HCSW day/ HCSW night fill rate - ward was in temporary accommodation at UHND. Staffing 

against acuity and dependency is reviewed daily and staff are deployed accordingly and any concerns 

escalated to matron when required for wider consideration. The ward manager reports however the 

risk was mitigated by reduced patient numbers in anticipation of the move back to the permanent 

base. Bed occupancy 19.77%. She had no patient safety concerns and no incident reports alluding to 

staffing were submitted. The ward has since moved back to base.   

Ward 31 Orthopaedic Unit DMH 99.0% 160.2% 94.0% 169.4%

HCSW day/ night fill rate - attributable to sickness and additional demand caused by an unusual 

amount of patients who required various levels of enhanced observations to maintain their safety 

during October. Additionally there are outstanding vacancies on the ward which have been advertised 

and following escalation a meeting between the ward manager, matron and service manager has 

taken place to discuss the more than usual numbers of patients who required enhanced observations. 

Support from other areas has been required and when bank shifts have not been picked up the shifts 

have been sent to agency also. RN's have also been used to support the HCA shortfall when able. As 

such there was a number of incident reports submitted during October which highlighted staffing 

concerns, these are currently undergoing full review by the team to identify any lessons and actions 

which need to be put in place. 

Ward 33 DMH 80.7% 98.2% 80.7% 120.8%

HCSW night fill rate - additional hours required to maintain the safety of patients who required 

enhanced observations to maintain their safety. Additional HCSW were also used to mitigate some risk 

created by an RN shortfall. 

Ward 44 DMH 125.5% 92.4% 99.2% 103.2% RN day fill rate - attributable to 2 new staff who are supernumery being allocated RN optional shifts. 

Ward 51 Gastro DMH 123.1% 81.1% 101.6% 97.8%

RN day fill rate - Staffing reviewed frequently - due to patient acuity and dependency deemed 

additional RN required to support patient safety on day shift. Under recruited to HCSW posts to 

support this approach and when required additional HCSW shifts sent to bank. 

Ward 62 DMH 113.7% 189.3% 111.5% -

HCSW day fill rate - ward establishment for 6 beds but required to escalate up to 16 so additional 

HCSW support in place to maintain patient safety. There is also a HCSW who is required to work in a 

clerical role currently and so further additional demand has been in place. 
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Best Outcomes: Nurse Staffing

Staffing levels Commentary:

• Actual RN & HCA hours as percentages of the planned hours have remained fairly static this month with RN hours well above 90% and HCA hours 

above 100% - the HCA hours are reflective in some way of the additional demand caused by patients who require enhanced observations to maintain 

their safety. 

• To give some additional context a new line has been added to the graph which demonstrates bed occupancy for the month.  

Ite
m

 1
0i

i -
 IQ

P
R

B
oa

rd
 O

P
A

C
 N

ov
22

Page 341 of 412



Best Outcomes: Nursing & Midwifery Staffing

www.cddft.nhs.net

Staffing levels Commentary: 

• Budgeted vacancies for RN’s in October 2022 sat at 275.96 WTE. There were 114.87 WTE in process leaving a 
current NET position of 161.09 WTE vacancies which is a reduction from last month.  

• Budgeted vacancies for HCSW’s in October 2022 were 115.30 WTE, this reduction from last month is as a result of 
the internationally educated nurses who are in place awaiting their OSCE examinations so currently sit on the HCSW 
line

Internationally Educated Staff Recruitment:

• Cohort 12 arrived August - 13 Adult Nurses, OSCE completed and examination completed October 2022 at 
Northumbria University. Unfortunately low pass rate so OSCES are in process of being re-booked. 

• Cohort 13 arrived on 20th September - 23 Nurses 20 adult, 3 paediatric
• Cohort 14 arrived on 19th October – 34 nurses 31 adult, 3 paediatric
• Cohort 15 arrived on 16th November 33 nurses arrived 3 nurses: 2 adult 1 paediatric are delayed
• Currently 97 International Nurses in the country with 3 planned to arrive 25 November = 100 in total
• CDDFT have been successful with funding to support AHP recruitment (10 radiographers, 2 Occupational Therapists, 

2 Podiatry)
• Midwifery - NHSE have extended the programme to December 2023 recognising challenges with midwives being 

prepared for travel, the business case is currently in development following our successful EOI
• Further funding has also been provided from NHSE to support recruitment of Internationally Educated Nurses in 

quarter 4 – the business case for this is also being developed
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Best Outcomes: Nursing & Midwifery Staffing

www.cddft.nhs.net

Graduate Recruitment:

• 40 adult students qualifying in January 2023. 2 students relocating, the remaining 38 offered posts within the trust
• Posts have been offered to 5 paediatric students, 4 have declined. Work is ongoing in paediatrics regarding recruitment
• Midwifery have recruited 2 midwives for January and a Midwifery Recruitment and Retention lead is now in post. 
• All 4 (adult)University of Sunderland graduates for April 2023 have been engaged with the recruitment process and a 

new process will be trialled in January with recruitment to aid the speed of pre employment checks.
• There are 9 OU RNDA graduating in spring 2023 and all have posts within the trust.

Nursing Associate Apprentices:

• 3 intakes of 10 Nurse Associate Apprentices have been agreed over the next 12 months.  Interviews completed for 
December intake.

• Currently all those qualifying in September 2022 have been allocated posts and have attended Preceptorship SIM day.
• Additional communication has been circulated to advise how to transfer from Assistant Practitioner to Nursing 

Associate and the application process.

HCSW – New to Care:

• Cohort 1 – 53 Still in employment, Care certificate completed and ongoing with the rest of level 3 , 24 are interested to 
progress to the Nursing Associate Apprenticeship when they complete.

• Cohort 2 - 6 were appointed, 4 are in post, 1 has left and one other decided not to commence employment following 
recruitment clearance.

• HEE funding is allowing a further 35 New to Care HCSW to be recruited via a new campaign. Currently exploring New 
College, Durham to support the recruits through their Care Certificate with continued discussions.

• CDDFT have been successful in obtaining bid from NHSE/I to lead an ICS recruitment campaign to support HCSW new to 
care
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Best Outcomes: Midwife Staffing- DMH

Commentary:
• The above demonstrates that the staffing establishment in relation to acuity was met on 50% of recorded occasions during October 2022.  It 

has also identified the time periods where it has not met. 
• Currently performing elective CS in main theatre on a Monday & Thursday (theatre provide scrub). Elective CS’s also carried out on additional 

days on labour ward, when they cannot be accommodated as part of CS lists, in this instance the midwife is used for scrub element. During 
October, there was 1 recorded delay to elective CS. The LSCS rate in October was 31.5%.

• Induction of labour rate was 39%. There were 25 delays to inductions of labour. Delays can be attributed to levels of acuity/staffing 
shortages/Emergency C/S and are to maintain patient safety. 

• Sudden staff sickness: 4 episodes recorded. Long term sickness 1 staff member. 1 staff career break.  3 Isolation recorded.  15 occasions 
recorded where shifts were not filled. 

• Redeployment of staff across department/units during increased activity = 17 occasions (125.9 hours). This includes movement across the acute 
areas but also from infinity and specialist midwife teams into the acute wards. Ward 61 RM fill rate remained within the safe threshold 
parameters. 7 occasions midwives used for scrub.  2 x Internal divert. 2 x External diverts. Co-ordinator not supernumerary - 33 episodes 
recorded. 

• Infinity teams. Infinity BA availability: 27  out of possible 31 days  were covered with BA and on call  15 out of possible 31 days.
• PIT meetings occur on a daily basis and are reported to the regional team.
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DMH Delivery Suite Monthly Acuity Tool Report October 2022.  Deliveries  146 
DATA COLLECTION COMPLIANCE: 98% (FOR DATA TO HAVE TRUE VALUE COMPLIANCE NEEDS TO BE ABOVE 85%)

Green - Met acuity of 
current staffing 
establishment
Amber - up to 2 midwives 
short on current staffing 
establishment
Red  - More than 2 midwife 
shortfall
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Best Outcomes: Midwife Staffing, UHND

Commentary:
• The above demonstrates that the staffing establishment in relation to acuity was met on 62% of recorded occasions during October. It has also 

identified the time periods where it has not met. 
• The elective LSCS lists that operate on a Tuesday and Thursday morning in main theatre are populated first, with the aim to reduce the amount of 

sections carried out on delivery suite, the LSCS rate was 31%. Elective C Sections delayed 2 times but from obstetric theatre not main theatre. 
• Induction of labour rate was 46% and IOL was delayed 10 times to maintain safe acuity.
• Sudden staff sickness:  0 episodes recorded. Long term sickness 3 staff. 7 occasions recorded where shifts were not filled. 
• Redeployment of staff across department/units during increased activity = 22 occasions (158.5 hours). This includes movement across the acute areas 

but also from infinity and specialist midwife teams into the acute wards. The charts above do not reflect acuity on ward 10 (post natal) - during October 
the RM fill rate fell below the 80% threshold. To mitigate this risk to some degree MCA’s are used to support the ward however this is not reflected in 
current safe staffing reports – this is currently in the process of being addressed and will be reflected in future reports. 

• Maternity leave x 5. COC teams initially established across patch though from 7th November a new hybrid staffing model will be implemented, the 
teams will combine and have caseloads and support the acute wards with rostered shifts (mostly days). The exception being Consett COC team who 
will not be used for escalation. 

• 5 newly qualified midwives being supported by the practice development team currently in supernumery period. 
• Midwives scrubbed in theatre 20 times when acuity was recorded. Labour ward coordinators not supernumerary 11 times at the time of recording 

acuity
• 3 diverts in October, 2 of which were regional. PIT meetings occur on a daily basis and are reported to the regional team. 
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UHND Delivery Suite Monthly Acuity Tool Report October  2022:  208 deliveries
DATA COLLECTION COMPLIANCE: 96.5% (FOR DATA TO HAVE TRUE VALUE COMPLIANCE NEEDS TO BE ABOVE 85%)

Green - Met acuity of 
current staffing 
establishment
Amber - up to 2 midwives 
short on current staffing 
establishment
Red  - More than 2 midwife 
shortfall
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Best Outcomes: Midwifery Staffing Summary

www.cddft.nhs.net

DMH

Sept Oct

Deliveries 151 146

Acuity 
MET

55% 50%

UHND

Sept Oct

Deliveries 195 208

Acuity 
MET

63% 62%

DMH UHND

September October September October

Delays to LSCS 6 1 2

LSCS rate 38% 31.5% 31% 31%

IOL rate 50% 39% 44% 46%

IOL delays 40 25 6 10

Sickness STS
 LTS
 Career Break
 Mat leave

0
3
1
1

4
1
1

3
4

5

0
3

5

Shifts not filled 23 15 8 7

Redeployment 
across all areas

45
(318 hours)

17 occasions
(125.9 hours)

35
22 occasions
(158.5 hours)

Ante/ post natal 
ward RM fill rate

Day – 93%
Night – 104%

Day – 92%
Night – 98%

Day – 81%
Night – 67%

Day – 75%
Night – 60%

Midwives scrubbed 
in theatre

6 7 16 20

Internal diverts
External diverts

3
0

2
2

0
0

1
2

Coordinator not 
supernumery

31 33 6 11
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Rolling Hours Balances – October 2022

www.cddft.nhs.net

Care Group
Hours Owed by 

staff 
% Hours Owed

Hours Owing to 

Staff 
% Hours Owing Total Hours 

Community Services 2286.97 15.04% -2041.73 14.45% 245.23

Corporate 238.35 1.57% -586.05 4.15% -347.70

CSS 551.72 3.63% -558.12 3.95% -6.40

Family Health 3245.85 21.34% -4122.82 29.18% -876.97

IMS 4815.62 31.66% -4009.68 28.38% 805.93

Surgery 4072.07 26.77% -2810.68 19.89% 1261.38

Total Hours Owed / Owing 15210.57 -14129.08 1081.48

The rolling balance has changed from a negative 
balance to a positive balance but the number 
remains fairly static. Similar to last month 35% 
of these balances are by staff who owe/are 
owed under/ over 10 hours which is to be 
expected with the current rolling nature of the 
nursing shift patterns. 

Further focus is required on addressing the 
remaining rolling hours balances across the 
organisation, particularly by some non inpatient 
areas and specialist teams. Priority areas for 
focus have been identified and additional 
support from the Healthroster team is being 
offered to these areas who have particularly 
high balances. Additionally the whole months 
data is currently being sent out to care group 
ADN’s and matrons with a request for increased 
attention and monitoring over the next quarter. 
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Best Outcomes: Safe Staffing Bank RN fill rates

www.cddft.nhs.net

RN Bank fill rates: 

RN demand has increased which has resulted in a slight decrease in RN bank and agency fill rates. 
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Best Outcomes: Safe Staffing Bank HCSW fill rates

HCA  Bank fill rates

HCA demand has increased which has resulted in a slight decrease in both bank and agency fill rates.
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Best Outcomes: Safe Staffing Composition 
Temporary v. substantive

RN Bank fill rates :
RN substantive fill rate 
percentage has reduced 
slightly this month 
against bank and agency 
fill rate percentages

HCA Bank fill rates :
HCSW substantive fill 
rate percentage has 
increased slightly which 
has resulted in a 
decrease in both bank 
and agency fill rate 
percentages.  
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Best Employer | Best Efficiency: Well Led

www.cddft.nhs.net

Workforce:
- Budgeted Vacancies are calculated as the difference between Budget Establishment (Finance) and Contracted Staff In Post (ESR). 
- The overall Staff In Post (Actual) has increased throughout the financial year 21/22 by approx. 250 FTE.  This level is then being maintained in 22/23. In Oct 2022 there was an increase 

mainly within Nursing & Midwifery, Allied Health Professionals and Support to Clinical Staff
- Absence has increased from the previous month to 6.27%, the increase is reflected in both Long Term and Short Term Absence.  There has been an increase in Mental Health related 

absence and a slight increase in both MSK and COVID related absences. OH&W support remains at an enhanced level supplemented by the ICS mental health resilience hub resources.
- Appraisals continue to run below target levels, there has been a very small increase in compliance in October following a 4 month downward trend. Corporate departments have been 

asked to prioritise the completion of appraisals in advance of Care Group whose focus will be post EPR go live. Previous 2 years target for appraisals was adjusted to <95% due to Covid, 
95% target agreed for 22/23

- Core Essential Training has been below the 95% target for tenth month in a row. Previous 2 years target for CET was adjusted to <95% due to Covid, 95% target agreed for 22/23
- Voluntary turnover continues to be over the 9% target for 8th Month, however both voluntary and overall turnover have reduced in October. The highest known reason for leaving for 

the 12 months leading up to Mth 07 is ‘Work Life Balance’.  This accounts for 16.46% of all leavers in the period. Work continues with the retention strategy

www.cddft.nhs.net

Target Average 20/21 Average 21/22 Average 22/23 Nov-21 Dec-21 Jan-22 Feb-22 Mar-22 Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 2020/2022 Movement

Budgeted Establishment  - 6649.21 7149.26 7107.07 7220.85 7193.07 7225.91 7230.10 7156.41 7232.32 7044.15 7068.87 7046.08 7091.90 7107.24 7158.91

Total Contracted SIP 5913.08 6159.26 6280.14 6233.27 6224.20 6253.28 6255.78 6261.53 6233.65 6243.92 6272.27 6256.84 6255.20 6314.12 6384.96

Of Which Career Break 11.49 11.40 8.27 11.75 13.25 11.25 10.66 10.66 9.66 8.66 5.66 5.70 7.65 9.45 11.11

Of Which Maternity/Adoption 115.36 126.19 151.91 135.37 140.01 133.33 137.91 138.47 147.45 151.16 157.15 152.20 156.09 145.64 153.65

Of Which Other Unavailable 1.80 5.85 7.90 4.60 6.60 7.60 8.60 8.60 8.96 8.96 8.96 6.96 6.96 6.96 7.56

Available SIP 5784.44 6015.83 6112.06 6081.55 6064.34 6101.10 6098.61 6103.80 6067.58 6075.14 6100.50 6091.98 6084.50 6152.07 6212.64

Budgeted Vacancies 736.13 990.00 826.93 987.58 968.87 972.63 974.32 894.88 998.67 800.23 796.60 789.24 836.70 793.12 773.95

Lost Due To  Overall Sickness Absence - 365.43 421.37 392.28 428.14 465.13 605.84 459.23 449.24 440.51 376.05 386.16 437.40 366.90 349.44 389.53

Of Which MSK 51.09 62.03 54.28 71.15 69.13 64.67 53.67 45.78 43.69 47.39 45.14 51.17 59.02 65.83 67.72

Of Which COVID Related 89.16 77.91 81.81 53.52 72.77 240.99 117.70 114.14 129.24 68.04 84.80 131.59 69.36 42.45 47.22

Of Which Mental Health 108.92 116.20 98.08 107.64 129.78 119.58 125.02 110.48 92.83 93.56 101.27 104.17 94.31 90.44 109.96

Bank Usage 425.12 424.20 403.08 454.00 431.15 499.72 454.94 481.69 373.99 366.77 368.00 405.64 428.29 444.64 434.24

Agency Usage 78.86 67.07 71.90 59.81 72.22 68.88 71.11 57.31 67.34 70.15 68.94 78.70 67.86 74.98 75.34

In Month Starters 64.57 78.74 82.30 81.53 57.39 92.02 50.11 67.24 89.56 51.74 61.29 64.06 80.58 107.55 121.29

In Month Leavers 51.32 73.20 73.84 61.89 84.89 71.89 60.80 109.07 71.91 53.82 54.98 92.61 94.29 81.24 68.02

Staff Turnover Rate  FTE %  (Voluntary) 9% 7.10% 7.69% 9.62% 8.27% 8.58% 8.65% 8.89% 8.93% 9.16% 9.29% 9.40% 9.80% 10.21% 10.02% 9.45%

Staff Turnover FTE % (All) - 11.64% 12.74% 15.44% 13.33% 14.01% 14.03% 14.19% 15.10% 15.39% 15.51% 15.53% 16.01% 15.49% 15.32% 14.86%

Core Essential Training 95% 91.19% 94.75% 90.52% 95.08% 95.33% 94.89% 94.59% 94.16% 90.64% 90.40% 90.05% 90.63% 91.36% 90.92% 89.64%
Staff Appraisal 95% 69.43% 66.00% 66.05% 63.59% 64.78% 65.64% 65.86% 67.20% 66.99% 67.07% 65.68% 65.68% 65.62% 65.49% 65.82%

Sickness Absence Overall 4% 6.32% 6.99% 6.42% 7.04% 7.67% 9.93% 7.53% 7.36% 7.26% 6.19% 6.33% 7.18% 6.03% 5.68% 6.27%

Of Which MSK 0.88% 1.03% 0.89% 1.17% 1.14% 1.06% 0.88% 0.75% 0.72% 0.78% 0.74% 0.84% 0.97% 1.07% 1.09%

Of Which COVID Related 1.54% 1.29% 1.34% 0.88% 1.20% 3.95% 1.93% 1.87% 2.13% 1.12% 1.39% 2.16% 1.14% 0.69% 0.76%

Of Which Mental Health 1.88% 1.93% 1.60% 1.77% 2.14% 1.96% 2.05% 1.81% 1.53% 1.54% 1.66% 1.71% 1.55% 1.47% 1.77%

Sickness Absence Short Term 1.25% 2.18% 2.58% 2.82% 2.67% 2.87% 5.10% 2.99% 3.24% 3.41% 2.40% 2.81% 3.66% 2.40% 2.40% 2.65%

Sickness Absence Long Term 2.25% 4.14% 4.41% 3.60% 4.37% 4.80% 4.82% 4.55% 4.12% 3.84% 3.79% 3.52% 3.52% 3.63% 3.28% 3.62%

CDDFT Workforce Performance Overview

C
D

D
FT

Ite
m

 1
0i

i -
 IQ

P
R

B
oa

rd
 O

P
A

C
 N

ov
22

Page 351 of 412



Best Employer | Best Efficiency: Well Led

www.cddft.nhs.netwww.cddft.nhs.net

Ite
m

 1
0i

i -
 IQ

P
R

B
oa

rd
 O

P
A

C
 N

ov
22

Page 352 of 412



Best Employer | Best Efficiency: Well Led

www.cddft.nhs.net

Workforce:
- WTE Substantive, includes both CDDFT and SCL
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NHSi PWR Return – Headline Figures

Actual Actual Actual Actual Actual Actual Actual Actual Actual Actual Actual Actual Actual

31/10/2021 30/11/2021 31/12/2021 31/01/2022 28/02/2022 31/03/2022 30/04/2022 31/05/2022 30/06/2022 30/07/2022 30/08/2022 30/09/2022 31/10/2022

Month 7 Month 8 Month 9 Month 10 Month 11 Month 12 Month 1 Month 2 Month 3 Month 4 Month 5 Month 06 Month 07

WTE WTE WTE WTE WTE WTE WTE WTE WTE WTE WTE WTE WTE

Total non medical - clinical substantive staff 5,161.58 5,195.34 5,187.01 5,211.46 5,204.17 5,208.80 5,193.18 5,194.31 5,211.85 5,194.68 5,194.15 5,227.29 5,291.66

Total non medical - non-clinical substantive staff 957.25 952.16 963.18 957.07 960.60 962.86 956.15 960.94 960.44 966.71 959.61 970.16 953.34

Total medical and dental substantive staff 486.75 492.60 492.31 493.43 498.86 503.88 505.51 505.10 507.69 506.56 514.70 524.79 530.96

Total WTE substantive staff 6,612.58 6,647.10 6,649.50 6,668.96 6,670.63 6,682.54 6,661.84 6,667.35 6,686.98 6,674.95 6,675.46 6,729.24 6,782.96

Bank staff 406.22 453.42 430.40 499.18 454.23 481.03 289.29 365.98 341.03 405.08 428.03 444.30 433.81

Agency staff (including, agency and contract) 65.24 59.81 72.22 68.88 70.91 73.59 63.15 70.15 68.94 78.70 67.83 75.27 75.34

Total WTE all staff 7,084.04 7,160.33 7,152.12 7,237.02 7,195.77 7,237.16 7,014.28 7,103.48 7,096.95 7,158.73 7,171.32 7,248.81 7,292.11

SUMMARY STAFF WTE DETAIL
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Workforce:
- Starters & Leavers Information Month 07 September 2022
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HC FTE HC FTE

Add Prof Scientific and Technic 2 1.60 3 2.80

Additional Clinical Services 54 51.00 22 19.09

Administrative and Clerical 17 14.76 16 13.55

Allied Health Professionals 11 10.30 8 6.51

Medical and Dental 10 9.00 3 2.20

Nursing and Midwifery Registered 37 34.63 31 23.88

Total 131 121.29 83 68.03

Starters & Leavers - Staff Group

Staff Group
Starters LeaversN&M Leaver Reasons HC FTE

Retirement Age 6 3.59

Employee Transfer 3 2.80

Voluntary Resignation - Promotion 3 2.65

Voluntary Resignation - Relocation 3 2.64

Voluntary Resignation - Work Life Balance 3 2.64

Retirement - Ill Health 2 1.00

Voluntary Resignation - Better Reward Package 2 1.64

Voluntary Resignation - Other/Not Known 2 1.96

Dismissal - Capability 1 1.00

Flexi Retirement 1 1.00

Voluntary Early Retirement - no Actuarial Reduction 1 1.00

Voluntary Resignation - Adult Dependants 1 0.32

Voluntary Resignation - Child Dependants 1 0.60

Voluntary Resignation - Health 1 0.40

Voluntary Resignation - Incompatible Working Relationships 1 0.64

Total 31 23.88

Nursing & Midwifery - Leaving Reasons

All Staff Leaver Reasons HC FTE

Voluntary Resignation - Other/Not Known 14 12.61

End of Fixed Term Contract 10 7.64

Voluntary Resignation - Work Life Balance 9 7.84

Retirement Age 8 5.12

Voluntary Resignation - Relocation 6 5.60

Employee Transfer 5 4.80

Voluntary Resignation - Promotion 5 4.65

Retirement - Ill Health 4 2.60

Voluntary Resignation - Health 4 3.16

Voluntary Resignation - Better Reward Package 3 2.44

Voluntary Resignation - Child Dependants 3 1.77

Flexi Retirement 2 1.73

Voluntary Early Retirement - no Actuarial Reduction 2 1.65

Voluntary Resignation - Incompatible Working Relationships 2 1.44

Voluntary Resignation - Lack of Opportunities 2 2.00

Voluntary Resignation - To undertake further education or training 2 1.64

Dismissal - Capability 1 1.00

Voluntary Resignation - Adult Dependants 1 0.32

Total 83 68.03

All Staff - Leaving Reasons
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RN Vacancies v Establishment:
There has been a further reduction in RN vacancies in month 7 in comparison to month 6, current budgeted vacancies are 275.96 when taking into consideration those 
awaiting commencement (114.87) leaving the NET position of 161.09, of these 112.45 WTE are at band 5

All of our 100 expected internationally educated nurses will have by end of November 2022.   A further expression of interest for funding to NHSE has been approved to 
continue with RN recruitment in quarter 4. As our internationally educated nurses arrive as band 4 the impact of them on these vacancies will not be realised until NMC 
registration is confirmed and unfortunately the first time success rate at OSCE has not been as successful this year to date and discussions are being held with NMC and 
Northumbria in regards to this. 
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Health Care Support Workers (HCSWs) Vacancies v Establishment:

There are 115.30 budgeted HCSW vacancies.  There are 93.40 who are currently in the recruitment process leaving a NET position of 21.90 WTE HCSW vacancies

The total numbers as demonstrated above must be considered with some caution as the continued reduction in HSCW vacancies in October is as a result of the arrivals of 
internationally educated nurses who until completion of OSCE are commenced as Band 4 staff and the shift to RNs is unlikely to be seen until early 2023
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Workforce:
- WTE Substantive, includes both CDDFT and SCL

www.cddft.nhs.net

NHSi PWR Return – Headline Figures

Actual Actual Actual Actual Actual Actual Actual Actual Actual Actual Actual Actual Actual

31/10/2021 30/11/2021 31/12/2021 31/01/2022 28/02/2022 31/03/2022 30/04/2022 31/05/2022 30/06/2022 30/07/2022 30/08/2022 30/09/2022 31/10/2022

Month 7 Month 8 Month 9 Month 10 Month 11 Month 12 Month 1 Month 2 Month 3 Month 4 Month 5 Month 06 Month 07

WTE WTE WTE WTE WTE WTE WTE WTE WTE WTE WTE WTE WTE

Total non medical - clinical substantive staff 5,161.58 5,195.34 5,187.01 5,211.46 5,204.17 5,208.80 5,193.18 5,194.31 5,211.85 5,194.68 5,194.15 5,227.29 5,291.66

Total non medical - non-clinical substantive staff 957.25 952.16 963.18 957.07 960.60 962.86 956.15 960.94 960.44 966.71 959.61 970.16 953.34

Total medical and dental substantive staff 486.75 492.60 492.31 493.43 498.86 503.88 505.51 505.10 507.69 506.56 514.70 524.79 530.96

Total WTE substantive staff 6,612.58 6,647.10 6,649.50 6,668.96 6,670.63 6,682.54 6,661.84 6,667.35 6,686.98 6,674.95 6,675.46 6,729.24 6,782.96

Bank staff 406.22 453.42 430.40 499.18 454.23 481.03 289.29 365.98 341.03 405.08 428.03 444.30 433.81

Agency staff (including, agency and contract) 65.24 59.81 72.22 68.88 70.91 73.59 63.15 70.15 68.94 78.70 67.83 75.27 75.34

Total WTE all staff 7,084.04 7,160.33 7,152.12 7,237.02 7,195.77 7,237.16 7,014.28 7,103.48 7,096.95 7,158.73 7,171.32 7,248.81 7,292.11

SUMMARY STAFF WTE DETAIL
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Workforce:
- Starters & Leavers Information Month 07 September 2022
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HC FTE HC FTE

Add Prof Scientific and Technic 2 1.60 3 2.80

Additional Clinical Services 54 51.00 22 19.09

Administrative and Clerical 17 14.76 16 13.55

Allied Health Professionals 11 10.30 8 6.51

Medical and Dental 10 9.00 3 2.20

Nursing and Midwifery Registered 37 34.63 31 23.88

Total 131 121.29 83 68.03

Starters & Leavers - Staff Group

Staff Group
Starters LeaversN&M Leaver Reasons HC FTE

Retirement Age 6 3.59

Employee Transfer 3 2.80

Voluntary Resignation - Promotion 3 2.65

Voluntary Resignation - Relocation 3 2.64

Voluntary Resignation - Work Life Balance 3 2.64

Retirement - Ill Health 2 1.00

Voluntary Resignation - Better Reward Package 2 1.64

Voluntary Resignation - Other/Not Known 2 1.96

Dismissal - Capability 1 1.00

Flexi Retirement 1 1.00

Voluntary Early Retirement - no Actuarial Reduction 1 1.00

Voluntary Resignation - Adult Dependants 1 0.32

Voluntary Resignation - Child Dependants 1 0.60

Voluntary Resignation - Health 1 0.40

Voluntary Resignation - Incompatible Working Relationships 1 0.64

Total 31 23.88

Nursing & Midwifery - Leaving Reasons

All Staff Leaver Reasons HC FTE

Voluntary Resignation - Other/Not Known 14 12.61

End of Fixed Term Contract 10 7.64

Voluntary Resignation - Work Life Balance 9 7.84

Retirement Age 8 5.12

Voluntary Resignation - Relocation 6 5.60

Employee Transfer 5 4.80

Voluntary Resignation - Promotion 5 4.65

Retirement - Ill Health 4 2.60

Voluntary Resignation - Health 4 3.16

Voluntary Resignation - Better Reward Package 3 2.44

Voluntary Resignation - Child Dependants 3 1.77

Flexi Retirement 2 1.73

Voluntary Early Retirement - no Actuarial Reduction 2 1.65

Voluntary Resignation - Incompatible Working Relationships 2 1.44

Voluntary Resignation - Lack of Opportunities 2 2.00

Voluntary Resignation - To undertake further education or training 2 1.64

Dismissal - Capability 1 1.00

Voluntary Resignation - Adult Dependants 1 0.32

Total 83 68.03

All Staff - Leaving Reasons
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RN Vacancies v Establishment:
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Health Care Support Workers (HCSWs) Vacancies v Establishment:
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Q2 Workforce and OD Report November 22 

 

 

 

Trust Board – 30th November 2022 

Item 11 – Q2 Workforce & OD Quarterly Report 

Open Session x Private & Confidential Session  

Author 

 

Reason for 

Submission 

Tick all that apply 

If none of the above, 

please provide 

rationale for 

submission 

Standing item                                             

Development / approval or update on strategy                         

Decision reserved for Board                                

Statutory / regulatory requirement                                   

Oversight of significant risks                                  

Update on action log item                                                    

Requires Board approval e.g. policies or business cases    

Core performance information        

Other rationale, please state below: 

 

Strategic Aim: 

 

To transform care pathways and develop services which deliver the  

best patient outcomes                               

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

provide the best patient experience                                         

To maximise our resources and relationships to sustain services and  

deliver best efficiency                                                                                   

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

are proud of – best employer                                          

Purpose of Report To 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   

Positive matters  Page 

  

 

 

Key issues and 

actions within this 

report  

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 

Throughout 

Report 
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Regulatory 

compliance 

implications 

Tick all that apply 

 

Tick for any implications for compliance with 

NHS Constitution     

Provider Licence (especially Condition 6)        

CQC Fundamental Standards of Care       

Health and Social Care Act         

Mental Health Act / Mental Capacity Act                         

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 (July– September 2022)

Morven Smith, Director of Workforce & OD

www.cddft.nhs.net
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Workforce & OD Update – Q2 July – September 2022

www.cddft.nhs.netwww.cddft.nhs.net

Workforce & OD Objectives & Work Plan
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Equality, Diversity & Inclusion (EDI) Matters – Q2 July – September 22

www.cddft.nhs.netwww.cddft.nhs.net

Quarter 1 – We have …

Continued overhauling recruitment 
working group and activity plan

Design and implementation of a 
monitoring/reporting system for 
under representation in 
appointments and promotions 
progressed, carried forward to 
ensure sustainability

Community engagement and visits 
to underrepresented groups 
planned across 2022-23

Planning for local schools & college 
careers promotion programme 
incorporating EDI representatives

Annual WRES and WDES Reports 
drafted

Ongoing development for 
celebrations of Disability History 
Month

Continued admin support for staff 
network groups

Continued promotion of Network 
Groups Total membership 369

Roll out of programme of events for 
Equality Staff Network Group for 
2022 

Successfully re-recognised in the 
Disability Confident Standard

Equality Staff Survey issued

Worked with South Tees to recruit a 
widening participation ambassador

Quarter 2 – We have…

Continued overhauling recruitment 
working group and activity plan

Resourcing continued engagement 
and visits to underrepresented 
groups planned across 2022-23

EDI statement on all job adverts to 
welcome applicants of 
underrepresented groups

Uploaded WRES and WDES Reports 
on NHS DCF site following board 
approval

Continued with creating content for 
celebrations of Disability History 
Month.

Organised and created content for 
celebrations of Black History Month.

Continued support for staff network 
groups and recruitment of LGBTQ+ 
Chair and vice Chair

Continued promotion of Network 
Groups and Celebration days through 
Trust communications including 
National Inclusion Week in Sept

Continue to promote and arrange a 
programme of events for Equality 
Staff Network Group for 2022 

Completed actions from Q1 EDI 
Strategic group meeting

Prepared research for upcoming 
EDS2022 report

Quarter 3 – We will…

Continue to email out regarding missing EDI 
info in ESR
Add new Portlet in ESR to ask employee to 
validate personal and EDI information every 12 
months
Progress actions for overhauling recruitment 
working group
Continue to prepare promotional material for 
Disability history month and case studies linked 
to invisible disabilities
Prepare implementation plan for EDS22 and 
present at SCB
Engage with Patient Experience and ARC re 
evidence for EDS22 and share guidance 
documents
Review Disability Leave proposal 
Publish WRES & WDES reports and action plans 
on Intranet
Commence planning for staff network group 
events for 23/24
Circulate survey re Working Carers and explore 
potential for network group
Circulate EDI staff survey results and actions
Host and promote Staff Network event for Black 
History Month
Finalise production and launch video podcast of 
reviewed Health Passport
Promote topical EDI information in Week ahead 
bulletin
Review new LGBTQ+ Framework following 
launch by NHS Confed with LGBTQ+ Network 
group chair
Welcome our first post covid cohort of Project 
choice  placements
WP&I to develop retention data by protected 
characteristics
WP&I to develop template for the quarterly 
staff survey responses
Commence report process for 21/22 gender pay 
gap
Ensure EDI info is added to ESR for all new 
Recruits
Add an “our story” from overseas nursing 
campaign to our recruitment brochure due to 
be launched in Q3

We will submit gender pay gap report 
21/22 

Quarter 4 – We will
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EDI Matters – Q2 July – September 2022

www.cddft.nhs.netwww.cddft.nhs.net

Footnote: 
- Data extracted from ESR at Quarter end (30th September 2022)

Improve data 
quality & analysis

Setting priorities
Targeted 

interventions

How we use our data

Headcount % of Total Headcount % of Total

Learning disability/difficulty 15 0.20% 18 0.23%

Long-standing illness 48 0.63% 51 0.67%

Mental Health Condition 24 0.31% 27 0.35%

No 5753 75.42% 5843 76.27%

Not Declared 237 3.11% 228 2.98%

Other 12 0.16% 12 0.16%

Physical Impairment 17 0.22% 17 0.22%

Prefer Not to Answer 21 0.28% 21 0.27%

Sensory Impairment 18 0.24% 18 0.23%

Unspecified 1360 17.83% 1297 16.93%

Yes - Unspecified 123 1.61% 129 1.68%

Grand Total 7628 100.00% 7661 100.00%

Quarter 2 22/23Quarter 1 22/23

Staff In Post by Disability

Headcount % of Total Headcount % of Total

BME 778 10.20% 829 10.82%

Not Stated 157 2.06% 156 2.04%

White 6693 87.74% 6674 87.12%

Blank 0 0.00% 2 0.03%

Grand Total 7628 100.00% 7661 100.00%

Staff In Post by Ethnic Group

Quarter 1 22/23 Quarter 2 22/23

Headcount % of Total Headcount % of Total

Female 6391 83.78% 6424 83.85%

Male 1237 16.22% 1237 16.15%

Grand Total 7628 100.00% 7661 100.00%

Quarter 1 22/23 Quarter 2 22/23

Staff In Post by Gender
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Retention Matters – Q2 July – September 2022
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Quarter 1 – We have …

Early processing of future dated 
terminations to capture details from 
Exit questionnaire at earliest 
opportunity

Ongoing and continuous 
communication of pension changes, 
guidance and information

Managed easements of pension 
regulations with regard to the 2 week 
break for staff re-joining the Trust

Developed local agreement on the 
application of Annex 21 (trainees) for 
existing staff.

Developed local agreement on 
application of pay step dates for staff 
who had a gap in service on the same 
grade

Undertaken a review of the use of Fixed 
Term contracts

Continued to provide manager training 
on ESR and information matrix

Produced additional communications 
around exit questionnaires

Undertook Retention Survey alongside 
Quarterly Staff Survey and analysed 
results

Analysed exit interview paperwork for 
themes and contacted leavers in the last 
12 months by telephone to explore 
reasons for leaving to present to care 
groups

Quarter 2 – We have…

Implemented a  supportive framework 
for care groups and managers  ensuring 
that employees are engaged on the 
appropriate contractual terms

Published results of retention survey 
and leaver analysis Trust wide

Unknown reason removed from ESR3 
form to allow improved turnover 
reporting

Exit Questionnaire report produced to 
allow more accurate report by the 
Workforce Information team

Analysed themes from Q1 exit 
questionnaires to inform retention 
strategy

Further develop metrics – drill down to 
divisional level and quarterly spidergram
reports to support People Matter Action 
Planning.

Task and finish group for Leave and 
Remain, Retire and Return and IAT 
process has been taking place and have 
moved forward with looking at ESR best 
practice guides and how they can be 
best implemented to improve 
efficiencies.

People Matter Engagement & learning 
clinics held across all CGs

Quarter 3 – We will … 

Facilitate early payment of salaries in 
December 

Launch new Technology Salary Sacrifice 
Scheme

Publish information to support staff 
with the various pension contribution 
changes

Pay back staff savings to 1,252 staff 
totalling £1,077,717 in savings

Trainers will work alongside the EPR 
team to ensure staff feel confident and 
supported following go live.

Seek funding for Legacy Mentors to 
ensure nursing staff are supported.

Work with the Practice Placement Team 
to ensure a preceptorships review is 
undertaken in light of retention trend.

Evaluate Onboarding Process

Trend Analysis outputs o be reported in 
respect of leaver within 1-3 years

Evaluation of Exit Interview Process

Consider Stay Interview adoption

Update Drive Culture of Compassionate 
Leadership

Develop a dashboard to analyse  
themes from exit questionnaires to 
inform retention strategy

Quarter 4 - We will …

Launch our 4th Staff Savings scheme 
for December 2023

Compile Gap Analysis survey 
outputs against People Matter Plans

In conjunction with Finance 
colleagues scope delivery of 
information clinics regarding various 
options around lease cars and salary 
sacrifice schemes
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Improve data quality 
& analysis

Setting priorities
Targeted 

interventions

How we use our data

Staff in Post Age Profile 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 YearsGrand Total

Add Prof Scientific and Technic 0 18 29 21 20 15 15 16 13 9 3 1 160

Additional Clinical Services 23 149 168 192 148 169 181 238 200 141 21 5 1635

Administrative and Clerical 17 71 96 113 149 180 210 289 235 147 20 8 1535

Allied Health Professionals 0 51 87 104 92 92 75 67 47 18 2 0 635

Estates and Ancillary 9 10 13 28 18 37 45 59 93 60 15 5 392

Healthcare Scientists 0 20 32 33 27 24 21 14 5 3 0 0 179

Medical and Dental 0 4 34 69 77 101 118 77 53 27 8 0 568

Nursing and Midwifery Registered 0 121 320 404 324 318 342 330 251 119 18 3 2550

Students 0 2 3 1 0 1 0 0 0 0 0 0 7

Grand Total 49 446 782 965 855 937 1007 1090 897 524 87 22 7661

Staff Turnover FTE% (Voluntary)

Area Target Average 20/21 Average 21/22 Average 22/23 Jul-22 Aug-22 Sep-22

CDDFT 7.10% 7.69% 9.62% 9.80% 10.21% 10.02%

Clinical Specialist Service 9.45% 9.87% 13.25% 13.39% 13.40% 13.64%

Community Services 8.16% 7.66% 10.94% 11.24% 11.94% 11.33%

Family Health 5.04% 8.10% 9.37% 10.11% 10.68% 10.61%

Front Of House - - 11.09% 11.69% 11.47% 10.94%

Integrated Medical Specialties 8.01% 8.00% 7.39% 6.65% 7.37% 8.01%

Surgery 5.59% 5.91% 7.95% 8.31% 8.61% 7.97%

Chief Executive 8.88% 10.54% 10.39% 11.09% 12.17% 8.04%

Director Of Finance 5.84% 5.88% 9.84% 10.95% 9.53% 9.27%

Director Of Operations 4.11% 7.99% 8.34% 8.77% 7.04% 4.99%

Medical Director 5.93% 5.18% 10.34% 8.40% 9.56% 10.88%

Nursing & Quality 6.14% 5.48% 7.94% 7.55% 8.61% 9.10%

Workforce & Organisational Development 8.49% 11.72% 11.77% 12.01% 10.37% 13.49%

9%

Staff in Posst (NHSi PWR)

Qtr 3 

2021/22

Qtr 4 

2021/22

Qtr 1 

2022/23

Qtr 2 

2022/23

Total Non Medical - Clinical Substantive Staff 5,187.01 5,208.80 5,211.85 5,227.29

Total Non Medical - Non-Clinical Substantive Staff 963.18 962.86 960.44 970.16

Total Medical and Dental Substantive Staff 492.31 503.88 507.69 524.79

Total WTE Substantive Staff 6,649.50 6,682.54 6,686.98 6,729.24

Bank Staff 430.40 481.03 341.03 444.30

Agency Staff (including, agency and contract) 72.22 73.59 68.94 75.27

Total WTE all Staff 7,152.12 7,237.16 7,096.95 7,248.81

Vacancies by Staff Group

Staff Group
FTE Vacancies 

(Qtr 1 22/23)

FTE Vacancies 

(Qtr 2 22/23)

Registered Nursing, Midwifery and Health Visiting -225.2 -285.3

Allied Health Professionals -67.8 -70.0

Medical and Dental -46.9 3.3

Support to Clinical Staff -216.4 -182.5

Infrastructure Support -148.2 -120.8

Scientific & Healthcare Scientists -19.75 -23.6

*Data Source: Financem extracted from Ledger Jun22 (Qtr 1), Sep 22 (Qtr 2)
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Trust Joiners Leavers Turnover Stability

Northumbria Healthcare NHS Foundation Trust 1,284 1,413 19.3% 80.9%

Newcastle Upon Tyne Hospitals NHS Foundation Trust 1,444 1,928 14.4% 85.9%

Gateshead Health NHS Foundation Trust 648 497 11.9% 87.9%

North Cumbria Integrated Care NHS Foundation Trust 791 640 11.5% 88.3%

Tees, Esk and Wear Valleys NHS Foundation Trust 1,065 781 11.5% 88.3%

County Durham and Darlington NHS Foundation Trust 984 710 11.0% 88.8%

North Tees and Hartlepool NHS Foundation Trust 622 482 10.7% 89.2%

South Tees Hospitals NHS Foundation Trust 992 821 10.1% 89.8%

Cumbria, Northumberland, Tyne and Wear NHS Foundation Trust 1,164 679 10.1% 89.6%

South Tyneside and Sunderland NHS Foundation Trust 831 725 9.8% 90.2%

North East Ambulance Service NHS Foundation Trust 382 267 9.7% 90.1%

Source: 

Turnover (Overall) - All Staff Groups - June 2021 - June 2022

NHS Digital NHS Hospital & Community Health Service (HCHS) workforce statistics.
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Org name
Ambulance 

staff

Support to 

ambulance 

staff

Central 

functions

Senior 

managers
Managers

Hotel, 

property & 

estates

HCHS doctors 

(exc. junior 

Drs)

Nurses & 

health 

visitors

Midwives

Support to 

doctors, 

nurses & 

midwives

Scientific, 

therapeutic & 

technical 

staff

Support to 

ST&T staff

Other 

staff or 

those 

with 

unknown 

classifica

tion

County Durham and Darlington NHS Foundation Trust 19.3% 0.0% 13.0% 7.6% 11.4% 12.5% 7.3% 11.1% 12.1% 10.4% 11.2% 11.4% 0.0%

Cumbria, Northumberland, Tyne and Wear NHS Foundation Trust0.0% 0.0% 11.2% 7.9% 0.0% 20.4% 9.9% 9.3% 0.0% 10.5% 8.2% 13.6% 0.0%

Gateshead Health NHS Foundation Trust 0.0% 0.0% 9.4% 18.1% 20.0% 12.3% 4.2% 12.6% 6.9% 12.8% 12.3% 10.8% 0.0%

Newcastle Upon Tyne Hospitals NHS Foundation Trust 0.0% 0.0% 78.3% 7.5% 12.0% 9.6% 4.7% 11.4% 7.9% 11.7% 10.0% 52.5% 0.0%

North Cumbria Integrated Care NHS Foundation Trust 7.1% 0.0% 14.3% 9.7% 8.5% 16.1% 13.9% 9.1% 11.0% 11.0% 12.0% 14.0% 0.0%

North East Ambulance Service NHS Foundation Trust 7.3% 10.5% 10.8% 16.3% 13.4% 7.1% 0.0% 13.8% 0.0% 0.0% 0.0% 14.8% 0.0%

North Tees and Hartlepool NHS Foundation Trust 11.3% 200.0% 13.6% 6.6% 10.4% 12.0% 6.7% 8.8% 9.0% 8.9% 15.2% 12.1% 0.0%

Northumbria Healthcare NHS Foundation Trust 0.0% 0.0% 22.7% 30.9% 21.8% 11.7% 6.5% 14.3% 16.0% 23.5% 24.2% 17.2% 75.0%

South Tees Hospitals NHS Foundation Trust 0.0% 0.0% 12.6% 11.3% 9.4% 9.3% 9.3% 8.8% 11.4% 11.9% 8.0% 12.4% 0.0%

South Tyneside and Sunderland NHS Foundation Trust 0.0% 0.0% 8.0% 4.2% 12.9% 11.1% 5.2% 9.6% 11.4% 10.2% 11.0% 10.1% 0.0%

Tees, Esk and Wear Valleys NHS Foundation Trust 0.0% 0.0% 12.6% 9.6% 15.4% 11.3% 11.2% 9.3% 0.0% 12.0% 11.7% 19.4% 0.0%

Source: 

NHS Digital NHS Hospital & Community Health Service (HCHS) workforce statistics.

Turnover (Overall) - All Staff Groups - June 2021 - June 2022

Ite
m

 1
1i

i -
 Q

tr
 2

  2
2-

23
 W

F
O

D
 B

oa
rd

Page 376 of 412



Health & Wellbeing Matters – Q2 July – September 2022

www.cddft.nhs.netwww.cddft.nhs.net

Quarter 1 – We have …

Undertook an initial analysis of the 
Health Needs Assessment (HNA) Report 

Continued to be fully engaged in the 
Growing Occupational Project both 
nationally & regionally. Participation in 
all service design groups, with 
Occupational Health team 
representatives on all groups

Continued to recruit health & wellbeing 
champions; to date 78 recruited

Engage with NHSE/I in regard to the NHS 
H&WB Framework.; following  
completion of Trailblazer Project. Attend 
sessions on elements of the framework 
and share best practice nationally

Health and wellbeing events/campaigns 
including World Wellbeing Week, Men’s 
Health, National Bike Week, Online Yoga, 
Sun Awareness and National Walking 
Month

Completed ‘catch-up’ programme of 
Hepatitis B Vaccines

New Blood Borne Virus Policy ratified 
and implemented

Designed new Hand Dermatitis/Skin 
Policy

Continue to work on Safe Effective 
Quality Occupational Health Services 
(SEQOHS) re-accreditation process

Recruited another Higher Psychology 
Assistant; currently 2 in post delivering 
information sessions to staff re H&WB 
Offers available

Continue to facilitate Staff Choir

Support Teams in Need of Support (TINS) 
Programme

Facilitated a member of staff to become 
a trainer of Mental Health First aiders

Quarter 2 – We have…

Results of HNA have been shared with H&WB 
Steering Group & Working Group. Task & Finish 
Group set up to look at results of various surveys 
including HNA, Staff Survey & Retention Survey

New Occupational Dermatitis/Skin Policy in place

Plan for Winter COVID & Flu Vaccination 
Programme in place to commence October 22

New training workshop ratified  for ‘Holding 
Effective H&WB Conversations’ 

Supported  Growing OH&WB Project through 
engagement, active participation and 
standardisation of Policies, Procedures & KPI's

Delivered  a variety of H&WB Campaigns  for both 
physical and mental health including bereavement, 
menopause, cancer awareness, rest & restore, 
alcohol awareness & stop smoking

Recruited over 100 H&WB Champions who are 
actively working within departments & areas to 
promote all aspects of H&WB

Held  a further 2 ‘Menopause Virtual Café’s’ – Peer 
Support Group for anyone affected by the 
Menopause

Continue to support Teams in Need of Support 
(TINS) programme.

Work with  Procurement to look at options of 
renewing Employee Assistance Programme (EAP)

Communicate withdrawal of Covid-19 Terms and 
Conditions

Developing a new appraisal template designed to 
include H&W risk assessment and conversation, 
now awaiting review and departmental sign off

Developed new Workshop for ‘Having Effective 
H&WB Conversations’

Higher Psychology Assistants delivered Information 
Sessions across al Trust Sites

Health Checks provided to staff

Continued to actively participate in the Growing 
OH&WB Programme. Service Specification 
developed for Digital System across 3 organisations

Quarter 3 – We will ….

Test new appraisal template on W&OD 
before sign off to the whole Trust

Develop Vaccination Programme  for 
additional requirements for vaccines

Undertake two pilot sessions  for new 
training workshop  ‘Having Effective 
H&WB Conversations’

Work with colleagues in W&OD to refresh 
Staff Support Officer training and recruit 
/retain officers 

Actively encourage teams and directorates 
to use the NHS HWB Framework to 
enhance performance and integrate the 
Framework into daily practices to improve 
the H&WB of Staff

Commence review process to refresh 
H&WB Matters Strategy & Action Plan for 
2023-26 aligned with elements of the 
HWB framework

Undertake Environmental audit re staff 
having drinking water, break-out areas 
etc.

Deliver COVID19/Flu Vaccine Campaign

Launch CDDFT NHS Charity Choir Song

Evaluate tender submissions for shared 
Occupational Health Digital System, as 
part of the Growing OHWB Project & 
National Strategy 

Appoint a Service Improvement Lead, to 
the Growing OH&WB Programme, for 12 
months, to progress and take forward the 
work  currently  in place – in particular the 
implementation of a digital clinical system 
across the 3 Trusts, H&WB initiatives and 
SEQOHS accreditation

Implementation of a new Integrated 
OH&WB Board with representation from 
the 3 organisations

Quarter 4 – We will…

Training and development will roll 
out Mental Health First aid training

Launch new training workshop  
‘Having Effective H&WB 
Conversations’
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Organsiation
Position 72 Hrs 

Ago

Position 48 Hrs 

Ago

Position 24 Hrs 

Ago

% Change from 

48 Hrs to 24 Hrs

% Change from 

72 Hrs to 24 Hrs

North East & Yorkshire 5.6% 5.4% 5.6% 0.2% 0.0%

North East & North Cumbria ICS 5.4% 5.1% 5.3% 0.2% 0.0%

North East Ambulance Service NHS Foundation Trust 8.6% 8.9% 8.7% -0.2% 0.1%

Cumbria, Northumberland, Tyne & Wear NHS Foundation Trust 7.1% 7.1% 7.3% 0.2% 0.2%

Tees, Esk & Wear Valleys NHS Foundation Trust 6.5% 6.6% 6.8% 0.1% 0.3%

North Tees & Hartlepool NHS Foundation Trust 6.5% 6.4% 6.6% 0.2% 0.1%

South Tyneside & Sunderland NHS Foundation Trust 6.1% 6.0% 6.2% 0.3% 0.2%

Northumbria Healthcare NHS Foundation Trust 5.2% 4.6% 5.3% 0.8% 0.2%

County Durham & Darlington NHS Foundation Trust 5.6% 5.2% 5.1% -0.1% -0.5%

The Newcastle Upon Tyne Hospitals NHS Foundation Trust 5.5% 5.1% 5.1% 0.0% -0.5%

Gateshead Health NHS Foundation Trust 4.3% 4.2% 4.9% 0.7% 0.6%

North Cumbria Integrated Care NHS Foundation Trust 4.1% 4.2% 4.4% 0.1% 0.2%

South Tees Hospitals NHS Foudnation Trust 4.5% 4.0% 4.3% 0.3% -0.2%

Source : 

NENC ICS - Daily Update Absence Tracking Tool - 5th October 2022

Notes:

Acute, Comm & MH - All Absence %

Ambulance - Covid-19 related absence %

Daily Staff Absence Ite
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North East & Yorkshire 5.9%

County Durham & Darlington NHS Foundation Trust 5.7%

Absence By Staff Group
North East & 

Yorkshire

County Durham & 

Darlington NHS 

Foundation Trust 

Additional Clinical Services 8.2% 8.2%

Additional Professional Scientific & Technical 4.7% 5.5%

Adminstrative & Clerical 4.0% 4.3%

Allied Health Professionals 3.9% 5.2%

Estates & Facilities 6.7% 1.0%

Healthcare Scientists 3.4% 3.2%

Medical & Dental 1.3% 1.7%

Nursing & Midwifery Registered 6.0% 6.2%

Students 3.5% 0.0%

Source:

- North East & Yorkshire - Weekly COVID-19 Workforce Update Report 11th October 2022

- CDDFT - ESR extract at 30th September 2022

Overall Sickness Absence Ite
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Quarter 1 – We have …A

Analysed appraisal focus group data & 
produced a paper with  
recommendations on the current 
appraisal process/paperwork

Mary Seacole Local Leadership 
Programme, for bands 5-7, results were 
released mid-June & a paper with 
recommendations  has gone to HoS for 
review

Process to record ‘talent status’ in ESR, 
to support development & career 
progression, now complete & will be 
trialled with WF&OD Directorate in Q2

Nominations & dates for the reviewed 
Strategic Leadership Programme, next 
cohort have been agreed & programme 
outlines/joining instructions produced

CS Steering Group, with CDDFT 
representation, looking at a programme 
for BAME colleagues has concluded 
with recommendations.

Implemented the 2022/23 International 
Nurse recruitment campaign, building 
on the success of 2021/22

Launch of an aspirant leaders 
programme for band 6 and 7 nursing 
staff  partnership with Nursing ADO and 
Teesside University

Worked with Durham County Council 
on widening participation 

Restarted the Strategic leadership 
programme for band 8s and above

Quarter 2 – We  have…

Extend the offer of International Recruitment 
Support to  AHP and Maternity campaigns

First cohort of SLP commenced 18 July

Agreed and submitted Continuing Professional 
Development (CPD) plans for Nurses and AHPs

Agreed and submitted Continuing Workforce 
Development (CWD) plans for all other staff 
groups

Supported the review of the Training Priorities 
Group Terms of Reference and assurance 
reporting

Restarted Work Experience programme 
following stay in activity due to Covid

New appraisal template designed to include 
talent management question, now awaiting 
review and sign off

Continued to promote leadership and 
management Apprenticeship programmes

Continued to visit schools/FEIs/HEIs and job 
fares to promote CDDFT as a great place to 
work and for career progression, engaging with 
over 2000 people to date

Secured funding for a widening participation 
ambassador to work with local partners and 
produce a pipeline to employment

Secured funding for a T level placement 
coordinator to provide planning and pastoral 
support for our first cohort in January

Commenced the first cohort of ALP Leadership 
development programme starts

Broadened our outlook with DCC and started 
work with the County Durham Pound initiative

Created new appraisal template designed to 
include H&W risk assessment and 
conversation, now awaiting review and sign off

Quarter 3 – We  will…

Test new appraisal template on WF & OD 
before sign off to the whole Trust

Meet with regional Talent and 
Succession Planning lead to review 
regional approach

Review Appraisal Policy in line with 
talent matters strategy

Push on Appraisal completion 
compliance within all areas

Develop and pilot Career Progression 
workshop for EDI underrepresented 
groups

Promote Management and Leadership 
Framework with under represented 
groups

Build further career pathways for 
professional groups e.g. maternity and 
children's services 

Launch of new approach to Lifelong 
Learning directory

Continue to promote leadership and 
management Apprenticeship 
programmes

Continue to visit schools/FEIs/HEIs and 
job fares to promote CDDFT as a great 
place to work and for career progression

Pilot a coaching  offer with delegates 
from ALP as part of support for the 
Talent Management process  

Review the success of the Strategic 
Leadership Programme

Recruit to T level coordinator and 
widening participation ambassador roles

Work with DCC and the Shotley Bridge 
project team to begin building social 
value projects, leading to employment

Quarter 4 We will…

Welcome our first intake of T 
level students

Commence the second Cohort 
of the Aspirant Leaders 
programme with Teesside 
University
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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 Average 22/23 Jul-22 Aug-22 Sep-22

CDDFT 91.19% 94.75% 90.52% 90.63% 91.36% 90.92%

Clinical Specialist Service 92.93% 95.39% 91.34% 90.90% 92.68% 92.71%

Community Services 94.17% 96.53% 91.62% 91.33% 92.07% 92.40%

Family Health 91.91% 93.61% 87.87% 88.02% 88.92% 87.85%

Front Of House - - 91.84% 91.65% 92.78% 91.98%

Integrated Medical Specialties 87.34% 93.50% 90.93% 92.37% 92.13% 90.16%

Surgery 89.92% 93.06% 88.00% 88.12% 88.10% 88.35%

Chief Executive 92.72% 94.83% 84.83% 79.44% 80.00% 81.67%

Director Of Finance 98.73% 99.01% 96.13% 95.09% 97.74% 96.30%

Director Of Operations 96.92% 98.84% 95.79% 95.68% 99.16% 98.97%

Medical Director 83.24% 92.99% 86.30% 84.20% 84.52% 88.97%

Nursing & Quality 94.12% 97.98% 93.03% 93.67% 94.43% 92.56%

Workforce & Organisational Development 95.63% 99.25% 98.15% 98.51% 99.50% 98.61%

Area Target Average 20/21 Average 21/22 Average 22/23 Jul-22 Aug-22 Sep-22

CDDFT 81.86% 85.20% 85.72% 86.02% 86.17% 85.77%

Clinical Specialist Service 87.40% 89.80% 89.76% 89.70% 90.73% 90.35%

Community Services 88.12% 90.76% 89.46% 89.85% 89.19% 88.91%

Family Health 80.94% 82.53% 83.06% 83.17% 83.67% 83.39%

Front Of House - - 81.49% 81.82% 82.05% 81.49%

Integrated Medical Specialties 76.23% 80.53% 83.24% 84.39% 84.48% 83.56%

Surgery 79.45% 81.92% 83.35% 83.51% 83.34% 83.05%

Chief Executive 94.07% 96.50% 86.73% 85.00% 84.44% 82.22%

Director Of Finance 98.63% 99.31% 97.32% 96.23% 97.36% 96.30%

Director Of Operations 97.54% 98.00% 96.11% 95.05% 97.98% 98.24%

Medical Director 76.61% 82.40% 80.06% 78.11% 77.52% 81.47%

Nursing & Quality 88.63% 93.14% 92.41% 92.81% 93.90% 92.79%

Workforce & Organisational Development 96.59% 97.38% 96.67% 97.38% 96.76% 97.08%

Area Target Average 20/21 Average 21/22 Average 22/23 Jul-22 Aug-22 Sep-22

CDDFT 69.43% 66.00% 66.05% 65.68% 65.62% 65.49%

Clinical Specialist Service 67.18% 61.17% 65.11% 65.07% 72.58% 71.89%

Community Services 80.71% 81.20% 78.40% 76.45% 73.70% 75.25%

Family Health 69.62% 61.60% 58.14% 58.85% 56.07% 55.68%

Front Of House - - 66.71% 66.34% 62.48% 62.98%

Integrated Medical Specialties 67.48% 61.90% 68.35% 71.07% 69.92% 65.75%

Surgery 61.54% 56.89% 50.98% 49.23% 50.22% 51.59%

Chief Executive 67.41% 73.16% 63.06% 70.97% 83.33% 80.65%

Director Of Finance 83.39% 84.60% 90.52% 92.00% 95.83% 97.87%

Director Of Operations 84.46% 74.51% 79.02% 78.74% 88.64% 87.03%

Medical Director 57.28% 54.89% 52.96% 54.55% 46.97% 46.15%

Nursing & Quality 55.96% 66.03% 69.42% 64.53% 67.83% 70.66%

Workforce & Organisational Development 69.20% 89.05% 94.24% 99.01% 97.03% 94.90%

Staff Appraisal

95%

Role Specific Training

-

Core Essential Training 

95%

Ite
m

 1
1i

i -
 Q

tr
 2

  2
2-

23
 W

F
O

D
 B

oa
rd

Page 382 of 412



Culture Matters – Q2 July – September 2022

www.cddft.nhs.netwww.cddft.nhs.net

Quarter 1 – We have …

Delivered ‘Difference Through 
Change’ sessions as part of the IMPs 
Novice Programme.

Continued to deliver bespoke 
interventions & support teams in 
need of support (TINS)

Supported the communication of the 
annual staff survey results

Completed this year’s round of  
people matter clinics  which support 
Care Groups and Corporate Areas 
with the development of their action 
plans

Conducted the QSS for Q1 and 
produced reports

Continued with the pilot of the Affina 
Team Coaching Tool

Continued working with 
procurement to secure an Associate 
Network

Supported users on ESR usage and 
delivered training to managers in 
best practice

Ongoing support to care groups in 
the formulation of their People 
Matter plans

Discussion of reintroduction of Pay 
Progression steps in October

Gained two more Insights Discovery 
Practitioners to enable cultural 
change discussions

Worked with Patient Safety Manager 
to Promote Civility saves lives and its 
inclusion in induction

Quarter 2 – We have…

Continued to deliver Difference 
through Change sessions as part of 
the IMP’s Novice programme

Continued to offer support to teams 
via the TINs’ process

Reported on progress against people 
matter action plans

Launched Q2 Quarterly Staff Survey

Concluded the Affina Team Coaching 
Tool pilot - effectiveness to be 
evaluated

Progressed work with Procurement 
to put the OD Associate Network in 
place 

Provided proposals to improve the 
new starter process and induction

As a collective continued to coach 
managers into people centred 
thinking

Continued to provide reminders 
regarding reintroduction of pay 
progression steps at care group 
meetings and the importance of 
appraisal conversations

Continued to offer training sessions 
for supervisors around ESR and the 
Matrix

Launch of Café Conversations as part 
of engagement activity to support 
#YouMatter-WeCare across main 
trust sites with support and 
attendance from Exec team

Quarter 3 – We will…

Continued to offer training sessions for 
supervisors around ESR and the Matrix

Continue to deliver Difference through 
Change sessions as part of the IMP’s 
Novice programme

Continue to offer support to teams via the 
TIN’s process

Launch working carers survey across the 
department and the trust

Report on progress against people matter 
action plans

Launch National Staff Survey with 
promotional activity

Launch Q3 SS with SCL staff

Finalise work with Procurement to put the 
Associate Network in place 

As a collective continue to coach 
managers into people centred thinking

Continue to provide reminders regarding 
reintroduction of pay progression steps at 
care group meetings and the importance 
of appraisal conversations

Continue Café Conversations and expand 
into community sites and open offer to go 
directly to teams

Launch of Walk in My Shoes engagement 
activity to support #YouMatter-WeCare

Commence work on building internal 
coaching capacity

Will launch the new Library website that 
will allow easier access to WB resources 
for staff

Quarter 4 – We will…..
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Culture Matters – Q2  – July – September 2022

www.cddft.nhs.netwww.cddft.nhs.net

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 2021

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% 70%

21c I would recommend my organisation as a 

place to work (agree, strongly agree).

49% 58% 57% 51%

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% 60%
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Overarching & Underpinning Work – Q2 July – September 2022

www.cddft.nhs.netwww.cddft.nhs.net

Quarter 1 – We have …

Processed payment for 900+ staff 
who opted to sell annual leave and 
changed 2021-2022 entitlements in 
ESR to reflect the amount sold.

NHS Pension Re-enrolment of staff 
who had previously opted out but 
were eligible to join

Carry over of annual leave has now 
been completed and changes to 
leave entitlements in both ESR and 
HealthRoster are also fully 
implemented for 1000+ staff

Processed Flowers payments for 
2021/22

Supporting SCL with  workforce 
aspects of TUPE transfer of ISS Staff 
BAH.

Review of car parking charges and 
when this might be re- introduced

Collated data for Facility Time 
publication scheme for 2021/22

Full review of Annual Leave Policy

Commenced review of 
Management of Personal Files

Commenced review of Contract 
Variation process

Commenced review of Fixed Term 
Contract usage

Quarter 2 – We have…

Provided on-going support to the 
reintroduction of National Pay 
Progression Framework including 
communications to Care Groups and 
Corporate Directorates

Continue review of SCL T&Cs

Development of probationary period 
guidance

Implemented changes following 
withdrawal of Covid-19 T&Cs

Continued review of parking charges

Completed the new starter process 
review

Tested ESR Manager Self-Service in 
preparation for business case  
finalisation in Q3

Produced additional workforce metrics 
identifying late ESR2/3 forms in addition 
to identifying reasons for leaving, none 
compliance with RTWs 

Held meetings with teams regarding 
data quality in ESR 

Completed change in Nursing Agency 
Supplier

Communication of changes to HMRC Tax 
charges (NI)

Communication in respect of  how to 
obtain tax relief on mileage paid at  less 
than HRMC rates

Payments to staff who have been 
affected by the national T&C reduction 
of mileage reimbursement when 
travelling over 3,500 miles

Quarter 3 – We will…

Submission of Manager Self Service Business 
case for internal/departmental sign off

Implement some of the new processes 
identified within the new starter review 

Preparation for potential Industrial Action in 
particular relating to workforce issues, 
development of FAQs

Implement parking charges and revised 
national rules

Facilitate  ad-hoc incentive payments for 
temporary workforce, whilst considering 
further innovation in this regard. 

Provision of  quarterly reports to Care Groups 
and Corporate Areas on Pay Progression status 
of employees 

Review Pay Progression Proforma

Create guidance for processing pay 
progression within ESR

Continue review of SCL T&Cs

Review of Trust Flexible Working Policy (to 
incorporate Agile Working Policy)

Develop guide for the input of Flexible 
Working Requests in ESR

Develop quarterly reporting on Flexible 
Working uptake in ESR

Facilitate early December pay for all staff

Implement best practice for leave and remain, 
retire and return and IAT process.

Continue to hold meetings and learning 
sessions  with teams regarding data quality in 
ESR 

Work with NHS jobs to improve reporting 
function to monitor time to hire

Continue Phase 3 Recruitment 

Re-scoping of SLA for Investigating  manager 
undertaking ER activity

Quarter 4 – We will

Deliver session with JCNC Staff Reps on 
key workforce issues, further 
embedding our learning
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Procedural Document Validity Statement 
Users of this document should ensure that they are using the current signed version of this documentation.  The 

guidance will remain valid, including during any period of review, for the duration stated above.  The document must be 

reviewed at least once every three years, or sooner if there is a change to national guidance/practice. 

This template should be completed in conjunction with POL/CA/0001 (Policy for Policies)  

 
 

POLICY/PROCEDURE CONTROL SHEET 

 

Reference Number POL/CA/0003 Version Number 3.1 

 This policy is presented for final ratification by the Trust Board. A 
verbal update on any matters arising from the preceding OPAC 
discussion will be provided at the Board meeting – the changes to the 
previous version are noted in the version control table overleaf. 

Title Managing Conflicts of Interests Policy 

 

Document Type Policy Status Draft 

 

Prepared by (author) 
 

Warren Edge, Senior Associate Director  
of Assurance and Compliance  
Peter Dixon, Corporate Affairs Manager 

Speciality 
 

Assurance, Risk and Compliance 

Reviewing Committee 
 

Senior Leadership Team 

Approval Committee 
 

Operational Performance Assurance Committee 

Ratification Committee 
 

Trust Board 

Ratification Date 
 

Click here to enter a date. 

Expiration Date 
 

Click here to enter a date. 

Signature of Executive Sponsor 
 

 

Name of Executive Sponsor 
 

 

Version Control  
Version 
Number 

Date Ratified Reason for 
Revision 

Brief Description of revisions made 

1.0 10/07/2011 New Document  

1.1 30/10/2012 Partial Review  Definition of ‘members of staff’  

 Amendment following the 
recommendations from the LCFS 
(Local Counter Fraud Service) 

1.2 28/06/2016 Partial Review  Updates to job titles 

 Forms removed and replaced with links 

 Full review and update of guidance 

 Monitoring section added 

2.0 30/11/2018 Full Review  Full review and update of guidance, in 
line with best practice outlined by NHS 
England Guidance ‘Managing Conflicts 
of Interest in the NHS’ 
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Managing Conflicts of Interests Policy 

 

POL/CA/0003 Version No 3.1 2 

 

 Updated title of policy from ‘Gifts and 
Hospitality’ to ‘Managing Conflicts of 
Interest’ 

3.0  Full Review  Minor amendments to include reference 
to the Audit Committee 

3.1  Partial Review  Updates to sections 5.6.2, 5.6 and 
addition of 5.7 to reflect change from 
NHS Protect to NHS Counter Fraud 
Authority and wording changes 
requested by NHS Counter Fraud 
Authority  

  Choose an item.  

  Choose an item.  

  Choose an item.  

  Choose an item.  

  Choose an item.  

  Choose an item.  

  Choose an item.  

  Choose an item.  
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Managing Conflicts of Interests Policy 

 

POL/CA/0003 Version No 3.1 3 
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Managing Conflicts of Interests Policy 

 

POL/CA/0003 Version No 3.1 5 

 

1 Introduction 
County Durham and Darlington NHS Foundation Trust (Trust) requires the highest 
standards of ethical conduct from its staff in terms of honesty, integrity and impartiality 
in their performance of their NHS duties.  The Trust and the people who work with and 
for us, collaborate closely with other organisations, delivering high quality care for our 
patients. 
 
These partnerships have many benefits and should help ensure that public money is 
spent efficiently and wisely.  But there is a risk that conflicts of interest may arise.  
Providing best value for taxpayers and ensuring that decisions are taken transparently 
and clearly, are both key principles in the NHS Constitution.  We are committed to 
maximising our resources for the benefit of the whole community.  As an organisation 
and as individuals, we have a duty to ensure that all our dealings are conducted to the 
highest standards of integrity and that NHS monies are used wisely so that we are using 
our finite resources in the best interests of patients. 
 
Adhering to this policy will help to ensure that we use NHS money wisely, providing best 
value for taxpayers and accountability to our patients for the decisions we take.  
 

2 Purpose and Definition 
This policy provides guidance to help our staff manage risks of conflict of interests 
effectively. It: 
 

 Introduces consistent principles and rules; 

 Provides simple advice about what to do in common situations; and, 

 Supports good judgement about how to approach and manage interests. 
 
This policy should be considered alongside these other organisational policies: 
 

 POL/PD/0010 Secondary Employment 

 CDDFT Constitution 

 CDDFT Standing Financial Instructions and Scheme of Delegation 

 CDDFT Contract of Employment 

 Corporate/POL/0112 Medical and Dental Staff Appraisal and Revalidation Policy 

 CDDFT General Recruitment Framework 

 CDDFT’s Anti-Fraud Policy (POL/FIN/0001), which, in particular includes more detail 
on the Bribery Act and the Trust’s obligations to prevent bribery and to maintain 
registers of interests. 

 
The Law 
 
Under the Bribery Act 2010 (Act) it is an offence for employees to: 
 Pay bribes: that is to offer a financial or other advantage with the intention of inducing 

that person to perform a relevant function or activity improperly or to reward that 
person for doing so: and/or 

 Receive bribes: that is to receive a financial or other advantage intending that a 
relevant function or activity should be performed improperly as a result. 
“Relevant function or activity” includes any function of a public nature and any activity 
connected to a business.  The employee performing the activity is required to perform 
it in good faith or partiality or be in a position of trust.  Conviction under the Act is 
punishable by imprisonment for a maximum term of 10 years. 
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Managing Conflicts of Interests Policy 

 

POL/CA/0003 Version No 3.1 6 

 

3 Scope 
The Managing Conflicts of Interest Policy applies to all staff of County Durham and 
Darlington Foundation Trust. 
The ‘CDDFT Group’ includes CDDFT and its wholly owned subsidiary; County Durham 
and Darlington NHS Services (CDD NHS Services). Any reference to the ‘Trust’ shall be 
interpreted as a reference to the Trust Group 
 

 This policy/procedure also applies to persons who, although not employed by The Trust, 
have authorised access to the Internet through the computers owned or managed by 
The Trust. This includes staff working for any affiliated organisations. 

 

4 Duties 
4.1 Trust Board 

The Trust Board has the overall responsibility for adopting the codes of conduct 
for members of the Trust Board and staff and to ensure that there are robust anti-
corruption procedures in place so that proper standards of business conduct are 
maintained.  
 

4.2 Audit Committee 
The Trust Board Audit Committee has delegated powers from the Trust Board to 
seek assurance that there are robust anti-corruption procedures in place so that 
proper standards of business conduct are maintained. The Audit Committee is to 
receive reports on breaches, the impact of these, and action taken for 
consideration and assurance as they occur. 
 

4.3 Chief Executive 
The Chief Executive has the overall responsibility within the Trust for maintaining 
the operational management of the Trust, including the compliance of the Trust 
with all legal, statutory and good practice requirements. 
 

4.4 Senior Associate Director of Assurance and Compliance 
The Senior Associate Director of Assurance and Compliance is the Document 
Owner of this policy and is responsible for ensuring that: 
 

 The document is approved and disseminated in accordance with the Trust’s 
Policy for Trust Policies, Trust Procedures and Clinical Guidelines 
(Corporate/POL/0001). 

 
The Senior Associate Director of Assurance and Compliance is also responsible 
for: 
 

 Advising staff on the content of this policy; Maintaining the Gifts and Hospitality 
and Sponsorship Registers and ensuring that they are open to public inspection 
and scrutiny; 

 Reviewing the registers twice per annum to assess compliance with the policy; 
and 

 Seeking further information to validate any requests to accept gifts and 
hospitality which are not clearly in line with this policy. 

 
The Senior Associate Director of Assurance and Compliance will be supported by, 
and may delegate any of the functions noted above to, the Corporate Affairs 
Manager. 
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Managing Conflicts of Interests Policy 

 

POL/CA/0003 Version No 3.1 7 

 

4.5 Trust Staff 
All staff, including temporary and agency staff, all prospective employees – who 
are part-way through recruitment and contractors and sub-contractors, are 
responsible for compliance with this policy.  This includes Non-Executive 
Directors. 
 
Failure to comply with the requirements of this policy may result in 
disciplinary action being taken which in turn may result in the loss of 
employment and pension rights in the NHS.  Failure to comply with the Act 
renders staff liable to prosecution. 
 
4.5.1 Requirements for all Trust Staff 

All staff are required to declare gifts, hospitality and sponsorships for 
course attendance, Trust events or posts, as they arise in line with the 
procedures in Section 5. They are also required to raise interests in 
meetings and procurement exercises in which they are involved, in line with 
the processes in place outlined in Sections 5.5.1 and 5.5.2 or, should an 
interest arise in any other circumstance - which is expected to be infrequent 
and unlikely - to their line manager or directly to the Corporate Affairs 
Team.  
 

4.5.2 Requirements for Decision-making Staff 
Additional requirements apply to those staff who are regularly and 
substantively involved in decision-making. For the purposes of this policy, 
these people are referred to as ‘decision making staff’. Decision-making 
staff are required to maintain a formal declaration of their interests with the 
Foundation Trust Office. 
 
Decision-making staff comprise: 

 All Board members. 

 All members of the Senior Leadership Team, Strategic Change Board 
or Directors’ Investment Scrutiny Committee, not already covered as a 
Board member. 

 Any member of the Investment Advisory Group and capital sub-groups 
not already covered by the above terms. 

 Any other member of staff at Associate Director-level deemed by their 
Director to have influence over decision-making. Directors will be 
required to identify such staff to the Corporate Affairs Manager on an 
annual basis.  
 

5 Main Content of Policy 
5.1 Identification, Declaration and Review of Interests   

 
5.1.1 Decision-making staff    

Decision-making staff as defined in Section 4.5.2 will be required to 
complete a formal declaration of interest form and return it to the Corporate 
Affairs Team within 28 days of appointment, or appointment to each role 
within the Trust, and at each year-end. This will include requiring ‘nil 
returns’ where no interests are held.  

 
Recruitment will advise staff of the need to complete a declaration form on 
appointment, and the Foundation Trust Office will manage the annual 
update process. Declarations should be made to the Senior Associate 
Director of Assurance and Compliance.  The relevant forms are appended 
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Managing Conflicts of Interests Policy 

 

POL/CA/0003 Version No 3.1 8 

 

to this document and can be found on the Trust’s intranet site (Declaration 
of Interests Form) 

 
In-between annual declarations, decision-making staff are required to 
identify any new interests arising from changes in circumstances or new 
projects or work pieces and to advise the Corporate Affairs Team.  

 
After expiry, an interest will remain on register(s) for a minimum of 6 
months and a private record of historic interests will be retained for a 
minimum of 6 years. 
 
The Corporate Affairs Team can be contacted, for advice, on 01325 
743625 or at cdda-tr.secretariat@nhs.net 
 

5.1.2 Other staff    
Other staff are only required to raise interests in meetings and procurement 
exercises in line with the processes in place outlined in Sections 5.5.1 and 
5.5.2 below, or – in any other circumstance (which is expected to be 
infrequent and unlikely) to their line manager or directly to the Corporate 
Affairs Team using the contact details above. .  

 
5.2 Records and Publication 

The Trust will maintain the following registers: 
 Gifts and Hospitality 
 Register of Sponsorships 
 Register of Interests of Directors and Decision Making Staff 
 Register of Interests of Decision Making Staff 
 Register of Interests of Governors 

 
All declared interests that are material will be promptly transferred to the registers 
by the Corporate Affairs Team. 
 
The Trust will: 

 

 Publish the interests declared by decision making staff in the Registers of 
Interest of Directors and Decision Making Staff and Governors. 

 Refresh this information annually and as declarations are made. 

 Make this information available on the Trust’s website – www.cddft.nhs.uk 

 Ensure agendas of all Trust Board and Council of Governor and Sub-
Committee meetings include a standing item for declarations of interest. 

 
If decision making staff have substantial grounds for believing that publication of 
their interests should not take place then they can make representation to the 
Senior Associate Director of Assurance and Compliance or the Corporate Affairs 
Manager that their interests should be exempted from the register.  In exceptional 
circumstances, for instance where publication of information might put a member 
of staff at risk of harm, information may be withheld or redacted on public registers.  
However, this would be the exception and information will not be withheld or 
redacted merely because of personal preference. 
 

5.3 Management of Interests  
If an interest is declared but there is no risk of a conflict arising then no action is 
warranted.  However, if a material interest (one with potential for an actual or 
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Managing Conflicts of Interests Policy 
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perceived conflict) is declared then the general management actions that could be 
applied include: 

 Restricting staff involvement in associated discussions and excluding them 
from decision making 

 Removing staff from the whole decision making process 

 Removing staff responsibility for an entire area of work 

 Removing staff from their role altogether if they are unable to operate effectively 
in it because the conflict is so significant 

 
Each case will be different and context-specific, and County Durham and 
Darlington NHS Foundation Trust will always clarify the circumstances and issues 
with the individuals involved.  The manager of the particular activity where the 
potential conflict arises should determine the appropriate response, taking advice 
as considered necessary from the Senior Associate Director of Assurance and 
Compliance or Corporate Affairs Manager.  
 
Staff who declare material interests should make their line manager or the 
person(s) they are working to aware of their existence. 
 

5.4 Management of Interests – Common Situations 
This section sets out the principles and rules to be adopted by staff in common 
situations, and what information should be declared. 
 
5.4.1 Gifts and Hospitality 

Staff employed by the Trust and acting in an official capacity must not 
accept gifts and/or hospitality, as an inducement or reward, for doing or 
refraining from doing anything, or for showing favour or disfavour to any 
person with whom the Trust has, or potentially has, a contractual 
relationship. 

 
Any offer of gifts and/or hospitality received, which after consideration is 
refused, must be registered on the attached Gifts and Hospitality refusal 
form and submitted to the Senior Associate Director of Assurance and 
Compliance for inclusion in the appropriate schedule of the Gifts and 
Hospitality Register. 
 
Gifts may be accepted if of low intrinsic value (see 5.4.1.1 below) but must 
be refused if above a limit of £25.  

 
Any acceptance of hospitality must be discussed with and approved by the 
member of staff’s manager and be registered on the attached Hospitality 
and Sponsorship Form. The manager should state the perceived benefit to 
the Trust in acceptance of the hospitality.  The Hospitality and Sponsorship 
Form should then be submitted to the Senior Associate Director of 
Assurance and Compliance for inclusion in the appropriate schedule of the 
Gifts and Hospitality Register, and to obtain further approval for hospitality 
over £25, as per 5.4.1.1 below.  
 
Line manager and any further approval should be requested in advance of 
the acceptance and will be reported as a breach if it is not.  The Senior 
Associate Director of Assurance and Compliance, assisted by the 
Corporate Affairs Manager will provide advice as necessary. 
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Where there is a potential or perceived conflict of interest as a result of the 
acceptance of hospitality this should be clearly documented on the 
acceptance form, stating how the conflict will be mitigated. 

 
The address for the return of all Gifts and Hospitality forms is: 
Senior Associate Director of Assurance and Compliance 
Executive Corridor 
Darlington Memorial Hospital 

 
Or by email to: cdda-tr.secretariat@nhs.net 

 
The Senior Associate Director of Assurance and Compliance will review 
the registers and report to the Trust Board or a relevant Trust Board Sub-
Committee on the results of the review and any breaches. 
 
Where breaches occur, the Senior Associate Director of Assurance and 
Compliance, assisted by the Corporate Affairs Manager will advise the 
relevant manager and provide support to ensure understanding of the 
procedure going forwards. 

 
5.4.2 Casual or Business Gifts 

Casual or Business Gifts with a value in excess of £25.00 offered by 
contractors, suppliers or others in a business relationship with the Trust (or 
likely to do business), e.g. at Christmas time, should be politely but firmly 
declined. These refusals must be recorded on the Gifts and Hospitality 
Refusal Form and submitted to the Senior Associate Director of Assurance 
and Compliance for inclusion in the appropriate schedule of the Gifts and 
Hospitality Register. 

 
However, articles of low intrinsic value such as diaries, pens, or calendars, 
or small tokens of gratitude from patients or their relatives with a value less 
than £25.00 such as flowers or chocolates can be accepted. Acceptances 
do not need to be recorded on the Gifts and Hospitality Register unless in 
the course of a 12 month period several such gifts are accepted from the 
same source and the cumulative value of the gifts accepted exceeds 
£25.00.  In these circumstances, a return should be made on the Hospitality 
and Sponsorship Form and submitted to the Senior Associate Director of 
Assurance and Compliance for inclusion on the Gifts and Hospitality 
Register. 

 
What should be declared? 

 Staff name and their role with the organisation. 

 A description of the nature and value of the hospitality (or refused gift 
if amounting to more than £25 cumulatively), including its source. 

 Date of receipt / refusal of gift. 

 Any other relevant information (e.g. circumstances surrounding the gift, 
action taken to mitigate against a conflict, details of any approvals given 
to depart from the terms of this policy). 

 
5.4.3 Cash and cash equivalents 

Offers of cash or cash equivalents such as gift vouchers made by suppliers, 
contractors, patients, their relatives or others to individual members of staff 
should be politely but firmly declined. However, any cash offered to staff 
by patients or their relatives as a token of gratitude may be accepted so 
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long as the entire amount is paid into the Trust’s Charitable Funds and 
recorded as such. 
 

5.4.4 Hospitality 
Hospitality of any kind should be refused if it might reasonably be seen as 
likely to compromise the personal judgment or integrity of any member of 
staff or if the scale of hospitality is in excess of that which is reasonable 
and proportionate in all the circumstances. The acceptance of hospitality 
with a monetary value in excess of £25.00 must be approved by the Chief 
Executive or Director of Finance in accordance with the requirements of 
the Trust’s Standing Financial Instructions. Where a staff member wishes 
to accept hospitality they should complete the Hospitality and Sponsorship 
Form, recording approval from their line manager and submit it to the 
Senior Associate Director of Assurance and Compliance in advance of the 
receipt of hospitality. The Senior Associate Director of Assurance and 
Compliance or Corporate Affairs Manager will then submit the form to the 
Chief Executive of Director of Finance for further approval if the value is 
over £25.00. Such approval will be documented on the Hospitality and 
Sponsorship Form.  

 
Where employees of the Trust (including Non-Executive Directors) wish to 
provide hospitality to other staff/third parties this must be approved by the 
appropriate budget holder and if hospitality to be provided has a monetary 
value in excess of £25.00 this must also be approved by the Chief 
Executive or Director of Finance. In all cases, the provision of hospitality to 
staff/third parties must be in connection with meetings or seminars which 
disrupt normal meal arrangements and be in circumstances where it would 
be discourteous to fail to offer hospitality. 
 
Where such hospitality has been provided to staff or third parties the 
expense claim form must include the justification for the meeting and the 
hospitality and confirm those in attendance. Supporting evidence in the 
form of an agenda or minutes should also be included where available. 
 
See 5.4.1 for more details on how to access and submit the relevant forms. 
 
What should be declared? 

 Staff name and their role with the organisation. 

 The nature and value of the hospitality including the circumstances. 

 Date of receipt. 

 Any other relevant information (e.g. action taken to mitigate against a 
conflict, details of any approvals given to depart from the terms of this 
policy). 

 
5.4.5 Commercial Sponsorship for Attendance at Courses and 

Conferences 
The acceptance by staff of commercial sponsorship for attendance at 
relevant conferences and courses is acceptable but only where the 
member of staff seeks permission from the Trust in advance. The 
appropriate manager must be satisfied that the course/conference is 
directly relevant to the member of staff’s work, that acceptance will not 
compromise purchasing decisions in any way and that it does not directly 
benefit the member of staff financially prior to granting permission. 
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Where offers of sponsorship are accepted then the Hospitality and 
Sponsorship form should be completed and submitted to the Senior 
Associate Director of Assurance and Compliance for inclusion in the 
appropriate schedule of the Gifts and Hospitality Register; refusals of offers 
of sponsorship should be recorded on the Gifts and Hospitality Refusal 
form and submitted to the Senior Associate Director of Assurance and 
Compliance for inclusion in the Gifts and Hospitality Register. See 5.4.1 for 
more details on how to access and submit forms. 
 

5.4.6 Sponsored Events 
Sponsorship of events by appropriate external bodies will only be approved 
if a reasonable person would conclude that the event will result in clear 
benefit to the organisation and the NHS.  If in doubt, advice should be taken 
from the Senior Associate Director of Assurance and Compliance or 
Corporate Affairs Manager.  

 
During dealings with sponsors there must be no breach of patient or 
individual confidentiality or data protection rules and legislation.  No 
information should be supplied to the sponsor from whom they could gain 
a commercial advantage, and information which is not in the public domain 
should not normally be supplied.   

 
At the organisation’s discretion, sponsors or their representatives may 
attend or take part in the event but they should not have a dominant 
influence over the content or the main purpose of the event.   

 
The involvement of a sponsor in an event should always be clearly 
identified.  Staff within the organisation involved in securing sponsorship of 
events should make it clear that sponsorship does not equate to 
endorsement of a company or its products and this should be made visibly 
clear on any promotional or other materials relating to the event.   

 
Staff arranging sponsored events must declare this to the organisation by 
completing a Hospitality and Sponsorship Form and submitting it to the 
Corporate Affairs Team. The address for the return of all Gifts, Hospitality 
and Sponsorship forms is: 
Senior Associate Director of Assurance and Compliance 
Executive Corridor 
Darlington Memorial Hospital 

 

Or by email to: cdda-tr.secretariat@nhs.net 
 

Forms will require approval by the Chief Executive or Director of Finance 
in line with the requirements for Gifts and Hospitality above.  

 
What should be declared? 

 The name of the sponsor. 

 The value of the sponsorship. 

 The benefit arising to the Trust. 

 The sponsor’s involvement in the event 

 Confirmation that the sponsor has not been given a dominant influence 
over the event and has not been provided with confidential or 
commercially sensitive information 
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 Confirmation that the sponsor has been formally advised that 
acceptance of sponsorship does not equate to endorsement of the 
company’s services or products and that sponsorship materials should 
not include any suggestion of such. 

 Confirmation of approval by the Director of Finance or Chief Executive.  
 

5.4.7 Outside Employment 
Employees are advised not to engage in outside employment, which may 
conflict with their NHS work, or be detrimental to it. They are advised to 
seek the Trust’s permission to engage in outside employment prior to 
acceptance. In determining whether permission will be granted the Trust 
will consider (inter alia) whether the interests of the Trust and its patients 
could be harmed in line with the principle of conduct in the NHS.  
  
The organisation may also have legitimate reasons within employment law 
for knowing about employment of staff, even when this does not give rise 
to risk of a conflict.  Please see the Trust’s Secondary Employment Policy 
for further details. 
 
Managers being notified of an intention to work on outside employment 
should assess the risk of a conflict of interest arising and, in such 
circumstances, agree mitigating actions prior to approving secondary 
employment.  Advice should be taken from the Senior Associate Director 
of Assurance and Compliance or Corporate Affairs Manager, as 
necessary. The Corporate Affairs Team should be advised of any outside 
employment which has been approved subject to mitigating actions, a 
record of which will maintained with the Corporate Affairs Team. This 
record will be maintained for audit purposes not for publication.  
 

5.4.8 Shareholdings and other ownership issues 
Staff should declare, as a minimum, any shareholdings and other 
ownership interests in any publicly listed, private or not-for-profit company, 
business partnership or consultancy which is doing, or might reasonably 
be expected to do, business with the organisation.  

 
Where shareholdings or other ownership interests are declared and give 
rise to risk of conflicts of interest then the general management actions 
outlined in this policy should be considered and applied to mitigate risks.   

 
There is no need to declare shares or securities held in collective 
investment or pension funds or units of authorised unit trusts.   

 
One particular area of potential conflict of interest, which may directly affect 
patients, is where members of staff or their close family members hold a 
beneficial interest in private care homes or hostels. All such interests must 
be declared to the Trust. 

 
Decision-making staff will be required to declare such interests on the 
formal Declaration of Interests Form. Other staff should declare to their line 
manager / Corporate Affairs as necessary. 

 
What should be declared? 

 Staff name and their role with the organisation. 

 Nature of the shareholdings/other ownership interest. 
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 Relevant dates. 

 Other relevant information (e.g. action taken to mitigate against a 
conflict, details of any approvals given to depart from the terms of this 
policy). 

 
5.4.9 Patents 

Staff should declare patents and other intellectual property rights they hold 
(either individually, or by virtue of their association with a commercial or 
other organisation), including where applications to protect have started or 
are ongoing, which are, or might reasonably be expected to be, related to 
items to be procured or used by the organisation.   

 
Staff should seek prior permission from the organisation before entering 
into any agreement with bodies regarding product development, research, 
work on pathways etc, where this impacts on the organisation’s own time 
or uses its equipment, resources or intellectual property.   

 
Where holding of patents and other intellectual property rights give rise to 
a conflict of interest then the general management actions outlined in this 
policy should be considered and applied to mitigate risks. 

 
Decision-making staff will be required to declare such interests on the 
formal Declaration of Interests Form. Other staff should declare to their line 
manager / Corporate Affairs as necessary. 

 
What should be declared? 

 Staff name and their role with the organisation. 

 A description of the patent. 

 Relevant dates. 

 Other relevant information (e.g. action taken to mitigate against a 
conflict, details of any approvals given to depart from the terms of this 
policy). 

 
5.4.10 Loyalty Interests 

Loyalty interests should be declared by staff involved in decision making 
where they: 

 Hold a position of authority in another NHS organisation or commercial, 
charity, voluntary, professional, statutory or other body which could be 
seen to influence decisions they take in their NHS role. 

 Sit on advisory groups or other paid or unpaid decision making forums 
that can influence how an organisation spends taxpayers’ money. 

 Are, or could be, involved in the recruitment or management of close 
family members and relatives, close friends and associates, and 
business partners. 

 Are aware that their organisation does business with an organisation in 
which close family members and relatives, close friends and associates, 
and business partners have decision making responsibilities. 

 
Decision-making staff will be required to declare such interests on the 
formal Declaration of Interests Form. Other staff should declare to their 
line manager / Corporate Affairs as necessary. 

 
What should be declared? 

 Staff name and their role with the organisation. 
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 Nature of the loyalty interest. 

 Relevant dates. 

 Other relevant information (e.g. action taken to mitigate against a 
conflict, details of any approvals given to depart from the terms of this 
policy). 

 
5.4.11 Donations 

Donations made by suppliers or bodies asking to do business with the 
organisation should be treated with caution and not routinely accepted.  In 
exceptional circumstances they may be accepted but should always be 
declared.  A clear reason should be recorded as to why it was deemed 
acceptable, alongside the actual or estimated value. 
 
Staff should not actively solicit charitable donations unless this is a 
prescribed or expected part of their duties for the organisation, or is being 
pursued on behalf of the organisation’s own registered charity or other 
charitable body and is not for their own personal gain. 
 
Staff must obtain permission from the Trust’s Charity Office if in their 
professional role they intend to undertake fundraising activities on behalf 
of a pre-approved charitable campaign for a charity other than the 
organisation’s own. 
 
Donations, when received, should be made to a specific charitable fund 
(never to an individual) and a receipt should be issued. 
 
Staff wishing to make a donation to a charitable fund in lieu of receiving a 
professional fee may do so, subject to ensuring that they take personal 
responsibility for ensuring that any tax liabilities related to such donations 
are properly discharged and accounted for. 

 
What should be declared? 

 The Trust Charity Office and Finance Team will maintain records in line 
with the above principles and rules and relevant obligations under 
charity law. 

 
5.4.12 Sponsored Research 

Funding sources for research purposes must be transparent. Any 
proposed research must be approved through the Trust’s Director of 
Research and Innovation.  

 
There must be a written protocol and written contract between staff, the 
organisation, and/or institutes at which the study will take place and the 
sponsoring organisation, which specifies the nature of the services to be 
provided and the payment for those services. 
 
Any such study must not constitute an inducement to prescribe, supply, 
administer, recommend, buy or sell any medicine, medical device, 
equipment or service. 

 
Staff should declare involvement with sponsored research to the 
organisation. 
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What should be declared? 
The Research and Development Department will retain records of 
sponsored research, which will identify the staff involved and their roles in 
the organisation, and the nature of their involvement in the sponsored 
research and dates of the project. A record of approval will also be 
maintained which will include an assessment of the risk of any conflict of 
interest arising.  

 
Advice should be taken from the Senior Associate Director of Assurance 
and Compliance or Corporate Affairs Manager, where a conflict of interest 
may arise, as considered necessary. Any project approved, subject to 
mitigating actions, should be notified to the Corporate Affairs Team so that 
a record can be maintained for audit purposes.  

 
5.4.13 Sponsored Posts 

Care needs to be taken to ensure that external sponsorship of a post does 
not put the sponsor in a position of being able to influence, or being 
perceived as being able to influence, purchasing decisions and or 
prescribing or dispensing patterns.  Accordingly, sponsored posts will 
require that staff who are establishing the external sponsorship of a post 
seek formal prior approval from the organisation. In order for approval to 
be provided: 

 The Associate Director or Clinical Director responsible for the relevant 
service must be satisfied that the arrangements will have no effect on 
purchasing decisions, or prescribing or dispensing habits. 

 There is a written agreement with the sponsor which specifies the 
duration of the sponsorship, or checkpoints for review of its continuation 
and sets out the circumstances under which the Trust may exit the 
arrangement should conflicts of interest which cannot be managed arise 
Sponsored post holders must not promote or favour the sponsor’s 
products, and information about alternative products and suppliers 
should be provided.  

 
Sponsors should not have any undue influence over the duties of the post 
or have any preferential access to services, materials or intellectual 
property relating to or developed in connection with the sponsored posts. 

 
What should be declared? 
The Hospitality and Sponsorship Form should be completed by the 
Associate Director of Operations or Clinical Director for the service prior 
to the post being advertised. This requires confirmation that there is no 
conflict of interest arising, or that mitigating actions are in place and 
considered to be sufficient. It will also require confirmation that a written 
agreement is in place with the sponsor. Once completed, the form should 
be submitted to the Corporate Affairs team so that the post can be 
included on the sponsorship register.  
 

5.4.14 Clinical Private Practice 
Clinical staff should declare all private practice on appointment, and/or any 
new private practice when it arises (as per the requirement in Consultants 
Terms and Conditions nationally).  Doctors and dentists employed under 
the Trust’s terms and conditions of service are permitted to carry out private 
practice subject to their having obtained the prior approval of the Medical 
Director to such work being undertaken. The Trust’s Medical Staff 
Revalidation and Appraisal Policy outlines the requirements declaration 
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and approval of such work.  Clinical staff should (unless existing 
contractual provisions require otherwise or unless emergency treatment for 
private patients is needed): 

 Seek prior approval of their organisation before taking up private 
practice. 

 Ensure that, where there would otherwise be a conflict or potential 
conflict of interest, NHS commitments take precedence over private 
work. 

 Not accept direct or indirect financial incentives from private providers 
other than those allowed by Competition and Markets Authority 
guidelines. 

 Hospital Consultants should not initiate discussions about providing 
their private professional services for NHS patients, nor should they ask 
staff to initiate such discussions on his or her behalf (as per the 
requirement in Consultants terms and conditions nationally). 

 
What should be declared? 
Details of private practice are required to be declared as outlined in the 
Medical Staff Revalidation and Appraisal Policy.  

 
5.5 Management of Interests – Advice in Specific Contexts 

5.5.1 Strategic Decision Making Groups 
In common with other NHS bodies, County Durham and Darlington NHS 
Foundation Trust uses a variety of different groups to make key strategic 
decisions about things such as: 

 Entering into (or renewing) large scale contracts. 

 Awarding grants. 

 Making procurement decisions. 

 Selection of medicines, equipment and devices. 
 

The interests of those who are involved in these groups should be well 
known so that they can be managed effectively.  For this organisation these 
groups are:  

 The Board. 

 The Executive Directors Group. 

 The Senior Leadership Team / Strategic Change Board / Directors 
Investments Scrutiny Committee 

 The Investment Advisory Group and capital sub-groups. 
 

These groups will adopt the following principles: 

 Chairs should consider any known interests of members in advance, 
and begin each meeting by asking for declaration of relevant material 
interests. 

 Members should take personal responsibility for declaring material 
interests at the beginning of each meeting and as they arise. 

 Any new interests identified should be added to the register of interests. 
The Corporate Affairs Team provides minute-takers for the majority of 
these meetings and will, with the Chairs of those meetings not covered, 
take responsibility for updating the registers accordingly.  

 The vice chair (or other non-conflicted member) should chair all or part 
of the meeting if the chair has an interest that may prejudice their 
judgement. 
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If a member has an actual or potential interest the Chair should consider 
the following approaches and ensure that the reason for the chosen action 
is documented in minutes or records: 

 Requiring the member to not attend the meeting. 

 Excluding the member from receiving meeting papers relating to their 
interest. 

 Excluding the member from all or part of the relevant discussion and 
decision. 

 Noting the nature and extent of the interest, but judging it appropriate to 
allow the member to remain and participate. 

 Removing the member from the group or process altogether. 
 
The default response will not always be to exclude members with interests, 
as this might have a detrimental effect on the quality of the decision being 
made.  Judgement will be allowed, to ensure proportionate management 
of risk. 
 

5.5.2 Procurement 
Procurement should be managed in an open and transparent manner, 
compliant with procurement and other relevant law, to ensure there is no 
discrimination against or in favour of any provider. Procurement processes 
should be conducted in a manner that does not constitute anti-competitive 
behaviour – which is against the interests of patients and the public. 
 
All staff who are in contact with suppliers and contractors (including 
external consultants) and in particular those who are authorised to sign 
purchase orders or place orders for goods, materials or services, are 
expected to adhere to professional standards as set out in Standing 
Financial Instructions. Fair and open competition between prospective 
contractors or suppliers for Trust contracts is a requirement of the Trust’s 
Standing Orders. No private, public or voluntary organisation or company 
which may bid for the Trust’s business should be given any advantage over 
its competitors, such as advance notice of the Trust’s requirements. Each 
new contract should be awarded on merit, taking into account the Trust’s 
specified requirements and the ability of contactors to fulfil them.  
 
The Trust’s Procurement Services requires all staff involved in any 
procurement exercise to declare any interests at the outset of the exercise. 
Declared interests are registered and the Procurement Lead will ensure 
that mitigating actions are implemented as necessary. These may require, 
in some cases, that the individual is excluded from the procurement team. 
Any conflicts of interest, and mitigating actions, are noted in the final 
recommendation report so that there is full transparency to approving 
officers on the process followed.  
 

5.6 Dealing with Breaches 
There will be situations when interests will not be identified, declared or managed 
appropriately and effectively. This may happen innocently, accidently, or because 
of the deliberate actions of staff or other organisations.  For the purposes of this 
policy these situations are referred to as ‘breaches’. Any financial or other 
irregularities or impropriety which involve evidence or suspicion of fraud, bribery 
or corruption by any officer, will be reported to the trust’s counter fraud specialist 
with a view to an appropriate investigation being conducted and potential 
prosecution being sought. 
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5.6.1 Identifying and Reporting Breaches 

Staff who are aware about actual breaches of this policy, or who are 
concerned that has been, or may be, a breach, should report these 
concerns to the Trust Chairman, the Trust Secretary / Senior Associate 
Director of Assurance and Compliance and/or the Freedom to Speak Up 
Guardian. 
 
To ensure that interests are effectively managed staff are encouraged to 
speak up about actual or suspected breaches.  Every individual has a 
responsibility to do this.  For further information about how concerns should 
be raised, refer to the Trust’s Raising Concerns (Whistleblowing) Policy. 
 
The organisation will investigate each reported breach according to its own 
specific facts and merits, and give relevant parties the opportunity to 
explain and clarify a relevant circumstance. 
 
Following investigation the organisation will: 

 Decide if there has been or is potential for a breach and if so what the 
severity of the breach is. 

 Assess whether further action is required in response – this is likely to 
involve any staff member involved and their line manager, as a 
minimum. 

 Consider who else inside and outside the organisation should be made 
aware. 

 Take appropriate action as set out in the next section. 
 

5.6.2 Taking Action in Response to Breaches 
Action taken in response to breaches of this policy will be in accordance 
with the disciplinary procedures of the organisation and could involve 
organisational leads for staff support (e.g. Human Resources), fraud (e.g. 
Local Counter Fraud Specialists), members of the management or 
executive teams and organisational auditors. 
 
Breaches could require action in one or more of the following ways: 

 Clarification or strengthening of existing policy, process and procedures. 

 Consideration as to whether HR/employment law/contractual action 
should be taken against staff or others. 

 Consideration being given to escalation to external parties.  This might 
include referral of matters to external auditors, NHS Counter Fraud 
Authority, the Police, statutory health bodies (such as NHS England, 
NHS improvement or the CQC) and/or health professional regulatory 
bodies. 

 
Inappropriate or ineffective management of interests can have serious 
implications for the organisation and staff.  There will be occasions where 
it is necessary to consider the imposition of sanctions for breaches.  

 
Sanctions will not be considered until the circumstances surrounding 
breaches have been properly investigated.  However, if such investigations 
establish wrong-doing or fault then the will consider the range of possible 
sanctions that are available, in a manner which is proportionate to the 
breach.  This includes: 
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 Employment law action against staff, which might include: 
o Informal action (such as reprimand, or signposting to training and/or 

guidance). 
o Formal disciplinary action (such as formal warning, the requirement 

for additional training, re-arrangement of duties, re-deployment, 
demotion, or dismissal). 

 Reporting incidents to the external parties described above for them to 
consider what further investigations or sanctions might be. 

 Contractual action, such as the exercise of remedies or sanctions 
against the body or staff which caused the breach. 

 Legal action, such as investigation and prosecution under fraud, bribery 
and corruption legislation. 

 
5.6.3 Learning and Transparency Concerning Breaches 

Reports on breaches, the impact of these, and action taken will be 
considered by the Trust Board Audit Committee as they occur. 

 
To ensure that lessons are learnt and management of interests can 
continually improve, anonymised information on breaches, the impact of 
these, and action taken will be prepared and published or made available 
for inspection by the public upon request. 
 

5.7 Fraud and Corruption 
In accordance with the trust’s Anti-Fraud Policy (POL/FIN/0001), all suspected 
cases of fraud and corruption should be reported immediately to the trust’s counter 
fraud specialist at: 
AuditOne fraud hotline 0191 441 5936 
AuditOne fraud email counterfraud@audit-one.co.uk  

or ntawnt.counterfraud@nhs.net 
 
Alternatively, reports can be made directly to the executive director of finance. If 
the referrer believes that the director of finance or counter fraud specialist may be 
implicated in a fraud they should notify whichever party is not believed to be 
involved, who will then inform the chief executive. 
 
If the referrer feels for any reason that they are unable to report the matter 
internally, referrals can be made to the NHS Counter Fraud Authority, via the 
Fraud and Corruption Reporting Line on 0800 028 4060 (powered by 
Crimestoppers) or online at: https://cfa.nhs.uk/reportfraud . 

 

6 Monitoring 
 

6.1 Compliance and Effectiveness Monitoring 
 

Compliance with this policy will be monitored as outlined in the table below. 
    

6.2 Compliance and Effectiveness Monitoring Table 
 

Monitoring Criterion Response 
Who will perform the 
monitoring? 

Senior Associate Director of Assurance and 
Compliance and Corporate Affairs Manager 

What are you monitoring? Compliance with and effectiveness of the policy 
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When will the monitoring be 
performed? 

Six monthly, through reporting to Trust Audit 
Committee 

How are you going to 
monitor?  

Sense check of declarations forms received – 
quantity/ quality/content 
Annual review of local records held e.g. Sponsored 
Research  

What will happen if any 
shortfalls are identified? 

Feedback will be provided to managers as 
appropriate 

Where will the results of the 
monitoring be reported? 

Trust Board Audit Committee 

How will the resulting action 
plan be progressed and 
monitored? 

On an ongoing basis, by the Corporate Affairs 
Manager 

How will learning take place?  Through reporting to Trust Board Audit Committee 
and individual feedback provided 

Use of Directors’ Briefings, staff bulletins and 
other communication channels to disseminate 
any wider learning points.  

 

7 Glossary of Terms 
 
Abbreviations have been explained in the course of this document. 
 

8 Associated Documentation & References 
 

NHS England – Conflicts of Interest in the NHS – Guidance for staff and organisations 

https://www.england.nhs.uk/ourwork/coi/ 

9 Appendices 
Appendix 1 – Declaration of Interests Form 
Appendix 2 - Hospitality and Sponsorship Acceptance Form 
Appendix 3 - Hospitality and Sponsorship Refusal Form  
Appendix 4 - Equality Impact Assessment 
Appendix 5 – Document Approval Form 
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9.1 Appendix 1 – Declarations of Interest 
 

Declaration of Interests Form 
 

 
9.2 Appendix 2 - Hospitality and Sponsorship Acceptance Form 
 

Hospitality and Sponsorship Acceptance Form 
 
 
9.3 Appendix 3 – Hospitality and Sponsorship Refusal Form 
 

Hospitality and Sponsorship Refusal Form  
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9.4 Appendix 4 - Equality Analysis/Impact Assessment  
 

Care Group/Speciality Corporate/Assurance, Risk 
and Compliance 

Document Type Policy 

Lead Person Responsible 
 

Warren Edge, Senior 
Associate Director of 
Assurance and Compliance 

People involved with completing this document 
 
 

Peter Dixon, Corporate Affairs 
Manager 

Type of Policy, procedure, decision, project, 
function or service 

Changed 

Date Completed 25/02/2022 

 

Step 1 – Scoping Your Analysis 

What is the aim of your policy, procedure, project, decision, function or service 
and how does it relate to equality? 

To ensure all members of staff working for the Trust are aware of and compliant 
with the required standards for managing conflicts of interest. 

Who is the policy, procedure, project, decision, function or service going to benefit 
and how? 

All staff and stakeholders.  Ensuring any interests are declared and managed 
effectively 

What are you hoping to achieve? 

Compliance with the requirements of the standards for managing conflicts of 
interest 

What barriers are there to achieving these outcomes? 

Awareness of the policy 
 

How will you put your policy, procedure, project, decision, function or service into 
practice? 

Publish alongside all Trust policies 
 

Does this policy link, align or conflict with any other policy, procedure, project, 
decision, function or service? 

Links with a number of other policies and procedures as outlined in the policy text. 
 

 
 

Step 2 – Collating your information 

What existing information/data do you have? 

Existing Policy, NHSEI Guidance 

Who have you consulted with? 

Medical Directorate, Recruitment, ECL (during development of original policy) 

What are the gaps and how do you plan to collect what is missing? 

None 

Step 3 – What is the Impact? 

Using the information from step 2 explain if there is an impact or potential for 
impact on staff or people in the community with characteristics protected under 
the Equality Act 2010? 

Ethnicity or Race 

No impact 
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Sex/Gender 

No impact 

Age 

No impact 

Disability 

There is dependence on forms and registration to capture interests. The 
Corporate Affairs Team will provide assistance and alternative methods of 
capturing information, on request, as necessary, for those who may not be able to 
use the forms as documented. 

Religion or Belief 

No impact 

Sexual Orientation 

No impact 

Marriage and Civil Partnership (applies to workforce issues only) 

No impact 

Pregnancy and Maternity 

No impact 

Gender Reassignment 

No impact 

Other socially excluded groups or communities e.g. rural community, socially 
excluded carers, areas of deprivation, low literacy skills etc. 

No impact 

Step 4 – What are the differences? 

Are any groups affected in a different way to others as a result of the policy, 
procedure, project, decision, function or service? 

Potentially the disabled, but the impact will be mitigated by alternative methods 
of, and support for, capturing information where required. 

Does your policy, procedure, project, decision, function or service 
discriminate against anyone with characteristics protected under the 
Equality Act 2010? 

No 

If Yes, explain the justification for this.  If it cannot be justified, how are you going 
to change it to remove or mitigate the affect? 

 

Step 5 – Make a decision based on steps 2 – 4  

If you are in a position to introduce the policy, procedure, project, decision, 
function or service?  Clearly show how this has been decided 

Yes, as (with the offer of alternatives to any staff unable to use the forms as 
documented) this does not impact on any group from an equality perspective and 
is applied consistently to all 
 

If you are in a position to introduce the policy, procedure, project, decision, 
function or service, but still have information to collect, changes to make or actions 
to complete to ensure all people affected have been covered please list: 

None 
 

How are you going to monitor this policy, procedure, project or service, how often 
and who will be responsible? 

As per the monitoring section of the document 
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9.2 Document Approval Request Form 
 
This form should be completed when creating or reviewing this document.  
Documents will not be considered for approval until this form has been completed.  
Should you need any assistance contact Governance Support Team or the 
Corporate Records Lead on ext 44178. 
 

Document Title Managing Conflicts of Interest Policy 

1. Document Type Policy 

2. Is this a new document No 

3. If no, provide brief details of amendments made to this version. 
 
Update to hyperlinks and references to committees. 
 
 
 
 
 

4. Are there any documents (policies or procedures) to be 
withdrawn following the ratification of this document 
because they are no longer valid? 

No 

If yes please provide reference number and name of documents to be removed 
 
 
 

5. Please confirm that consultation has been completed and 
that there are no outstanding issues. This should be 
evidenced on CDDFT Quality Insights 
 

Confirmed 

6. Specific assurance to 
approving Committee 
 

Abbreviations/Short hand are explained ☒ 

Grammar and spelling has been proof checked ☒ 

A monitoring table is included ☒ 

The correct template has been followed ☒ 

Reference number correct  ☒ 

Paragraph numbering is correct ☒ 

7. Are there any financial implications from this document? If so, how will it be funded 
No implications 
 
 

8. Dissemination Plan 
Please detail how you will disseminate this policy/procedure 
 
 

 
 
 

All Trustwide procedural documents will be disseminated once ratified in the Trust Bulletin 
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Trust Board – 30th November 2022 

Item 13 – Register of Sealings (Quarter 2, 2022/23) 

Open Session x Private & Confidential Session  

Author Warren Edge, Senior Associate Director of Assurance and Compliance 

Reason for 

Submission 

Tick all that apply 

If none of the above, 

please provide 

rationale for 

submission 

Standing item                                             

Development / approval or update on strategy                         

Decision reserved for Board                                

Statutory / regulatory requirement                                   

Oversight of significant risks                                  

Update on action log item                                                    

Requires Board approval e.g. policies or business cases    

Core performance information        

Other rationale, please state below: 

 

Strategic Aim: 

 

To transform care pathways and develop services which deliver the  

best patient outcomes                               

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

provide the best patient experience                                         

To maximise our resources and relationships to sustain services and  

deliver best efficiency                                                                                   

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

are proud of – best employer                                          

Purpose of Report To update the Trust Board as to the entries made in the Register of Sealings 

during the period 1st April 2022 to 30th June 2022 (“Relevant Period”). 

Positive performance 

/ developments within 

this report   

 

Positive matters  Page 

Not applicable  

Key issues and 

actions within this 

report  

 

Issue and actions Page 

The Standing Orders for the Practice and Procedure of the Board 

of Directors, require that an entry of every sealing made using the 

Trust seal must be entered into a register and that a quarterly 

report is provided to the Trust Board on the documents that have 

been affixed with the Trust Seal. 

N/A 
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 The Trust Seal may only be affixed to documents where 

authorisation has been given by the Trust Board or one of its 

Committees or where authority to affix the seal is derived from a 

delegated power (currently to the Trust Secretary). 

N/A 

There was one document sealed within the relevant period. This 
was a Letter of Variation between the Trust and SCL to cover 
additional activities required by the Trust and the associated 
costs. 

 

N/A 

Regulatory 

compliance 

implications 

Tick all that apply 

 

Tick for any implications for compliance with 

NHS Constitution     

Provider Licence (especially Condition 6)        

CQC Fundamental Standards of Care       

Health and Social Care Act         

Mental Health Act / Mental Capacity Act                         

Significant risks 

identified (if any) 

None 

Action / decision 

required from the 

Board 

The Board of Directors is requested to note the information contained within the 

report 
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