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 Item No: GB/15/21 


GOVERNING BODY 
 


Report Title  Update on the Francis Report 
Author and Job Title  Gill Findley, Director of Nursing 
Sponsor Director Gill Findley, Director of Nursing 
Date 31/12/14 
 
Purpose  of report  
Information sharing           Development / Discussion             Decision / Action     
  
Brief introduction / 
Purpose of paper 
 
 
 
 
 
 


In April 2013 Sir Robert Francis QC presented the second report into the 
failings at Mid Staffordshire hospital. This report concentrated on the 
agencies involved in regulation and monitoring the organisation and why 
they did not act upon the problems as they emerged. A summary of the 
report was presented to the Governing Body in May, following a public 
consultation event held at the end of April 2013. Later in 2013, further 
reports into patient safety were published. In December 2013, the CCG 
received a joint action plan covering the following 3 reports: 
 
“Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry” 
2013 Chaired by Sir Robert Francis QC. 
 
“Review into the quality of care and treatment provided by 14 hospital 
trusts in England: overview report” July 2013 Professor Sir Bruce Keogh. 
 
“A promise to learn-commitment to act.  Improving the safety for patients 
in England” August 2013. 
 
This paper is a six monthly update for the governing body showing the 
progress made against the actions and the outstanding actions. 
 


Summary of key 
points  
 
 
 
 
 
 


• All 290 recommendations from the Francis report have been 
reviewed to determine the actions required by the CCG as many of 
the recommendations are for other agencies or require national 
policy change. 


• The attached spreadsheet shows the recommendations for CCGs. 
Each recommendation has been reviewed and RAG (red amber 
green) rated for progress. 


• All actions have now been completed and it is recommended that the 
need for regular reports to Governing Body is no longer required as 
monitoring is in place via other means, as detailed in the action plan. 


 
 
 
 


 


 
 
 







 
DDES approval 
route 
 


• Paper to Governing Body April 2013 
• Public meeting held 30th April 2013 
• Update received by Governing Body in December 2013 
• Update to Governing Body 11/07/14 
• Update Formal Executive Committee 20th January 2015 


 
  
Other consultation 
routes 


As above 


  
Supporting 
documentation / 
Appendices 
 


• Action Plan 


 
Strategic objectives 
in Assurance 
Framework 
supported by this 
report 
 


Access to safe, high quality 
services  


 Development and delivery of 
commissioning and financial 
plans including QIPP 


 


Effective internal and external 
engagement including 
communications 


 Effective governance and 
organisational development 


 


Effective contract 
management and 
performance against key 
targets  


   


  
  
Recommendations / 
Action required 
from meeting 
members 
 
 


The  Governing Body is asked to: 
• Note and discuss the progress made; 
• Note that no further regular reports would be brought to the Governing 


Body meeting. 
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1. Introduction  
 
1.1 The NECS Individual Funding Request service is provided as part of the Provider Management 


service offering across all 12 CCGs in the North East. The service is provided at scale and has 
been in place since April 2013. The service has successfully managed: 


• Circa 4,000 funding requests for customers across the North East.  
• Facilitated 22 panels in 2013-14   


 


1.2 The IFR Case Management process has been developed by clinicians and professionals from 
public health, primary and secondary care local clinical networks and the at scale service offers a 
standardised approach to IFRs including: 


• A standardised process built by clinicians and delivered through an easy-to-use online tool 
that guides customers at each step. 


• A consistent IFR case management approach, managed online with clear processes and 
policies for decision making. 


• The ability to fast-track urgent requests directly within the online tool. 


 


1.3 The IFR Service offering ensures appropriate assessment and management of all requests through 
an end to end process. As part of this the teams provide: 


• Value Based Clinical Commissioning Policy (VBCCP). 
• Decision Making Framework for all IFR decisions. 
• Terms of Reference for IFR Panels.  
• Standard Operating Procedures (SOPs) for all aspects of service provision including 


timescales, panel management and complaints management. 
• CCG and applicant training material including crib sheets and general advisory training.  
• A patient information leaflet to explain the process and help manage expectations. 


 


1.4 The NECS IFR Case Management online tool provides instant access to cases. Those authorised 
can navigate the process to view, update and track each patient’s case. The performance targets 
set for the service line and associated achievement is as follows: 


• Requests responded to within 10 days: 100% achievement.  
• Urgent requests responded to within 2 days: 100% achievement. 
• IFR decision letters available within 7 days of the panel. 
• Complaints responded to within 10 days. 
• System problems are resolved in line with NECS ICT standards, with urgent issues resolved 


with 4 hours. NECS has a manual, paper based contingency to ensure business continuity. 
• 100% process availability rate. 


 


1.4 Each CCG has access to IFR Admin support1 that manages the end to end IFR process including 
processing all referrals, facilitation of panels, response to all IFR related complaints and queries and 
assessment of IFR related business intelligence. These staff are supported by senior management 
within the Provider Management teams where required. 


 
 
2. Complaints Management 
 


1 For the purposes of this document the staff that support the IFR process will be referred to as ‘IFR Admin’, however, they are 
members of Provider Management teams across the North East and the management of IFR is not a standalone service offering 
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2.1 As is expected when dealing with sensitive requests from clinicians on behalf of patients, the IFR 
team have supported the NECS complaints team in responding to a number of IFR related queries.  
The number of formal complaints and queries received during 2013/14 can be found below.  


 


 


 


 


 


 


 


 


 


2.2 The IFR Admin staff also deal with a number of ad hoc questions and queries but this information is 
not captured on a routine basis to report against. 


 


2.3 There appears to be a common theme within the complaints received and this is specifically around 
applications for funding not being supported.  Quite often, a patient will make contact to express 
their concerns around the application process and lack of funding and this forms the base for the 
majority of complaints received.  


 


2.4 The IFR team assesses the content of each request and provides a comprehensive response and in 
all cases, due process had been followed and this is outlined in the response provided. The audit 
trail from the IFR online case management tool offers appropriate evidence to demonstrate that this 
due process has taken place. 


 


2.5 As a result of an ongoing complaint, there is currently only one application under consideration by 
the Health Ombudsman in relation to a request received into Sunderland CCG.  It is acknowledged 
however, that this request was previously considered by Sunderland PCT and has been ongoing for 
quite some time.  The rest of the complaints made have been responded to and closed and no 
further action was required from the IFR process. 


 


2.6 To support the patient through the IFR process a patient information has been developed.  It is 
believed that this additional information will provide the patient with sufficient knowledge and 
understanding of how an application is processed and considered. It is anticipated that this 
additional information will hopefully reduce the number of concerns and queries raised. 


 


3. Value Based Clinical Commissioning Policy 


 
3.1 The Value Based Clinical Commissioning Policy is the document by which CCGs set out protocols 


for limiting the number of low clinical value interventions. Healthcare commissioners across the 
North East have adopted a common set of policies since 2010. These were reviewed and adopted 
by all CCGs in January 2013. The policy was further reviewed and approved by all CCGs in 
September 2013 and a further iteration is currently in circulation for approval and adoption.  


 


3.2 The changes since 2010 in this document have been mainly to clarify protocol wording to aid 
decision making. Recent iterations have been aimed at restricting the amount of work that is carried 
out considered to be cosmetic and protocols have been revised to reflect this, or change the 
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CCG
Advice Given to 


Patient
Concern Raised by 


Patient
Formal Complaint 


Submitted by Patient
Grand Total


NHS Darlington CCG 0 1 0 1
NHS Gateshead CCG 0 0 1 1
NHS Newcastle North And East CCG 0 0 1 1
NHS Newcastle West CCG 0 1 0 1
NHS North Durham CCG 0 1 1 2
NHS Northumberland CCG 1 0 2 3
NHS South Tees CCG 0 1 1 2
NHS South Tyneside CCG 1 0 2 3
NHS Sunderland CCG 0 0 1 1
Grand Total 2 4 9 15







protocol in place to state that such procedure is ‘not routinely funded’. This has affected protocols 
such as breast augmentation, breast reduction, removal of excess skin and hirsutism.  


 
3.3 The only addition to the document has been for a protocol regarding fertility preservation in line with 


NICE guidance and this is set out as part of the September 2014 iteration. 
 
 
4. IFR Decision Making Process/Panels 
 
4.1 The process in place is managed via the online case management tool offered by NECS and is 


separated broadly into two elements, cases that are managed directly via the system and cases that 
are presented to panel meetings for a decision to be made. 


 
 
4.2 For cases that are deemed to be exceptional and require peer review/input, Decision Makers have 


the facility to consider applications at a Panel forum.  This provides the opportunity to have a peer 
discussion around the application, the exceptional circumstances and the criteria in place for the 
particular treatment (where appropriate).     


 


4.3 Whilst all panel members are actively encouraged to participate in the clinical discussion around the 
case, ultimate accountability lies with the CCG Decision Maker for the request in question as they 
have the delegated authority from their Board to make funding decisions in respect of their 
patients/locality area. 


 


4.4 Due to the large number and geographical locations of CCGs, the IFR Panels have been split on a 
North and South basis to allow maximum attendance.  The panels are formed as follows: 


   


South Panel North Panel 


Darlington Gateshead 


Durham Dales, Easington & Sedgefield Newcastle North & East 


Hartlepool & Stockton on Tees  Newcastle West 


North Durham North Tyneside 


South Tees  Northumberland 


  South Tyneside 


  Sunderland 


 
4.5 Each panel is governed by the same process and the membership of each panel comprises of: 


 
• Chair (Nominated CCG lay member) 
• CCG decision maker (two nominated from each CCG area for cover arrangements. At least 


one CCG rep from any area of the pane to be in attendance. If no CCG decision maker from 
patient area in attendance, decision sent to CCG representative for endorsement) 


• Clinical Advisors from the respective CCG areas (in attendance to offer advice and technical 
support) 


• Medicines Management representative (in attendance to offer advice and technical support) 
• Mental Health and Learning Disabilities representative (in attendance to offer advice and 


technical support) 
• Contracting/Commissioning representative (in attendance to offer advice and technical 


support) 
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4.6 Panels are scheduled to meet on a monthly basis; dates are scheduled on an annual basis to 
ensure clinical time can be protected to accommodate the panels.    All panels are facilitated by the 
IFR Admin staff who prepare all documentation including agendas, case presentation and minutes. 


 


4.7 In 2013/14, both the North and South panel met a total of 11 times.  The number of cases assigned 
for Panel consideration varies by CCG, a full breakdown of this can be found below: 


 


North IFR Panel Activity 2013/14 
No of Cases by CCG 


Panel Date 21/05/2
013 


18/06/2
013 


23/07/2
013 


20/08/2
013 


17/09/2
013 


23/10/2
013 


19/11/2
013 


17/12/2
013 


22/01/2
014 


26/02/2
014 


26/03/
2014 


Grand 
Total 


Gateshead 2 3 1 1 2     2 1 2 1 15 
Newcastle 
North & 
East     1 1   1     2     5 
Newcastle 
West         1           2 3 
North 
Tyneside     2 2   4 3   1   2 14 
Northumbe
rland   8 11 11 7 10 8 4 5 6 2 72 
South 
Tyneside 1 3 1 1 1 1 1 1   3 1 14 


Sunderland   4     1 2 1 3 2 4 1 18 


Grand Total 3 18 16 16 12 18 13 10 11 15 9 141 


South IFR Panel Activity 2013/14 
No of Cases by CCG 


Panel Date 02/05/2
013 


06/06/2
013 


04/07/2
013 


01/08/2
013 


05/09/2
013 


03/10/2
013 


07/11/2
013 


05/12/2
013 


09/01/2
014 


06/02/2
014 


06/03/
2014 


Grand 
Total 


Darlington 1 1   1 1       1 2 2 9 
Durham 
Dales, 
Easington 
& 
Sedgefield   3 2   2 2 2   1   5 17 
Hartlepool 
& Stockton 
on Tees        2   2   5 2 4 3 18 
North 
Durham   4 2     4 1 1   1 2 15 


South Tees      2 4 3 3   2 2 5 3 24 
Grand 
Total 1 8 6 7 6 11 3 8 6 12 15 83 


 


4.8 The number of cases considered by CCG compared as a percentage of their overall referrals is as 
follows: 


 


South IFR Panel Activity 2013/14 
No of Cases by CCG 


CCG 
Total No of Cases 
Considered by 
Panel 


Percentage 
Split by Panel 


Total No of 
Cases 
submitted 


% of Cases 
to Panel 


Darlington 9 10.84 222 4.05 


Durham Dales, Easington & Sedgefield 17 20.48 417 4.08 


Hartlepool & Stockton on Tees  18 21.69 352 5.11 


North Durham 15 18.07 275 5.45 


South Tees  24 28.92 397 6.05 


Grand Total 83 100 1663 24.74 
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North IFR Panel Activity 2013/14 
No of Cases by CCG 


CCG 
Total No of Cases 
Considered by 
Panel 


Percentage 
Split by Panel 


Total No of 
Cases 
submitted 


% of Cases 
to Panel 


Gateshead 15 10.64 324 5 


Newcastle North & East 5 3.55 347 1.44 


Newcastle West 3 2.13 234 1.28 


North Tyneside 14 9.93 466 3.00 


Northumberland 72 51.06 638 11.29 


South Tyneside 14 9.93 295 4.75 


Sunderland 18 12.77 304 5.92 


Grand Total 141 100.00 2608 32.31 


 


4.9 The information above demonstrates a difference in the number of cases considered by each Panel, 
with the North considering 141 against the South’s 83.  However, it is recognised there are a larger 
cohort of CCGs contributing to the Panel.  On reflection of activity within this first year, the CCG 
Decision Makers for the North area were in the main, new to the process where as a number of 
decision makers in the South area had been involved in the historic IFR process for a number of 
years.  


 


4.10 This suggests that more cases may have been presented via the panel process for a decision to be 
made in the North due to individuals becoming used to the process/assessment of cases and 
application of criteria. Usage of the panel for a discussion to be held therefore is most appropriate in 
these circumstances.  The North panel also had limited access to some Clinical Advisor capacity 
over the first few months prompting more cases needing a panel discussion. 


 


4.11 It is hoped that now the process is embedded and individuals involved in the process have had 
more exposure to the system/protocols etc., that these figures will broadly fall more in line in future 
years, however the number of CCGs for each panel does vary and CCG population size does need 
to be taken into consideration therefore it is expected that North figures may always be slightly 
higher. 


 


4.12 The full list of applications considered by the Panel can be found at Appendix 1, followed by a 
breakdown of activity by outcome type.   


 


4.13 In the North of the region, the top 3 of treatments considered by Panel are: 


Treatment Grand Total 


Hair Removal (hirsutism) 
Approved (3) Declined (5) 


8 


Varicose Veins 
Approved (2) Declined (4) 


6 


Breast Prosthesis Removal and/or Replacement 
Approved (1) Declined (4) 


5 


Resurfacing procedures - Laser Treatment 
Approved (3) Declined (1) Closed (1) 


5 


Vaginoplasty, Labial Vulvoplasty and Vulvar Lipoplasty 
Declined (5) 


5 


Total Percentage of cases considered at Panel 20.57% 
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 In the South of the region, the top 3 of treatments considered by Panel are: 


 


Treatment Grand Total 


Varicose Veins  
Approved (7) Declined (2) 


9 


Infertility Treatment 
Declined (8) 


8 


Breast Augmentation (Enlargement)  
Declined (3) 


3 


Gynaecomastia 
Approved (1) Declined (3) 


3 


Hair Removal (hirsutism) 
Declined (3) 


3 


Resurfacing procedures -  Laser Treatment  
Declined (3) 


3 


Total Percentage of cases considered at Panel 38.55% 
 


4.14 These requests also make up a significant number of the total requests received so because of this 
volume, it is expected that more of these cases may show up via both Panel routes. All of these 
treatments listed above are also included within the Value Based Clinical Commissioning Policy and 
have clearly defined criteria in place; so it is therefore acknowledged that in order for these cases to 
be considered within a Panel forum, the application either has been deemed to have exceptional 
circumstances, or this potentially evidences that: 


 


• There are issues with the application of the criteria within the VBCCP and the current protocol is 
potentially ambiguous 
 


• Referrers are not providing appropriate information to assess against protocols in place 
 


4.15 In the case of the application of the Varicose Vein protocol, feedback from Decision Makers has 
shown that previous protocols have been difficult to apply and the latest iteration of the policy 
currently being taken through the appropriate CCG approval route should address this.  


 


4.16 Requests for breast procedures and laser treatment procedures have been made more stringent 
than before with some criteria being removed from protocols so they now state that the treatment 
will ‘not normally be funded’.  In the longer term with appropriate referrer management this should 
hopefully reduce the number of requests received overall, but in the short term, it may increase the 
number of requests that are presented via the IFR route which may have an impact on cases 
presented to panel.  


 


4.17 IFR staff will need to mitigate against this by supporting Decision Makers with the interpretation and 
application of the protocol and reiterating the definition of exceptionality and exceptional criteria that 
can be considered. 


 


4.18 The Panel process also provides CCG Decision Makers with the opportunity to discuss a range of 
IFR related issues not specifically related to submitted applications such as established criteria, 
changes in treatment pathways etc.  An example of this can be found within the notes from the 
September North Panel, at which attendees discussed the Pain Management Services provided 
locally: 


 A number of requests are continually submitted from one provider for which only one CCG 
commissions the services.  The group felt that further detail would be required from the service to 
confirm the components of the service provided on a non NHS tariff basis to determine whether this 
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service is cost effective.  A CCG DM agreed to contact the service and provided feedback to the 
Panel which provided further assistance to all CCGs to take into consideration when screening 
applications for this service. 


 


4.20 It is clear from the documented notes and the soft intelligence gathered that the Panels are a very 
useful forum to seek clinical and peer advice, guidance and input to individual CCG DMs in the 
decision making process. 


 


5 Individual Funding Requests 
 


5.1 DDES CCG considered 417 cases throughout the 13-14 contract year. These are broadly split into 
the three following categories: 


 
• Requests that are part of the VBCCP 
• Requests that are out with the VBCCP 
• Requests for treatment that is a Prior Approval 


 


 


 
 
Key CCG 


1 NHS Newcastle North & East CCG 


2 NHS Newcastle West CCG 


3 NHS North Tyneside CCG 


4 NHS Northumberland CCG 


5 NHS Gateshead CCG 


6 NHS South Tyneside CCG 


7 NHS Sunderland CCG 


8 NHS Durham Dales, Easington & Sedgefield CCG 


9 NHS North Durham CCG 


10 NHS Darlington CCG 


11 NHS South Tees CCG 


12 NHS Hartlepool & Stockton-on-Tees CCG 
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5.2 In comparison to the rest of the North East CCGs, the average number of requests received is circa 
300-400. DDES CCG are therefore just slightly above this average at 417. If we look at a rate of 
request per 10,000 population by CCG, DDES is below average, which suggests that either GPs 
are managing these requests for treatment directly without the need for a referral to the IFR 
process, or they are referring more patients directly to secondary care without going via the IFR 
route. 
 


5.3 In comparison to two local CCGs, North Durham and Darlington, DDES’ activity is significantly 
different in terms of usage of the IFR process and the rate of referral per CCG, which could identify 
that more awareness raising and primary cared education around the IFR process is required within 
DDES.  


 
Recommendation: 
 


• Instigate awareness raising piece of work with DDES CCG GP Practices to promote the use of the 
IFR process to increase the use of this in line with the general rate of request to IFR per 10,000 
population. 


 
5.4 The top 10 requests received by all North East CCGs are as follows: 
 


Treatment Total % 


Breast Reduction 239 10.56% 


Varicose Veins 228 10.07% 


Breast Augmentation (Enlargement) 217 9.58% 


Hair Removal (hirsutism) 213 9.41% 
Resurfacing procedures: Dermabrasion, Chemical Peels 
and Laser Treatment 204 9.01% 


Abdominoplasty / Apronectomy 176 7.77% 


Removal of benign skin lesions 137 6.05% 
Gynaecomastia 94 4.15% 


Infertility Treatment 87 3.84% 


Vaginoplasty, Labial Vulvoplasty and Vulvar Lipoplasty 72 3.18% 
*The data excludes treatment's classified as 'Other'     


  
 The top 10 requests received by DDES CCG are as follows: 
 


Treatment Total % 
Resurfacing procedures: Dermabrasion, Chemical Peels 
and Laser Treatment 42 16.15% 


Breast Augmentation (Enlargement) 41 15.77% 


Hair Removal (hirsutism) 36 13.85% 


Varicose Veins 23 8.85% 


Breast Reduction 21 8.08% 


Abdominoplasty / Apronectomy 13 5.00% 


Breast Prosthesis Removal and/or Replacement 8 3.08% 
Blepharoplasty 7 2.69% 


Pinnaplasty 6 2.31% 
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Reversal of female sterilisation 6 2.31% 
 


The top 10 requests within the North East and DDES are roughly the same, which provides 
assurance that the type of activity they receive via the IFR process is in line with the rest of the 
North East. DDES CCG does not appear to receive as many requests for removal of benign skin 
lesions and gynaecomastia procedures and this could be due to a few factors: 
 


• DDES CCG GPs do not appear to utilise the IFR process as much as other CCGs for benign 
skin lesions. There are a number of community services in place across this locality so it 
may be that due to historic practice, GPs refer patients to these services out with the IFR 
process. 
 


• Assurance needs to be gained that these services are working in line with the VBCCP, or 
that there is agreement that due to the nature of these services/the funding processes in 
place, it is acceptable from a commissioning perspective that work may be carried out with 
the VBCCP by these local services. 


 
• DDES CCG only received 4 applications for gyanecomastia treatment, therefore DDES GPs 


may already be in the practice of referring patients direct to secondary care for this type of 
procedure without seeking authorisation via the IFR process. 


 


5.5 In the top 10 for DDES CCG, pinnaplasty and blepharoplasty appear which is out with the rest of the 
North East in general, these are small numbers however (6 and 7 respectively). But this could also 
be due to a few factors: 


 
• The changes to the pinnaplasty protocol for DDES were quite significant in terms of what 


used to be allowable for children and what now is not, which was changed December 2012, 
which may have increased the number of referrals received via IFR. We may also have more 
stringent secondary care providers that are applying the protocol to all patients assessed, 
therefore leading to more requests being put through the IFR process. In general for local 
CCGs, activity is low overall for this procedure which suggests limited numbers of 
procedures are carried out due to the stringent protocol in place and this is being adhered to 
by local providers. 


 
• The local NHS provider has an established plastic surgery team which may encourage 


referrals/applications for blepharoplasty as it is noted the criteria in place prior to 2013/14 
has not changed significantly.  


 


5.6 For all of the requests received as part of the top 10 analysis, DDES have a rough split of 50/50 of 
approval/declined rates CCG. This is not reflective of other CCG approval rates, where the ratio of 
declined to approved is higher.  The information for DDES suggests that the CCG have received a 
higher number of cases where there are grounds for exceptionality or that the criteria in place is 
potentially ambiguous.  CCGs may wish to consider reviewing historical cases via the Panel forum 
to determine whether outcomes would still stand.   


 
5.7 The top 10 ‘Other’ Category requests across the NE are as follows: 
 


 


Treatment Total % 


Insulin Pump 343 17.09% 


MRI 197 9.82% 


Suits/Splints (lycra and other) 165 8.22% 


Therapy - Mental Health Specific 149 7.42% 


Page 10 of 20 


 







Devices/Equipment 142 7.08% 


Wigs 94 4.68% 


Autism/Aspergers 91 4.53% 


Pain Management 84 4.19% 


Termination of Pregnancy 59 2.94% 


Occucpational Therapy (OT) Barnardos 40 1.99% 
 
The top 10 ‘Other’ Category requests within DDES are as follows: 
 


Treatment Total % 


MRI 28 17.83% 


Devices/Equipment 20 12.74% 


Insulin Pump 18 11.46% 


Therapy - Mental Health Specific 15 9.55% 


Orthopaedic 6 3.82% 


Ozurdex 5 3.18% 


Rehab 5 3.18% 


Bariatric Surgery  5 3.18% 


Wigs 5 3.18% 


Psychosexual Counselling 4 2.55% 
 


 
5.8 It is expected that this category will be more wide ranging as it will be driven by locally 


commissioned pathways/prior approval schemes with each FT, i.e. prior approval schemes for 
access to insulin pumps, communications aids, certain devices etc. However, there are a number of 
similarities across the wider NE and DDES, identifying that the IFR route is being used consistently 
across the patch for a number of pathways where no formal commissioning arrangements are in 
place. Main points to note from this are: 


 
• Across the patch, there is an identified need for a review and commissioned pathway for 


open access MRI scanners and lycra suits/splinting. 
• Prior Approval activity appears varied across the NE therefore there is a need to review all 


Prior Approval Schemes across the patch to see if there would be a benefit from 
standardising these where possible to reduce variance 


• There are a number of mental health/rehabilitation requests received within DDES which 
highlights the need for a more robust process to be established to consider such requests 
which are not deemed to be true IFRs. 


 
5.9 Approval Rate: The approval rate for all CCGs is broadly in line with each other, demonstrating 


assurance that protocols/processes are being applied on a standardised basis across the patch. 
Further work may be required with the Newcastle CCGs as they are the only ones that appear to 
have an approval rate that is slightly higher than the rest of the region. 
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5.10 Requests sent to Panel 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
5.11 On assessment of cases that have been presented to panel, it is encouraging to see from the 


figures that the % approved/declined are broadly in line with each panel process (North and South) 
and the individual DDES CCG figures also fall in line with these panel rates. 


 
5.12 This suggests that in general, protocols are being applied consistently and definitions of 


exceptionality etc are also being applied consistently. No concerns/issues are raised from these 
figures and further promotes the shared working principles across the region that are in place.  


 
6 CCG Expenditure on Procedures of Limited Clinical Value 
 
 
6.1 As a general contractual principle, procedures included within the VBCCP (procedures of limited 


clinical value), can be carried out by providers without IFR approval, as long as they fall in line with 
the policy in place. Providers are held to account as the VBCCP forms part of the NHS standard 
contract in place and commissioners can evoke clause 29.21 onwards within the service conditions 
section of the contract where required if it is identified activity has been undertaken out with the 
protocols in place. Below is an overview of the top 5 areas of spend throughout 13-14 where a 
protocol is in place:  
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Procedure 
 


Total 13 – 14 Cost Total 13-14 Activity 


Cholecystectomy (for asymptomatic gall stones) £600,184.55 287 


Removal of benign skin lesions (inc scars) £428,574.36 859 


Tonsillectomy £143,848.64 163 


Carpal tunnel syndrome £114,846.28 152 


Varicose veins in the legs £96,494.96 117 


 
 
6.2 It is noted that within the South of the Region, all CCGs have the same top 4 categories and the last 


treatment that is pulled through onto this list is only either varicose vein or circumcision spend. This 
identifies that spend is broadly in line across the geographical area. This is probably primarily based 
on the general need/demand for these procedures, however, if CCGs wanted to affect this, it would 
be beneficial to review any treatment protocols in place and propose some revision to these to 
make them more stringent if appropriate. 


 
 
6.3 To better understand the activity that has been undertaken by providers that forms part of the 


VBCCP, an audit process has been instigated with providers to check random sets of notes against 
the protocols to retrospectively assess compliance and to identify if any further work is required with 
individual providers. 


 
6.4 At the time this report was written, audit dates are being organised with appropriate providers.  
 
7 IFR Audit 
 
7.1 An audit process was agreed based on some initial benchmarking work carried out by NECS to 


identify activity carried out that is included within the VBCCP. The benchmarking work identified the 
following NE and Cumbria activity undertaken where protocols exist within the VBCCP: 


 
NE and Cumbria breakdown of activity undertaken potentially included within the VBCCP 


 


Procedure 


Total No. 
activity 


contained 
within the 


VBCCP 


No. of procedures 
where the VBCCP 


procedure was 
the dominant 


procedure 


Removal of benign skin lesions 17,963 13,612 


Cholecystectomy 5,150 4,810 


Tonsillectomy 3,285 3,224 


Carpal Tunnel Syndrome 3,228 2,941 


Varicose veins in the legs 3,122 2,626 


Circumcision 1,744 1,495 


 


7.2 An audit programme was agreed with CCGs based on this information to gain assurance that this 
work was being carried out in line with the policy in place and the following areas were identified for 
audit purposes: 


Page 13 of 20 


 







• Removal of benign skin lesions 
• Cholecystectomy 
• Tonsillectomy 
• Carpal Tunnel Syndrome 
• Varicose Veins 
• Circumcision 


 


7.3 At the time this report was written, audit dates are being organised with appropriate providers. 
 
7.4 Whilst it is acknowledged that North Tees and Hartlepool NHS Foundation Trust and the Tees 


Valley Treatment Centre are not the main providers for DDES CCG, the results from the audits 
carried have been provided below to give an understanding of the findings. 
 
North Tees and Hartlepool NHS Foundation Trust: 


 


Procedure % in line with VBCCP protocol % outside VBCCP protocol 
 


Tonsillectomies N/A not provided by this provider N/A not provided by this provider 


Circumcision 100% (14 cases) 0% 


Varicose Veins 86% (12 cases) 14% (2 cases) 


Cholecystectomy 100% (13 cases) 0% 


Carpal Tunnel Syndrome 100% (12 cases) 0% 


Benign Skin Lesions 100% (13 cases) 0% 


 
 Tees Valley Treatment Centre: 
 


Procedure % in line with VBCCP 
protocol 


% outside VBCCP 
protocol 
 


% outside scope of 
audit 


Tonsillectomies N/A not provided by this 
provider 


N/A not provided by this 
provider 


N/A not provided by 
this provider 


Circumcision 100% (15 cases) 0% 0% 


Varicose Veins 73% (11 cases) 13% (2 cases) 


 


13% (2 cases) Both 
HRW CCG patients 


 


Cholecystectomy N/A not provided by this 
provider 


N/A not provided by this 
provider 


N/A not provided by 
this provider 


Carpal Tunnel 
Syndrome 


80% (12 cases) 20% (3 cases)  


Benign Skin 
Lesions 


80% (12 cases) 20% (3 cases)  


 


 


 


 


20% (3 cases) 1 
outside of scope as 
before recent policy 
change 


1 HRW CCG patient 


Page 14 of 20 


 







 


7.5 Based on the result of the two providers audited to date, the majority of activity undertaken has 
been carried out in line with the protocols in place, suggesting that the activity being carried out is 
appropriate and demonstrates the general demand of the local CCGs for these procedures. There is 
further work to be undertaken with both providers where they have carried out work outside of the 
protocols in place and this has been addressed via contract meetings and processes directly with 
these providers/clinicians.  


 
 
8 Conclusions 
   
8.1 The Annual Report process has provided assurance across a number of areas regarding 


standardised working practices for CCGs in terms of the IFR process. We have been able to 
demonstrate that working practices are producing similar uptake rates and results, however, further 
work can be done to improve practice including: 


 
• Awareness raising with GP Practices regarding the use of the IFR process 
• Review of mental health application/consideration processes and commissioned pathways. 
• Review and undergo appropriate procurement process implement routine commissioning 


arrangements for open MRI scanners and lycra suits/splints 
• Review Prior Approval protocols across the NE and look to standardising these where 


appropriate 
• Add requirement to provider SDIPs to undertake regular IFR audit review. 
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Appendix 1: Full list of cases presented to panel plus breakdown of activity by outcome type. 
 
 


South IFR Cases Considered 2013/14 


Row Labels 


Darlington Durham Dales, 
Easington & Sedgefield 


Hartlepool & Stockton 
on Tees  North Durham South Tees  Grand Total 


Abdominoplasty / Apronectomy   1       1 
Alpha Pump    1       1 
Avastin    1       1 
Biological Therapies        1   1 
Bioness L300 Functional Electrical Stimulator     1     1 
Breast Augmentation (Enlargement)    1   2   3 
Cognitive Rehabilitation 1         1 
Continuous Glucose Monitoring Sensors      1     1 
Continuous Glucose Monitoring System   1       1 
Drug Referral : Adalimumab         1 1 
Drug Referral : Adalimumab (Humira)         1 1 
Drug Referral : Avastin 1 1       2 
Drug Referral : Denosumab        1   1 
Drug Referral : Infliximab   1   1   2 
Drug Referral : Interferon eye drops        1   1 
Drug Referral : Qutenza    1       1 
ear reconstruction     1     1 
Enhanced external counterpulsation          1 1 
Face Lift or Brow Lift        1   1 
Functional Electrical Stimulator   1       1 
Flowtron calf pump     1     1 
Functional Electrical Stimulator (FES): Ness 
L300      1     1 
Gynaecomastia     1   2 3 
Hair Removal (hirsutism)     3     3 
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Hyperhidrosis treatment with Botulinum Toxin      1     1 
Infertility Treatment 1 1   1 5 8 
Insulin Pump Therapy         1 1 
Iontophorsesis Machine          1 1 
Laser ablation for Hyperkeratosis      1   1 2 
Laser treatment for deep verruca/wart       1   1 
Laser treatment for traumatic scar          1 1 
Newcastle Pain Management Team        1   1 
Ovesco Clip        1   1 
Penis Lengthening       1   1 
Pinnaplasty      1 1   2 
Psychosexual counselling    2       2 
Reconstruction of left ear upper pole  1         1 
Removal of benign skin lesions  1       1 2 
Removal of port wine stain  1         1 
Resurfacing procedures -  Laser Treatment    1 1 1   3 
Reversal of Male Sterilisation          1 1 
Revision Mammoplasty  1         1 
Sacral Nerve Stimulation    1     1 2 
Specialist Weaning programme         1 1 
Sports Massage        1   1 
Thigh lift, buttock lift, arm lift, excision of 
redundant skin/fat      1     1 
Tonsillectomy    1       1 
Tubular Breasts   1       1 
Vaginoplasty, Labial Vulvoplasty and Vulvar 
Lipoplasty   1     2 3 
Varicose Veins  2   4   3 9 
Wigs          1 1 
Grand Total 9 17 18 15 24 83 
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CCG Treatment Type 
Outcome 


Total 
Approved Declined Closed 


Darlington 


Cognitive Rehabilitation 1 0 0 1 
Drug Referral : Avastin 1 0 0 1 
Infertility Treatment 0 1 0 1 
Reconstruction of left ear upper pole  1 0 0 1 
Removal of benign skin lesions  0 1 0 1 
removal of port wine stain  0 1 0 1 
Revision Mammoplasty  0 1 0 1 
Varicose Veins  0 2 0 2 
Grand Total 3 6 0 9 


DDES 


Abdominoplasty / Apronectomy 1 0 0 1 
Alpha Pump  1 0 0 1 
Avastin  1 0 0 1 
Breast Augmentation (Enlargement)  0 1 0 1 
Continuous Glucose Monitoring System 1 0 0 1 
Drug Referral : Avastin 0 0 1 1 
Drug Referral : Infliximab 0 1 0 1 
Drug Referral : Qutenza  0 1 0 1 
FES 1 0 0 1 
Infertility Treatment 0 1 0 1 
psychosexual counselling  0 2 0 2 
Resurfacing procedures: Dermabrasion, Chemical Peels and Laser Treatment  0 1 0 1 
Sacral Nerve Stimulation  0 1 0 1 
Tonsillectomy  1 0 0 1 
Tubular Breasts 0 1 0 1 
Vaginoplasty, Labial Vulvoplasty and Vulvar Lipoplasty 0 1 0 1 
Grand Total 6 10 1 17 


HAST 


Bioness L300 Functional Electrical Stimulator 0 1 0 1 
Continuous Glucose Monitoring Sensors  1 0 0 1 
ear reconstruction 0 1 0 1 
Flowtron calf pump 0 1 0 1 
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Functional Electrical Stimulator (FES): Ness L300  0 1 0 1 
Gynaecomastia 0 1 0 1 
Hair Removal (hirsutism) 0 3 0 3 
Hyperhidrosis treatment with Botulinum Toxin  0 1 0 1 
Laser ablation for Hyperkeratosis  1 0 0 1 
Pinnaplasty  0 1 0 1 
Resurfacing procedures: Dermabrasion, Chemical Peels and Laser Treatment  0 1 0 1 
Thigh lift, buttock lift and arm lift, excision of redundant skin or fat?  0 1 0 1 
Varicose Veins  4 0 0 4 
Grand Total 6 12 0 18 


North 
Durham 


Biological Therapies  1 0 0 1 
Breast Augmentation (Enlargement)  0 2 0 2 
Drug Referral : Denosumab  0 1 0 1 
Drug Referral : Infliximab 0 1 0 1 
Drug Referral : Interferon eye drops  1 0 0 1 
Face Lift or Brow Lift  0 1 0 1 
Infertility Treatment 0 1 0 1 
Laser treatment for deep verruca/wart 0 1 0 1 
Newcastle Pain Management Team  0 1 0 1 
Ovesco Clip  0 1 0 1 
Penis Lengthening 0 1 0 1 
Pinnaplasty  0 1 0 1 
Resurfacing procedures: Dermabrasion, Chemical Peels and Laser Treatment  0 1 0 1 
Sports Massage  0 1 0 1 
Grand Total 2 13 0 15 


South 
Tees 


Drug Referral : Adalimumab 1 0 0 1 
Drug Referral : Adalimumab (Humira) 1 0 0 1 
Enhanced external counterpulsation  0 1 0 1 
Gynaecomastia 1 1 0 2 
Infertility Treatment 0 5 0 5 
Insulin Pump Therapy 0 1 0 1 
Iontophorsesis Machine  0 1 0 1 
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Laser ablation for Hyperkeratosis  1 0 0 1 
Laser treatment for traumatic scar  1 0 0 1 
Removal of benign skin lesions  1 0 0 1 
Reversal of Male Sterilisation  0 1 0 1 
Sacral Nerve Stimulation  0 1 0 1 
Specialist Weaning programme 0 1 0 1 
Vaginoplasty, Labial Vulvoplasty and Vulvar Lipoplasty 0 2 0 2 
Varicose Veins  3 0 0 3 
Wigs  0 1 0 1 
Grand Total 9 15 0 24 
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GOVERNING BODY 
 


Report Title  Individual Funding Request 2013-14 Annual Report 
Author  NECS IFR Team 
Sponsor Director Dr James Carlton, Medical Adviser 
Date December 2014 
 
Purpose  of report  
Information sharing           Development / Discussion             Decision / Action     
  
Brief introduction / 
Purpose of paper 
 
 
 
 
 
 


The paper provides a summary of the support provided to Durham 
Dales, Easington and Sedgefield Clinical Commissioning Group (DDES 
CCG) by North of England Commissioning Support Individual Funding 
Request (NECS IFR) summarising the service. The report provides 
details of number and types of cases considered and comparison to all 
CCG’s supported by NECS IFR team. 
 
 
 
 


Summary of key 
points  
 
 
 
 
 
 


• The paper provides an overview of the service including, panels, 
complaints handling, development of Value Based Clinical 
Commissioning Policy (VBCCP) and details of DDES CCG IFR 
requests for 2013-14 contract year. 


• Assessment of cases that have been presented to panel, figures 
show that the % approved/declined are broadly in line with each 
panel process (North and South) and the individual DDES CCG 
figures also fall in line with these panel rates. 


• Recommendations of further actions to be considered to improve and 
develop the service. 


 
 
 
 


 
DDES approval route 
 


• Formal Executive Committee Meeting – 17th February 2015  
 


 


  
Other consultation 
routes 


•  All other Northern CCG executive committees 


  
Supporting 
documentation / 
Appendices 


N/A 


 


 
 
 







 
 
 
 


Strategic objectives 
in Assurance 
Framework 
supported by this 
report 
 


Access to safe, high quality 
services  


 Development and delivery of 
commissioning and financial 
plans including QIPP 


 


Effective internal and 
external engagement 
including communications 


 Effective governance and 
organisational development 


 


Effective contract 
management and 
performance against key 
targets  


   


  
Recommendations / 
Action required from 
meeting members 
 
 


The Governing Body is asked to:   
• Receive the report for information 
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1. Individual Funding Request 2013-14 Annual Report 
 
1.1 The paper provides a summary of the support provided to Durham Dales, Easington 


and Sedgefield Clinical Commissioning Group (DDES CCG) by North of England 
Commissioning Support Individual Funding Request (NECS IFR)summarising the 
service. The report provides details of number and types of cases considered and 
comparison to all CCG’s supported by NECS IFR team. 


 
 
2. Impact Assessment and Risk Management Issues 
 
2.1 Consideration given and action taken in this report relating to impact assessment and 


risk management issues is detailed below: 
 


a) Risk  
The IFR process is part of the strategy for managing financial risk to the CCG of 
high cost procedures and treatment. 
 


b) Environmental impact / sustainability 
N/A 
 


c) Legal implications 
The IFR process supports equitable access to services across DDES area and the 
northern region generally 
 


d) Resource implications – finance and/or staffing 
A robust and well implemented process for managing IFR and procedures of 
limited clinical value is part of managing limited resources available to DDES CCG 
whilst ensuring equitable access to services across DDES area and the northern 
region generally 
 


e) Equality Assessment 
Details here – (Include only if item for decision) 
 


f) Quality, Innovation, Productivity and Prevention 
IFR and VBCCP supports access to treatment and procedures that have met local 
and national clinical quality, innovation and  
 


g) Patient, public and stakeholder involvement 
Development of future policies will require consideration of wider stakeholder 
consultation. 


 
h) Clinical engagement 


Engagement with primary care continues to be required to ensure appropriate 
referral into the IFR process. Clinical engagement with secondary care will need to 
be part of development of future policies 
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Acute and community services 
County Durham and Darlington NHS Foundation Trust (CDDFT) 


PATIENT SAFETY 
 
• Serious incidents (SI) - There continues to be an increasing trend in falls resulting in significant harm.  This was discussed at the 


CQRG on 02/09/14 and the Trust advised that teams are now looking at the patient cohorts and recognising those most at risk at 
the start of each shift.  Actions are in place for falls with e-learning training packages being rolled out, sensory workshops and 
safety huddles. Open visiting has also been introduced as it was found that a lot of falls occurred as patients attempted to mobilise 
following visiting. 


• SI Performance Monitoring - 72 hour and 45/60 day reporting is improving however further improvement is required in order to 
achieve 100% compliance. A summary of the Trust’s performance against SI’s is included in the report and will continue to be 
monitored via the SI panel and the CQRG. 


• National Reporting and Learning System (NRLS) - the latest data release shows that CDDFT’s is in the bottom 25% of 
reporters which is a significant drop on the previous position. The highest number of incidents reported by the Trust continues to 
be falls and this is significantly higher than other Trusts. The Trust is also an outlier on the NHS England Quality Dashboard for 
potential under reporting of severe harm/death incidents.  Next release of data is due in March 2015 and the CQRG will continue 
to monitor this. 


• Health Care Acquired Infections (HCAI) and MRSA Screening - a summary of HCAI’s is included in this report.  It should be 
noted that 3 MRSA cases have been reported; these were discussed at the CQRG in October and the Trust offered assurance that 
full reviews had been undertaken in conjunction with the the CCG Infection and Prevention Control Team.  As a result of these 
cases the Trust will remain flagged as an outlier on the NHS England Quality Dashboard.  The Trust continues to remain under 
trajectory for C-difficile. 


• Monitor Governance Rating - The Trust is showing green with no evident concerns. 
• NHS England Quality Dashboard (published Oct 2014) - most recent release shows that CDDFT is an outlier on two areas 


(NRLS potential under-reporting of death/severe harm and MRSA) and showing below expected for one issue (diagnostics over 6 
week waits).  These exceptions continue to be challenged and monitored via the CQRG and contract management group. 


• Trauma Audit and Research Network (TARN) Update - the Trust has confirmed that the Major Haemorrhage and Transfusion 
Protocol is operational and all teams are now using 2222 Trauma Call for trauma and cardiac arrest calls - a follow up visit is 
planned in February 2015. 


• Lung Service Peer Review - a recent review identified a serious concern relating to radiology capacity and use of imaging in the 
lung pathway against national guidance.  The Trust confirmed that the inspector had raised a concern regarding the PET scan for 
stage 1-3 lung cancers.  CDDFT advised the CQRG in October that they are seeking further advice and will refute the 
recommendation as CDDFT considers that using PET is adequate for the pathways. This will continue to be monitored via the 
CQRG. 
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Acute and community services 
County Durham and Darlington NHS Foundation Trust (CDDFT) 


PATIENT SAFETY 
 
• Colorectal Service Peer Review - a recent peer review identified three immediate risks namely oncology/support from Newcastle 


Hospitals, number of surgeons and HPB Pathway.  This issue was discussed at the CQRG in October and the Trust provided 
assurance on the actions they were undertaking. The Trust advised that 4 surgeons will be performing cancer procedures and the 
Clinical Lead has confirmed in writing the details of HPB pathway and any future delays with the pathway should be reported as 
incidents.  There were serious concerns around regarding the management of CT guided biopsy at BAH and the Trust reported 
that a risk assessment was in place and supported medical support.  The Trust advised that cancer work was a priority for 
Radiology and local arrangements were in place to prevent delays. The issue with Oncology is long standing and the Trust is 
addressing this with Newcastle Hospitals. This will continue to be monitored via the CQRG. 


• CQC Inspection Visit - a visit is scheduled to take place on 02/02/15 using the new inspection methodology. 
• Monitor Annual Review - This has recently been held and the Trust advised the CQRG in October that it was a positive visit. 


North Durham CCG fed into the information gathering process. The official report is due in the coming weeks and will be shared 
with the CQRG.   


• Ophthalmology Update - the Trust has engaged with a recruitment agency to assist with the recruitment drive. The agency can 
source high caliber candidates and support the Trust with the process.  The Royal College confirmed that they will be visiting the 
Trust on 4 and 5 December 2014  to undertake the review.  


• Radiology Update - the Trust presented a radiology report regarding GP waits but it was noted that the action relating to waiting 
times of “outsourced” images is outstanding. The Trust advised there is  currently about 100 reports outstanding. It was highlighted 
that some GPs reported waiting up to 2 weeks for results and CDDFT advised that there are many variables to be considered 
following a GP request - including how urgent the patient believes the scan to be; in some cases patients have waited several 
days/weeks before making an appointment, therefore having an impact on the overall turnaround time.  The Trust advised that 
interviews for the clinical lead are scheduled for 05/11/14 and several high quality locums have commenced in post.  


 
CLINICAL EFFECTIVENESS 
 
• CQUIN 2014/15 - it was confirmed at the CQRG that the diabetes and dignity indicators were progressing. In October 2014 the 


Chief Officers met to review the ECIST and Falls indicators however the outcome of this meeting is not yet known. The End of Life 
indicator has been removed from the scheme due to operating difficulties in the service and payment has been re-distributed 
accordingly.  The Trust advised that although the dispute was financially based they would support the submission of data and 
ongoing monitoring of the schemes. It was agreed that the evidence submissions for Q1 and Q2 would be jointly reconciled in 
November. 
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Acute and community services 
County Durham and Darlington NHS Foundation Trust, CDDFT 


CLINICAL EFFECTIVENESS 
 
• Response to National Sepsis Report - at the CQRG in October the Trust provided copies of care bundles and tools used by the 


teams. The Trust has made a number of changes in response to the report including the Cardiac Prevention Team assuming 
responsibility for sepsis; the Team Lead Sister is lead for sepsis with support from the ED Consultant. Sepsis is also a standing 
agenda item on the Resuscitation and Deteriorating Patient Committee. The Trust confirmed the Launch Date for Sepsis is 
22/10/14.  


• NICE Annual Report - the Trust shared a detailed report with the CQRG in October which offered assurance on the process and 
compliance against NICE.  However a small number of exceptions were noted where the Trust was not compliant as follows: 
Chronic Heart Failure - process underway to recruit a nurse, Intravenous Fluid Therapy - an update of the fluid chart has been 
agreed, Spasticity in Children - one clinical audit has been undertaken but this was inconclusive due to the number of patient 
records available, Autism - coordinators are in place and a pathway has been agreed, Fertility - partially compliant with the Trust 
offering relevant support including IVF to over 40’s etc.  


• Workforce Report -  the Trust presented the report to the CQRG in October and it was noted that sickness absence remains a 
main issue as well as recruitment of agency staff resulting in substantial costs. The group discussed the challenges of recruiting 
nurses and the CCG advised that discussions were ongoing to reconsider the funding for HCA’s to complete the higher apprentice 
and progression to RN training. The CCG asked what preparations the Trust had undertaken in readiness for the Care Certificate 
and they confirmed they were holding workshops with key leads to develop an induction programme which is more prescriptive. 
The initial cohort will be HCA and opened up to all care assistants, particularly those who do not hold any qualifications. It was 
agreed that future reports would be by exception rather than the full narrative.  


• Safeguarding Adults/Children - at the CQRG in October it was highlighted that accurate and up to date training data was not 
available.  This was due to difficulties capturing the data and work is ongoing to rectify this problem. The CQC Looked After 
Children Report was positive with one minor recommendation and the Trust has developed an action plan to address this. 


• Deprivation of Liberty Safeguards (DOLS) - the Trust advised the CQRG in October that the number of applications has 
significantly increased in Q2 (55 compared to 8 previous year).  The group discussed the timescales of the assessment and it was 
noted in some cases patients are discharge prior to the assessment. The current 3 day Prevent Training programme is not 
sustainable so the Trust is awaiting a reduced scheme.   


• Consultant Outcome Data - The most data release in November 2014 shows that Vascular, Orthopaedics, Colorectal, Endocrine 
& Thyroid, Head and Neck Cancer Surgery’s are all within the expected rates based on the complexity of the cases and 
comparison with the national average.  
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Acute and community services 
County Durham and Darlington NHS Foundation Trust, CDDFT 
PATIENT EXPERIENCE 
 
• Family and Friends Test (FFT) - following a review by NHS England the scoring system has changed and calculates the 


percentage of respondents who would/would not recommend the service.  The latest data release for September shows that the 
percentage of patients recommending A&E services for both DMH (79%) and UHND (78%) was below the national average of 
86%.  The inpatient response rate for the Trust was 36.0% which was slightly below average 36.6%, response rates for DMH and 
BAH were well above the average however UHND was significant below at 25.86% which had a effect on the overall score. 
CDDFT also scored 89% for inpatient’s recommending Trust against a national position of 96%.  Maternity FFT showed that 
CDDFT scored 70% against national average of 91% for patients recommending post natal ward (DMH 60% and UHND 72%).  
Patients recommending postnatal community services score of 95% was also slightly below the national average of 96%. 


• FFT Trust Report -  at the CQRG in October the Trust discussed their FFT position in comparison to other hospitals and it was 
noted that the with the new system for patient satisfaction CDDFT is notably higher when compared to the previous method. The 
poor response rate for the staff FFT was discussed and more work was needed to promote this and the mode of collection.  The 
Trust offered assurance that the FFT rollout plan is on track and pilots have been underway since September. It is expected that 
the roll out will be completed by the end of March 2015 in line with CQUIN requirements.    


• National Cancer Patient Experience Survey (2014) - the results were published in September and show that CDDFT scored in 
the top 20% of Trusts for 6% of questions asked, mid range for 76% and bottom 20% for 18%.  The questions where CDDFT 
scored in the bottom 20% of Trust have been included in this report and the outcomes from patient surveys will continue to be 
discussed and monitored via the CQRG. 


• Patient-led Assessments of the Care Environment (PLACE) 2014 results - these were published at the end of August and 
overall as a Trust CDDFT scored above average however a small number of individual site scores fell below this.  A summary of 
the results is included in the report.  PLACE results are discussed and monitored via the CQRG. 


• Hospital Food Standards (NHS Choices) - data published in September shows that across all categories CDDFT score within 
the mid-range of Trusts and with Chester-Le-Street, Weardale and Sedgefield Community Hospitals scoring ‘amongst the best’ for 
quality of food.  A summary of the scores across the sites are included in this report. 
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City Hospitals Sunderland NHS Foundation Trust, CHSFT 
 


PATIENT SAFETY 
 
• SI Performance Monitoring - 45/60 day reporting is improving however further improvement is required in order to achieve 100% 


compliance. A summary of the Trust’s performance against SI’s is included in the report and will continue to be monitored via the 
SI panel and the CQRG. 


• National Reporting and Learning System (NRLS) - the latest data release shows that CHSFT is in the middle 50% of reporters 
this is a drop on the previous position where the Trust were in the top 25%.  CHSFT sit at 57.4% in relation to no harm, which 
demonstrates a positive picture, showing signs of improvement.  The Trust advised the CQRG on 17/10/14 they are working hard 
to aim for 70% no harm in relation to medication errors. The system for reporting resolved no-harm medication incidents is 
currently in test form but automatic uploading is expected to be available soon. Next release of data is due in March 2015 and the 
CQRG will continue to monitor this. 


• Health Care Acquired Infections (HCAI) and MRSA Screening - a summary of HCAI’s is included in this report. At the CQRG 
on 17/10/14 the continued excellent engagement with colleagues through the HCAI was noted.  The group were assured by the 
improvements made in relation to C-difficile, particularly over the last 18 months. It should also be noted that due to 2 MRSA 
breaches CHSFT continue to remain flagged as an outlier on the NHS England Quality Dashboard.   


• Monitor Governance Rating - The Trust is showing green with no evident concerns. 
• NHS England Quality Dashboard (published Oct 2014) - most recent release shows that CHSFT is an outlier on three areas 


(Standard Hospital Mortality Indicator, Hospital Standardised Mortality Ratio and MRSA). The Trust advised the CQRG on 
17/10/14 that a Board Level mortality workshop has taken place.  The mortality group is continuing to be very productive and 
reports should begin to flow through the CQRG. These exceptions continue to be challenged and monitored via the CQRG and 
contract management group. 


• CQC Inspections - the Trust has had a recent visit from the CQC which consisted of 40 inspectors over the duration of 1 week.  
No red flags were issued and the final written report is awaited from the CQC. Inspectors were very complimentary about staffs 
openness and honesty. Two unannounced visits were also made to the Emergency Department and no feedback has been 
received yet. 
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City Hospitals Sunderland NHS Foundation Trust, CHSFT 
 


PATIENT SAFETY 
 
• National Cancer Team Peer Review Visits - in October 2014 the CCG were advised that an ‘immediate risk’ relating to the 


Breast Cancer Multi-disciplinary team had been identified following a recent visit to CHSFT. The service is reliant on a single-
handed locum breast surgeon who is not on the specialist register and there is currently no substantive consultant breast surgeon 
to provide clinical supervision, which is not compliant with BASO guidelines. The lack of cover for the locum breast surgeon means 
at times of leave/absence there could be delays in the decision making process which could impact on clinical outcomes. In 
addition, the single-handed locum consultant breast surgeon does not perform oncoplastic or reconstructive surgical procedures. 
The lack of no on-site oncoplastic surgeon could be a reason for the 4% immediate reconstruction rate which is significantly below 
the national average of 25-30%. There was no assurance that the full range of surgical treatment options are being offered to 
patients which may have a direct impact on clinical outcomes.  It was recommended that this risk was place on the Trust's risk 
register and that the Board is made aware of these findings. The Trust is scheduled to formally respond by 28.10.14.  This issue 
was also discussed at the CQRG on 17/10/14 and Sunderland CCG confirmed that the Trust has kept them informed on the 
underlying issues and a copy of the Trusts formal response will be shared. 


• Monitor Q2 Declaration - issues around A&E non achievement and risks around cancer 62 days have been identified. Monitor is 
visiting the Trust again in April 2015. 


• Prostate Cancer Flags Rapid Improvement Workshop (RPIW) - due to an increase in cancer referrals the Trust need to ensure 
additional tracking and reporting mechanisms are in place to ensure patients move through the pathway as effectively as possible.  
Since the RPIW held in July 2013 education sessions have taken place for admin staff with further sessions planned for clinical 
staff.  A pathway calculator has been devised which calculates appointment dates.  The RAG report is ready to go live and will be 
rolled our to the cancer services team.  Sunderland CCG is receiving updates on cancer waiting times which remain a top priority 
for the Trust. 


• Sepsis Report - this was discussed at the CQRG on 17/10/14.  The Regional Mortality Group at Northumbria Health Care meets 
monthly and it is on their agenda to look into the findings of the report, feedback will flow back to CHSFT, following this.  The CCG 
asked if any audits in relation to the application of sepsis have taken place and the Trust advised that some pathways are in place 
however further work is required prior to implementation.  The Trust has seen a presentation on Sepsis for setting the gold 
standard and is awaiting further from the Regional Sepsis Group.  Northumbria Health Care has made a successful bid for funding 
towards the cost of Sepsis work and had been awarded £250,000. 
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City Hospitals Sunderland NHS Foundation Trust, CHSFT 
 


CLINICAL EFFECTIVENESS 
 
• CQUIN 2013/14  - all indicators have now been reconciled with a small number of indicators receiving partial payment.  This has 


now been signed off financially. 
• CQUIN 2014/15  Q1 - the evidence has been received and the monitoring table updated.  Q2 evidence was due on 22/10/14.  The 


CQRG has noted that the indicators for this year are more meaningful and improved processes are in place. 
• NICE Annual Report - was discussed at the CQRG on 17/10/14 who were assured by the strengthened governance processes in 


place and the work being undertaken to explore the use of the Safeguard Risk Management System to develop an automated 
solution for NICE monitoring and VTE (rescanning of patients).  A final position statement is schedule to go to the Trust’s Clinical 
Governance Steering Group and following this will be presented to the CQRG for assurance. 


• National Clinical Audit Plan 2014/15 - the National Clinical Audit and Patient Outcomes Programme (NCAPOP) is a set of 
national clinical audits, registries and outcome review programmes which measure practice on specific conditions against national 
standards.  These audits give Trusts benchmarked reports on their performance with the aim of identifying where further 
improvements can be made. Some of the audits that form the NCAPOP are included in the list of national clinical audits to be 
included in the Trusts 2014/15 Quality Accounts, on behalf of NHS England. At the CQRG in October CHSFT presented a 
summary of the Trust’s eligibility and expected participation in national clinical audits that comprise the Quality Accounts list 
2014/15.  A copy of this is attached for information (Appendix 1). 


• Consultant Outcome Data -  The most data release in November 2014 shows that Vascular, Orthopaedics, Colorectal, Endocrine 
& Thyroid, Head and Neck Cancer, Urology, Bariatric and Interventional Cardiology Surgery’s are all within the expected rates 
based on the complexity of the cases and comparison with the national average.  
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City Hospitals Sunderland NHS Foundation Trust, CHSFT 
 


PATIENT EXPERIENCE 
 
• Family and Friends Test (FFT) - the latest data release for September shows all scores were within acceptable ranges with the 


exception of maternity services (antenatal care) where 2% of patients would not recommend the Trust which is above the national 
average of 1%.  FFT performance is discussed at the CQRG. 


• National Cancer Patient Experience Survey (2014) - the results were published in September and show that CHSFT scored in 
the top 20% of Trusts for 10% of questions asked, mid range for 73% and bottom 20% for 17%.  Patient surveys are discussed via 
the CQRG. The outcomes from patient surveys will continue to be discussed and monitored via the CQRG. 


• Patient-led Assessments of the Care Environment (PLACE) 2014 results - these were published at the end of August and 
overall as a Trust CHSFT scored above average across all areas and a summary of the results is included in the report.  PLACE 
results are discussed and monitored via the CQRG. 


• Hospital Food Standards (NHS Choices) - data published in September shows that across all categories CHSFT scored within 
the mid-range of Trusts with CHS and the Eye Infirmary scoring amongst the best for choice of food and breakfast.  A summary of 
the scores across the sites are included in this report.  The Trust advised the CQRG on 17/10/14 that they have been identified as 
one of the best Trusts in the country for catering (scoring 95.5%) and this has been a whole team effort with everyone working 
hard to achieve this.  The Trust is exploring the possibility of a celebrity chef visiting to advise on how further improvements can be 
made.  The nutrition steering group meet regularly and have catering tours and food is monitored at ward level, with further 
education being provide to staff as needed. 


• Buster Pet Therapy - the Trust has recruited a volunteer and her dog Buster to visit patients on the Stroke Ward.  Buster has had 
a huge impact on patients and the Trust hopes to widen this service to other wards. 
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PATIENT SAFETY 
 
• NHS England Quality Dashboard (published Oct 2014) - Quality dashboard for October shows Trust as statistically worse for 


SHMI, HSMR & Weekend HSMR (Non elective) and are below standard on Cancer 62 day waits (urgent GP referrals), 62 day wait 
(GP referrals) and 62 day wait urgent screening referrals. All exceptions continue to be challenged and monitored via the CQRG 
and contract management group.  


•   Mortality - North Tees is a mortality outlier for the fourth consecutive quarter and the Trust will be a high outlier in the next tranche 
    of data from NEQOS, based on monthly SHMI. There is a risk that SHMI and/or HSMR may be persistently high for 2 years; the 
    criterion used by Keogh to identify trusts for review. A task and finish group has been established to examine the background to 
    the increasing mortality rates and to consider how care, systems or processes in the Trust may be impacting on these. This group 
    is led by senior members of the Trust Executive team and the aspects being picked up by this group reflect the ambitions 
    described by Sir Bruce Keogh’s review of in-hospital mortality, (2013). Reviews are being undertaken on approximately 60% of 
    deaths using the regionally agreed tool. The tool used includes an agreed dataset that allows benchmarking and also peer review 
    to obtain some quality assurance around the mortality reviews. From the reviews that have been undertaken already, using this 
    tool, the Trust report  there have been NO deaths that have, as yet, been identified as avoidable in quarter 2. 
• National Reporting and Learning System (NRLS) - although performance has decreased the latest data release shows that 


NTHFT remains in the middle 50% of reporters. The majority of incidents were classed as low/no harm. The  Trust are an outlier 
on  the reporting of  incidents against the category  ‘other ‘, and this may be a coding error internally. Patient accident (falls)  are 
also significantly higher compared with other Trusts. Incident reporting was discussed at the CQRG in November and the Trust 
advised that the reporting of incidents is increasing. The highest reported categories are Pressure damage, falls and 
implementation of care and the Trust assured the CQRG on the measures being undertaken to reduce these areas including staff 
training, purchasing of bed sensors, improved standard operating procedures  and hot reporting. Next release of data is due in 
March 2015 and the CQRG will continue to monitor this. 


• Serious Incident Performance - the number of incidents reported in 2 working days and the submission of reports requires 
significant improvement in order to achieve 100% compliance.  NTHFT performance against SIs is monitored by Hartlepool and 
Stockton CCG and NECS clinical quality team in  Teesside via the SI panel and CQRG.  


 
CLINICAL EFFECTIVENESS 
•   National Patient Safety Alerts - Of the total 42 alerts issued between 01-Jul to 30-Sep 2014, the Trust report that  31 were 
     acknowledged’, ‘implemented’ and ‘signed off’ within national timescales.  
• Consultant Outcome Data -  The most data release in November 2014 shows that Urology,  Interventional Cardiology  


Orthopaedics and Colorectal Surgery’s are all within the expected rates based on the complexity of the cases and comparison with 
the national average.   


 







North Tees and Hartlepool NHS Foundation Trust, NTHFT 
 


PATIENT EXPERIENCE 
• National Cancer Patient Experience Survey (2014) - the results were published in September. NTHFT scored in the top 20% of 


Trusts for 51% of the questions asked. The outcomes from patient surveys will continue to be discussed and monitored via the 
CQRG. 


•   Family and Friends Test (FFT) -  At the November CQRG the Trust reported they have seen  a rise in response rates in A&E.  
    This is associated with the importance of FFT being reiterated daily at staff huddles, briefings and team meetings. The Trust are 
    working with the team to look at best method of collection in April 2015 when the tokens cease to become a valid method of data 
    collection. Since August 2014 the Trust have commenced pilots to roll out  FFT in Day case and Outpatients and are in the 
    process of expanding to other areas such as Endoscopy and the One Life Centre in Hartlepool.  The FFT position and roll-out 
    plan will continue to be discussed and monitored via the CQRG and the CQUIN process. 
• Patient-led Assessments of the Care Environment (PLACE) 2014 results - these were published at the end of August and 


NTHFT as a Trust fell below average on Food & Hydration and Privacy and Dignity. The PLACE results are discussed via the 
CQRG. Both the Tees and the Hartlepool sites scored below average on ward food and privacy and dignity. The University Hospital 
of Hartlepool is also below average on the provision of food and hydration.      


• Hospital Food Standards (NHS Choices) - data published in September shows that NTHFT scored amongst the worst Trusts for 
Quality of food at the University Hospital of Tees site. They also do not make fresh fruit available at either site. A summary of the 
results is included in the report.  
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Patient Safety Indicators 


 
NEQOS - HOSPITAL MORTALITY MONITORING REPORT APRIL 2013 TO MARCH 2014 (NOV 2014) 
Summary Hospital-level Mortality Indicator (SHMI) is the main measure used to monitor hospital mortality rate, which reports all deaths in 
hospital and all deaths that occur within 30 days of discharge from hospital across the NHS in England.   In 2013/14 SHMI was ‘as expected’ 
for all North East Trusts with the exception of North Tees and Hartlepool FT and South Tyneside FT which are showing as outliers.  Table 1 
shows the SHMI, total discharges, banding and proportion of deaths that occurred in patients aged 75 or older for all the NE acute Trusts in 
the latest tranche of data released by the Health and Social Care Information Centre (HSCIC) in October 2014.  Mortality has previously 
been affected by the rise in winter deaths from respiratory disease but the SHMI no longer includes the winter of 2013/14.   


Table 2 shows the SHMI for the last two years and in 
2012/13 all Trusts (with the exception of Newcastle) have 
SHMI’s above 100.  All Trusts show some change in their 
SHMI between the 2 years with CHSFT increasing by 10 
points, NTHFT by 3.9.  In 2013/14 all Trusts observed lower 
mortality but SHMI increased in 5 out of 9 Trusts because 
expected mortality fell more than the observed mortality. 
CDDFT fell by 2.7. 


North Tees is an outlier for the fourth consecutive quarter. North Tees will be 
a high outlier in the next tranche of data, based on monthly SHMI. There is a 
risk that SHMI and/or HSMR may be persistently high for 2 years; the 
criterion used by Keogh to identify trusts for review. 
 
When comparing SHMI by CCG, DDES are within the expected range. 
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Patient Safety Indicators 


 NEQOS - HOSPITAL MORTALITY MONITORING REPORT APRIL 2013 TO MARCH 2014 (NOV 2014) 
Hospital Standardised Mortality Ratio (HSMR) remains important and is included along with the unadjusted mortality rate (all deaths 
divided by all spells in SHMI). The CQC use HSMR as part of their Intelligent Monitoring Reports. High HSMRs attract scrutiny and Trusts 
are investigating the factors affecting expected death rates in HSMR calculations.   The HSMR continues to be high for a number of trusts 
in the North East with CHSFT & NTHFT being identified as one of the four Trusts which are a high outlier. HSMR, unlike SHMI is adjusted 
for discharges with a specialist palliative care code whilst SHMI ignores this.   


Issues: CHSFT has undertaken an in-depth mortality review as a result of  being identified as an outlier on mortality.  An extra-ordinary 
CQRG was held with the Trust in August 2014.  The mortality reviews have identified a number of issues including lack of 
acknowledgement in the clinical narrative that the patient had received palliative care, a conservative and narrow approach on palliative 
coding, accuracy of death certification and poor record keeping.  The Trust has worked with the medical coders to empower then to 
challenge clinicians as well as working with clinicians to ensure medical records are clearer.  Consultants will also oversee the death 
certificate decisions of trainee/junior doctors. The CCGs and Area Team have been assured by the measures being undertaken by the 
Trust. 
NTHFT: The Trust Board have implemented a detailed action plan to address the outlier status which includes weekly mortality reviews,  
appointment of a Pneumonia Specialist Nurse, review of palliative coding and suit, review of pathways. NEQOS have been commissioned 
to undertake a complex analysis. CCGs are holding an extra ordinary QSG focused on Mortality in February 2015.  
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Patient Safety Indicators 


 
NEQOS - HOSPITAL MORTALITY MONITORING REPORT APRIL 2013 TO MARCH 2014 (NOV 2014) 
SHMI BY CLINICAL CLASSIFICATION SYSTEM (CCS) CODE 


There are 255 CCS codes covering the range of diagnosis codes which are grouped into 140 diagnosis groups in the 
calculation of SHMI. NEQOS have grouped these diagnosis groups into 7 larger bundles to make the overall pattern of 
mortality discernable at a lower level by trust. The table highlights areas that have higher than expected mortality and shows 
that CDDFT is ‘as expected however CHSFT has higher than expected for mortality and respiratory and NTHFT are higher 
then expected for respiratory. Where data shows higher than expected levels Trusts will want to examine their own data 
(excluding coding) and review case notes where appropriate to investigate the causes of variation.    


Since August Public Health England has published the 
weekly Emergency Departments bulletin which shows 
up to date epidemiological information for a range of 
conditions (eg pneumonia). Mortality indicators reflect 
incidence of disease as well as quality of care and so 
this data is helpful in understanding the current pattern 
of mortality.  Pneumonia accounts for 16% of SHMI 
deaths in 2013/14 and this graphs shows the latest 
picture of incidence for Pneumonia (as at the end of 
October 2014).  
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Patient Safety Indicators 


 NEQOS - HOSPITAL MORTALITY MONITORING REPORT APRIL 2013 TO MARCH 2014 (NOV 2014) 
SHMI FOR SELECTED CCS GROUPS 


Pneumonia, Septicaemia and Urinary Tract Infections are conditions with high volumes of mortality with Acute Bronchitis just 
outside the Mortality Top 10.  All these conditions with the exception of Septicaemia, contain cohorts that could be managed in 
the community. SHMI deaths therefore potentially indicate quality in the whole pathway of care.  Looking at the charts for 
these four conditions the striking observation is the variation both across the Trusts and within Trusts over time for the same 
conditions.  It should be noted that pneumonia has the highest volumes of deaths (NTHFT has the highest at 129), Acute 
Bronchitis has the lowest volume (although CHSFT has the highest at 130 compared to the lowest at South Tyneside at 55) 
and for Septicaemia CHSFT is the lowest Trust at 66.  Trusts need to understand the variation through time within groups and 
also consider if their coding accurately places patients in the correct diagnostic group.  
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Patient Safety Indicators 


 HEALTHCARE ACQUIRED INFECTION (HCAI) C-DIFFICILE 


The following graphs show the number of C-difficile cases for CDDFT, CHSFT and NTHFT since April 2014 and how these 
compare to other Acute Trusts across the region. CDDFT, CHSFT & NTHFT remain within their set trajectories for 2014/15.  
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Patient Safety Indicators 


 HEALTHCARE ACQUIRED INFECTION (HCAI) MRSA  


Since April 2014 CDDFT has reported 3 MRSA cases and CHSFT 2 cases. As a result of these breaches both Trusts are 
flagged as outliers for MRSA on the NHS England Quality Dashboard.  These cases were discussed at the CQRG and 
assurance was given from CHSFT and CDDFT that full reviews had been undertaken. HCAI will continue to be monitored via 
the CQRG and some aspects are expected to form part of the quality premium next year linked to prescribing. 


Trust Apr-14 May-14 Jun-14 Jul-14 Aug-14 Sep-14 Total
City Hospitals Sunderland NHS Foundation Trust 0 1 0 0 1 0 2
County Durham & Darlington NHS Foundation Trust 2 0 0 0 1 0 3
Gateshead Health NHS Foundation Trust 0 0 0 0 0 0 0
North Cumbria University Hospitals NHS Trust 0 0 0 0 0 0 0
North Tees & Hartlepool NHS Foundation Trust 0 0 0 0 0 0 0
Northumbria Healthcare NHS Foundation Trust 0 1 0 0 0 0 1
South Tees Hospitals NHS Trust 0 0 1 1 0 1 3
South Tyneside NHS Foundation Trust 0 0 0 0 0 0 0
The Newcastle upon Tyne Hospitals NHS Foundation Trust 0 0 1 0 1 0 2
University Hospitals Of Morecambe Bay NHS Trust 0 1 0 0 1 0 2
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Patient Safety Indicators 


NHS SAFETY THERMOMETER HARM FREE CARE 


One day each month Trusts check to see how many patients suffered certain types of harm whilst in their care.  The safety 
thermometer looks at four harms: pressure ulcers, falls, blood clots and urine infections for those patients who have a urinary 
catheter in place.  The most recent release of data for October 2014 shows that the England average for patients who did not 
experience any of the four harms was 93.87%.  The chart below shows the level of harm free care for all Acute Trust within 
the North East and Cumbria and how CDDFT, CHSFT and NTHFT compares.  


CDDFT - Generally since October 2013 the score has been above the England average however in October 2014 the score 
fell to 93.04% taking it below this. This indicates that for October a slightly higher percentage of patients experienced harm 
compared to the national average.   
CHSFT - between October 2013 and August 2014 the score was below or at the England average, however, in September and 
October the score rose above this. 
NTHFT - since October 20143 the score remained above England average which indicates that that a lower percentage of 
patients experience harm compared to the national average. However the rate fell below the average in October 2014.  
Safety thermometer data continues to be monitored via the CQRG and CQUIN monitoring process. 







19 


Patient Safety Indicators 


NHS SAFETY THERMOMETER - FALLS 


Falls - both CDDFT and NTHFT are 
negative outliers for falls with harm 
and for both Trusts this is one of the 
most common reported categories 
they report to the NRLS.  The 
increasing trend in falls has been 
discussed at respective CQRG’s 
and both Trusts have identified falls 
reduction as a priority in the quality 
accounts and 2014/15 CQUIN 
scheme.   
 
Nationally there is a slight decrease 
on the number of falls being 
reported through safety thermometer 
resulting in harm. Nov 2013 position 
was 0.8% compared to 0.7% (Nov 
14)     
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Patient Safety Indicators 


NHS SAFETY THERMOMETER - PRESSURE ULCERS 


Pressure Ulcers - the data shows that 
CHSFT and NTHFT are negative outliers on 
pressure ulcers with a higher incidence and 
prevalence.  
 
CHSFT: To improve this the Trust has 
purchased pressure relief seat cushions, 
pressure relieving high specification 
mattresses and have acquired Hollister 
nasogastric tubes for trial on wards.  Action 
plans are implemented with wards identified 
as having had patients develop pressure 
ulcers, based on NHS Safety Thermometer 
data.  The wards are also being supported to 
promote nutrition and fortified drinks for 
patients.  
 
NTHFT: RCA’s and action plans are 
considered jointly with representatives of 
CCGs at the Pressure ulcer Assurance group 
and as part of the incident analysis. The 
Assurance framework in place to support 
compliance with the Trust policy will be 
provided for review and discussion at the next 
CQRG.  
 
CDDFT is a positive outliers on pressure 
ulcers and are generally below the England 
average although since August 2014 CDDFT 
has seen a steady increase, which will 
continue to be observed through the CQRG.  
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Patient Safety Indicators 


NHS SAFETY THERMOMETER - VTE 


VTE - CDDFT and NTHFT are positive 
outliers for VTE and VTE risk assessment. 
   
CHSFT is within acceptable range of Trusts 
for VTE. 
 
Official national statistics published 
December indicates that there has been no 
change in the numbers of patients having a 
new VTE in the last twelve months.    
 
Safety thermometer data continues to be 
monitored via the CQRG and CQUIN 
monitoring process. 
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Patient Safety Indicators 


NHS SAFETY THERMOMETER - UTI’S IN PATIENTS WITH A URINARY CATHETER 


UTI’s - please note this data does not differentiate 
if a UTI was present on admission. CHSFT is a 
positive outlier for UTI’s and the data shows that 
generally they fall well below the England average 
although they rose above this in October.   
 
Since April 2014 CDDFT and NTHFT have been 
above the England average, NTHFT have 
experienced a sudden increase in this category at 
the start of quarter 3.  
 
Safety thermometer data continues to be 
monitored via the CQRG.  
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Patient Safety Indicators 


 CDDFT - NUMBER OF SERIOUS INCIDENTS REPORTED BY QTR 
Total No of Never Events Reported  


Q2 2013/14 surgical swab insitu 
Q1 2014/15 wrong implant inserted 
Q2 2014/15 retained vaginal swab 


Incident Type Q1 
13/14


Q2 
13/14


Q3 
13/14


Q4 
13/14


Q1 
14/15


Q2 
14/15


Trend 
Sparkline


Accident Whilst In Hospital 0 1 1 0 0 0
Ambulance Delay 0 0 0 23 12 5
C Diff & Acquired Healthcare Infections 0 0 0 1 0 0
Child Death 0 0 0 1 0 0
Child Serious Injury 1 0 0 0 0 0
Communication Issue 0 0 0 0 0 1
Confidential Information Leak 4 0 0 0 0 0
Delayed Diagnosis 2 4 1 4 1 2
Drug Incident (General) 0 0 0 1 0 0
Failure To Act Upon Test Results 1 0 0 0 0 0
Hospital Transfer Issue 0 0 0 1 0 0
Maternity Service 0 0 1 0 0 1
Maternity Services (Maternal Death) 0 0 0 0 1 0
Maternity Services-Unexpected Neonatal Death 0 0 1 0 0 0
Other 1 1 0 0 1 2
Out Patient Appointment Delay 1 0 0 0 0 1
Outpatient Appointment Delay 1 2 0 0 0 0
Pressure Ulcer Grade 3/4 11 7 4 9 5 10
Safeguarding Vulnerable Adult 0 0 1 0 0 0
Screening Issues 0 1 1 1 0 0
Slips/Trips/Falls 9 8 12 9 13 7
Sub-Optimal Care Of Deteriorating Patient 0 1 0 0 1 0
Surgical Error 0 0 1 0 1 0
Unexpected Death Of Inpatient (In Receipt) 0 0 1 1 0 0
Unexpected Death Of Inpatient (Not In Receipt) 1 2 0 1 0 0
Total 32 27 24 52 35 29


12 Hour Trolley Breach - in September 
CDDFT reported a 12 hour trolley breach 
(categorised as other).  CDDFT advised the 
CQRG on 05/09/14 that the patient had to 
remain in ED for longer than anticipated due 
to the shortage of high-level beds therefore 
breaching the 12 hour trolley rule. Patient 
was very unwell and to be allocated a 
cubicle,. The patient was well cared for and 
monitored closely throughout her stay in the 
department.  Additional cubic capacity is part 
of the changes to medical admissions at 
UHND and will help to prevent future 12 hour 
trolley waits linked to isolation nursing.   
 
Increasing Trend in Falls - was discussed 
at the CQRG on 02/09/14.  Trust advised 
that teams are now looking at the patient 
cohorts and recognising those most at risk at 
the start of each day/shift.  Actions are in 
place for falls with e-learning training 
packages being rolled out, sensory 
workshops and safety huddles. Open visiting 
has also been introduced as it was found a 
lot of falls occurred as patients mobilised out 
of bed once visitors had left.  
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Patient Safety Indicators 


 
CDDFT - SERIOUS INCIDENTS PERFORMANCE MONITORING  


Issues - There is a financial penalty in the contract for late submissions of 45/60 day reports however this is yet to be applied.  
The performance against SI’s will be monitored by CCG and NECS.  Since February 2014 CDDFT is also required to submit 
interim 72 hours reports as part of their quality requirements.  72 hour and 45/60 day reporting is improving however in order to 
achieve 100% compliance further improvement is required.  The Trust’s performance is monitored via the SI panels and CQRG. 


72 hour 
reporting


Feb Mar April May June July Aug Sept Oct Trend sparkline
% rec'd in 
timescale


20% 50% 50% 83% 50% 60% 63% 63% 90%


No of 
reports 


due


15 8 6 6 2 5 16 8 11
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Patient Safety Indicators 


 


Incident Type Q1 
13/14


Q2 
13/14


Q3 
13/14


Q4 
13/14


Q1 
14/15


Q2 
14/15


Trend 
Sparkline


Accident Whilst In Hospital 0 1 0 0 0 1
Ambulance (General) 0 0 0 3 0 0
Ambulance Delay 0 0 0 0 2 0
Attempted Suicide By Outpatient (In 
Receipt) 0 0 0 0 0 2


Attempted Suicide By Outpatient 
(Not In Receipt) 0 1 0 0 0 0


C Diff & Acquired Healthcare 
Infections 1 0 0 1 0 0


Communicable Disease And 
Infection Issue 1 0 1 0 0 1


Delayed Diagnosis 1 0 0 3 0 0
Drug Incident (General) 3 0 0 0 0 1
Failure To Act Upon Test Results 0 1 0 0 1 0
Maternity Service 0 0 0 0 0 1
Maternity Services (Intrapartum 
Death) 1 0 0 0 0 0


Maternity Services (Intrauterine 
Death) 0 0 1 0 0 0


Maternity Services-Maternal 
Unplanned Admission 0 0 0 0 0 1


Maternity Services-Unexpected 
Neonatal Death 3 1 0 1 0 0


New Category 0 0 0 0 1 0
Other 2 1 1 0 0 0
Pressure Ulcer Grade 3 12 8 4 6 4 5
Pressure Ulcer Grade 4 3 4 6 5 1 2
Screening Issues 0 0 1 1 0 2
Slips/Trips/Falls 10 3 5 11 3 9
Sub-Optimal Care Of Deteriorating 
Patient 1 0 1 1 0 1


Surgical Error 1 0 0 0 0 1
Unexpected Death Of Community 
Patient (In Receipt) 1 0 0 0 0 0


Unexpected Death Of Inpatient (In 
Receipt) 0 0 0 1 0 0


Venous Thromboembolism (VTE) 0 0 0 1 0 0
Wrong Site Surgery 1 0 0 0 0 0
Total 41 20 20 34 12 27


Never Events Reported  
 
2013/14  
2 reported (wrong site surgery and retained 
instrument) 
 
2014/15  
none reported 


CHSFT - NUMBER OF SERIOUS INCIDENTS REPORTED BY QTR 
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Patient Safety Indicators 


 
CHSFT - SERIOUS INCIDENTS PERFORMANCE MONITORING 


Issues - There is a financial penalty the 
contract for 2014/15 for late submissions of 
45/60 day reports and performance against 
this will be monitored by CCG and NECS.  
CHSFT has made some improvement 
however further work is required in order to 
achieve target of 100% compliance.  
Performance will continue to be monitored via 
the SI panel process and CQRG. 
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Never Events Reported in Q2  2014 


 


No never events reported in this period.  


 


 


NTHFT - NUMBER OF SERIOUS INCIDENTS REPORTED SINCE BY QTR 


At the CQRG on 04/11/14 a report on SI’s 
was presented and it was noted that levels 
have decreased when comparing quarter 2 
13/14 to Q2 14/15. 
 
SIs predominantly relate to Pressure Ulcers 
(Grade 3) and Slips, Trips and Falls.   
  


Incident Type
Q1 


13/14
Q2


 13/14
Q3


 13/14
Q4


 13/14
Q1 


14/15
Q2 


14/15 Trend Sparkline


C Diff & Acquired Healthcare Infections 1 3 2 1 0 0
Child Death 1 0 0 0 0 0
Communication Issue 1 0 0 0 0 0
Confidential Information Leak 1 3 0 0 4 3
Delayed Diagnosis 2 2 1 2 1 1
Drug Incident (General) 0 0 0 0 1 0
Fire (Accidental) 0 0 0 0 1 0
Maternity Services (Intrapartum Death) 0 1 0 0 0 0
Maternity Services (Maternal Death) 0 2 0 0 0 1
Maternity Services-Unexpected Admission 
NICU 1 0 0 0 0 0


Other 2 1 0 0 0 0
Pressure Ulcer Grade 3 31 30 21 18 16 15
Pressure Ulcer Grade 4 1 2 1 0 2 2
Slips/Trips/Falls 2 6 5 1 3 9
Unexpected Death (General) 3 1 5 0 1 2
Wrong Site Surgery 0 0 0 1 0 0
Totals 46 51 35 23 29 33
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North Tees & Hartlepool NHS FT- Serious Incident Performance Monitoring  


Issues - NTHFT performance against SI’s is 
monitored by Hartlepool & Stockton CCG and 
NECS clinical quality team in  Tees.  
 
The number of SI’s reported in 2 working days 
and the submission of reports requires 
significant improvement.  Performance will 
continue to be monitored via the SI panel 
process and CQRG. 
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Period 01/10/13 to 31/03/14 
Data Source NRLS  Sept 2014 


 National Reporting and Learning System (NRLS)  
REPORTING OF PATIENT SAFETY INCIDENTS BY CDDFT AND CHSFT - LARGE ACUTE TRUSTS 


Out of 38 large acute organisations CDDFT was in the bottom 25% of reporters (34th out of 38 trusts) which is a significant 
drop compared to previous data release when the Trust was in the middle 50% of reporters (21/38 trusts).  CHSFT is in the 
middle 50% of reporters (16/38) although this is also a drop as previously the Trust was in the top 20% (10/38).  The majority 
of incidents reported by both Trusts were classed as low/no harm with CHSFT reporting more significantly more incidents 
resulting in moderate harm than CDDFT.  The highest number of incidents reported by CDDFT relates to patient accident 
(falls) and this is significantly higher compared with other Trusts and this is supported by the Safety Thermometer data which 
shows CDDFT as an outlier on falls.  CDDFT is also flagging as an outlier on the NHS England Quality Dashboard for 
potential under reporting of severe harm and death incidents, which covers the period 6 months to August 2014. 
 
The next NRLS report is due to be published in March 2015 and the results will be monitored via the CQRG. 


Type of incidents reported Degree of actual harm 


  None Low Moderate Severe Death  
CDDFT 2,881 1,726 59 8 4 
CHSFT 2,777 1,763 294 4 3 
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Patient Safety Indicators 


 


  


Period 01/10/13 to 31/03/14 
Data Source NRLS  Sept 2014 


 NATIONAL REPORTING AND LEARNING SYSTEM (NRLS)  
REPORTING OF PATIENT SAFETY INCIDENTS BY NTHFT - MEDIUM ACUTE TRUST 


Out of 46 medium acute trusts NTHFT remains in the bottom 50% of reporters which is a slight decrease on their previous 
position.  The majority of incidents were classed as low/no harm. The  Trust are an outlier on  the reporting of  incidents 
against the category  ‘other ‘, and this may be a coding error internally. Patient accident (falls)  are also significantly higher 
compared with other Trusts.  
 
The organisation reported at the CQRG in November that there is a policy of promoting incident reporting for all grades of 
staff; and for the third consecutive quarter the numbers of incidents reported have increased. The Trust believe that this 
continued improvement supports the culture of patient safety being fostered across all areas. Where there appears to be 
lower levels of reporting or reduction in reporting rates; departments are asked to analyse this against the level of activity in 
order to identify where improvements can be made within reporting. 


Type of incidents reported Degree of actual harm 
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SAFER STAFFING DATA 


Safe planned’ ward staffing is defined as the agreed staffing Trust wants on every ward to ensure high quality and safe care 
for patients and as defined by the ward budgeted establishments. It is not the minimum staffing levels required for every 
ward.  If the safe planned staffing drops below the agreed minimum (75% or less than 1:8 qualified nurse ratio) staffing 
requirements this would be reported as an exception to the Board.  The following table shows the overall staffing levels 
reported across CDDFT, CHSFT and NTHFT by hospital site between July to September 2014 which were published on NHS 
Choices website. Overall staffing levels were within acceptable levels with the exception of the Richardson Hospital (CDDFT) 
in August.  Staffing levels exceptions continue to be monitored via the CQRG.  


Data source:  NHS Choices Safer Staffing Data 


 


Patient Safety Indicators 
 


Jul Aug Sept Trend Jul Aug Sept Trend Jul Aug Sept Trend Jul Aug Sept Trend
 UHND 86% 84% 89% 122% 126% 130% 97% 94% 99% 113% 119% 121%
 DMH 90% 85% 89% 105% 113% 110% 99% 95% 97% 103% 112% 105%
 BAH 89% 86% 87% 148% 149% 161% 102% 98% 99% 96% 103% 128%
 Richardson 81% 68% 93% 114% 120% 116% 105% 90% 102% 99% 111% 98%
 Weardale 83% 85% 89% 121% 121% 136% 92% 92% 93% 112% 112% 131%
 Shotley 
Bridge 126% 110% 120% 126% 136% 121% 103% 101% 100% 100% 98% 100%


 Chester-le-
Street 108% 119% 128% 182% 197% 163% 97% 100% 100% 240% 270% 219%


 Sedgefield 100% 90% 92% 93% 103% 101% 100% 101% 100% 100% 119% 107%
CHSFT 84% 82% 85% 102% 101% 98% 89% 90% 89% 97% 95% 92%
SEI 91% 89% 92% 111% 128% 143% 100% 100% 100% 100% 100% 100%
UHNT 85% 129% 91% 138%
UHH 75% 104% 91% 94%


Average fill rate care staff (%)


Night


Hospital 
Site Average fill rate  care staff (%)


Average fill rate registered nurses/ 
midwives (%)


Day


Average fill rate - registered nurses/ 
midwives (%)


* Not possible to present historic figures for NTHFT due to issue with NHS choices    
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Clinical Effectiveness Indicators 


 


  


COMMISSIONER ASSURANCE VISIT 2014/15 PROGRAMME 


CDDFT Visits by location Ward/dept Date of visit 
Peterlee Community Hospital UCC 02/07/2014 


Darlington Memorial Hospital   14/07/2014 


Seaham Primary Care Centre UCC 17/07/2014 


Community Midwifery Team North Durham 24/10/2014 
Community Midwifery Team Darlington 10/12/2014 
Community Childrens Team DDES 12/01/2015 


Bishop Auckland Hospital TBC 02/02/2015 


UNHD TBC 13/02/2015 
Allied Health Professional Community Team North Durham 
  


TBC 


Community Midwifery Team,   DDES 
 


TBC 


CDDFT - The agreed action plans for CDDFT are discussed and monitored via the CQRG and an updated scorecard tracker 
is presented and performance against the action plans is monitored. Commissioner Visit Programme 2013/14 Action Plan - at 
the CQRG on 05/09/14 the current status was shared with the group and it was noted that some of the actions for BAH are 
nearly a year old. The Trust explained that one of the actions has since been updated although building work has commenced 
this is behind schedule.  The CCG thanked the Trust for the recent positive visit to DMH.   
 
Patient Safety Walkaround at CHSFT - at the CQRG on 17/10/14 a verbal update was provided and any actions arising from 
the walk-arounds are fed back to the staff.  The Trust and Sunderland CCG are in the process of developing a template for 
these sessions. 
 
NTHFT-  Hartlepool and Stockton CCG and NECS have an agreed a plan of visits for 2014/15 and to date visits have been 
undertaken to Ward 32,33 and Emergency assessment unit ; no serious concerns were identified. 
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Data source:  CDDFT Patient Experience Report (October 2014) and CLIP (Q1) report 


The Trust had a target within its 2012/13 Quality 
Accounts to reduce the number of complaints where 
attitude of staff is the primary reason to 70 or below. As 
can be seen from the following chart, this was achieved. 
Although this is no longer a target it is an area the Trust 
will continue to monitor.  
 
 


COMPLAINTS AND PALS DATA 


Patient experience indicators  - CDDFT 
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Data source:  CDDFT Patient Experience Report (October 2014) and Q1 CLIP report 


Patient experience indicators  - CDDFT 
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Data source:  CDDFT Patient Experience Report (October 2014) 


Care Group Issue Action 
Care Closer to Home  
  


Nursing staff unsure if able to share 
unused continuing care 
documentation with patient family 


Protocol to be established for all qualified staff to include 
guidance on completion and issuing of paperwork in 
relation to Continuing Health Care documentation. 


Surgery and Diagnostics  
  


Patient attended appointment only 
to be told the doctor would not see 
him because hospital did not have 
referral letter. Patient was told to go 
home and wait for another 
appointment. 


Staff have reviewed patient information and ensured that 
his documentation is in the correct place. Apologies 
offered for inconvenience caused. Clinic staff offers their 
apologies that solutions were not found on the day and 
will reflect on patient suggestions 


Acute and Long Term Care  
  


Pharmacist rang a patient’s wife 
asking about their medication 
despite the fact the patient had his 
medication with him on the ward. 


Individual pharmacist reflected on how best to 
communicate with patients and relatives. All pharmacy 
staff to attend training about consultation skills and 
communication. 


Patient left in so much pain during 
their final hours and had to beg for 
pain relief. Patient told there were 
no Macmillan staff on duty at night 
and they had not arranged a syringe 
driver 


All wards to have laminated copies of drug conversation 
chart and guidance on switching between different routes 
of administration. Palliative care consultant to discuss the 
issues raised by the case with the junior doctors involved. 


EXAMPLES OF LESSONS LEARNED / ACTIONS TAKEN IN RESPONSE TO COMPLAINTS/PALS ISSUES 


Patient experience indicators  - CDDFT 
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In the year to the end of May 2014, 22% of complaints were resolved within the Trust standard of 25 working days.  There 
were 186 unresolved complaints with 19 of these unresolved after 91 days or more. Work continues to improve Directorate 
response times. The new Quality and Risk Facilitator posts have been re advertised in an attempt to increase the range of 
applicants with relevant skills.   
 
Work will be starting in coming weeks to improve the Complaints/PALs office environment and provide a customer facing 
service.  There are plans to rebrand and market the complaints and PALs service. The new service will be entitled “Help and 
Advice Service”.  
 
A bid has been submitted to the local CCG for additional time limited resource and a business case is being developed to 
include sufficient resource to open during peak times at weekends and evenings. 
 


There were 50 formal complaints received in May and a 
year to date average of 60 per month. The highest 
number of complaints; 42% (21) relate to aspects of care 
and this is a consistent trend, this includes complaints 
about nursing and midwifery care (8), medical care (4), 
adverse outcome of operation (4) investigations (2), 
diagnosis (2) and medication issues (1).  Other themes 
with more than 5 complaints are communication (26%) 
and out patient appointments (12%). The highest numbers 
of complaints at Directorate level were received by 
General Surgery (10), followed by Urology (8).  


COMPLAINTS 


Patient experience indicators  - CHSFT 
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PATIENT, CARER AND PUBLIC EXPERIENCE COMMITTEE  - REAL TIME FEEDBACK (QUARTER 1 2014/15) 


CHSFT new SNAP solutions software gives the 
opportunity to look at different, creative ways to 
analyse and represent textual data. One of these 
methods is called word or tag clouds and is 
commonly used in visual design and infographics.     
For the 817 completed surveys in Q1 2014/15 
CHSFT has presented the top 100 tags in a 
(unsophisticated) word cloud which clearly shows 
the words which have had most prominence in the 
free-text comments provided by patients.  


The chart shows the total number of collected and analysed 
surveys per month since the start of real time feedback in August 
2010. The Quarter 1 2014/15 position shows that we are now 
meeting the target threshold of completed surveys for an 
increasing number of participating wards. The volunteer pool is 
now stronger and more reliable, and beginning to show the 
benefit of having dedicated support from the Patient Experience 
Team.  


Patient experience indicators  - CHSFT 
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BUSTER - PET THERAPY VOLUNTEER 


Sick patients often feel isolated and can suffer significant loss and psychosocial distress when admitted to hospital.  Companion 
animals provide opportunity for nurturing, companionship and tactile contact.  They bring comfort in distressing situations, not 
only to patients and their families, but also to staff. 
 
CHSFT has been able to recruit a volunteer and her dog Buster  to visit patients on the Stroke Ward.  The visits commenced in 
December 2013 and weekly visits to the ward are arranged via the ward manager, which usually take place on a weekend. 
CHSFT advised the CQRG in October that Buster has had a huge impact on many patients and staff and the Trust hopes to 
widen this service to all their wards. 


Patient experience indicators  - CHSFT 
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Patient experience indicators  - NTHFT 


   


NTHFT received 104 formal complaints during Q2 2014/15, this compares to 71 received during the previous quarter. Q2 
performance data is not yet available however in Q1  94% of complaints were responded to within 25 days. 


Learning from Complaints, Claims, Patient Experience  
  
Case 1: Delayed Diagnosis - (common theme identified through complaints and claims were  there was a failure to act on investigation results.  
Outcome :  The trend has been risk assessed and currently has a red status on the Trust risk register. An AMD has been appointed as the 
corporate risk handler and also to lead the “ICE results project”. A number of work streams have been initiated, which include the development 
of directorate Standard Operating Procedures (SOPs) for the filing and action of investigation results. In addition monthly monitoring reports are 
produced by the ICE administrator which detail directorate compliance for filing of results on the electronic system. These reports are reviewed 
at the Clinician IT Group and through this into the IMT Steering Group. Compliance with the SOPs and audits is also going to be monitored 
through directorate updates on progress to be presented Patient Safety and Quality Standards Committee from quarter 4, 2014-15. 
 
Case 2: Missed fractures : The Trust reported in Quarter 1 a contributory factor in a number of complaints related to communication  failures. 
These include episodes where the patients are not told, or do not understand when they are advised that a Consultant and a Radiologist will 
complete a repeat review of x-rays taken, to agree the diagnosis, and that they maybe recalled should a fracture or injury be identified.  An 
information leaflet which explains this review process has been developed and is currently progressing via the validation process. Once in 
place the directorate hope to see a resultant 
reduction in complaints relating to this issue; this will be covered in future reports as details emerge. In addition, in order to reduce the need to 
call patients back and avoid this issue altogether; the directorate is working with Radiology colleagues to develop systems of ‘hot reporting’ in 
minor injuries. 
 
Case 3: Communication / Staff Attitude:  this includes miscommunication between health care staff, patients and carers and other professional 
bodies and concerns regarding staff attitude. Communication and staff attitude concerns continue to be one of the top themes in complaints  
Outcome - The 6 Cs team, whose remit is to evaluate departmental culture around the 6 Cs and where necessary facilitate sustainable change, 
have now visited 22 of 37 planned areas within the Trust, including Community services. Customer care training developed by the Leading 
Improvement System (LIS) Team has also been delivered  to  Elderly Care Wards and  Short Stay Unit.  The team are currently working with 
theatre staff and it is intended to roll out the training to other departments in the organisation. 
 


Data source:  NTHFT CLIP report Q2 


Litigation: The Trust received 47 potential and actual clinical negligence claims in Quarter 2 which related to treatment and 
procedure (15) Hip replacements - Arthroplasty Resurfacing Procedures (6), delayed diagnosis (12), cancer cases (5), 
delayed diagnosis of fracture (3), implementation of care (3), Pressure damage (2).  
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NATIONAL CANCER PATIENT EXPERIENCE SURVEY PROGRAMME (2014) 


Full copies of the survey results is available on the following link: 
http://www.quality-health.co.uk/resources/surveys/national-cancer-experience-survey/2014-national-cancer-patient-
experience-survey/2014-national-cancer-patient-experience-survey-reports/2014-northern 
 
The findings from the surveys are discussed via the Patient Experience Reports at the CQRG. 
 
  


The Cancer Patient Experience Survey 2014 is designed to monitor national progress on cancer care.  The survey is 
congruent with the National Operating Framework for the NHS 2014, which defines quality as those indicators of safety, 
effectiveness and patient experience that indicate that standards are being maintained or improved; with the NHS England 
Business Plan 2013-16 and Everyone Counts Planning for Patients 2013-14.  
  
The results were published in September 2014 and provide information which can be used to drive local quality improvements 
both by Trusts and Commissioners, and are consistent with the objectives of NHS policy.   Patients were asked a total of 70 
questions representing important parts of the patient experience along the pathway of care including the involvement of 
primary and community care in addition to acute care. 
 


Patient experience indicators  - NTHFT 


18% 


17% 


76% 


73% 


49% 


6% 


10% 


51% 


CDDFT


CHSFT


NTHFT


Bottom 20% Middle 60% Top 20%



http://www.quality-health.co.uk/resources/surveys/national-cancer-experience-survey/2014-national-cancer-patient-experience-survey/2014-national-cancer-patient-experience-survey-reports/2014-northern

http://www.quality-health.co.uk/resources/surveys/national-cancer-experience-survey/2014-national-cancer-patient-experience-survey/2014-national-cancer-patient-experience-survey-reports/2014-northern
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NATIONAL CANCER PATIENT EXPERIENCE SURVEY PROGRAMME (2014) 
CDDFT, CHSFT AND NTHFT - QUESTIONS WHICH SCORED IN BOTTOM 25% OF TRUSTS 


CDDFT CHSFT NTHFT 
Q6 Staff gave complete explanation of 


purpose of test(s) 
Q4 Patient's health got better or remained 


about the same while waiting 
No questions scored in bottom 
25%  


Q11 Patient told they could bring a friend when 
first told they had cancer 


Q14 Patient given written information about the 
type of cancer they had 


Q20 Patient definitely involved in decisions 
about care and treatment 


Q30 Taking part in cancer research discussed 
with patient 


Q34 Patient given written information about the 
operation 


Q34 Patient given written information about the 
operation 


Q37 Got understandable answers to important 
questions all/most of the time 


Q35 Staff explained how operation had gone in 
an understandable way 


Q42 Patient had confidence and trust in all 
ward nurses 


Q40 Patient's family definitely had opportunity 
to talk to doctor 


Q44 Always/nearly always enough nurses on 
duty 


Q41 Got understandable answers to important 
questions all/most of the time 


Q51 Hospital staff did everything to help control 
pain all of the time 


Q48 Always given enough privacy when 
discussing condition/treatment 


Q52 Always treated with respect and dignity by 
staff 


Q49 Always given enough privacy when being 
examined or treated 


Q67 Given the right amount of information 
about condition and treatment 


Q53 Given clear written information about what 
should/should not do post discharge 


Q70 Patient's rating of care 'excellent/very 
good' 


Q70 Patient's rating of care 'excellent/very 
good' 


Both CDDFT and CHSFT scored in the bottom 20% of Trusts for patients being given written information about their 
operation and patient’s rating of care ‘excellent/very good’.  CHSFT is in the bottom 20% for cancer research being 
discussed with patient.  All patient surveys are discussed via the CQRG. 


Patient experience indicators 
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PATIENT-LED ASSESSMENTS OF THE CARE ENVIRONMENT (PLACE) 2014 RESULTS 
In August 2014 the Health and Social Care Information Centre’s (HSCIC) published the PLACE results which are a self-assessment of a 
range of non-clinical services which contribute to the environment in which healthcare is delivered.  The assessments provide a snapshot of 
how an organisation is performing against a range of non-clinical activities which impact on patient experiences of care - cleanliness; the 
condition, appearance and maintenance of premises; the extent to which the environment supports the delivery of care with privacy and 
dignity; and the quality and availability of food and drink.  Overall CDDFT scored above average as a Trust however there were a small 
number of individual hospital site scores which fell below this and these have been highlighted as amber in the table below. The scores for 
CHSFT were all above average, NTHFT as a Trust fell below average on Food & Hydration and Privacy and Dignity. The PLACE results 
are discussed via the CQRG. 
 


Hospital site Cleanliness Food and 
Hydration 
Overall score 


Ward 
Food 


Organisation 
Food 


Privacy, 
Dignity and 
Wellbeing 


Condition 
Appearance and 
Maintenance 


National Averages 95.25% 88.79% 90% 86.09% 87.73% 91.97% 


CDDFT  
Overall score 


99.09% 93.69%     90.86% 94.87% 


Weardale 100.00% 95.36% 100.00% 89.80% 87.50% 97.14% 
Chester le Street 100.00% 91.95% 100.00% 85.89% 85.00% 98.11% 


Richardson 99.61% 93.75% 96.67% 90.85% 96.23% 97.50% 
Sedgefield  100.00% 94.25% 99.32% 88.75% 89.93% 97.84% 
BAH 99.76% 90.59% 93.85% 85.89% 92.56% 94.08% 
UHND 98.06% 94.38% 97.78% 84.21% 90.74% 94.14% 
SBCH 98.94% 91.91% 96.94% 86.45% 84.92% 94.52% 
DMH 99.74% 94.09% 95.94% 87.70% 90.75% 95.19% 
CHSFT 
Overall score 


99.61% 96.50%     94.32% 96.69% 


CHS 99.61% 96.48% 96.07% 99.16% 94.39% 96.69% 
SEI 99.33% 97.97% 95.50% 100.00% 89.73% 96.79% 
NTHFT Overall 
Score 


98.40% 84.49%     86.90%       93.46% 


UHH 97.01% 88.56% 89.42% 87.36% 86.42% 96.75% 


UHT 98.58% 83.93% 82.90% 86.59% 86.97% 93.01% 


Patient experience indicators   







43 


HOSPITAL FOOD STANDARDS - NHS CHOICES 
NHS Choices has published statistics on how hospitals are performing against food indicators as highlighted in the table 
below.  Information is taken from PLACE results (2014), with the exception of cost per day which was provided by Trusts. All 
scores were within or above the mid-range compared to other Trusts, with several sites attaining scores ‘amongst the best’.  
NTHFT is the only Trust which does not have fresh fruit available and the Tees site is one of the worst Trusts for Quality of 
food.   


Patient experience indicators   


 Trust  Site Quality of food Choice of food Choice of 
breakfast 


Fresh fruit 
available 


Food available 
between meals 


Menu 
approved by 


dietician 


Cost per 
patient per day 


C
D


D
FT


 UHND 
   


   


£8.27 


CLS  
 


  


   


£27.07 


BAH 
   


   


£17.12 


Sedgefield  
 


  


   


£7.43 


SBCH 
   


   


£7.33 


DMH 
   


   


£7.05 


Weardale  
 


  


   


£7.82 


Richardson  
      


£7.68 


C
H


SF
T CHS  


      
£6.22 


SEI 
      


£6.12 


N
TH


FT
 UHH 


      
£11.43 


UHT       
£10.81 


 


 Amongst the best of NHS Trusts 


 
Mid-range of Trusts 


 Amongst the worst of NHS Trusts  







44 


INPATIENT - FAMILY AND FRIENDS TEST (FFT) 


CDDFT - the inpatient response rate for the Trust was 
36.6% which was slightly below average 36.6%, response 
rates for DMH and BAH were well above the average 
however UHND was significant below at 25.86% which had 
a effect on the overall score. CDDFT also scored 89% for 
inpatient’s recommending Trust against a national position 
of 96%.  


CHSFT - all scores are within acceptable limits. 


NTHFT – all scores are within acceptable levels. 


FFT results are monitored via the CQRG and CQUIN 
process. 


 


Patient experience indicators 
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CDDFT - The latest data release for September shows that 
the percentage of patients recommending A&E services for 
both DMH (79%) and UHND (78%) was below the national 
average of 86%.   


CHSFT and NTHFT – results are within acceptable ranges 


 


A&E - FAMILY AND FRIENDS TEST (FFT) 


Patient experience indicators   
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Number Source Recommendation Lead: Update


1 Francis


All commissioning, service provision regulatory and ancillary organisations in healthcare 
should consider the findings and recommendations of this report and decide how to apply 
them to their own work;
Each such organisation should announce at the earliest practicable time its decision on 
the extent to which it accepts the recommendations and what it intends to do to 
implement those accepted, and thereafter, on a regular basis but not less than once a year, 
publish in a report information regarding its progress in relation to its planned actions;
In addition to taking such steps for itself, the Department of Health should collate 
information about the decisions and actions generally and publish on a regular basis but 
not less than once a year the progress reported by other organisations;
The House of Commons Select Committee on Health should be invited to consider 
incorporating into its reviews of the performance of organisations accountable to 
Parliament a review of the decisions and actions they have taken with regard to the 
recommendations in this report.


Gill Findley Public meeting held April 2013. Discussed at Governing Body and agreed 
formally to accept the report. Update provided after 6 monthly


2 Francis


The NHS and all who work for it must adopt and demonstrate a shared culture in which 
the patient is the priority in everything done. This requires:
A common set of core values and standards shared throughout the system;
Leadership at all levels from ward to the top of the Department of Health, committed to 
and capable of involving all staff with those values and standards;
A system which recognises and applies the values of transparency, honesty and candour;
 Freely available, useful, reliable and full information on attainment of the values and 
standards;
 A tool or methodology such as a cultural barometer to measure the cultural health of all 
parts of the system.


Gill Findley All NHS providers have provided their response to the report. Other items in this 
action to be monitored nationally


3 Francis
The NHS Constitution should be the first reference point for all NHS patients and staff and 
should set out the system’s common values, as well as the respective rights, legitimate 
expectations and obligations of patients.


Gill Findley Disussed at public meeting


4 Francis


The core values expressed in the NHS Constitution should be given priority of place and 
the overriding value should be that patients are put first, and everything done by the NHS 
and everyone associated with it should be informed by this ethos.


Gill Findley and David Taylor 
Gooby


Reflected in the daily working of the CCG. CCG has patient reference groups at 
its heart and members  of the publilc attend many meetings of the CCG. Patients 
voice (via the PRGs) are represented at Governing Body meetings


5 Francis


Staff put patients before themselves;
They will do everything in their power to protect patients from avoidable harm;
They will be honest and open with patients regardless of the consequences for 
themselves;
Where they are unable to provide the assistance a patient needs, they will direct them 
where possible to those who can do so;
They will apply the NHS values in all their work.


Providers All NHS providers have provided their response to the report.


7 Francis
All NHS staff should be required to enter into an express commitment to abide by the NHS 
values and the Constitution, both of which should be incorporated into the contracts of 
employment. 


Gill Findley Implicit in contracts. CDDFT and NEAS have it explicitly in their contracts


Summary of Recommendations from Recent Patient Safety Reports







8 Francis


Contractors providing outsourced services should also be required to abide by these
requirements and to ensure that staff employed by them for these purposes do so as well.
These requirements could be included in the terms on which providers are commissioned
to provide services.


Sarah Burns and NECS 
contracting team


Written into all contracts


11 Francis


Healthcare professionals should be prepared to contribute to the development of, and 
comply with, standard procedures in the areas in which they work. Their managers need 
to ensure that their employees comply with these requirements. Staff members affected 
by professional disagreements about procedures must be required to take the necessary 
corrective action, working with their medical or nursing director or line manager within 
the trust, with external support where necessary. Professional bodies should work on 
devising evidence-based standard procedures for as many interventions and pathways as 
possible. 


Gill Findley Included in provider assurance and monitored via QRG


12 Francis


Reporting of incidents of concern relevant to patient safety, compliance with fundamental
standards or some higher requirement of the employer needs to be not only encouraged
but insisted upon. Staff are entitled to receive feedback in relation to any report they
make, including information about any action taken or reasons for not acting.


Gill Findley Reporting levels are monitored at all quality review groups. Smaller providers 
such as care homes are required to provide information to the local authority. 
Systems are in place to share information between the local authority and the 
CCG via the Information Sharing meetings.


34 Francis
Where a provider is under regulatory investigation, there should be some form of
external performance management involvement to oversee any necessary interim
arrangements for protecting the public.


Gill Findley and NECS 
contracts team


Systems are in place to monitor providers where concerns have been raised


35 Francis


Sharing of intelligence between regulators needs to go further than sharing of existing
concerns identified as risks. It should extend to all intelligence which when pieced
together with that possessed by partner organisations may raise the level of concern.
Work should be done on a template of the sort of information each organisation would
find helpful.


James Carlton and Gill 
Findley


QSG process in place where information is shared between Area Tea, CQC, 
Monitor and CCGS


36 Francis


A coordinated collection of accurate information about the performance of organisations
must be available to providers, commissioners, regulators and the public, in as near real
time as possible, and should be capable of use by regulators in assessing the risk of non-
compliance. It must not only include statistics about outcomes, but must take advantage of
all safety related information, including that capable of being derived from incidents,
complaints and investigations.


James Carlton and Gill 
Findley


QSG process in place where information is shared between Area Tea, CQC, 
Monitor and CCGS


40 Francis
It is important that greater attention is paid to the narrative contained in, for instance,
complaints data, as well as to the numbers.


Gill Findley Issues relating to complaints are considered at the QRG and any themes are 
reviewed at the relevant provider visit


43 Francis Those charged with oversight and regulatory roles in healthcare should monitor media
reports about the organisations for which they have responsibility.


NECS completed


98 Francis
Reporting to the National Reporting and Learning System of all significant adverse
incidents not amounting to serious untoward incidents but involving harm to patients
should be mandatory on the part of trusts. 


Gill Findley Reporting levels are monitored at all quality review groups. All Foundation 
Trusts use NRLS


109 Francis


Methods of registering a comment or complaint must be readily accessible and easily
understood. Multiple gateways need to be provided to patients, both during their
treatment and after its conclusion, although all such methods should trigger a uniform
process, generally led by the provider trust. 


Gill Findley Patients can make complaints to the provders or the commissioners. They can 
use NHS choices. If concerns are reported to GPs this will be recorded on "soft 
intellegance" forms


120 Francis


Commissioners should require access to all complaints information as and when
complaints are made, and should receive complaints and their outcomes on as near a real-
time basis as possible. This means commissioners should be required by the NHS
Commissioning Board to undertake the support and oversight role of GPs in this area, and
be given the resources to do so. 


Gill Findley In place . Work is ongoing to strengthen this with providers now required to RAG 
rate their complaints and immediately notify CCGs of any red complaints







123 Francis


GPs need to undertake a monitoring role on behalf of their patients who receive acute
hospital and other specialist services. They should be an independent, professionally
qualified check on the quality of service, in particular in relation to an assessment of
outcomes. They need to have internal systems enabling them to be aware of patterns of
concern, so that they do not merely treat each case on its individual merits. They have a
responsibility to all their patients to keep themselves informed of the standard of service
available at various providers in order to make patients’ choice reality. A GP’s duty to a
patient does not end on referral to hospital, but is a continuing relationship. They will
need to take this continuing partnership with their patients seriously if they are to be
successful commissioners. 


James carlton and Gill 
Findley


Ssoft intellegence reporting system availble to facilitate this. Information 
received is used to determine ward visits


124 Francis


The commissioner is entitled to and should, wherever it is possible to do so, apply a
fundamental safety and quality standard in respect of each item of service it is
commissioning. In relation to each such standard, it should agree a method of measuring
compliance and redress for non-compliance. Commissioners should consider whether it
would incentivise compliance by requiring redress for individual patients who have
received substandard service to be offered by the provider. These must be consistent with
fundamental standards enforceable by the Care Quality Commission. 


Gill Findley Quality of care delivery is measured at quality review group meetings. There is a 
QRG in place for each of the major providers including NEAS.Smaller providers 
are visited as part of the commissioning visits or on request when intellegence is 
received that there may be a problem. All providers are required to be complint 
with the NHS complaints process which can offer redress where appropriate


128 Francis


Commissioners must have access to the wide range of experience and resources
necessary to undertake a highly complex and technical task, including specialist clinical
advice and procurement expertise. When groups are too small to acquire such support,
they should collaborate with others to do so. 


NECS Contract with NECS is in place and is monitored via SLA


129 Francis


Ensuring assessment and enforcement of fundamental standards through contracts In
selecting indicators and means of measuring compliance, the principal focus of
commissioners should be on what is reasonably necessary to safeguard patients and to
ensure that at least fundamental safety and quality standards are maintained. This
requires close engagement with patients, past, present and potential, to ensure that their
expectations and concerns are addressed. 


Gill Findley Programme of patient engagement is in place with locality and ambulance PRGs 
now up and running. All services have a suite of qulaity indicators appropriate to 
the care setting


130 Francis


Commissioners – not providers – should decide what they want to be provided. They need
to take into account what can be provided, and for that purpose will have to consult
clinicians both from potential providers and elsewhere, and to be willing to receive
proposals, but in the end it is the commissioner whose decision must prevail. 


Sarah Burns and NECS 
contracting team


In place as part of the commissioning processes in the CCG


131 Francis


Commissioners need, wherever possible, to identify and make available alternative
sources of provision. This may mean that commissioning has to be undertaken on behalf
of consortia of commissioning groups to provide the negotiating weight necessary to
achieve a negotiating balance of power with providers.


Sarah Burns and NECS 
contracting team


In place as part of the commissioning processes in the CCG. An example would 
be joint commissioning of ISIS beds


132 Francis


Commissioners must have the capacity to monitor the performance of every
commissioning contract on a continuing basis during the contract period: Such
monitoring may include requiring quality information generated by the provider.
Commissioners must also have the capacity to undertake their own (or independent)
audits, inspections, and investigations. These should, where appropriate, include
investigation of individual cases and reviews of groups of cases. The possession of
accurate, relevant, and useable information from which the safety and quality of a service
can be ascertained is the vital key to effective commissioning, as it is to effective
regulation. Monitoring needs to embrace both compliance with the fundamental
standards and with any enhanced standards adopted. In the case of the latter, they will be
the only source of monitoring, leaving the healthcare regulator to focus on fundamental
standards. 


Sarah Burns and NECS 
contracting team


In place as part of the commissioning processes of the CCG







133 Francis


Commissioners should be entitled to intervene in the management of an individual
complaint on behalf of the patient where it appears to them it is not being dealt with
satisfactorily, while respecting the principle that it is the provider who has primary
responsibility to process and respond to complaints about its services. 


Gill Findley In place. Example of complaint in CDDFT where CCG and Area Team have been 
involved.


135 Francis


Commissioners should be accountable to their public for the scope and quality of services
they commission. Acting on behalf of the public requires their full involvement and
engagement: There should be a membership system whereby eligible members of the
public can be involved in and contribute to the work of the commissioners. There should 
be lay members of the commissioner’s board. Commissioners should create and consult
with patient forums and local representative groups. Individual members of the public
(whether or not members) must have access to a consultative process so their views can
be taken into account. There should be regular surveys of patients and the public more
generally. Decision-making processes should be transparent: decision-making bodies
should hold public meetings. Commissioners need to create and maintain a recognisable
identity which becomes a familiar point of reference for the community. 


CCG Membership of PRGs open to the public, governing body meetings held in 
public, lay members on the governing body, regular events with the public 
present, MY NHS available. Increasingly commissioning intentions are being 
developed by using Experience Led Commissioning processes e.g. urgent care 
and diabetes work


136 Francis


Commissioners need to be recognisable public bodies, visibly acting on behalf of the
public they serve and with a sufficient infrastructure of technical support. Effective local
commissioning can only work with effective local monitoring, and that cannot be done
without knowledgeable and skilled local personnel engaging with an informed public. 


CCG Membership of PRGs open to the public, governing body meetings held in 
public, lay members on the governing body, regular events with the public 
present, MY NHS available. Good links with Healthwatch


137 Francis


Commissioners should have powers of intervention where substandard or unsafe
services are being provided, including requiring the substitution of staff or other
measures necessary to protect patients from the risk of harm. In the provision of the
commissioned services, such powers should be aligned with similar powers of the
regulators so that both commissioners and regulators can act jointly, but with the proviso
that either can act alone if the other declines to do so. The powers should include the
ability to order a provider to stop provision of a service. 


Sarah Burns and NECS 
contracting team


This is part of the role of the CCG. Services can be terminated if they fail to meet 
the quality standards in the specification or if services are unsafe


138 Francis
Commissioners should have contingency plans with regard to the protection of patients
from harm, where it is found that they are at risk from substandard or unsafe services. 


Sarah Burns and NECS 
contracting team


Business continuity plans are required as part of all contracts awarded


139 Francis


The first priority for any organisation charged with responsibility for performance
management of a healthcare provider should be ensuring that fundamental patient safety
and quality standards are being met. Such an organisation must require convincing
evidence to be available before accepting that such standards are being complied with. 


Gill Findley Patient safety and quality standards are fundamental to the quality review 
group. The agenda covers the 5 domains of quality and all aspects of safety


140 Francis


Where concerns are raised that such standards are not being complied with, a
performance management organisation should share, wherever possible, all relevant
information with the relevant regulator, including information about its judgement as to
the safety of patients of the healthcare provider. 


James Carlton and Gill 
Findley


Such matters are raised at the QSG, where there is representation from the CQC 
and Monitor


143 Francis


Metrics need to be established which are relevant to the quality of care and patient safety
across the service, to allow norms to be established so that outliers or progression to poor 
performance can be identified and accepted as needing to be fixed. 


NECS provider management 
team and Jospeh Chandy


New metrics included in integrated performance report, which looks at 
performance and quality







195 Francis


Ward nurse managers should operate in a supervisory capacity, and not be office-bound
or expected to double up, except in emergencies as part of the nursing provision on the
ward. They should know about the care plans relating to every patient on his or her ward.
They should make themselves visible to patients and staff alike, and be available to
discuss concerns with all, including relatives. Critically, they should work alongside staff
as a role model and mentor, developing clinical competencies and leadership skills within
the team. As a corollary, they would monitor performance and deliver training and/or
feedback as appropriate, including a robust annual appraisal. 


Gill Findley all providers have agreed that ward managers will be supernumery. This will be 
monitored at QRG via safe staffing updates


199 Francis


Each patient should be allocated for each shift a named key nurse responsible for
coordinating the provision of the care needs for each allocated patient. The named key
nurse on duty should, whenever possible, be present at every interaction between a
doctor and an allocated patient. 


providers In place for our providers


205 Francis


Commissioning arrangements should require the boards of provider organisations to
seek and record the advice of its nursing director on the impact on the quality of care and
patient safety of any proposed major change to nurse staffing arrangements or provision
facilities, and to record whether they accepted or rejected the advice, in the latter case
recording its reasons for doing so. 


Gill Findley Star chamber process agreed and in place for all providers


208 Francis
Commissioning arrangements should require provider organisations to ensure by means
of identity labels and uniforms that a healthcare support worker is easily distinguishable
from that of a registered nurse. 


Gill Findley This is checked at the commissioner visits and is in place for all our providers


245 Francis Each provider organisation should have a board level member with responsibility for
information. 


providers In place


247 Francis
Healthcare providers should be required to lodge their quality accounts with all
organisations commissioning services from them, Local Healthwatch, and all systems
regulators. 


providers completed


256 Francis
A proactive system for following up patients shortly after discharge would not only be
good “customer service”, it would probably provide a wider range of responses and
feedback on their care. 


providers
now in place will be  monitored via discharge audit and patient satisfaction 
survey


262 Francis


All healthcare provider organisations, in conjunction with their healthcare professionals,
should develop and maintain systems which give them: Effective real-time information on
the performance of each of their services against patient safety and minimum quality
standards; Effective real-time information of the performance of each of their consultants
and specialist teams in relation to mortality, morbidity, outcome and patient satisfaction.
In doing so, they should have regard, in relation to each service, to best practice for
information management of that service as evidenced by recommendations of the
Information Centre, and recommendations of specialist organisations such as the medical
Royal Colleges. The information derived from such systems should, to the extent
practicable, be published and in any event made available in full to commissioners and
regulators, on request, and with appropriate explanation, and to the extent that is relevant
to individual patients, to assist in choice of treatment. 


providers All organisations now publish consultant level outcomes data for their 
consultants. This is reviewed at the quality review group meetings


268 Francis
Resources must be allocated to and by provider organisations to enable the relevant data
to be collected and forwarded to the relevant central registry. 


providers compliance with data provision is part of contract monitoring discussions


269 Francis
The only practical way of ensuring reasonable accuracy is vigilant auditing at local level of
the data put into the system. This is important work, which must be continued and where
possible improved. 


Sarah Burns and NECS 
contracting team


compliance with data provision is part of contract monitoring discussions







Keogh


Early warning score assessments to be in place for every patient Gill Findley All Foundation Trusts and BMI Woodlands use an Early warning score system. 
CDDFT was one of the first trusts in the country to use this system and is in the 
process of changing from it's own version to the national system. All other 
providers have now adopted the national EWS. As at 31/12/14 all providers 
using nations EWS


Keogh CCGs to use qualitative and quantitative data to improve quality
Gill Findley NECS provide data to support evaluation of all providers. Work ongoing to 


address data requirements in primary care


Keogh Real time patient feedback to become part of provider monitoring and reporting
Gill Findley and NECS 
contracts team


Friends and family test being recorded in all providers including NEAS. CCG 
nurses undertake inspections to all providers (exc GPs). All visists include 
feedback from patients


Keogh Increasing the focus on complaints and transparent reporting back to families and relatives


providers
As part of the quality review group meetings the CCG nurses consider all 
complaints. It is now included in the quality requirements for each provider to 
RAG rate their complaints and share any red complaints with the commissioners


Keogh
The role of the Quality Surveillence group will be stregthened to ensure all commissioners 
and regulators can share information on providers


Area Team The Durham, Darlington and Tees QSG has regular representation from 
commissioners, Monitor and CQC. All providers are discussed including primary 
care


Keogh
Links with academic science networks to be strengthened to ensure trusts are using most up 
to date techniques


Medical Advisor Dr Smith has been appointed to the senate. The CCG has a reseach and 
innovation clinical champion and both are building links with the relevant 
networks


Keogh
All providers to use evidence based tools to assess nurse staffing levels. These are to be 
reported to the Provider Board meeting every 6 months


Providers
All providers are compliant with the national reporting requirements for 
publication of staffing levels. There are no outliers amongst our providers


Keogh CCGs to develop methods to record and discuss the voice of student nurses and doctors
Medical Advisor and Gill 
Findley national student survey gives feedback on providers. The university dean has 


offered to facilitate a meeting with students about specific providers


1
Berwick Organisations should continually reduce harm by embracing the culture of learning


Medical Advisor and Gill 
Findley


The CCG structure of meetings allows time for consideration of the latest 
research and innovation and discussion of professional issues


2


Berwick


Safety should be top priority for investment, inquiry and improvement all Directors


Commissioning intentions and strategic plan for the CCG are guided by the 
outcomes framework which lists patient safety and experience as 2 of the top 5 
priorities. All providers' cost improvement plans are reviewed by the CCG


3
Berwick


Patients and cares should be present, powerful and involved Joseph Chandy


The CCG structure includeds various patient reference groups and each member 
practice has a patient forum . There are 3 lay members on the governing body 
and the CCG Chair is a lay person


4
Berwick there should be an appropriate number of supported staff on duty to provide safe care in 


each provider
Gill Findley and medical 
advisor


All providers are compliant with the national reporting requirements for 
publication of staffing levels. There are no outliers amongst our providers


5
Berwick


Patient safety should be included in training for all staff including managers and executives all Directors In place as part of induction and mandatory training


6


Berwick


The NHS should become a learning organisation all agencies


Within our sphere of influence the CCG is developing this goal with membership 
of the senate, HENE, universties and other organisations. The meeting structure 
also supports learning with practice learning events regularly scheduled across 
the CCG


7


Berwick
Transparency should be complete, timely and unequivocal. Appropriate information sharing 
should be the norm


Gill Findley and medical 
advisor


Work is currently underway to assess the extent of transparency across our 
provider organisations including primary care. Serious incident reports and 
complaints are shared with patients and relatives by all providers







8


Berwick


All organisations should seek out the patient voice Providers


Work is underway to review patient involvement. Friends and family test is in 
place across all providers including ambulance services. CDDFT has invited the 
CCG to be a member of the patient experience committee for the Trust


9 Berwick Supervisory systems should be simple and clear all directors In place within the CCG


10
Berwick


there should be a hierarchy of responses for regulation of organisations Gill Findley


Within our sphere of influence the CCG has been clear with providers about the 
regulatory meetings that are in place to support progress against quality and 
patient safety indicators
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The purpose of this report is to provide the Commissioning Quality, 
Finance & Performance meeting with a Quarterly Clinical Quality Update 
for Acute and Community Services, the report headlines the key issues 
and provides assurance that actions are being undertaken where 
appropriate for County Durham and Darlington NHS Foundation Trust 
(CDDFT), City Hospitals Sunderland NHS Foundation Trust (CHSFT) 
and North Tees and Hartlepool NHS Foundation Trust (NTHFT). 
  


Summary of key 
points  
 
 
 
 
 
 


A full summary of the key issues across patient safety, clinical 
effectiveness and patient experience outcomes are included within the 
report, however the primary areas of concern for CDDFT, CHSFT and 
NTHFT are as follows:  


CDDFT 
• National Lung Service Peer Review - a recent review identified a 


serious concern relating to radiology capacity and use of imaging in 
the lung pathway against national guidance.  The Trust confirmed 
that the inspector had raised a concern regarding the PET scan for 
stage 1-3 lung cancers.  CDDFT advised the CQRG in October that 
they are seeking further advice and will refute the recommendation 
as CDDFT considers that using PET is adequate for the pathways. 
This will continue to be monitored via the Clinical Quality Review 
Group (CQRG). 


• National Colorectal Service Peer Review - a recent peer review 
identified three immediate risks namely oncology/support from 
Newcastle Hospitals, number of surgeons and HPB Pathway.  The 
Trust has offered the CQRG assurance on the actions they are 
undertaking and this will be monitored via the CQRG.   


CHSFT 
• National Cancer Team Peer Review Visits - a recent peer review 


identified an ‘immediate risk’ relating to the Breast Cancer Multi-
disciplinary Team. The service is reliant on a single-handed locum 
breast surgeon who is not on the specialist register and there is 


 
 
 







currently no substantive consultant breast surgeon to provide clinical 
supervision, which is not compliant with BASO guidelines. The lack 
of cover for the locum breast surgeon means at times of 
leave/absence there could be delays in the decision making process 
which could impact on clinical outcomes. In addition, the single-
handed locum consultant breast surgeon does not perform 
oncoplastic or reconstructive surgical procedures. There was no 
assurance that the full range of surgical treatment options are being 
offered to patients which may have a direct impact on clinical 
outcomes.  It was recommended that this risk was place on the 
Trust's risk register and that the Board is made aware of these 
findings.  


 
NTHFT 
• North Tees is a mortality outlier for the fourth consecutive quarter 


and it is anticipated that the Trust will be a high outlier in the next 
tranche of data, based on monthly SHMI. There is a risk that SHMI 
and/or HSMR may be persistently high for 2 years; the criterion used 
by Keogh to identify trusts for review. A task and finish group has 
been established to examine the background to the increasing 
mortality rates and to consider how care, systems or processes in 
the Trust may be impacting on these.  


• Patient-led Assessments of the Care Environment (PLACE) 2014 
results were published at the end of August and NTHFT and the 
Trust fell below average on Food & Hydration and Privacy and 
Dignity. Both the Tees and the Hartlepool sites scored below 
average on ward food and privacy and dignity. The University 
Hospital of Hartlepool is also below average on the provision of food 
and hydration.  The PLACE results are discussed via the CQRG.    


 
DDES approval 
route 
 


• The Formal Executive Committee CQF&P 27th January 2015 


  
Other consultation 
routes 


• Not applicable 


  
 


Supporting 
documentation / 
Appendices 


• Appendix Acute and Community Services Quarterly Clinical Quality 
Update 
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Strategic objectives 
in Assurance 
Framework 
supported by this 
report 
 


Access to safe, high quality 
services  


 Development and delivery of 
commissioning and financial 
plans including QIPP 


 


Effective internal and external 
engagement including 
communications 


 Effective governance and 
organisational development 


 


Effective contract 
management and 
performance against key 
targets  


   


  
Recommendations / 
Action required 
from meeting 
members 
 
 


The Governing Body is asked to : 
 


• Receive and discuss this report.  
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