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Part 1: Statement on quality from the Chief 
Executive 

 

 

 

 

 

Our approach to Quality: An Introduction 
to this Annual Quality Account from the 
Chief Executive 

 
I am pleased to introduce the North Tees and 
Hartlepool NHS Foundation Trust Quality 
Accounts for 2015/16 which demonstrates our 
continued commitment to strive for excellence 
and high performance in order to deliver care of 
the highest quality. The report focuses on our 
performance over the last year as well as our 
key priorities for 2015/16. 
 
2015/16 has again proven to be a very busy and 
challenging year where we continued to achieve 
high performance and good outcomes for 
patients across the Trust.  
 
As always we continue to appreciate the 
excellence of our staff, and this reporting period 
our staff have been particularly recognised for 
their achievements throughout the year, having 
been nominated for a number of awards.  It is 
not only our staff that deserve recognition for 
their hard work, but also all of our volunteers, 
members, governors and other partners and 
stakeholders. 
 
The main challenge for 2015/16 relates to our 
Hospital Standardised Mortality Ratio (HSMR) 
and summary hospital-level mortality indicator 
(SHMI) mortality values, ensuring that the 
values reduce closer to the national mean.  The 
Trust has instigated numerous actions in relation 
to this, all overseen by a mortality clinical lead.  
The Trust has recently seen a decrease in the 
HSMR and SHMI values and would like to thank 
all staff members for hard in aiding in this 
reduction, whilst maintaining high standards of 
care.  The Trust continually works with external 
bodies to ensure as an organisation we have 
third party assurance on the work we are 
undertaking. 
 

Following the July 2015 inspection from the 
Care Quality Commission (CQC) The Trust was 
rated overall as ‘requiring improvement’ but 
achieved a good rating for safe, caring and 
responsive care, Of the 85 individual ratings, 65 
were rated as good.  A number of areas were 
identified as good practice, including surgery, 
critical care, end-of-life care, the trust’s 
simulation suite, community services and the 
trust’s services at One Life Hartlepool.  
 
The Trust held its second annual Quality 
Accounts Marketplace on the 9th December 
2015 at the North Tees site; this event was well 
received and attended by our stakeholders.  
This event produced our quality strategy and 
Quality Accounts priorities for 2016/17. The 
priorities have been developed with patients, 
carers, staff, governors, commissioners and with 
key stakeholders including health scrutiny 
committees, local involvement networks 
(Healthwatch) and Healthcare User Group 
(HUG). 
 
The Trust undertook a major change to the 
Patient Administration System (PAS), 
implementing a brand new Electronic Patient 
Record (EPR) system across both sites.  This 
was a challenge and came with some technical 
and data quality issues, but the Trust will benefit 
in the long term from the new systems. 
 
The Trust continues to receive regular 
comments and reviews from patients, carers 
and family members on NHS Choices; the two 
sites are currently rated at: 
 
University Hospital of North Tees is rated at 4.5 
out of 5 star services on NHS choices and 
University Hospital of Hartlepool is rated at 5.0 
out of 5. 
 
We continue to believe and commit to Putting 
Patients First by making patient safety and 
patient experience our number one priority every 
day. 
 
To the best of my knowledge the information 
contained in this document is an accurate 
reflection of outcome and achievement 
 

Alan Foster MBE 

[Signature] 

Chief Executive 
 

Alan Foster pic 
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What is a Quality Report/Accounts? 

Quality Accounts are annual reports to the public from us about the quality of healthcare 
services that we provide. They are both retrospective and forward looking as they look back on 
the previous year’s data, explaining our outcomes and, crucially, look forward to define our 
priorities for the next year to indicate how we plan to achieve these and quantify their outcomes. 
 

Our quality pledge 

In 2012, our Board and our staff pledged patient 
safety and experience as their number one 
priority supported by our corporate strategy. 
Our continued commitment to improving the 
quality of our care and service quality for our 
patients remains our number one priority. It is 
prevalent at every level of our organisation and 
is generating excellent performance results.  
 
Our Board of Directors receive and discuss 
quality, performance and finance at every Board 
meeting. We use our Patient Safety and 
Quality Standards (PS & QS) committee and 
our Audit Committee to assess and review our 
systems of internal control and to provide 
assurance in relation to patient safety, 
effectiveness of service, quality of patient 
experience and to ensure compliance with legal 
duties and requirements.  The PS & QS and 
Audit Committees are each chaired by non-
executive directors with recent and relevant 
experience, these in turn report directly to the 
Board of Directors.  
 
The Board of Directors seek assurance on the 
Trust's performance at all times and recognise 
that there is no better way to do this than by 
talking to patients and staff at every opportunity.   
 

Quality standards and goals 

The Trust greatly values the contributions made 
by all members of our organisation to ensure we 
can achieve the challenging standards and 
goals which we set ourselves in respect of 
delivering high quality patient care.  The Trust 
also works closely with commissioners of the 
services we provide to set challenging quality 
targets.  Achievement of these standards, goals 
and targets form part of the Trust's four strategic 
quality aims.  

Listening to patients and meeting their 
needs 

We recognise the importance of understanding 
patients' needs and reflecting these in our 
values and goals. 

Our patients want and deserve excellent clinical 
care delivered with dignity, compassion, and 
professionalism and these remain our key 
quality goals.  

 

Over the last year we have spoken with over 
30,000 patients in a variety of settings including, 
in their own homes, community clinics, and our 
inpatient and outpatient hospital wards as well 
as departments.  We always ask patients how 
we are doing and what we could do better. 

We understand from patients that great 
healthcare is defined in the way that we treat 
patients, family members, carers and staff. As a 
result of this we continue to promote our 
RESPECT nursing and midwifery strategy which 
was developed by staff, patients, governors and 
stakeholders using the 6C’s vision.  Compassion 
in Practice is the three year vision and strategy 
for nursing, midwifery and care staff drawn up 
by the Chief Nursing Officer for England. The 
strategy encompasses the fundamental 
elements of what we believe underpins great 
patient care, these are:  

 

 

Unconditional CQC Registration 

During 2015/16 the Trust met all standards 
required for successful and unconditional 
registration with the Care Quality Commission 
(CQC) for services across all of our community 
and hospital services. 
 

CQC 2015/16 Rating 

Also during 2015/16 the Trust was inspected by 
the CQC and was rated as ‘requiring 
improvement’, the CQC section within this 
report provides greater detail of the visit and 
outcomes.  In a total out of the 85 individual 
ratings, 65 were rated as good.  A number of 
areas were identified as good practice, including 
surgery, critical care, end-of-life care, the trust’s 
simulation suite, community services and the 
trust’s services at One Life Hartlepool.  
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Achievements 2015/16 
 
Congratulations to all of our staff who 
picked up awards or who were shortlisted at 
the Hartlepool Mail Best of Health awards. 
They were:  
 
Midwife of the year 
Stockton community midwife team 
Karen Pearson  
 
Unsung hero award 
Community dental service for the way they 
deal with a wide range of patients with 
kindness, understanding and compassion, 
calming even the most nervous people.  
 
Pharmacist of the year 
Peter Burrell who works with the 
chemotherapy team 
 
Careworker of the year 
Craig McCarthy, physiotherapist (nominated 
by a grateful patient who had a knee 
replacement)  
 
Hospital team of the year 
Ward 4 (elective care unit)  
 
Hospital doctor of the year 
Anil Agarwal  
 
Nurse of the year 
Gill Roberts, infection control nurse, for her 
support to residential and nursing care 
homes in Hartlepool 
 
Long term achievement award 
Sue Moore, Senior Clinical Matron Out-of-
Hours (SCMOoH) started her career aged 
17 as a student nurse in 1972 and qualified 
as an enrolled nurse at St Hilda’s Hospital 
in 1975. She worked in accident and 
emergency and later in orthopaedics 
becoming a modern matron. The 
nomination says Sue is a fantastic role 
model, a true professional and a huge 
influence.  
 

Shining stars 
 
Developing excellent services 
Hospital play specialists 
 
Learner of the year 
Sarah Hodgson, education, learning and 
development 
 
Working behind the scenes 
The security team and Point of care testing 
team 
 
Student of the year 
Karabo Willis, student midwife 
 
Working in partnership 
Senior nurses for practice placements 
 
Unsung hero 
Sister Diane Jones, accident and 
emergency department 
 
Healthcare worker of the year 
Roger Barrett, lung health 
 
Outstanding contribution to volunteering 
David Charlton, health care worker 
caremaker 
 
Dedication to quality improvement 
The nursing team, critical care 
 
Leadership award 
Gary Wright, head of education and 
organisation development 
 
Team of the year 
The portering service 
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Part 2a: 2015/16 quality improvement priorities 
Part 2 of the Quality Account provides an opportunity for the Trust to report on progress against 
quality priorities that were agreed with external stakeholders in 2014/15. We are very pleased to 
be able to report some significant achievements during the course of the year. 
 
Consideration has also been given to feedback received from patients, staff and the public. 
 
Presentations have been provided at various staff groups with the opportunity for staff to 
comment on and a feedback form is provided for patients views. 
 
Progress is described in this section for each of the 2015/16 priorities. 
 
Stakeholder priorities 2015/16 
 
The quality indicators that our external stakeholders said they would like to see reported in the 
2015/16 Quality Accounts were: 
 

Patient Safety Effectiveness of Care Patient Experience 

1. Mortality 
1. Discharge Processes 

Information 

1. Care For the Dying 
Patient (CFDP) & 
Family’s Voice 

2. Dementia 
2. Discharge Processes 

Medication 

2. Is our care good? 
(Patient Experience 
Surveys) 

3. Safeguarding Adults 
(Learning Disabilities) 

3. Nursing Dashboard 
3. Friends and Family 

recommendation 

 
 
 

“I have found that this hospital is very caring.  Dealt with 

wonderfully.  My 1
st
 visit would not hesitate to recommend this 

hospital to anyone.“[sic] 
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Priority 1: Patient Safety 
 

Mortality 

1. Mortality 

 
Rationale: To reduce avoidable deaths within 
the Trust by reviewing all available mortality 
indicators. 

Overview of how we said we would do it 

We will use Healthcare Evaluation Data (HED) 
benchmarking tool to monitor and interrogate the 
data to determine areas that require 
improvement.  We will also review/improve 
existing processes involving palliative care, 
documentation and coding process. 
 
And finally, we will continue to work closely with 
the North East Quality Observatory System 
(NEQOS) for third party assurance. 
 
Overview of how we said we would measure 
it 

 We will monitor mortality within the Trust 
using the two national measures: 

 HSMR (Hospital Standardised Mortality 
Ratio) 

 SHMI (Summary Hospital-level Mortality 
Indicator) 

 Utilise nationally / regionally agreed tools to 
assist in assessing levels of clinical care. 

 

Overview of how we said we would report it 

 Report to Board 

 Report quarterly to the commissioners 

 Report to Keogh Operational Group 
 

Completed and reported? 

 Reported to Board  

 Reported to Commissioners  

 Reported to Keogh Delivery Group  
 

The Trust Board is aware and has an 
understanding of the higher than expected 
values of both Hospital Standardised Mortality 
Ratio (HSMR) and Summary Hospital-level 
Mortality Indicator (SHMI) and as a priority 
objective the emphasis is on demonstrable 
progress to reducing avoidable deaths in and 

(where possible influencing progress) out of 
hospital. 

In reflecting on the progress within mortality 
performance and governance and on the 
renewed national emphasis, the Trust continues 
to run the well-established Keogh Delivery Group 
to address a root and branch review of Professor 
Sir Keogh’s eight recommendations / indicators, 
which in turn impact on mortality levels.   
 
The Trust has assigned a dedicated professional 
lead, whose main responsibility is to improve 
processes that will aid in the reduction or 
mortality in the Trust. 
 
The Trust continues to undertake weekly 
centralised mortality reviews and as of January 
2016 this has now been adapted to twice weekly 
reviews. 
 
It was agreed by commissioners in early 2015 
that from April 2015 the Trust would be allowed 
to include the ambulatory care patients.  
Previously to April 2015, the ambulatory care 
patients were excluded from our national data.  
By including them it will provide a more accurate 
picture of the types of patients admitted and 
discharges to the Trust and in turn will aid in the 
mortality indicator reductions. 
 
The Trust, while using national mortality 
measures as a warning sign, is investigating 
more broadly and deeply the quality of care and 
treatment provided. Further progress this year 
will be supported by the following: 
 

 Continuing to play a key role in the 
Community Acquired Pneumonia Project 
and from April 2015 the Trust has been 
involved in the Serious Infection Project 
Collaborative, focussing on SEPSIS, support 
for this project is also provided by Clarity.  
 

 Ensuring a continued close working 
relationship with North East Quality 
Observatory (NEQOS) who provide an 
independent review of a number of 
indicators and also provide a quarterly 
mortality report. 
 

 To aid in collaborative thinking the Trust 
remains part of the Regional Mortality 
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Group, this group has representation from all 
8 North East Trusts where all key mortality 
issues are discussed. 
 

 To obtain additional external assurance, the 
Trust requested that Advancing Quality 
Alliance (AQuA) come into the Trust in 
February 2016 to review the processed for 
SEPSIS and Acute Kidney Injury (AKI), the 
results from this review are still pending. 
 

 The Trust will continue to work with partner 
GPs and the CCGs to examine patient 
pathways into and out of hospital to tackle 
overall improvements in end of life pathway 
delivery and safe discharge processes. 

 
The following data is from the two nationally 
recognised mortality indicators of Hospital 
Standardised Mortality Ratio (HSMR) and 
Summary Hospital-level Mortality Indicator 
(SHMI). 
 

Hospital Standardised Mortality Ratio 
(HSMR) 

December 2014 to November 2015 
 
Healthcare Evaluation Data (HED) reporting 
period of December 2014 to November 2015 – 
Hospital Standardised Mortality Ratio (HSMR) 
measures the Trust as 118.44 against a national 
mean of 100. 
 

 
 
The above HSMR graph demonstrates the Trusts 
12 month HSMR value throughout the reporting 
period of December 2014 to November 2015, 
benchmarked against the other North East 
Trusts. 
 

The Trusts 12-month average for HSMR is 
currently 118.44, which remains above the 
national mean of 100.  
 

 

HSMR 

National Mean 100 

Trust 1 127.09 

North Tees and Hartlepool 
NHS Foundation Trust 

118.44 

Trust 3 116.77 

Trust 4 109.71 

Trust 5 108.99 

Trust 6 106.11 

Trust 7 104.42 

Trust 8 100.34 

*Data obtained from the Healthcare Evaluation Data 
(HED) 

HSMR Improvement 

As the following table and chart demonstrates, 
the Trust has made great strides in reducing the 
HSMR value to 118.44 from the peak of 127.10 
for the 12 month rolling period of April 2014 to 
March 2015. 

12 Month period HSMR 
National 

Mean 

Dec 2013 to Nov 2014 121.37 100.00 

Jan 2014 to Dec 2014 121.90 100.00 

Feb 2014 to Jan 2015 127.08 100.00 

Mar 2014 to Feb 2015 125.70 100.00 

Apr 2014 to Mar 2015 127.10 100.00 

May 2014 to Apr 2015 126.15 100.00 

Jun 2014 to May 2015 126.09 100.00 

Jul 2014 to Jun 2015 125.51 100.00 

Aug 2014 to Jul 2015 124.08 100.00 

Sep 2014 to Aug 2015 121.97 100.00 

Oct 2014 to Sep 2015 120.26 100.00 

Nov 2014 to Oct 2015 118.62 100.00 

Dec 2014 to Nov 2015 118.44 100.00 
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Palliative Care  

HSMR is influenced by the coding of specialist 
palliative care.  The Trust instigated a number of 
changes to the palliative care process and team 
during 2015/16, to improve patient experience 
and quality of care. 
 
The first change was recruiting an End-of-Life 
Co-ordinator in May 2015 who works alongside 
the Specialist Palliative Care team, this post has 
ensured that a larger proportion of patients are 
being seen with the added level of support care 
given to those patients at the end of their life. 
 
The following table demonstrates the year on 
year comparison between 2014/15 and 2015/16 
for number of contacts made and total number of 
patients seen by the Specialist Palliative Care 
Team.  
 

Reporting 
Period 

Total 
contacts 

Total 
patients 

2014/15 2,186 604 

2015/16 2,607 1,029 

 
The following table shows the month on month 
trend from April 2014 to the latest data available 
at the time of print. The End-of-Life Co-Ordinator 
was recruited in May 2015. 
 

Month 
Total 

contacts 
Total 

patients 

Apr-14 208 45 

May-14 153 40 

Jun-14 138 46 

Jul-14 153 48 

Aug-14 159 45 

Sep-14 143 36 

Oct-14 197 51 

Nov-14 198 49 

Dec-14 228 63 

Jan-15 208 61 

Feb-15 167 52 

Mar-15 234 68 

Apr-15 201 63 

*May-15 227 104 

Jun-15 297 103 

Jul-15 259 93 

Aug-15 219 82 

Sep-15 294 113 

Oct-15 294 88 

Nov-15 250 107 

Dec-15 216 108 

Jan-16 205 94 

Feb-16 145 74 

Mar-16     

 
The second change has been to provide a 
recognised Trust training programme for 
consultants who carry out Palliative Care.  The 
training is provided by the Specialist Palliative 
Care Team and to date 21 consultants have 
gone through this programme. 
 

Summary Hospital-level Mortality 
Indicator (SHMI) 

October 2014 to September 2015 
 
The SHMI indicator provides an indication on 
whether the mortality ratio of a provider is as 
expected, higher than expected or lower than 
expected when compared to the national 
baseline in England. 

SHMI includes deaths up to 30 days after 
discharge and does not take into consideration 
palliative care.  The Trust SHMI is reporting as 
‘higher than expected’ with a value of 117.74.  
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The following chart and table demonstrate the 
Trust current SHMI position utilising the latest 
time period of October 2014 to September 2015, 
the other North East Trusts have been 
anonymised. 

 

 

 

SHMI 

National Mean 100.00 

North Tees and Hartlepool NHS 
Foundation Trust 

117.74 

Trust 1 114.79 

Trust 3 107.75 

Trust 5 104.19 

Trust 4 100.68 

Trust 6 100.60 

Trust 7 98.52 

Trust 8 98.22 

*Data obtained from the Healthcare Evaluation Data 
(HED) 
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Priority 1: Patient safety 
 

Dementia 

 
2. Improving care for people with 

dementia 

 
Rationale: There are currently 
approximately 14,000 people with a 
diagnosis of dementia across Co Durham & 
Darlington and Tees.  NHS 
Hartlepool/Stockton on Tees has the 
highest projected increase of dementia 
across the North East by 2025.  All 
stakeholders identified dementia as a key 
priority. 
 
Currently, the Trusts 77.70% (actual vs. 
estimated) diagnosis rate, places the Trust 
2nd nationally in identifying patients with the 
diagnosis of dementia. 
 
All hospital patients with dementia have a 
named advocate and an individualised plan 
of care. 
 

Overview of how we said we would do it 

 We will use the Stirling Environmental 
Tool to adapt and audit the impact on 
our hospital environment 

 We will ensure that all patients over 65 
receive an Abbreviated Mental Test 
(AMT) and are, where appropriate 
referred for further assessment. 

 Patients with Dementia will be 
appropriately assessed and referred on 
to specialist services 

 

Overview of how we said we would 
measure it 

 The Stirling Environmental audit 
assessment tool will be used to monitor 
the difference pre and post 
environmental adaptation. 

 The percentage of patients who receive 
the AMT and, where appropriate, 
further assessment will be reported 
monthly via UNIFY. 

 We will audit the number of patients 
over 65 admitted as an emergency that 
are reported as having a known 
diagnosis of dementia, or have been 

asked the dementia case finding 
questions. 

 National Audit for dementia round 3 to 
commence in 2015. 

 

Overview of how we said we would 
report it 

 Dementia Strategy Group quarterly 

 Integrated Professional Nursing and 
Midwifery Board (IPNMB) 

 Monthly UNIFY 

 

Completed and reported? 

 Reported to the Dementia and 

Strategy Group  

 Reported to IPNMB  

 Reported through Commissioning 
for quality and innovation (CQUIN) 

measures  

 

How has the organisation focused on 
patient safety? 

 

 

How has the organisation focused on 
patient safety? 

2015/16 – two national audits completed 
relating to the older persons and falls, both 
highlighted aspect of management requiring 
improvement. Both the aspects focused on the 
dementia delirium outcomes for the older 
persons and falls. Datix (Trust reporting 
system) information has now been further 
developed to include additional fields when 
undertaking an investigation specific to 
environment and dementia. Continued 
monitoring occurs and a further National Audit 
for Dementia round 3 is due to commence 
April 2016. 
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+75 Screening 

How? 

All patients aged 75+ are captured via the 
monthly UNIFY data; this has demonstrated 
compliance with the first 72 hours of screening 
for those fitting the inclusive criteria within the 
Trust. This highlights the need to refer to 
memory services and for delirium management 
support from the trusts mental health provider 
Tees Esk Wear Valley.  Quarter 3 saw the 
submission for community urgent referrals 
commence. The screening process supports 
the North of Tees approach to early diagnosis 
enabling the person to be informed and the 
family of to enable decision and consideration 
for life planning whilst capacity is still evident. 

Why? 

The new draft guidance is available on the 
NHS England website providing a future 
direction for supported early diagnosis and 
intervention to engage the   person whilst they 
are able to engage and retain information. This 
is to be part of the 2016/17 proposed dementia 
collaborative work stream. 

Carers Support 

 Carers information packs are reviewed 
and updated annually 

 This aims to reduce risk of carer 
breakdown, and information on how 
they can access individual carer’s 
assessment 

 Informs carers what services they have 
access to 

 Increases information on how they can 
access individual carer’s assessment 

 Both Local authorities gave detailed 
directory of services to support the low 
level interventions required for people 
in their own homes. 

 If carers feel more supported, there is 
less risk of admission of the people 
they care for 
 

 Supports financial and social benefit 

 
 
 
 
 
 

Training 

How? 

The trust provides training determined by the 
Health Education England (HEE) and national 
guidance. The training is based on the specific 
needs of the department and can be delivered 
at the time and location as a structured 
approach via the dementia champions work 
group.  

To date the first dementia champion’s course 
has just come to an end and the outcomes 
from the attendees has been excellent.  

The champions are a multi-professional and 
directorate based.  The programme 
incorporated a number of national strands set 
out by leading authorities nationally. 

The number of trained staff within the Trust is 
over and above the nationally required target. 

In addition to this the community dementia 
service have delivered and supported a 
number of external organisations in relation to 
tier 1 dementia friends training, i.e. Hartlepool 
Hospice and Gretton Court have a number of 
training sessions for all employees trained. 

Part of the training now covers the physical 
aspects i.e. improvement to nutrition and 
communication.  

Review of dementia training brought it in line 
with HEE funding.  

Why? 

 To highlight the importance of good 
quality, trained staff to improve patient 
experience and patient safety. 

 6 C’s initiative 

 Dementia friends 
 

Patients admitted with a diagnosis of 
Dementia/Delirium 
 

The Trusts appointment of a dementia 
nurse specialist in 2014/15 has continued to 
reap benefits, which enhances the patient 
experience and support to carers. 
 

To demonstrate the challenges of 
Dementia/Delirium are posing on the 
general healthcare economy, the following 
tables trend the number of patient’s 
admitted to the Trust since April 2013. 
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*Data from internal Information Management 
data as of 31 December 2015 

  
Since April 2013 the Trust has admitted 
5,887 patients with a diagnosis of 
Dementia/Delirium of which 60.91% (3,586) 
are females and 39.09% (2,301) are males. 
 

 
*Data from internal Information Management 
data as of 31 December 2015 

  
Community Dementia Liaison Service 
(CDLS) 

 2.0 Whole time equivalents (wte) within the 
Hartlepool locality  

 Reablement and admission avoidance 

 Educational function across all agencies 

 Nil complaints since commencement 

 Crisis intervention 

 Support whole pathway journey 

 Close working relationships with Tees-Esk 
and Wear Valleys (TEWV) Trust 

 Supported discharge process 

 Close liaison with GPs 

 Integrated approach with the Hartlepool 
local authority staff 

 They are to be relocated to UHH floor 1 in 
this supported role 
 

Better Care Fund (BCF) 

Stockton Borough Council have their own 
work stream to develop a number of actions 
to support the early diagnosed person.  The 
focus for this client group is around 
admission and admission avoidance. 
 
Hartlepool has stronger links with health 
and this is provided through the 
commissioned health component and their 
own re-enablement team working closely 
with the community service. 
 

 1 to 1 support workers 

 Criteria developed 

 Roles and responsibilities 

 Standard Operating Procedure 

 Detailed training programme 

 1 year funded pilot with evaluation 
re-outcomes 

 

“My husband has dementia and 

the care given to him was 

excellent. Cleanliness and food 

were good and staff very helpful to 

patient and visitors.“[sic] 
 

“I am the patient's daughter.  My 

mother has dementia.  We have 
had excellent care and have 
greatly appreciated the special 
nurses attendance when a family 
member has not been here.  

Thank you.“ [sic]
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Dementia Screening – Monthly Data Collection – April 2015 – March 2016 
The prevalence study identified a number of measures which area reported in the table below: 

Question a: Number of patients 75 and above admitted as emergency inpatients, reported as having been asked the 

dementia case finding question within 72 hours of admission to hospital or who have a clinical diagnosis of delirium 
on initial assessment or known diagnosis of dementia. 

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

409 402 392 300 386 411 437 480 478 443   

Question b: Number of patients aged 75 and above, admitted as emergency inpatients, minus exclusions. 

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

409 412 392 300 406 411 480 487 479 446   

Question c: % of all patients aged 75 and above admitted as emergency inpatients who are asked the dementia case 

finding question within 72 hours of admission or who have a clinical diagnosis of delirium on initial assessment or 
known diagnosis of dementia. 

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

100% 97.60% 100% 100% 95.10% 100% 91.00% 98.60% 99.80% 99.30%   

Question d: Number of admissions of patients aged 75 and above admitted as emergency, inpatients who have 

scored positively on the case finding question or who have a clinical diagnosis of delirium reported as having had a 
dementia diagnostic assessment including investigations. 

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

40 41 47 21 45 27 45 43 30 23   

Question e: Number of patients aged 75 and above admitted as emergency inpatients who have scored positively on 

the case finding question or who have a clinical diagnosis of delirium. 

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

40 41 47 21 45 27 45 43 30 23   

Question f: % of all patients aged 75 and above admitted as emergency inpatients who have scored positively on the 

case finding question, or who have a clinical diagnosis of delirium and who do not fall into the exemption categories 
reported as having had a dementia diagnostic assessment including investigations. 

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

100% 100% 100% 100% 100% 100% 100% 100% 100% 100%   
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Dementia Training by Staff Group 

Training levels: 

Tier 1 - Dementia Awareness Raising  

 
This is mandatory to the entire workforce in 
health and care, involving the completion of 
‘Essential Dementia Workbooks’ at the 
appropriate level according to job role. 
 
The team also provide a 1.5 hour face to 
face training session on request. Within this 
we have an element of ‘Barbara’s Story’ 
which involves short films focussing on 
different aspects of Barbara’s journey 
through the healthcare system.  Also when 
this face to face training is complete you 
have the choice whether you would like to 
be a Dementia Friend as this training has 
been accredited by the Alzheimer’s Society 
to be able to do this.  
 
Tier 2 – Knowledge, skills and attitudes 
for roles that have regular contact with 
people living with dementia  
 
This is the level ‘Dementia Champions’ are 
set. 
 
To support this level of training we have 
commenced a Dementia Champion 
programme which runs every month (3 
hours) for 11 months. The purpose of the 
Dementia Champions is to create an 
individual with a high level of knowledge of 
dementia .The 6 stages of ‘Barbara’s Story’ 
is used and discussed .This training 
involves support from other multi-
disciplinary teams as guest speakers. On 
dementia SharePoint a timetable is 
available to view to establish what the 
programme entails.  
 
Tier 3 – Enhancing knowledge, skills and 
attitudes for key staff in a leadership role 
 
The dementia team do not deliver this but 
this is relevant to staff working intensively 
with people affected by dementia; for 
example, university modules / bespoke 
study days in relation to dementia care. 
 

Dementia Level Training by Quarter 

 

Q1 Q2 Q3 Q4* 

Dementia 
Tier 1 

96% 97% 97% 97% 

Dementia 
Tier 2 

91% 93% 94% 94% 

Dementia 
Tier 3 

87% 89% 88% 89% 

*Q4 data as of 31 Janaury 2016 
**Data obtained from the Trust dementia  
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Priority 1: Patient safety 
 

Safeguarding 

 
3.  Safeguarding Adults with Learning 

Disabilities (LD) 
 

All patients with a learning disability admitted 
to hospital will have a named advocate and an 
individualised plan of care. 
 
Rationale: The Trust and Commissioners 
believe that people with LD should not be in 
hospital unless absolutely necessary.  When it 
is necessary to admit patients with LD, they 
will have an individualised plan of care and a 
named advocate. 
 
Overview of how we said we would do it 

 All patients with LD will be referred on 
admission to the LD specialist nurse   

 The LD Specialist nurse will act as the 
named advocate and will ensure that 
an individualised plan of care is in place 
and reasonable adjustments 
documented 
 

Overview of how we said we would 
measure it 

 Audits will be carried out and results 
reported 

Overview of how we said we would report it 

 Audit results and action plans to be 
reported to Adult Safeguarding Group 
quarterly 
 

Completed and reported? 

 Audit plans and results presented to 

Adult Safeguarding Group quarterly  

 Learning Disabilities steering group  
 
Adult Safeguarding 

 
Throughout 2015 Adult Safeguarding has 
continued to make positive strides towards 
its objectives. 
 
The aim of PREVENT is to stop people from 
becoming terrorists or supporting terrorism.  
 

Three national objectives have been 
identified for the PREVENT strategy: 
 

 Objective 1: respond to the ideological 
challenge of terrorism and the threat we 
face from those who promote it 

 

 Objective 2: prevent people from being 
drawn into terrorism and ensure that they 
are given appropriate advice and support 

 

 Objective 3: work with sectors and 
institutions where there are risks of 
radicalisation which we need to address 

 
PREVENT has continued to be addressed 
within the adult safeguarding portfolio. We 
currently have 22 PREVENT trainers across 
the Trust who delivers the nationally agreed 
Workshop to Raise Awareness of 
PREVENT (WRAP). Global events in Syria 
have continued to ensure the principles of 
counter terrorism outlined below remain in 
the NHS workforce agenda. An e-learning 
package has also been developed for staff 
to complete. 
 
WRAP 3 training took place in February 
2016, resulting in 16 members of staff being 
trained. 
 
Safeguarding adults 
 
North Tees and Hartlepool NHS Foundation 
Trust continues to work to enhance and 
develop standards for safeguarding adults 
across the hospitals and community 
services. 
  
Provision of specialist advice relating to 
implementation of The Mental Capacity Act 
(MCA), Deprivation of Liberty Safeguards 
(DoLS) and the Human Rights Act provides 
added assurance that the Trust remains 
compliant with legislation. 
  
In 2015/16 the team have seen as 
significant increase in DoLS xxx. 
 
The Safeguarding team processed 166 
Deprivation of Liberty Safeguard 
applications in 2014/15.  
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The Trust is currently hosting a post via 
Public Health to respond to Domestic 
abuse. 
 
The Charity Harbour provides a Domestic 
abuse Health Link Worker who works 
alongside the adult safeguarding team. 
 
April 2015 saw the launch of a Trust Policy 
addressing the issues of Domestic Abuse. A 
Domestic Abuse Policy has been agreed 
and is now in place. 
 
During 2015/16 a high profile campaign 
raising awareness was undertaken in 
relation to this area of adult safeguarding. 
Safeguarding awareness week was carried 
out in June, to raise awareness on the 
wards; these sessions were carried out in 
the tower block, west wing and Hartlepool 
site. 
 
The safeguarding team have carried out 
safeguarding champions days to give key 
staff more intensive training, to date we 
have trained 54 champions. 
 
Training activity 2015/16 
 
Tees-wide multi agency training is 
undertaken at level one via a workbook 
which is distributed through induction and 
following completion is marked and 
discussed with the line manager before 
being signed off. The target audience for 
level 1 was widened this year. 
 
Compliance with the level one training 
across the Trust is 94%. 
 
Compliance with the level two workbook 
and compliance across the Trust is 100%. 

 

Trust Reporting 
 
For each quarter the Trust produces an 
Adult Safeguarding report.  The purpose of 
this report is to provide the North Tees and 
Hartlepool NHS Foundation Trust 
Safeguarding Vulnerable Adults Steering 
Group members an overview of quarterly 
safeguarding activity within the previous 
quarter, with the objective that information 
relevant to their areas of representation 

may be disseminated through respective 
clinical governance frameworks.   
 
Additionally, the importance of two way 
communications are recognised as vital to 
achieve safeguarding adult activity as 
embedded within practice across adult 
health and social care.  Therefore this 
report will subsequently highlight areas of 
good practice within all service areas 
requiring development as well as providing 
actions agreed from discussion within the 
group. 
 
The data contained in the report breaks 
down the following key themes: 
 

 Alerts raised by Local Authority 

 Number of referrals 

 Alerts raised by age and gender 

 Number of alerts raised by Trust role 

 Number of alerts raised by location 

 Number of alerts raised by theme 

 Incidents raised by type of abuse, Trust 
role and outcome 

 Number and type of incident by age 
(18-60) 

 Number and type of incident by age 
(61-80) 

 Number and type of incident by age 
(81+) 

 
The report is presented internally and 
shared with our commissioners. 
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Location (Local Authority) 
 

In the 2014/15 reporting year, there were 
240 adult safeguarding alerts raised across 
the Local Authorities of Durham, Hartlepool 
and Stockton. 
 
The Trust continues to use and develop 
further an in-house developed adult 
safeguarding database.  This tool helps to 
collate, trend and theme the data.  The data 
produced is governed through the quarterly 
Safeguarding Vulnerable Adults Steering 
Group to Patient Safety & Quality Standards 
Committee (PS & QS) 
 
Since April 2015 there have been 206 Adult 
Safeguarding incidents across the Local 
Authorities of Durham, Hartlepool and 
Stockton.  Please see the following 
breakdown: 
 

  

Number of Referrals 

  

Durham Hartlepool Stockton 

Q1 

Apr-15 3 8 10 

May-15 2 7 13 

Jun-15 0 6 19 

Q2 

Jul-15 2 9 14 

Aug-15 1 8 13 

Sep-15 2 4 14 

Q3 

Oct-15 0 4 10 

Nov-15 0 6 15 

Dec-15 0 7 10 

Q4 

Jan-16 2 5 9 

Feb-16 0 1 2 

Mar-16    

Total 12 65 129 

*Data from the Trusts Adult Safeguarding database as 
of 22 Feb 2016 

The following table details the allegation 
types raised per month for all Local 
Authorities.  It is important to note, that 
there can be multiple allegation types per 
referral. 

 

 

 

 

Allegation types raised per month for all 
Local Authorities 

 

Q1 Q2 Q3 Q4 Total 

Discriminatory 1 0 0 0 1 

Emotional 7 7 6 3 23 

Financial 6 5 3 1 15 

Institutional 1 1 1 0 3 

Modern Day 
Slavery 

0 0 0 1 1 

Neglect 48 51 38 13 150 

Physical 18 19 12 7 56 

Sexual 2 1 2 0 5 

Total 83 84 62 25 254 
*Data from the Trusts Adult Safeguarding database 
as of 22 Feb 2016 

The following two tables are the allegation 
types raised per month for all Local 
Authorities by gender. 

Male: 

 

Q1 Q2 Q3 Q4 Total 

Discriminatory 1 0 0 0 1 

Emotional 1 3 0 1 5 

Financial 0 2 1 0 3 

Institutional 1 0 0 0 1 

Modern Day 
Slavery 

0 0 0 0 0 

Neglect 22 21 10 5 58 

Physical 6 5 4 1 16 

Sexual 0 0 1 0 1 

Total 31 31 16 7 85 
*Data from the Trusts Adult Safeguarding database 
as of 22 Feb 2016 

Female: 

 

Q1 Q2 Q3 Q4 Total 

Discriminatory 0 0 0 0 0 

Emotional 6 4 6 2 18 

Financial 6 3 2 1 12 

Institutional 0 1 1 0 2 

Modern Day 
Slavery 

0 0 0 1 1 

Neglect 26 30 28 8 92 

Physical 12 14 8 6 40 

Sexual 2 1 1 0 4 

Total 52 53 46 18 169 
*Data from the Trusts Adult Safeguarding database 
as of 22 Feb 2016 
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The following tables detail the allegation 
types raised across all three Local 
Authorities, it is important to note that there 
can be multiple allegation types per referral. 

The 2015/16 data in the following tables is 
split down per local authority and is also 
benchmarked against the previous years 
(2014/15) data. 

Durham Local Authority 

Allegation Type 2014/15 
Durham 

2015/16 
Durham 

Discriminatory 0 0 

Emotional 3 3 

Financial 2 1 

Institutional 0 0 

Modern Day 
Slavery 0 0 

Neglect 8 10 

Physical 8 3 

Sexual 1 0 

Total 22 17 
*Data from the Trusts Adult Safeguarding database as 
of 22 Feb 2016 

Hartlepool Local Authority 

Allegation Type 
2014/15 

Hartlepool 
2015/16 

Hartlepool 

Discriminatory 0 1 

Emotional 12 5 

Financial 9 1 

Institutional 3 1 

Modern Day 
Slavery 

0 0 

Neglect 43 49 

Physical 18 11 

Sexual 0 2 

Total 85 70 

*Data from the Trusts Adult Safeguarding database as 
of 22 Feb 2016 

 

 

 

 

 

 

 

Stockton Local Authority 

Allegation Type 
2014/15 

Stockton 
2015/16 

Stockton 

Discriminatory 1 0 

Emotional 28 15 

Financial 13 13 

Institutional 2 2 

Modern Day 
Slavery 

0 0 

Neglect 122 92 

Physical 60 42 

Sexual 2 3 

Total 228 167 

*Data from the Trusts Adult Safeguarding database as 
of 22 Feb 2016 

Trust Adult Safeguarding Governance 
Arrangements 
 
The Director of Nursing and Patient Safety 
is the executive lead for safeguarding adults 
along with the Deputy Director of Nursing 
who has operational responsibility for 
safeguarding adults through the directorate 
leads.  
 
Directorate management teams are 
responsible for practices within their own 
teams and individual clinicians are 
responsible for their own practice. 
 
The Trust Adult Safeguarding Committee 
has been revised and includes 
representatives from key Trust clinical and 
non-clinical directorates and partners from 
Local Authority and Harbour who are 
experts in domestic abuse. The Trust Adult 
Safeguarding Committee reports to Patient 
Safety and Quality Standards Committee 
(PS & QS). 
 
Attendance and participation in adult 
safeguarding activity remains positive. 
 
The Trust is represented at both Hartlepool 
and Stockton Local Authority Adult 
Safeguarding Boards and maintains strong 
links with Durham; the Trust is also 
represented at the Tees wide Adult 
Safeguarding Board. 
 
The Trust Strategy groups for adult 
safeguarding and learning disability all have 
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reciprocal standard agenda items and 
membership. This supports sharing of 
information and lessons learnt so that they 
can be incorporated into relevant work 
streams relating to the most vulnerable 
groups. 
 
Safeguarding Adult Achievements 
 
The Trust has implemented a Single Point 
of Contact system (SPOC) as well as a 
reporting system for internal and external 
safeguarding alerts.  Each alert is added to 
a central database and progress of the 
vulnerable adult can be tracked and 
managed towards an acceptable outcome. 
This has been extended to include a 
separate equivalent system for people with 
Learning Disabilities and the main system 
now includes domestic abuse cases. 
 
These systems enable The Trust to provide 
a robust basis for developing reports on a 
regular basis across the Trust. The Adult 
Safeguarding Steering group now receives 
the report in respect of activity data each 
quarter and disseminates the lessons learnt 
to improve practice. 
 
Communication issues within discharge 
have been a focus of alerts across 
Hartlepool and Stockton. 
 
The Trust continues to further develop its 
National reputation within adult 
safeguarding, hosting an event for the 
National Learning Disability network in 
2015. It also contributed to the post House 
of Lords review of The MCA through the 
National MCA DoLS Reference group. 
 
To date, the Trust has had 0 PREVENT 
referrals during 2015/16. 
 
Looking ahead / key challenges 

 
The key challenges for Adult Safeguarding 

in 2014/2015 were: 
 

 Reviewing and enhancing vulnerable 
patient’s experience of safe discharge 

 Developing understanding of 
professional accountability within adult 
safeguarding 

 Improving links between practice and 
effective clinical supervision 

 Enhance the clinical documentation of 
Best Interest decisions by undertaking 
further audits using the recently Tees-
wide adopted audit tool 

 Implement the principles of Deciding 
Right into practice 

 Significant progress is reported in terms 
of PREVENT.  The Trust event held in 
August 2013 was repeated in February 
2014, this saw 88 Health workers 
accredited as trained to the national 
health wrap course standards. In 
January 2014 an event saw 30 plus 
staff trained as trainers. They will go 
onto deliver the health wrap course to 
their Directorates. A newly developed 
regional network for trainers is 
developed and our trainers will have 
access to this forum. We have strong 
links with this group 

 Improving Community pathways for 
people with learning disabilities in line 
with CQUIN requirements. 2014 will 
see the roll of Children pathways 

 Our Trust will take part in a national 
work stream which combines The 
Mental Capacity Act and young People 
with learning Disabilities 

 Our Trust anticipates that work 
undertaken with Public Health 
Commissioners and Harbour will lead 
to the pilot of working with an 
independent domestic violence worker 
within the Trust 
 
 

Children’s safeguarding 

 
A child/young person is defined as 
anyone who has not yet reached their 
18th birthday. 

 
North Tees and Hartlepool NHS Foundation 
Trust has a duty in accordance with the 
Children Act 1989 and Section 11 of the 
Children Act 2004 to ensure that its 
functions are discharged with regard to the 
need to safeguard and promote the welfare 
of children and young people. The Trust 
recognises the importance of partnership 
working between children/young people, 
parents/carers and other agencies to 
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prevent child abuse, as outlined in Working 
Together to Safeguard Children and their 
Families, 2015.  In addition arrangements to 
safeguard and promote the welfare of 
children must also achieve 
recommendations set out by the Care 
Quality Commission Review of 
Safeguarding: A review of arrangements in 
the NHS for safeguarding children, 2009 
and give assurance as outlined in the 
National Service Framework for Children, 
Young people and Maternity Services, 2004 
(Standard 5). The Trust continues to 
demonstrate robust arrangements for 
safeguarding and promoting the welfare of 
children. 
 
The Trust continues to deliver on all local 
performance indicators relating to children’s 
safeguarding and in 2014/15 underwent a 
review of Health Services for Children 
Looked After and Safeguarding in Stockton 
on Tees by the Care Quality Commission 
(CQC) and a single agency OFSTED review 
in Hartlepool. The action plan developed 
from this is continually monitored and fed 
back through the Trusts safeguarding 
children steering group. The CQC have 
recently reviewed Hartlepool’s health 
Services for Looked After Children and 
Safeguarding in January 2016 and are 
awaiting the final report. 
 
The Trust is represented on three Local 
Safeguarding Children’s Boards (LSCB’s) – 
Hartlepool, Stockton-On-Tees and County 
Durham and their respective sub groups 
and continues to provide assurance via 
completion of Section 11 that duties in 
relation to this are being discharged. 
 
There are a number of examples of 
excellent developments which have been 
undertaken. A new policy’ Children Not 
Brought for Appointments by 
Parents/Carers’ has been developed and 
has been launched Trust wide. This is in 
response to a local Serious Case Review 
which identified that missed health 
appointments are an early indicator of 
neglect and the importance of responding to 
and assessing those children who may be 
at risk. Work is on-going around how The 
Trust can identify children whose 

appointments are frequently rescheduled by 
parents/carers alongside this. 
 
The Safeguarding Supervision policy has 
been revised and updated to ensure that 
The Trusts staff understand and are 
supported in their responsibility under 
current legislation to safeguard and promote 
the welfare of children, and to enable the 
Trust to meet its statutory duties in this 
regard. The changes also encourage a 
move away from a Senior Nurse ‘case 
management’ approach and towards a 
more reflective and autonomous approach 
which empowers and enables the 
practitioner to transfer the reflective thinking 
from their supervision to other cases within 
their caseload.  
 
Regular meetings have been established 
between the named Nurse and staff within 
the Human Resources (HR) department to 
improve communication and referrals to the 
Local Authority Designated Officer (LADO). 
It has subsequently been identified that the 
Human Resource leads would benefit from 
additional Safeguarding Training at level 3 
and their training needs have been adjusted 
accordingly. Additional safeguarding 
training has been delivered to the Trusts 
senior managers to increase their 
awareness of adult risky behaviours that 
may require safeguarding intervention when 
supporting staff during sickness/absence or 
capability issues. 
 
Safeguarding children practice clinics 
delivered by the Safeguarding Team have 
continued and have been well received.  
These forums provide key opportunities to 
engage with frontline staff to deliver key 
learning outcomes from Serious Case 
Review or changes to procedures. 
 
Work has continued in accessing electronic 
records in the Accident and Emergency 
department and staff now have a generic 
email account and read only access to 
Systm1 to ensure effective information 
sharing between community staff and other 
agencies when there is a safeguarding 
concern. 
 
Audit of the Quality and Healthcare records 
is now embedded in children’s services. 
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This includes an internal audit process that 
incorporates a quarterly deep dive audit 
where the General Manager for Nursing and 
Professional Standards and Deputy Director 
of nursing attend. The  quality of 
assessment, planning and outcomes for 
children who are at risk of significant harm 
are measured, and areas of good practice 
and lessons to be learnt are identified and 
fed back to front-line practitioners. A report 
is produced bi-annually on the findings and 
common themes Multi-agency case file 
audits are undertaken with Hartlepool and 
Stockton Local Safeguarding Children 
Boards to identify learning across wider 
agencies. 
 
A SharePoint page has been developed 
and is now live on the Trusts intranet which 
identifies members of the safeguarding 
Children team, their contact details and 
useful resources including training courses 
and dates.  
 
Child Sexual Exploitation (CSE) continues 
to be a growing concern; The Trust is 
represented at the Tees Strategic Meeting 
and the Vulnerable Exploited Missing and 
Trafficked (VEMT) multi-agency operation 
group. This identifies those children and 
young people at risk, allows for the sharing 
of information between practitioners and 
helps to put safety measures in place to 
attempt to reduce risk. 
 
Leading on from this, the Trusts awareness 
of E-Safety has been a priority which has 
resulted in the development of the E-Safety 
agreement (this is an agreement that 
parents and children are asked to sign up to 
when a child becomes an inpatient). In 
essence parents and children are asked to 
follow some basic rules to ensure safe use 
of electronic/smart equipment within 
hospital premises. This is complimented by 
E-Safety awareness posters in relevant 
children’s areas throughout the Trust. 
 
The Named Nurses are involved in line with 
statutory responsibility with partner 
agencies in identifying and compiling 
learning lessons reviews and serious case 
reviews, the learning of which is 
disseminated to front-line practitioners and 
actions implemented to improve practice. 

To assist staff within the Trust to raise and 
take forward child protection concerns, 
standard processes in relation to escalation 
of cases have been developed which 
compliments the local Tees procedures. 
Flow charts have been developed to 
represent these standards. 
 
Safeguarding Children Senior nurses attend 
Multi Agency Risk Assessment 
Conferences (MARAC) where high risk 
victims of domestic abuse are identified and 
safety plans put in place. More recently staff 
from both the safeguarding children and 
adults team have worked together on the 
development of the Domestic Abuse policy 
which has recently been ratified. 
 
Safeguarding Medical Champions have 
been identified from each Directorate 
throughout the Trust support and drive 
forward the safeguarding children agenda. It 
is planned to role this out to identify 
safeguarding nursing champions within 
each directorate. The Named Doctors for 
safeguarding children hold a peer review 
monthly meeting to discuss cases and 
share practice issues and experiences. An 
annual evaluation report is produced by one 
of the Named doctors.  
 
Safeguarding Children Training 
Programme 
 

Throughout 2015 into 2016 the Trust’s in-
house Safeguarding Children Training 
Programme has continued to provide 
mandatory foundation and update single 
agency training for all staff employed within 
the organisation. The training is in-line with 
the requirements of Safeguarding Children 
and Young people: roles and competences 
for health care staff; Intercollegiate Document 
(2014) and the Trust’s Safeguarding Children 
Training Policy. High levels of compliance 
and standards have been maintained.  

 Level 1 – All non-clinical staff working in 
health care settings. For example, 
receptionists, administrative, porters 

 Level 2 – All clinical staff who have any 
contact with children, young people 
and/or parents/carers. This includes 
health care students, clinical laboratory 
staff, pharmacists, adult physicians, 
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surgeons, anaesthetists, radiologists, 
nurses working in adult acute/community 
services, allied health care practitioners 
and all other adult orientated secondary 
care health care professionals, including 
technicians 

 Level 3 – All clinical staff working with 
children, young people and/or their 
parents/carers and who could potentially 
contribute to assessing, planning, 
intervening and evaluating   the needs of 
a child or young person and parenting 
capacity where there are 
safeguarding/child protection concern. 
This includes paediatric allied health 
professionals, all hospital paediatric 
nurses, hospital based midwives, 
accident and emergency/minor injuries 
unit staff, obstetricians, paediatric 
radiologists, paediatric surgeons, 
children’s/paediatric anaesthetists, and 
paediatric dentists. 

Where appropriate staff are required and 
supported to attend multi-agency training 
provided by the LSCB and other external 
providers and this is a mandatory 
requirement for those staff groups identified 
as requiring Level 3 plus competencies. 

Bespoke training is developed and provided 
and mandatory in-house training is 
continually updated and reviewed in 
response to learning identified in practice, 
during supervision, appraisals, Datix 
themes, Learning Lessons Reviews, 
Serious Case Reviews, and new and 
changing national guidance and legislation. 

The bespoke training sessions on 
‘Professional Challenge’ previously 
provided to identified staff groups have now 
been incorporated into the Trust 
Safeguarding Children core training rolling 
programme and are open to all staff. It has 
also been agreed that this training will be 
incorporated into the SLSCB and HLSCB 
Multiagency Training Programme facilitated 

by the Trusts Safeguarding Children 
Trainers.  

In response to the Domestic Violence and 
Abuse: Multiagency Working (NICE 2014) 
and development of the Trusts policy, 
Domestic Abuse training has continued to 
be provided to Health Visitors within the 
Trust and in 2016 this will extend to School 
Nurses, Midwives and A&E staff. 

The Senior Nurses for Safeguarding 
Children continue to co-facilitate the 
information sharing training in partnership 
with Stockton and Hartlepool Safeguarding 
Children Board.  

The Safeguarding Children Trainers have 
jointly developed a core foundation 
multiagency training course with Hartlepool 
and Stockton LSCB and co-facilitates the 
course with the LSCB Trainers. The 
Safeguarding Children Trainer and Named 
Drs also jointly facilitate Safeguarding 
Babies training for Stockton LSCB. 

Hartlepool and Stockton LSCB are 
participating in a pilot in partnership with the 
National Society for the Prevention of 
Cruelty to Children (NSPCC) Graded Care 
Profile 2 Tool. The safeguarding children 
trainers are working with Early Help leads to 
roll out the required training and in providing 
support and advice to staff members. The 
Named nurse and trainers are contributing 
members of the Steering Group taking this 
forward. 

In addition the trainers and senior nurses 
have been identified as practice leads to 
support the implementation of the Signs of 
Safety tool across the area. The Tool has 
now been launched and will be used during 
all Child Protection Strategies and Case 
Conferences. 

To support the recent developments and 
demands on resources one of the 
safeguarding children posts have increased 
by 0.4WTE until February 2017.
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Overall Trust Compliance for Safeguarding Children Training 
 

Month 
Level 

1 
Level 

2 
Level 

3 

Apr-15 100% 98% 92% 

May-15 100% 97% 92% 

Jun-15 100% 98% 91% 

Jul-15 99% 97% 94% 

Aug-15 99% 97% 94% 

Sep-15 99% 97% 96% 

Oct-15 99% 97% 98% 

Nov-15 99% 97% 97% 

Dec-15 99% 97% 95% 

Jan-16 99% 98% 95% 

Feb-16 % % % 

Mar-16 % % % 
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Sensory Loss 
 

The Equality Act became law in October 
2010 and is aimed to improve and 
strengthen patient’s experiences by 
ensuring all service providers take steps or 
make reasonable adjustments in order to 
avoid putting a disabled person at a 
disadvantage when compared to a person 
who is not disabled and/or has some 
degree of sensory loss or impairment. 

The Trust continues to make improvements 
to the care provided to patients with sensory 
loss, these include: 

Identifying Patients with Sensory loss 

Significant changes have been made to 
Core Admission Documentation to identify 
more clearly patients who have a sensory 
loss / impairment.  The planning of care has 
also been improved to include documenting 
the reasonable adjustments required to 
support the patient during their hospital 
stay, with the associated care plans put into 
place and reviewed as part of daily 
intentional rounding processes. 

Patient Experience 

After listening to patient’s comments, the 
mobile phone service has been reinstated 
as part of the Patient Experience Team 
support process to allow texting as a form of 
communication for deaf/hard of hearing 
patients. 

Quarterly meetings are held with the current 
provider of Interpretation and Translation 
services, Specialist Mental Health Nurse for 
patients with sensory loss and Hartlepool 
Deaf Centre to work together on issues 
raised by patients and thus support service 
development.   

Specialist Equipment  

An audit of fixed hearing loop provision 
throughout the Trust was performed, the 
results highlighted which 
equipment required maintenance and re-
siting of equipment to maximise its use in 
addition to raising the awareness amongst 
staff of the equipment in their clinical areas. 

The audit of portable hearing loops 
highlighted gaps in staff awareness and 
accessibility of these systems by staff.  The 

portable hearing loops were then removed 
from the wards and stored in the medical 
equipment library so they are available to all 
when needed on a 24 hour basis. A 
Portable hearing loop is also kept in the 
resilience offices on both sites for 
emergency use. 

Celebrating deaf/ blind week   

On an annual basis charities and local 
partner agencies hold information stalls at 
both hospital sites to raise awareness of 
sensory loss and celebrate the work taking 
place to support patients and their families. 
Groups involved over the course of the 
week include Health watch, Hartlepool Deaf 
Centre, Action on Hearing Loss, Guide 
Dogs for the Blind and local authority 
partners.  In addition to having stalls and 
displays some of the restaurant food menus 
were presented in Braille during the week. 

The Accessible Information Standard  

A new information standard has recently 
been launched by NHS England which will 
improve healthcare for millions of people 
with sensory loss and other disabilities. The 
Accessible Information Standard directs and 
defines a specific, consistent approach to 
identifying, recording, flagging, sharing and 
meeting the information and communication 
support needs of patient’s, service users, 
carers and  parents where their  needs 
relate to a disability, impairment or sensory 
loss.   The Accessible Information Standard 
requires all NHS and adult social care 
organisations to meet the communication 
needs of people with a disability, 
impairment or sensory loss by 31st July 
2016. Currently the Trust is working with 
colleagues to meet the key milestones of 
the implementation plan to ensure 
compliance and achievement of the 
Standard. 
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Priority 2: Effectiveness of Care 
 

Discharge Processes 
 
1. Discharge processes –  
 
Rationale: Although quality of discharge 
information has improved considerably over 
the years, this remains a priority with further 
improvements recommended by stakeholders. 
 
Overview of how we said we would do it 
 

 Undertake an audit of discharges 
 
Overview of how we said we would 
measure it 

 Audit a number of patient  discharges for 
the following information: 
 

1. Reason for admission/presenting 
symptoms? 

2. Mode of admission? 
3. Diagnosis for this episode? 
4. Was this diagnosis correct (for cases with 

a documented diagnosis)? 
5. Procedures/operations recorded? 
6. Were these correct (for cases with a 

documented procedure/operation)? 
7. Medication changes? 
8. Were these correct (for cases with a 

documented medication change)? 
9. Reasons for all changes (for cases with a 

documented medication change)? 
10. If patient has MRSA or C.Diff was this 

documented? 
11. Are results pending 
12. Immediate post discharge plan for primary 

healthcare team? 
13. Was this correct (for cases with a 

documented plan)? 
14. Issue of a sickness certificate? 

 
Overview of how we said we would report 
it 

 To the Audit and Clinical Effectiveness 
(ACE) Committee  

Completed and reported? 

 Reported to ACE Committee  
 
 

The audit consisted of 120 discharges and 
was undertaken during quarter 1 of 2015/16.  
The 120 discharges were split into the 
following; 30 surgery, 30 orthopaedics, 30 
medicine and Elderly Care and 30 obstetrics 
and gynaecology. 

 

Were the following clearly 
documented on the discharge 
summary? 

2013/14 2015/16 

1. Reason for admission/presenting 
symptoms? 

99% 98% 

2. Mode of admission? 63% 64% 

3a. Diagnosis for this episode? 97% 98% 

3b. Was this diagnosis correct (for 
cases with a documented 
diagnosis)? 

99% 99% 

4a. Procedures/operations 
recorded? 

81% 58% 

4b. Were these correct (for cases 
with a documented 
procedure/operation)? 

100% 100% 

5a. Medication changes? 69% 58% 

5b. Were these correct (for cases 
with a documented medication 
change)? 

94% 100% 

5c. Reasons for all changes (for 
cases with a documented 
medication change)? 

62% 86% 

6. If patient has MRSA or C.Diff 
was this documented? 

2% N/A 

Are results pending 1% N/A 

7a. Immediate post discharge plan 
for primary healthcare team? 

80% 84% 

7b. Was this correct (for cases with 
a documented plan)? 

100% 100% 

8. Issue of a sickness certificate? 6% N/A 

*Data obtained from the Trust wide Discharge 
Audit 

 

“Swift, professional, caring and 

expert treatment. Discharge 
was quick and co-ordinated. 

Excellent, thank you.” [sic] 
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Priority 2: Effectiveness of Care 
 

Discharge Processes - 
Medication 
 
15. Discharge processes – Medication 
 

Rationale: The latest national patient 
experience survey identified that the Trusts 
still have work to do with regards to 
medication discharge processes. 
 

Overview of how we said we would do it 

 All patients will receive information 
about medication side-effects to watch 
out for at home. 

 
Overview of how we said we would 
measure it 

 Via national and local patient surveys 
 

Overview of how we said we would 
report it 

 Local audit reports reported to Drug 
and Therapeutic committee 

 National inpatient survey report to PS & 
QS 

Completed and reported? 

 Reported to PS & QS  

 Reported to the Drug and Therapeutic 

committee  
 

 “Nurses are very friendly 

and helped me with all 
medication and answered all 

my questions for me” [sic] 

 
The National In-patient and Out-patients 
Surveys are undertaken and include 
questions about medicines, including one 
for patients receiving information regarding 
which medication side-effects to watch out 
for at home. 
 
Medicines are dispensed mainly as Original 
Packs to ensure patients will receive 

information leaflets to inform them of any 
possible side effects that the medication 
may cause. Medicines are also dispensed 
with green sheets to show what medication 
has been dispensed and a web link to 
access further information.  
 
The Trust has shown an increase in the 
number of medication errors being reported. 
554 incidents were reported in 2014/15 as 
originating with the Trust.  During 2015/16 
the figure was 313 which is 56% of the 
previous year’s total figure. This shows an 
improvement in awareness of the 
importance of reporting incidents which 
allow incidents to be investigated and 
actions taken to improve safe practice. 
 
Medicines Safety  
 
In 2014/15 there were 624 medicines 
related incidents reported via our internal 
reporting database (Datix), of which 554 
originated within the Trust 
 
In 2015/16 there were 527 medicines 
related incidents reported via our internal 
reporting database (Datix), of which 461 
originated within the Trust 
 

Type of 
incidents 

2013/14 2014/15 2015/16 

Prescribing 124 147 132 

Administration 256 314 279 

Dispensing 41 43 38 

Other 56 50 12 

Total 477 554 461 

*Data from the Trusts Pharmacy Department as of 22 
Feb 2016 

 

Optimising 

Safe Medication Practices Group 

 Medications Safety Officer 
appointed 

 Analyse and theme incidents 

 Introduce system changes to reduce 
errors 

 Engage with users 

As a Trust we are using technology to 
improve safety and reduce delays in 
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medication administration. One example is 
electronic medicine cupboards (Omnicells) 
with biometric access which have been 
introduced in a number of areas. This has 
improved services through: 

 Keys no longer necessary 

 Increased access to pre-labelled 
medicines outside of pharmacy hours 

 Guiding lights improves safety and 
reduces time searching for items 

 Stock controlled by pharmacy allowing 
nurses to spend more time with 
patients and reduces waste through 
appropriate stock levels 

 
Automated Cupboards 
 
Omnicell Cupboards reduce administration 
through: 

 Fingerprint access means staff no 
longer having to search for keys 

 Cupboards reduce delayed discharges 
by allowing increased access to pre-
labelled medicine outside of pharmacy 
hours 

 Organisation and Guiding Lights 
improves safety and reduces time 
searching cupboards 

 

Other associated technology 

 Pharmacy Intranet Resource 

 Updated Ascribe programme for: 

 Decision Support System 
o Drug Interactions 
o Dose/Age 
o Dose/Weight 

 Patient Leaflets 

 Planned improvements to electronic 
prescribing 

 Planned Computer Tablets 
 

The Pharmacy department has increased 
the level of support available to staff by 
taking pharmacy to the wards. Pharmacy 

intranet resource and pharmacy discharge 
teams mean that: 

 More pharmacist prescribers support 
with writing of discharge prescriptions 

 Amendments to prescriptions and 
supply of medicines can be made at 
ward level 

 Counselling can be provided by 
pharmacy staff to the patient at the 
point of discharge identifying any 
potential issues 
 

Support 

 Increasing outreach of pharmacy 
support reducing delays 

 Amendments can be made to 
prescription at point of supply reducing 
time spent contacting the Doctor 

 Discharge prescriptions can be written 
by a pharmacist 

 Pharmacy discharge teams 

 Supply can be made at ward level 
reducing need to send to hospital 
dispensary 

 Discharge team can provide 
counselling on discharge medications, 
identifying any potential issues 

 Medicines discharge check list 
developed to reduce errors/omissions 
at point for discharge 
 

Post Graduate Training 

The pharmacy department staff are involved 
in postgraduate and undergraduate training 
for staff. Links with the education 
department and analysis of medication 
errors means that we can provide the 
training that a safer workforce needs. This 
training can be delivered through 
classroom, workbook and e-learning 
packages. We also work with our local 
universities influencing curricula and are 
involved with inter-professional learning. 
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Priority 2: Effectiveness of Care 
 

Nursing Dashboard 
 

16. Nursing Dashboard 
 
Rationale: The nursing Dashboard will 
support close monitoring of nurse sensitive 
patient indicators on a day-to-day basis.  It 
will support sharing of best practice and 
speedy review of any potential areas of 
concern. 
 
Overview of how we said we would do it 
 

 Training will be completed and each 
department will evidence that their 
results have been disseminated and 
acted upon 

 Ward matrons will present their 
analysis on a public area of the ward 
for patients and staff to see.  The 
results will be discussed and minutes 
taken 

 
Overview of how we said we would 
measure it 

 Senior Clinical Matrons (SCMs) will 
monitor ward areas to ensure that data 
is up to date, accurate and displayed in 
a public area 

 
Overview of how we said we would 
report it 

 Monthly dashboard analysis to the 
Director of Nursing 

 Monthly to Senior Matron and to 
IPNMB 

 

Completed and reported? 

 Dashboard analysis report presented to 
Director of Nursing on a monthly basis. 

 
 Reported to IPNMB and SCM quarterly. 

 

 

Nursing and Midwifery Dashboard 

 
From April 2014 the Trust rolled out a 
modified Nursing and Midwifery Dashboard 
to all in-patient ward areas.  This was also 
made available to all ward matrons, 
managers and Directors of the Trust. 
 
The dashboard consists of the following 
indicators: 

 Patient Falls 

 Pressure Ulcers 

 Compliments and Formal 
Complaints 

 Infections 

 Staff, Patient Experience and 
Quality Standards (SPEQS) 

 Unannounced Hand Hygiene 

 Friends and Family Test 

The purpose of the dashboard is for the 
Trust to have an overview of what is going 
on at ward level and to identify any 
issues/trends identified by having all of the 
data located in one place. 

 
The dashboard data is presented in 
numerous meetings highlighting any issues 
or wards that are outliers, thus ensuring that 
the Senior Clinical Matrons/Ward Matrons in 
charge of the wards can act upon the issues 
quickly, or at least provide a response to the 
Director of Nursing and Patient Safety as to 
why they are outliers. 
 
The dashboard is printed off monthly and 
displayed on all inpatient ‘Productive Ward’ 
boards for public viewing. 
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Priority 3: Patient Experience 
 

Care For the Dying Patient (formerly End of Life 
Pathway) and Family’s Voice 
 

3. Care For the Dying Patient and 
Family’s Voice 

 
Rationale: The Trust used the Care For the 
Dying Patient (CFDP) and Family’s Voice.  
Stakeholders and the Trust believe that this 
needs to remain a priority in 2014/15 both in 
hospital and in the community. 
 
The review of the Liverpool Care Pathway 
(LCP) was commissioned by Care and 
Support Minister Norman Lamb in January 
2013, because of serious concerns arising 
from reports that patients were wrongly 
being denied nutrition and hydration whilst 
being placed on the Pathway. 
 
The Care For the Dying Patient document 
has now been established within the Trust 
to consider the contents of the Independent 
Review of the Liverpool Care Pathway led 
by Professor Julia Neuberger. 
 
Overview of how we said we would do it 

 We will continue to use the Family’s 
Voice in hospital and continue to roll its 
use out in the community 

 

Overview of how we said we would 
measure it 

 We will evaluate feedback in relation to 
pain, nausea, breathlessness 
restlessness, care for the patient and 
care for the family 

Overview of how we said we would 
report it 

 Quarterly to IPNMB 

 Annually to PS & QS  
 

Completed and reported? 

 Reported to IPNMB and quarterly  

 Reported to PS & QS annually  

 

“As always everybody does the very 

best in all care and support they give to 
us. As always very good. Nurses done 

an excellent job as every day.” [sic] 
 

The Family’s Voice 
 
The Family’s Voice diary continues to be 
given out to relatives within the Trust and 
the community.  
 
Between April 2015 and February 2016, the 
Trust has handed out 145 diaries; this is an 
increase of 14 from the previous reporting 
year, currently the average score has fallen 
to 20.90 from the previous average of 
21.10.   
 
It has been a very busy year with 
unprecedented pressure, more deaths and 
with increased acuity on wards; the Trust 
has employed a large number of agency 
nurses who have had little experience of the 
diaries use or the philosophy behind it. 
 
From an internal audit of the diary, there 
appears to be a drop in the actual written 
engagement of relatives attending dying 
relatives. Friends and relatives are not 
writing in as many comments; some 
explanation behind this may be around the 
clarity of explanation of the diaries use by 
staff. A full report in two the last four years 
of usage is due at the end of March 2016 
and this will help staff become more 
engaged.   
 
There is also still a sense of the loss of the 
NICE status to any guidance of end of life 
care; this state continues to have an impact 
on End of Life Care. 
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The following are results since April 2011; 
these results demonstrate that a high 
standard of care continues to be provided 
by the Trust.  
 

Reporting 
Period 

Number 
of 

Patients 

Average 
Daily Score 
(Max 24.00) 

April 2011 to 
March 2012 

193 20.80 

April 2012 to 
March 2013 

242 21.10 

April 2013 to 
March 2014 

170 21.60 

April 2014 to 
March 2015 

131 21.10 

April 2015 to 
March 2016 

141 20.90 

*Data obtained from the Trusts Family’s Voice 
database 

 
Educational Strategy for Palliative Care 

 
North Tees and Hartlepool NHS Foundation 
Trust recognises the importance of giving 
the best possible care to palliative patients 
and patients in the last days of life. The 
Trust has developed a document to outline 
the care needed by patients and their 
families from diagnosis until after death. 
This is entitled: “End of Life Care Guidance 
for Health and Social Care Professionals: A 
Framework for Supporting Adults with 
Progressive, Life Limiting Illnesses”. It is 
acknowledged that appropriate training and 
education is needed to support health care 
professionals in providing high quality care 
throughout the patient journey.  

Good communication skills are essential 
and underpin the care given. Health care 
professionals caring for all patients need to 
be trained in communication skills. However 
the importance of good communication 
becomes even more pronounced when 
caring for palliative patients and patients in 
the last days of life due to the sensitive 
nature of discussions. An understanding of 
the importance of an holistic assessment is 
essential. It is important that a patient’s 
physical, psychological, spiritual and social 
needs are addressed and that the family 

and carers are well supported. Health care 
professionals need to be aware of 
appropriate medication prescribing in 
palliative patients and to follow guidance on 
advance care planning and the 
management of palliative emergencies. 

Aims: 

1) For staff to have increased knowledge 

and skills whilst caring for palliative and 

dying patients and their families.  

2) For staff to feel more confident in 

providing care for palliative patients and 

their families. 

3) For staff to feel more confident in 

providing care for dying patients and 

their families. 

4) To improve the care of palliative 

patients and their families provided by 

staff employed by The North Tees and 

Hartlepool NHS Foundation Trust. 

5) To improve the care of dying patients 

and their families provided by staff 

employed by The North Tees and 

Hartlepool NHS Foundation Trust. 

6) To comply with national standards for 

training and education around caring 

for palliative patients and patients in the 

last days of life. 

Training 

The Trust recognises that it is important for 
all health care professionals caring for 
palliative patients or patients in the last days 
of life to receive training. In line with the 
North of England Palliative and End of Life 
Care Education Strategy (2012-2016) staff 
will be divided into four groups and the 
training needs of these groups identified 
and training planned accordingly. 

One of the commonest complaints related 
to care in general is poor communication. 
With a palliative care focus Sage and 
Thyme communication skills training 
initiative is being introduced to the Trust.  
This is a nationally recognised level one 
communication skill qualification. The Trust 
now has three Trust based facilitators.  This 
process now forms part of the preceptorship 
programme and aims to provide all nurses 
with a level one communication skill. 
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In 2015 the Trust ran two courses: 
February 2015 - 17 attendees 
October 2015 - 44 attendees 
 
Monitoring palliative care patients in the 
last year of life 
 
A palliative care section was introduced to 
the electronic discharge summary at the 
end of July 2013. This has enabled the 
Trust to identify patients and through the 
summary establish a palliative care register.  
The Electronic Discharge Summary for 
Palliative Care Patients has identified 1,437 
palliative care patients and suggested to 
GPs that they should be placed on their 
palliative care register. The key information 
from the register is that there were 1,437 
recommendations to be added to the GP 
register because they were identified as 
palliative.  
 
During the two years 985 have died of 
which 98% died within the year.  35% (503) 
died within the acute trust 65% (934) died in 
their own homes, hospice or nursing home. 
The average length of time between being 
identifying as palliative and death was 68 
days. 
 
Since the end of October 2015, the Trust 
using Trakcare continues to identify and 
monitor patients in the last year of life.    
 
The Trust has a palliative care register, two 
virtual palliative care wards and an end of 
life virtual ward. In any hospital bed in 
England at any one time 33% of the 
patients are likely to be in their last year of 
life and we aim to differentiate this group of 
patients from others. 
 
The Trust has developed a process of 
monitoring those palliative patients we 
suspect are in the last year of life. We 
inform the GP by discharge letter and 
request that they place them on their 
palliative care register. We are explaining to 
patients that they are probably in the last 
year of their life and are currently agreeing 
a letter that is given to patients which states 
that they have become palliative and what 
support and services are available to them. 
 
 

Quotes from family members/carers for 
the dying patient 

 

“All of the staff have been really helpful 

and cared for dad and myself. Nothing is 

too much trouble. Thank You”[sic] 

 

“Staff on ward 42 are fantastic. They 

have given all the care and support my 

granddad and family need. ” [sic] 

 

“From day one he has had the very 

best of care. My sister and myself have 
been well looked after too. Thank you all 
for your help. We can't thank the staff 
enough for making jimmy's final week 

comfortable.” [sic] 

 
Placements with specialist palliative care 
team in the community 

 
Over the last couple of years the clinical 
nurse specialists within the specialist 
palliative care team on both sites have been 
offering a week’s placement with the team 
for new starters to the community.  
 
The scheme has been well supported by 
community service managers who release 
the nurses from normal duties for a week at 
a time. The scheme has proved popular 
with the community nurses and they receive 
an introduction to palliative care working in 
the community and how the service links 
into other services across the Trust such as 
chaplaincy, chemotherapy and 
psychological services. 
 
The nurses on placement have an 
opportunity to see how the team work and 
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ensure a holistic, multidisciplinary approach 
to each individuals care. They experience 
the role the team can have in coordinating 
care across multiple disciplines. The nurses 
have an opportunity to shadow the various 
members of the team and are asked to write 
a reflective piece at the end of the 
placement demonstrating their learning 
outcomes. 
 
The feedback has been positive and in the 
future the team would like to offer hospital 
staff similar opportunities. The team are in 
the process of evaluating the work and with 
the findings being published. 
 
Spiritual and emotional care of patients 
at the end of their life 

 
In November 2011, the National Institute of 
Health and Clinical Excellence (NICE) 
published guidance describing the 
importance of spiritual and religious support 
to patients approaching end of life. The 
guidance specifically referred to the role of 
chaplains in end of life care. We were very 
pleased to read the guidance because it 
promotes the approach that our Trust has 
taken since July 2009 to meet the needs of 
patients and families when faced with the 
knowledge that end of life is near. 
 
Actions taken by the Trust: 
 
Since July 2009, the Trust has routinely 
referred patients on the end of life care 
pathway to the chaplaincy team. During 
2015/16, 414 patients were referred by our 
staff to this pioneering service provided by 
the Trust chaplains. They provide spiritual, 
pastoral and emotional support to 
patients, families and staff. Only 2 patients 
declined support during the reporting year.   
274 patients welcomed and received 
multiple visits. This service offers added 
value to the quality of overall care provided 
to patients and their loved ones and has 
highlighted the importance of this aspect of 
support to the dying patient.  
 
The Trust continues to address the spiritual 
and pastoral needs of patients in the 
community.  Initially, this was for patients on 
or near the end of life, but practice has 
indicated that the service needs to be 

offered to patients earlier in the palliative 
care stage, in order to build up a 
relationship with the patient and offer a 
meaningful service.  Perhaps because of 
management restructuring in the 
community, referrals have been less 
frequent than in the acute trust, but they are 
now beginning to gather momentum. 
 
When this service is allied to the use of the 
Family’s Voice (carers diary), we believe 
that our philosophy of care results in a 
better experience for patients, relatives and 
carers as well as better job satisfaction for 
clinical staff and chaplains.  
 
Please see the following chart and table for 
additional detail: 
 
Chaplain Referrals, Received more than 
1 visit and Declined Support 
 

 

Referrals 

Received 
more 
than 1 
visit 

Declined 
Support 

Apr-15 52 34 0 

May-15 38 26 0 

Jun-15 40 24 0 

Jul-15 31 17 2 

Aug-15 39 27 0 

Sep-15 59 51 0 

Oct-15 26 15 0 

Nov-15 34 18 0 

Dec-15 27 19 0 

Jan-16  39 26 0 

Feb-16  29 17 0 

Mar-16       

 
The following table demonstrates a year-on-
year comparison: 
 

 
2013/14 2014/15 2015/216 

Referrals 397 424 414 
Received 
more than 

1 visit 
233 272 274 

Declined 
Support 

3 1 2 
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Multi Faith 
 
The Trust holds a directory of all the local 
faith groups in the area, with a list of 
contacts. If someone from a different faith 
group wants to talk with the chaplains we 
would do this for all people of faith or no 
faith. If they request from the chaplains the 
Imam (Muslim) or the Hindu Priest, 
Buddhist or any other faith, the chaplains 
would contact our link person and arrange a 
visit.  
 
 
 

 

*Data obtained from the Trusts Chaplain service 

 

 

 

 

 

 

 

 

Priority 2: Effectiveness of Care 
 

Is our care good? 
 

4. Is our care good? (Patient Experience) 
 
Rationale: Trust and key stakeholders believe that it is important to ask this question through 
internal and external reviews. 
 
Overview of how we said we would do it 

 We will ask the question to every patient interviewed in the Staff & Patient Experience 
and Quality Standards (SPEQS) visits 

 We will ask the question in all Trust patient experience surveys 

 We will monitor patient feedback from national surveys 

 
Overview of how we said we would measure it 

 We will analyse feedback from SPEQS and patient experience/national surveys 

 
Overview of how we said we would report it 

 Reports to Trust Board 

 
Completed and reported? 

 Reported to Trust Board  

 

 

“Friendly Staff, pleasant and tried to do more than what was expected. 

Clean Ward and always some-one cleaning. Hand fed the Patient which 

was really kind.” [sic] 

 

Chaplain Pic 
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Patient Experience Surveys 

Below are a list of the surveys that the Trust carried out between April 2015 and March 2016.  
The ‘Number of patients surveyed’ column shows out of how many patients were eligible to take 
part. 

Survey 
Month  Survey 

published 
Number of Patients 

Surveyed 

National Cancer Patient Experience Survey 2015 Spring 2016  Fieldwork phase 

CQC National Inpatient Survey 2014 April 2015 387 patients 

CQC National Maternity Survey 2015 December 2015 116 patients 

National Parkinson’s Disease Survey 2015 Spring 2016 
Awaiting publication of 

report spring 2016 

Friends and Family Test – Inpatients, Accident 
and Emergency and Maternity (commenced Oct) 

Jan – Dec 2015 
IP 

12,937 

A&E 

3,891 

OP 

11,965 

Comm 

2,416 

TOTAL 31,209 patients 

Local Assisted Reproduction Unit – Client Survey Jan-June 15 51 clients 

Local Endoscopy Patient Survey June 2015 198 patients 

Local Acute Oncology Survey November 2015 
61 patients 

(still on-going) 

Local Children’s and Young People’s Survey 2015 
June – 

November 15 
11 patients 

Local Bariatric Surgery Survey 
April – 

November 2015 
46 patients 

Local Upper GI Cancer Survey Jan - July 2015 20 patients 

Local Assessment of Frail Elderly March 2015 30 patients  

Local Breast Screening Survey  August 2015 593 patients 

Local IBD Survey Cycle I August 2015 21 patients 

Local IBD Survey Cycle II March 2016 Fieldwork phase 

Local Acupuncture treatment under the pain 
service 

March 2016 23 patients 

Local Angiography Survey April 2016 Fieldwork phase 

Local Dementia Survey Local CQUIN survey April 2016 Fieldwork phase 

*Survey data up to January 2016 

“The staff on the ward have been fantastic from start to finish.  Everyone 

has been really caring, friendly and approachable.  I’ve been so well looked 

after from the moment I came into hospital.  I can’t sing the praises of this 

ward enough – fantastic!” [sic] 
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National Surveys 

CQC National Inpatient Survey data for 2015 
 

This survey is a Care Quality Commission (CQC) requirement for all Acute NHS Trusts.  Each 
Trust randomly selected adult inpatient admissions during August 2015 (age over 16 years). 

There were 545 responses from the patients that received a survey, this equates to a response 
rate of 45.3% 

Survey 
Period 

Number 
of 

patients 
Surveyed 

Number of 
patients 

eligible to 
be Surveyed 

Response 
Rate 

2010 369 823 44.84% 

2011 438 832 52.64% 

2012 381 794 47.98% 

2013 373 803 46.45% 

2014  387 818 47.31% 

2015 545 1.204 45.26% 
 

National Cancer Patient Experience Programme 2015 National Survey 

Fieldwork closes at the end of March 2016.  To date there we have a 67% response rate 
against the current national response rate of 60%. 

The survey was conducted with patients with a primary diagnosis of cancer who had an 
inpatient or day case attendance who were discharged during April, May and June 2016.  

As the survey results are not expected to be published until summer 2016 here is a sample of 
the type of comments the Trust received in regards to cancer treatment taken from the previous 
National Cancer Patient Experience Programme 2014. 

“All of my care was amazing, at such a horrible time all the 

doctors, nurses and care assistants were so caring and sensitive 

with my care.”  [sic] 
 

“It is nice that the various people involved in my case all know 

your name without looking at your file, it makes you feel less like 

a number.” [sic] 
 

“The treatment was excellent from beginning to end.” [sic] 
 

 

 

 

Patient Pic 
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National Maternity Survey 2015 

The survey was conducted in the spring 2015 sampling women who gave birth in January and 
February.  The following is a sample of questions that were asked in the survey, score out of 
10. 

Questions 2013 2015 

Being treated with respect 
and dignity during labour 

9.3 9.6 

Having confidence and 
trust in the staff caring for 
them during labour and 
birth 

8.9 9.2 

Feeling their stay in 
hospital was the right 
amount of time 

6.6 
8.2 

(significantly 
better score) 

Feeling they were given the 
information and 
explanations they needed 
after the birth 

7.6 
8.5 

(significantly 
better score) 

Feeling they were treated 
with kindness and 
understanding by staff after 
birth  

8.4 9.0 
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Priority 3: Patient Experience 
 

Friends and Family 
recommendation 

 
 
5. Friends and Family recommendation 

 
Rationale: The Department of Health require 
Trusts to ask the Friends and Family 
recommendation questions from April 2013.  
Stakeholders agreed that this remains being 
reported in the 2015/16 Quality Account. 
 
Overview of how we said we would do it 

 We continue to ask the Friends and 
Family question in the SPEQS and 
patient surveys 

 We ask patients to complete a 
questionnaire on discharge from hospital 
 

Overview of how we said we would 
measure it 

 We analyse feedback from SPEQS and 
patient surveys and discharge 
questionnaires 

 

Overview of how we said we would report 
it 

 Report to Improving Patient Safety and 
Experience (IPSE) group 

 Report to Board 
 
Completed and reported? 

 Reported to Improving Patient Safety 

and Experience (IPSE) meeting  

 Report to Board  
 
 

The Friends and Family Test (FFT) is a single 
question survey which asks patients whether 
they would recommend the NHS service they 
have received to friends and family who need 
similar treatment or care.  
 
It is initially for providers of NHS funded acute 
services for inpatients (including independent 
sector organisations that provide acute NHS 
services) and patients discharged from 
A&E/MIU (type 1 & 2) from April 2013. 
 
The Friends and family data can be found at:  
http://www.england.nhs.uk/statistics/statistical
-work-areas/friends-and-family-test/friends-
and-family-test-data/ 
 
North Tees and Hartlepool NHS 
Foundation Trust – Returns for April 2015 
to March 2016 
 

How likely.... 
recommend? 

In-
patients 

A & E MIU 

1 Extremely likely 7,925 840 695 

2 Likely 1,708 263 153 

3 Neither 196 47 14 

4 Unlikely 45 31 7 

5 Extremely unlikely 52 36 3 

6 Don’t know 114 28 4 

Blank 0 0 0 

*Data from April 2015 to February 2016 

 

Would 
recommend 

Wouldn’t 
recommend 

In-patients 95.95% 0.97% 

A & E 88.59% 5.38% 

MIU 96.80% 1.14% 
 

The Trust has experienced a dramatic drop in 
A&E returns, this is due to the national 
guidance removing the options for the use of 
tokens, replacing them with the standard 
paper questionnaires. 
 

How ‘would recommend’ and ‘wouldn’t recommend’ % is calculated 

Would recommend 

Extremely likely + likely x 100 

Extremely likely + likely+neither+extremely unlikely+don’t know 

Wouldn’t recommend 

Extremely unlikely + unlikely x 100 

Extremely likely + likely+neither+extremely unlikely+don’t know 

http://www.england.nhs.uk/statistics/statistical-work-areas/friends-and-family-test/friends-and-family-test-data/
http://www.england.nhs.uk/statistics/statistical-work-areas/friends-and-family-test/friends-and-family-test-data/
http://www.england.nhs.uk/statistics/statistical-work-areas/friends-and-family-test/friends-and-family-test-data/
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It remains important for the Trust to monitor the type and number of comments made on the 
Friends and Family Test returns.  To date the Trust has had 12,431 returns (Emergency Care, In-
patient & Maternity) of which there have 32,938 positive comments and 1,215 negative comments 
made. 

 
The Trust is pleased to show that by far the most common positive comment is in regards to our 
staff followed by Care.  The Trust continuously monitors the positive and negative comments on a 
weekly basis to ensure that any similar issues or concerns can be acted upon by the ward 
matrons.  This helps in reducing the reoccurrence of similar issues in the future.  
 

Emergency Care Themes – Positive (green) and Negative (red): 

Theme 
Comment 

Type 
Total 

Comments 

 
Theme 

Comment 
Type 

Total 
Comments 

Staff (general) Positive 199  Timeliness/Wait Times Negative 51 

Timeliness/Wait Times Positive 170  Staffing levels Negative 7 

Service/Customer 
Service/Management 

Positive 143 
 

Miscellaneous Negative 6 

Miscellaneous Positive 128 
 Location Specific 

Comment 
Negative 5 

Friendliness Positive 125 
 Admin and reception 

staff 
Negative 4 

Help/Support Positive 98  Disposition of staff Negative 4 

Care/Compassion Positive 77 
 Service/Customer 

Service/Management 
Negative 4 

Efficiency Positive 68  Staff (general) Negative 4 

Treatment Positive 53  Communication Negative 3 

Neutral Positive 49  Previous experience Negative 3 

Politeness Positive 40  Treatment Negative 3 

Convenience Positive 35  Comfort Negative 2 

Clinicians/Specialists etc. Positive 28  Efficiency Negative 2 

Attentiveness Positive 26  Nursing/Care staff Negative 2 

Nursing/Care staff Positive 26 
 Sedation/Pain 

Management 
Negative 2 

Location Specific Comment Positive 23  Care/Compassion Negative 1 

Qs Answered/Info/Advice or 
Explanations 

Positive 22 
 Clinicians/Specialists 

etc. 
Negative 1 

Professionalism Positive 21  Convenience Negative 1 

Admin and reception staff Positive 16  Discharge Negative 1 

Disposition of staff Positive 15  Environment Negative 1 

Hygiene/Cleanliness Positive 14  FFT related comment Negative 1 

Previous experience Positive 13  Help/Support Negative 1 

Staff Named Positive 13  Infrastructure Negative 1 

Reassured/Put at ease Positive 9  Medication Negative 1 

NHS – general comment Positive 8  Meeting and greeting Negative 1 

Qs Answered/Info or advice Positive 7  Neutral Negative 1 

Child Friendly Positive 6  NHS – general comment Negative 1 

Respect Positive 6  Parking Negative 1 

Communication Positive 5  Patient Transport Negative 1 

Empathy/Understanding Positive 4  Staff Named Negative 1 

Meeting and greeting Positive 3     

staff (general) Positive 3     

Atmosphere Positive 2     

Expertise/Proficiency Positive 2     

Facilities Positive 2     
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Patience Positive 2     

Sedation/Pain Management Positive 2     

Aftercare Positive 1     

Comfort Positive 1     

Dignity Positive 1     

Equality and Diversity Positive 1     

misc Positive 1     

Noise Positive 1  

 
 
Inpatient Themes comments – Positive (green) and Negative (red): 

Theme 
Comment 

Type 
Total 

Comments  
Theme 

Comme
nt Type 

Total 
Comments 

Staff (general) Positive 7735 
 

Staffing levels Negative 160 

Care/Compassion Positive 4924 
 

Food Negative 89 

Friendliness Positive 3025 
 

Staff (general) Negative 87 

Help/Support Positive 2402 
 

Timeliness/Wait Times Negative 76 

Nursing/Care staff Positive 1124 
 

Communication Negative 72 

Service/Customer 
Service or Management 

Positive 971 
 

Discharge Negative 47 

Disposition of staff Positive 874 
 

Noise Negative 47 

Professionalism Positive 763 
 

Medication Negative 38 

Attentiveness Positive 707 
 

Environment Negative 30 

Miscellaneous Positive 660 
 

Miscellaneous Negative 30 

Treatment Positive 623 
 

Attentiveness Negative 28 

Efficiency Positive 594 
 

Clinicians/Specialists etc. Negative 26 

Qs Answered/Info/Advice 
or Explanations 

Positive 521 
 

Care/Compassion Negative 24 

Hygiene/Cleanliness Positive 474 
 

Facilities Negative 24 

Clinicians/Specialists etc. Positive 429 
 

Hygiene/Cleanliness Negative 24 

Politeness Positive 419 
 

Nursing/Care staff Negative 24 

Reassured/Put at ease Positive 373 
 

Efficiency Negative 23 

Food Positive 351 
 

Qs 
Answered/Info/Advice/Explanations 

Negative 23 

Staff Named Positive 320 
 

Service/Customer 
Service/Management 

Negative 21 

Comfort Positive 298 
 

Location Specific Comment Negative 14 

Neutral Positive 235 
 

Disposition of staff Negative 12 

Location Specific 
Comment 

Positive 120 
 

Treatment Negative 12 

Respect Positive 105 
 

Comfort Negative 10 

Atmosphere Positive 104 
 

Equality and Diversity Negative 8 

Empathy/Understanding Positive 103 
 

Equipment Negative 8 

Communication Positive 93 
 

Infrastructure Negative 8 

Qs Answered/Info or 
advice 

Positive 79 
 

Previous experience Negative 8 

Environment Positive 78 
 

Sedation/Pain Management Negative 6 

Timeliness/Wait Times Positive 61 
 

Atmosphere Negative 4 

Expertise/Proficiency Positive 58 
 

Dignity Negative 4 

FFT related comment Positive 50 
 

Moving Wards Negative 4 

Meeting and greeting Positive 50 
 

Politeness Negative 4 

Staffing levels Positive 50 
 

Privacy/Confidentiality Negative 4 

Dignity Positive 48 
 

Qs Answered/Info or advice Negative 4 

Facilities Positive 47 
 

Ancillary staff Negative 2 

Patience Positive 43 
 

Assistance with Feeding Negative 2 
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Ancillary staff Positive 30 
 

food Negative 2 

Previous experience Positive 28 
 

Friendliness Negative 2 

Unreadable Positive 26 
 

Location specific comment Negative 2 

Medication Positive 23 
 

Respect Negative 2 

Aftercare Positive 22 
 

Staff Named Negative 2 

NHS – general comment Positive 21 
    

Discharge Positive 16 
    

Admin and reception 
staff 

Positive 14 
    

Noise Positive 10 
    

Sedation/Pain 
Management 

Positive 10 
    

Convenience Positive 8 
    

Equality and Diversity Positive 8 
    

Moving Wards Positive 8 
    

Assistance with Feeding Positive 6 
    

Experience Positive 6 
    

Hospital closure/new 
hospital etc. 

Positive 4 
    

Appointment Length Positive 2 
    

Atmosphere/Environment Positive 2 
    

Infrastructure Positive 2 
    

Privacy/Confidentiality Positive 2 
    

Transport Positive 2 
    

understanding Positive 2 
    

Visiting Times Positive 2 
    

To note: It is possible to have more than one comment on a returned questionnaire. 

 

“The level of care was extremely 

good, the Nursing Staff were very 
professional, understanding and 
helpful with answers to all your 
questions. Dr xxxx was quite 

wonderful.” [sic] 
 
 

“Everyone has been so caring, I 

thank you all for being so kind and 
helpful. Spent most of my time 

watching TV or reading magazine.” 

[sic] 
 
 

“I can only say that the care that my 

husband received on this Ward 
(Ward40) was exemplary. They 
brought him back from the Brink”. 
Doctors and Nurses are fantastic with 

their care.” [sic] 
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North Tees and Hartlepool NHS Foundation Friends and Family word bubble 
 
The word bubble is displayed on each ward with the positive and negative comments for that 
specific ward, this allows the public to see what is being said about individual wards. 
 
The Trust also produces a Trust version incorporating the negative and positive comments, please 
see the following word bubble for the Trust during April 2015 to March 2016. 
 
 

What our patients have said about their hospital experience   
(taken from the Trust’s Friends and Family Test Comments April 15 – March 16) 

 
 

 
 
 

You Said 

“ 

” 

We did 
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Friends and Family – Maternity 
Services 
 
The Friends and Family Test (FFT) aims to 
provide a simple, headline metric which, 
when combined with follow-up questions, 
can be used across the maternity pathway 
to drive a culture change of continuous 
recognition of good practice and potential 
improvements in the quality of the care 
received by NHS patients and service 
users. The implementation of the FFT 
across all NHS services is an integral part 
of NHS England’s Business Plan, and is 
designed to help service users, 
commissioners and practitioners. 
 
The questions each woman will be asked 
up to four FFT questions: 
 
1. How likely are you to recommend our 

antenatal service to friends and family if 
they needed similar care or treatment? 

 
2. How likely are you to recommend our 

labour ward/birthing unit/homebirth 
service to friends and family if they 
needed similar care or treatment? 

 

 
3. How likely are you to recommend our 

postnatal ward to friends and family if 
they needed similar care or treatment? 

 

 
4. How likely are you to recommend our 

postnatal community service to friends 
and family if they needed similar care 
or treatment? 

 

 

The official guidance for Friends and Family 
– Maternity Services can be located at: 
 

http://www.england.nhs.uk/wp-
content/uploads/2013/09/fft-mat-
guide.pdf 
 
 
 
 

The following data refers to North Tees and 
Hartlepool NHS Foundation Trust from April 
2015 to March 2016. 
 

 

Question 

How likely.... 
recommend? 

1 2 3 4 

1 Extremely likely 415 290 210 321 

2 Likely 51 64 62 31 

3 Neither 3 7 37 0 

4 Unlikely 2 2 3 0 

5 Extremely unlikely 9 3 2 4 

6 Don’t know 0 4 0 1 

Blank 0 0 0 0 

*Data from April 2015 to February 2016 

Question 
Would 

recommend 
Wouldn’t 

recommend 

1 97.08% 2.29% 

2 95.68% 1.35% 

3 95.77% 1.06% 

4 98.60% 1.12% 

 

 “Made me feel at ease. Completely 

looked after me from start to finish.” [sic] 
 

“The support I got was brilliant. Couldn’t 

think of anything bad.” [sic] 
 

“All the Doctors and Midwives are really 

co-operative and supportive. They make 
sure that you are comfortable with the 
procedure and everything that is going 

on. Very caring and soft spoken.” [sic] 
 
 
 

http://www.england.nhs.uk/wp-content/uploads/2013/09/fft-mat-guide.pdf
http://www.england.nhs.uk/wp-content/uploads/2013/09/fft-mat-guide.pdf
http://www.england.nhs.uk/wp-content/uploads/2013/09/fft-mat-guide.pdf
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Friends and Family – Staff 
 

The Trust continues to ask Staff the Friends 
and Family Test, thus allowing staff 
feedback on NHS Services based on recent 
experience. Trust Staff are asked to 
respond to two questions.  
 
Staff Friends and Family Test is conducted 
on a quarterly basis (*excluding Quarter 3 
when the existing NHS Staff Survey 
takes place). 
 
The following data refers to Quarters 1 to 
Quarter 3 of the 2015/16 financial year. 
 
Breakdown of Responses – Care 
 
Care: ‘How likely staff are to recommend 
the NHS services they work in to friends 
and family who need similar treatment or 
care’.  
 

How likely.... 
recommend? 

Q1 Q2 *Q3 Q4 

1 Extremely likely 112 107 65  

2 Likely 123 129 161  

3 Neither 27 50 98  

4 Unlikely 15 11 33  

5 Extremely unlikely 11 7 10  

6 Don’t know 2 3 0  

Blank 0 0 0  

*Data from April 2015 to December 2015 

 

Quarter 
Would 

recommend 
Wouldn’t 

recommend 

Q1 81% 9% 

Q2 77% 6% 

*Q3 62% 12% 

Q4     
 
 

Breakdown of Responses – Work 
 
Work: ‘How likely staff would be to 
recommend the NHS service they work 
in to friends and family as a place to 
work’.  
 
 

How likely.... 
recommend? 

Q1 Q2 *Q3 Q4 

1 Extremely likely 104 88 58  

2 Likely 106 131 148  

3 Neither 39 45 99  

4 Unlikely 22 23 40  

5 Extremely unlikely 17 18 20  

6 Don’t know 2 2 0  

Blank 0 0 0  

*Data from April 2015 to December 2015 

 

Quarter 
Would 

recommend 
Wouldn’t 

recommend 

Q1 72% 13% 

Q2 71% 13% 

*Q3 56% 16% 

Q4     
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Part 2b: 2015/16 priorities for improvement 

Introduction to 2015/16 Priorities  
 
Key priorities for improvement for 2015/16 
have been agreed through numerous 
consultation events with our patients, our 
staff, our governors, our Healthwatch 
colleagues, our commissioners, our local 
health scrutiny committees, our healthcare 
user group and our Trust Board.   

We started the consultation period in 
September 2015 which allowed us to 
consult widely and provide stakeholders 
with a significant opportunity to consider 
and suggest the priorities that they would 
like to see us address. 

Quality Accounts Marketplace 

The Trust held the 2nd annual Quality 
Accounts Marketplace in December 2015.  
The aim of this event was to actively 
engage on a 1 to 1 level with our 
stakeholders, staff and patients.   

Leads from key areas were at the event to 
describe the work that has been undertaken 
during the 2015/16 reporting year. 

This event allowed the participants to 
discuss and actively engage with the leads 
for areas such as, dementia, adult 
safeguarding, complaints, compliments, 
Friends and Family Test and mortality.  

Feedback and third party declarations have 
been invited from formal stakeholders.  Full 
details of stakeholder feedback can be 
found in Annex A.  Our Trust governors 
have also been actively involved in assisting 
us in setting our priorities. 

The Trust continues to develop quality 
improvement capacity and capability to 
deliver our priorities as demonstrated 
throughout this Quality Account. 

We would like to thank all of those involved 
in setting priorities for 2016/17 which are 
linked to patient safety, effectiveness of 
care and patient experience. We all agree 
that our priorities for improvement should 
continue to reflect three key principles, they 
are as follows. 
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Stakeholder priorities for 2016/17 

The quality indicators that our external 
stakeholders said they would like to see 
included in next year’s Quality Accounts 
were: 

Patient Safety 
1. Mortality 
2. Dementia 
3. Safeguarding 
4. Infections 

 
Effectiveness of Care 

5. Safety Thermometer 
6. Discharge Medication 
7. Nursing Dashboard 

 
Patient Experience 

8. Palliative Care & Care For the Dying 
patient  

9. Patient Surveys 
10. Friends & Family Test 

 
Rationale for the selection of priorities 
for 2016/17 
 
Through the Quality Accounts Marketplace 
and other engagement events we provided 
an opportunity for stakeholders, staff and 
patients to provide  what they would like to 
see in the 2016/17 Quality accounts as the 
priorities. 

We then choose three from each of the key 
themes of Patient Safety, Effectiveness of 
Care and Patient Experience. 

The Trust will continuously monitor and 
report progress on each of the above 
indicators throughout the year by reporting 
to the Board. 

The following details for each selected 
priority, how we will achieve it, measure it 
and report it. 

Patient Safety 
 

Priority 1 – Mortality 

To reduce avoidable deaths within the 
Trust, by reviewing all available mortality 
indicators. 

Overview of how we will do it 

We will use Healthcare Evaluation Data 
(HED) benchmarking tool to monitor and 

interrogate the data to determine areas that 
require improvement.  We will also 
review/improve existing processes involving 
palliative care, documentation and coding 
process. 
 
And finally, we will continue to work closely 
with the North East Quality Observatory 
System (NEQOS) for third party assurance. 

 
Overview of how will measure it 

We will monitor mortality within the Trust 
using the two national measures of Hospital 
Standardised Mortality Ratio (HSMR) and 
Summary Hospital-level Mortality Indicator 
(SHMI) as well as the Care Quality 
Commission – Intelligent Monitoring Report 
(IMR). 
 
Overview of how we will report it 

 Report to Board 

 Report quarterly to the commissioners 

 Report to Keogh Delivery Group 

 

Priority 2 – Improving care for people 
with dementia 

 
There are currently approximately 14,000 
people with a diagnosis of dementia across 
Co Durham & Darlington and Tees.  NHS 
Hartlepool/Stockton on Tees has the 
highest projected increase of dementia 
across the North East by 2025.  All 
stakeholders identified dementia as a key 
priority. 
 
All hospital patients admitted with dementia 
will have a named advocate and an 
individualised plan of care. 
 
Overview of how we will do it 

We will use the Stirling Environmental Tool 
to adapt and audit the impact on our 
hospital environment. 
 
We will ensure that all patients over 65 
receive an Abbreviated Mental Test (AMT) 
and are, where appropriate referred for 
further assessment. 
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Patients with Dementia will be appropriately 
assessed and referred on to specialist 
services. 
 
Overview of how will measure it 

The Stirling Environmental audit 
assessment tool will be used to monitor the 
difference pre and post environmental 
adaptation. 

The percentage of patients who receive the 
AMT and, where appropriate, further 
assessment will be reported monthly via 
UNIFY (national reporting system). 
 
We will audit the number of patients over 65 
admitted as an emergency that are reported 
as having a known diagnosis of dementia, 
or have been asked the (Prime Ministers) 
dementia case finding question. 
 
We will continue to be involved in the 
National Audits and to review the outcomes. 

 
Overview of how we will report it 

 Dementia Strategy Group quarterly 

 Integrated Professional Nursing and 
Midwifery Board (IPNMB) 

 Monthly UNIFY 
 

Priority 3 – Safeguarding Adults with 
Learning Disabilities (LD) 
 
The Trust and Commissioners believe that 
people with LD should not be in hospital 
unless absolutely necessary.  When it is 
necessary to admit patients with LD, they 
must have an individualised plan of care 
and a named advocate. 
 
Overview of how we will do it 
All patients with LD will be referred on 
admission to the LD specialist nurse.  The 
LD specialist nurse will act as the named 
advocate and will ensure that an 
individualised plan of care is in place and 
reasonable adjustments documented. 
 
Overview of how we will measure it 

Audits will be carried out and results 
reported and areas highlighted will be acted 
upon. 

 

Overview of how we will report it 

 Audit results and action plans to be 
reported to Adult Safeguarding Group 
quarterly. 

 
Priority 4 – Infection Prevention and 
Control 
 
Rationale: Key stakeholders asked us to 
report on infections in 2016/17 due to the 
increase in infections during 2015/16.   
 
Overview of how we said we would do it 

 We will closely monitor testing regimes, 
antibiotic management and repeat 
cases and ensure we understand and 
manage the root cause wherever 
possible. 

 

Overview of how we said we would 
measure it 

 We will monitor the number of hospital 
and community acquired cases 

 We will undertake a multi-disciplinary 
Root Cause Analysis (RCA) within 3 
working days 

 We will define avoidable and 
unavoidable for internal monitoring 

 We will benchmark our progress 
against previous months and years 

 We will benchmark our position against 
Trusts in the North East in relation to 
number of cases reported; number of 
samples sent for testing and age profile 
of patients 

 

Overview of how we said we would 
report it 

 Public Board meetings 

 Council of Governor meetings (CoG) 

 Infection Control Committee (ICC) 

 Patient Safety and Quality Standards 
Committee (PS & QS) 

 To frontline staff through Chief 
Executive brief 

 Nursing Dashboard 

 Clinical Quality Review Group (CQRG) 
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Effectiveness of Care 
 

Priority 5 – Safety Thermometer  

NHS Safety Thermometer 

The NHS Safety Thermometer is a local 
improvement tool for measuring, monitoring 
and analysing patient harms and ‘harm free’ 
care. 
 
The Safety Thermometer has the following 
indicators to prevent avoidable harm, 
disability or death and to ensure that our 
care is effective: 
 
• Falls 
• Pressure Ulcers 
• Catheter related urinary tract infections 
(UTIs) 
• Venous thromboembolism (VTE). 
 
Overview of how we will do it 
 
This indicator will continue to be audited on 
one day per month across the Trust and 
community services and the data submitted 
to the Health and Social Care Information 
Centre. The data will be monitored by the 
Nursing Quality and Patient Safety 
Directorate. 
 
Overview of how we will measure it 

Monthly data collection survey of the ward 
areas along with community bases.  
 
Overview of how we will report it 

 To Improving Patient Safety and 
Experience (IPSE) 

 To Patient Safety and Quality (PS & 
QS) Committee 

 
Priority 6 – Discharge processes – 
Medication 
 
The latest national patient experience 
survey identified that the Trusts still have 
improvements to make with regards to 
medication discharge processes. 
 

Overview of how we will do it 

All patients will receive information about 
medication side-effects to watch out for at 
home. 
 
Overview of how we will measure it 

We will measure it via improvements in 
national and local patient surveys. 
 
Overview of how we will report it 

 Local audit reports reported to Drug 
and Therapeutic committee 

 National inpatient survey report to 
Patient Safety and Quality (PS & QS) 
Committee 

 
Priority 7 – Nursing & Midwifery 
Dashboard 
 
The Nursing & Midwifery Dashboard will 
support close monitoring of nurse sensitive 
patient indicators on a day-to-day basis.  It 
will support sharing of best practice and 
speedy review of any potential areas of 
concern. 
 
Overview of how we will do it 
 
Training will be undertaken and each 
department will evidence that their results 
have been disseminated and acted upon. 
 
Ward matrons will present their analysis on 
a public area of the ward for patients and 
staff to see.  The results will be discussed at 
ward meetings. 
 
Overview of how we will measure it 

The dashboard will be a standing agenda 
item on the Senior Clinical Matrons (SCMs) 
meeting.  SCMs will monitor ward areas to 
ensure that data is up to date, accurate and 
displayed in a public areas. 

 
Overview of how we will report it 

 Monthly dashboard analysis to the 
Director of Nursing 

 Monthly to Senior Clinical Matron 
meeting and to IPNMB 
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Patient Experience 
 

Priority 8 – Care For the Dying Patient 
(formerly End of Life Pathway) and 
Family’s Voice 
 
The Trust has continued in the use of Care 
For the Dying Patient (CFDP) and Family’s 
Voice. 
 
Stakeholders and the Trust believe that this 
still needs to remain a priority in 2016/17 
both in hospital and in the community. 
 
Overview of how we will do it 

We will continue to embed use of the 
Family’s Voice in hospital and continue to 
roll its use out in the community. 
 
Overview of how we will measure it 

We will evaluate feedback in relation to 
pain, nausea, breathlessness restlessness, 
care for the patient and care for the family. 

Overview of how we will report it 

 Quarterly to IPNMB 

 Annually to PS & QS  
 
Priority 9 – Patient Surveys 
 
Trust and key stakeholders believe that it is 
important to ask this question through 
internal and external reviews. 
 
Overview of how we will do it 

We will ask the question(s) to every patient 
interviewed in the Staff & Patient 
Experience and Quality Standards (SPEQS) 
reviews.  We will also ask the question in all 
Trust patient experience surveys, along with 
monitoring patient feedback from national 
surveys. 
 
Overview of how we will measure it 

We will analyse feedback from SPEQS and 
patient experience/national surveys. 
 
Overview of how we will report it 

 Reports to Trust Board 

Priority 10 – Friends and Family 
recommendation 
 
The Department of Health require Trusts to 
ask the Friends and Family 
recommendation questions from April 2013.  
Stakeholders agreed that this remains being 
reported in the 2016/17 Quality Account. 
 
Overview of how we will do it 

 
We have incorporated the Friends and 
Family test wording into SPEQS and patient 
surveys. 
 
We currently ask patients to complete a 
questionnaire on discharge from hospital for 
in-patients, Accident & Emergency and 
Maternity 
 
Overview of how we will measure it 

We analyse feedback from SPEQS and 
patient surveys and discharge 
questionnaires. 

 
Overview of how we will report it 

 Report to Improving patient safety 
experience (IPSE) group 

 Report to Board 
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Part 2c: Statements of Assurance from the 
Board 
 
Review of Services 

During 2015/16 the North Tees and 
Hartlepool NHS Foundation Trust provided 
and/or subcontracted 64 relevant health 
services.  The majority of our services were 
provided on a direct basis, with a small 
number under sub-contracting or joint 
arrangements with others. 

The North Tees and Hartlepool NHS 
Foundation Trust has reviewed all the data 
available to them on the quality of care in 64 
of these relevant health services.  

The income generated by the relevant 
health services reviewed in 2015/16 
represents 100% of the total income 
generated from the provision relevant health 
services by North Tees and Hartlepool NHS 
Foundation Trust for 2015/16.  

 

Participation in clinical audits 

All NHS Trusts are audited on the standards 
of care that they deliver and our Trust 
participates in all mandatory national audits 
and national confidential enquiries. 

 The Healthcare Quality Improvement 
Partnership (HQIP) provides a 
comprehensive list of national audits which 
collected audit data during 2015/16 and this 
can be found on the following link:  

http://www.hqip.org.uk/national-
programmes/quality-accounts/  

During 2015/16, 47 national clinical audits 
and 7 national confidential enquiries 
covered the relevant health services that 
North Tees and Hartlepool NHS Foundation 
Trust provides.   

During 2015/16 North Tees and Hartlepool 
NHS Foundation Trust participated in 100% 
of national clinical audits and 100% of 
national confidential enquiries of the 
national clinical audits and national 
confidential enquiries which it was eligible to 
participate in. 

The national clinical audits and national 
confidential enquiries that North Tees and 
Hartlepool NHS Foundation Trust was 
eligible to participate in during 2015/16 are 
as follows:  

National Clinical Audit 

Acute Coronary Syndrome or Acute Myocardial 
Infarction (MINAP) 

Adult Asthma (BTS) 

Bowel Cancer (NBOCAP) 

Adult Critical Care Case Mix Programme 
(CMP) 

Diabetes (Paediatric) (NPDA) 

Elective Surgery (National PROMs 
Programme) (based on return rate of the pre-
operative questionnaire) 

Emergency Use of Oxygen (BTS) 

Falls and Fragility Fractures Audit programme 
(FFFAP) 

Inflammatory Bowel Disease (IBD) programme 

Major Trauma Audit (TARN) 

Maternal, Newborn and Infant Clinical 
Outcome Review Programme 

National Cardiac Arrest Audit (NCAA) 

National Chronic Obstructive Pulmonary 
Disease (COPD) Audit programme 

National Comparative Audit of Blood 
Transfusion programme 

National Diabetes Audit – Adults 

National Emergency Laparotomy Audit (NELA) 

National Heart Failure Audit 

National Joint Registry (NJR) 

National Lung Cancer Audit (NLCA) 

National Prostate Cancer Audit 

Neonatal Intensive and Special Care (NNAP) 

Non-Invasive Ventilation – Adults (BTS) 

Oesophago-gastric Cancer (NAOGC) 

Paediatric Asthma (BTS) 

Paediatric Intensive Care (PICANet) 

Paediatric Pneumonia (BTS) 

Rheumatoid and Early Inflammatory Arthritis 

Sentinel Stroke National Audit programme 
(SSNAP) 

UK Parkinson’s Audit 

http://www.hqip.org.uk/national-programmes/quality-accounts/
http://www.hqip.org.uk/national-programmes/quality-accounts/
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NCEPOD study title 

Acute Pancreatitis  

Physical and mental health care of mental 
health patients in acute hospitals  

Sepsis 

Gastro-intestinal Haemorrhage 

Non-invasive ventilation 

Chronic Neurodisability 

Young People’s Mental Health 

 

 

 

 

 

 

 

 

 

The national clinical audits and national confidential enquiries that North Tees and Hartlepool 
NHS Foundation Trust participated in during 2014/15 are as follows:  

National Clinical Audit 

Acute Coronary Syndrome or Acute 
Myocardial Infarction (MINAP) 

Adult Asthma (BTS) 

Bowel Cancer (NBOCAP) 

Adult Critical Care Case Mix Programme 
(CMP) 

Diabetes (Paediatric) (NPDA) 

Elective Surgery (National PROMs 
Programme) (based on return rate of the 
pre-operative questionnaire) 

Emergency Use of Oxygen (BTS) 

Falls and Fragility Fractures Audit 
programme (FFFAP) 

Inflammatory Bowel Disease (IBD) 
programme 

Major Trauma Audit (TARN) 

Maternal, Newborn and Infant Clinical 
Outcome Review Programme 

National Cardiac Arrest Audit (NCAA) 

National Chronic Obstructive Pulmonary 
Disease (COPD) Audit programme 

National Comparative Audit of Blood 
Transfusion programme 

National Diabetes Audit – Adults 

National Emergency Laparotomy Audit 
(NELA) 

National Heart Failure Audit 

National Joint Registry (NJR) 

National Lung Cancer Audit (NLCA) 

National Prostate Cancer Audit 

Neonatal Intensive and Special Care 
(NNAP) 

Non-Invasive Ventilation – Adults (BTS) 

Oesophago-gastric Cancer (NAOGC) 

Paediatric Asthma (BTS) 

Paediatric Intensive Care (PICANet) 

Paediatric Pneumonia (BTS) 

Rheumatoid and Early Inflammatory 
Arthritis 

Sentinel Stroke National Audit programme 
(SSNAP) 

UK Parkinson’s Audit 

 

NCEPOD study title 

Acute Pancreatitis  

Physical and mental health care of mental 
health patients in acute hospitals  

Sepsis 

Gastro-intestinal Haemorrhage 

Non-invasive ventilation 

Chronic Neurodisability 

Young People’s Mental Health 
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The national clinical audits and national confidential enquires that North Tees and Hartlepool 
NHS Foundation Trust participated in, and for which data collection was completed during 
2015/16, are listed below alongside the number of cases submitted to each audit or enquiry as 
a percentage of the number of registered cases required by the terms of that audit or enquiry. 

Audit title 

Participation 

% cases submitted M=Mandatory 

N=Non-
mandatory 

Acute Coronary Syndrome or Acute Myocardial Infarction 
(MINAP) 

Yes (M) 
Continuous 
monitoring 

Adult Asthma (BTS) Yes (M) 100% 

Bowel Cancer (NBOCAP) Yes (M) 
Continuous 
monitoring 

Adult Critical Care Case Mix Programme (CMP) Yes (N) 
Continuous 
monitoring 

Diabetes (Paediatric) (NPDA) Yes (M) 100% 

Elective Surgery (National 
PROMs Programme) (based 
on return rate of the pre-
operative questionnaire) 

Hip replacement Yes (N) 94% 

Knee replacement Yes (N) 94% 

Varicose Vein Yes (N) 52% 

Groin Hernia Yes (N) 56% 

Emergency Use of Oxygen (BTS) Yes (M) 100% 

Falls and Fragility Fractures 
Audit programme (FFFAP) 

Fracture Liaison Service 
Database 

Yes (M) 
Continuous 
monitoring 

Falls Yes (M) 100% 

National Hip Fracture 
Database 

Yes (M) 
Continuous 
monitoring 

Inflammatory Bowel Disease 
(IBD) programme 

UK IBD Registry Yes (M) 100% 

Major Trauma Audit (TARN) Yes (N) 
Continuous 
monitoring 

Maternal, Newborn and Infant 
Clinical Outcome Review 
Programme 

Perinatal Mortality 
Surveillance 

Yes (M) 
Continuous 
monitoring 

Perinatal mortality and 
morbidity confidential 
enquiries (term 
intrapartum related 
neonatal deaths) 

Yes (M) 
Continuous 
monitoring 

Maternal morbidity and 
mortality confidential 
enquiries (cardiac (plus 
cardiac morbidity) early 
pregnancy deaths and 
pre-eclampsia, plus 
psychiatric morbidity) 

Yes (M) 
Continuous 
monitoring 

Maternal mortality 
surveillance 

Yes (M) 
Continuous 
monitoring 
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National Cardiac Arrest Audit (NCAA) Yes (N) 
Continuous 
monitoring 

National Chronic Obstructive 
Pulmonary Disease (COPD) 
Audit programme 

Pulmonary rehabilitation Yes (M) 
Continuous 
monitoring 

Secondary Care Yes (M) 
Continuous 
monitoring 

National Comparative Audit of 
Blood Transfusion programme 

Use of blood in 
Haematology 

Yes (N) 100% 

Audit of Patient Blood 
Management in Scheduled 
Surgery 

Yes (N) 100% 

National Diabetes Audit – 
Adults 

National Footcare Audit Yes (M) 100% 

National Inpatient Audit Yes (M) 100% 

National Pregnancy in 
Diabetes Audit 

Yes (M) 100% 

National Emergency Laparotomy Audit (NELA) Yes (M) 
Year 1: 22% 

Year 2: 58% 

National Heart Failure Audit Yes (M) 
Continuous 
monitoring 

National Joint Registry (NJR) 
Knee replacement Yes (M) 

Continuous 
monitoring 

Hip replacement Yes (M) 
Continuous 
monitoring 

National Lung Cancer Audit 
(NLCA) 

Lung Cancer Consultant 
Outcomes Publication 

Yes (M) 100% 

National Prostate Cancer Audit Yes (M) 100% 

Neonatal Intensive and Special Care (NNAP) Yes (M) 
Continuous 
monitoring 

Non-Invasive Ventilation – Adults (BTS) Yes (M) 100% 

Oesophago-gastric Cancer (NAOGC) Yes (M) 100% 

Paediatric Asthma (BTS) Yes (M) 100% 

Paediatric Intensive Care (PICANet) Yes (M) 100% 

Paediatric Pneumonia (BTS) Yes (M) 100% 

Rheumatoid and Early 
Inflammatory Arthritis 

Clinician/Patient Follow-up Yes (M) 
Continuous 
monitoring 

Clinician/Patient Baseline Yes (M) 
Continuous 
monitoring 

Sentinel Stroke National Audit 
programme (SSNAP) 

SSNAP Clinical Audit Yes (M) 
Continuous 
monitoring 

UK Parkinson’s Audit 

Occupational Therapy Yes (N) 100% 

Speech and Language 
Therapy 

Yes (N) 100% 

Physiotherapy Yes (N) 100% 

Patient Management, 
elderly care and neurology 

Yes (N) 100% 
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National Clinical Audits 

The reports of 7 national clinical audits were reviewed by the provider in 2015/16 and North 
Tees and Hartlepool NHS Foundation Trust intends to take the following actions to improve the 
quality of healthcare provided:  

Audit title Actions taken/in progress 

Inflammatory Bowel 
Disease (IBD) programme 

Shortfalls were identified in terms of: 
·         Insufficient toilets on the gastro ward 
·         Maintenance of patient database 
·         Frequency of MDT meetings 
·         National Pouch Registry not being used 
·         Insufficient resilience with respect to IBD Specialist Nurse role 
 
The trust performed very well in the inpatient part of the audit, with all 
standards being achieved. In terms of use of biologics, a scoring system 
was not being used locally to check response to treatments; however this 
is now in place. 

National Audit of Asthma in 
Children 

Teaching update required for nursing staff about when and how to 
measure vital signs in children using RCN standards in liaison with 
Paediatric Department staff. 
 
Teaching to be undertaken with all staff on treatment of asthma. 
 
Asthma patient information leaflet has been updated. 

National Audit of 
Paracetamol Overdose  

A&E team to improve documentation in patient healthcare records. 
 
System in place to fast track patients to mental health services. 
 
Teaching sessions to review MHRA guidelines. 

Massive Blood Loss Audit  

Wastage to be more closely monitored. 
 
Drills to be performed once a year. 
 
Tranexamic Acid to be used in Major Haemorrhage associated with 
trauma. 

Initial Management of the 
Fitting Child 

A simple proforma for recording information about a fit to be developed. 
 
Patient information leaflets for febrile seizures and ‘first fit’ to be written 
and given out to parents or carers.  

Assessing for Cognitive 
Impairment in Older People 

Early Warning Score to be reviewed. 
 
Screening for Dementia/Delirium and information to be shared with GPs. 

Mental Health in A&E 

Standardised proforma to be developed for mental health assessment. 
 
Work with Estates Department in relation to assessment room layout and 
facilities. 



 

55 
 

Local Clinical Audits  

The reports of 105 local clinical audits were reviewed by the provider in 2015/16 and North Tees and 
Hartlepool NHS Foundation Trust intends to take the following actions to improve the quality of 
healthcare provided: 

Audit title Actions taken/in progress 

Temporal Biopsy Audit 
Doctors to discuss and record nerve injury risk with the 
patients. 

Scaphoid Fracture Audit 
Clinical team to review guidelines and documentation 
as part of the ’10 a day’ teaching sessions in A&E. 

Managing Bone Health in Children with 
Cerebral Palsy 

A new guideline for maintaining bone health in all non-
ambulant children will be developed. 

Elective Consent (Anaesthetics) 
Designated Consultant to support and lead 
recommendations which should improve results in 
future audits. 

Paracetamol Overdose in Adults 
Provide training to triage nurses to recognise staggered 
overdoses. 

Management of Pre-labour Spontaneous 
Rupture of Membrane (SRM) 

Ensure patient information leaflet is available in clinic 
and maternity areas. 

Elderly Care Patients Undergoing Surgery 
More patients to be reviewed by Elderly Care 
Physicians to build on current progress. 

Beta-Human Chorionic Gonadotropin 
Serum (BHCG) 

Guideline will be adjusted so that everyone follows the 
same procedure consistently. 

Clinical Coding – Elective Upper Limb 
Patients 

Surgical procedures to be coded more accurately. 

AKI Mortality Audit 

Learning points identified from review of cases to be 
cascaded to clinical teams. 

All Clinical Directors to cascade results within their 
areas. 

Trustwide “Sepsis 6” Audit 
Education programme required along with regular data 
collection to review outcomes. 

Hand Trauma Clinic 
Education programme required for referring centre. 

An additional Monday afternoon clinic to be 
implemented. 

Suction Audit 
Improvements evident since previous audit. 
Recommendations to be monitored by the medical 
device group and re-assessed in 2016. 
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All national audit reports are considered by the Audit and Clinical Effectiveness (ACE) Committee 
which reports to the Patient Safety and Quality Standards (PS & QS) committee, PS & QS reports 
directly to the Board of Directors. 

The Trust participated in all seven national confidential enquiries (100%) that it was eligible to 
participate in, namely: 

National Confidential Enquiries (NCEPOD): 

NCEPOD study title 
 

Participation 
% cases submitted 

  
M=Mandatory 

N=Non-mandatory 

Acute Pancreatitis  Yes (M) 100% 

Physical and mental health care of 
mental health patients in acute hospitals  

Yes (M) 100% 

Sepsis Yes (M) 80% 

Gastro-intestinal Haemorrhage Yes (M) 50% 

Non-invasive ventilation Yes (M) Data collection on-going 

Chronic Neurodisability Yes (M) Data collection on-going 

Young People’s Mental Health Yes (M) Data collection on-going 
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Patients recruited into research 

The Government wishes to see a dramatic and 
sustained improvement in the performance of 
providers of NHS services in initiating and 
delivering clinical research. The aim is to 
increase the number of patients who have the 
opportunity to participate in research and to 
enhance the nation’s attractiveness as a host 
for research by faster approvals and delivering 

to time and target. 

Performance Data 

Total year on year recruitment into National 
Institute for Health Research (NIHR) portfolio 
research is shown below: 

 
Total Recruitment 

2008/09 159 

2009/10 412 

2010/11 458 

2011/12 1,147 

2012/13 1,666 

2013/14 956 

2014/15 1,144 

2015/16 *859 
 

 *Data as of 22 February2016 

Nationally there has been a decrease in the 
overall total numbers of patients being recruited 
as there are fewer of the large observational 
studies. Within NTHFT we have seen an 
increase in the number of more complex 
interventional and commercial studies at the 
expense of larger, simpler observational 
studies. So whilst our overall recruitment figures 
are slightly lower, the trials we are participating 
in are more complex and we are accruing year 
on year additional follow-up burden for patients 
in existing trials. 

For 2015/16 of the patients recruited so far, 
81% were recruited into interventional studies 
with just 19% recruited into observational 
studies. 

2015/16 Study participation – number of 
studies 

The National Institute of Health Research 
Clinical Research Network (NIHR CRN) 
portfolio is a database of clinical research 
studies that are supported by the NIHR CRN in 
England.  Adoption on to the portfolio is 
dependent on a study meeting eligibility criteria.  
The Clinical Research Network provides 
infrastructure support including NHS Service 
Support costs (SSCs) and access to R&D 
support.  Research studies are reviewed for 
inclusion in the NIHR CRN Portfolio in parallel 
with the NHS Ethics review and R&D 
governance process.   

A non-portfolio study is a research study 
without the above support that has not been 
adopted onto the portfolio. 

Study participation – number of studies open   

Study Type 
Number 

of Studies 

Actively 
recruiting 
patients 

In 
follow

-up 

NIHR 
portfolio 
studies 

Observational 53 

100 42 

Interventional 89 

Non-
portfolio 
studies 

Observational 26 

30 1 
Interventional 5 

Total 
Observational  79 

  
Interventional  94 

  
 

The number of studies currently active within 
the trust has increased on the last year.  Last 
year we had 165 studies open, but 173 in this 
year which further illustrates that despite the 
overall numbers decreasing we are actually 
running more trials than in previous years. 

The number of patients receiving relevant 
health services provided or subcontracted by 
North Tees and Hartlepool NHS Foundation 
Trust in 2015/16 that were recruited during that 
period to participate in research approved by a 
research ethics committee was 862 (portfolio 
and non-portfolio studies).    
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National position / ranking 

Year 
Overall national 

position 

Ranking in 
“medium sized 
acute Trusts” 

category 

2012/13 101
st
  out of 394 

organisations * 
7

th
 out of 48 

Trusts 

2013/14 157
th
 out of 454 

organisations 
25

th
 out of 47 

Trusts 

2014/15 141
st
 out of 445 

organisations 
26

th
 out of 47 

Trusts 

2015/16   

 

Performance in Initiation and Delivery of 
research (PID data) 

From 2013, government funding for research to 
our Trust has become conditional on meeting 
national benchmarks.  We report quarterly to 
the Department of Health on the following 
performance measures. Latest figures relate to 
our quarter 3 submission. 
 

 For non-commercial studies: meeting a 70-
day benchmark to recruit first patients for 
trials  

 

70 day 
benchmark 

met 

No of 
Studies 

Reason 

Yes 7   

No 5 

1 NHS delay  
2 Sponsor delay 
2 Neither – no 
eligible patients 
seen/consented 
 

 
 

 For commercial studies: Recruitment to 
time and target stated in clinical trial 
agreement 

 

Time and 
target met 

No of 
Studies 

Reason 

Yes 5  

No 7 4 studies closed 
early – competitive 
recruitment meant 
national target 
was met before 
we reached our 
local target  

1 change in PI at 
site – delay in 
replacement PI 
impacted on our 
recruitment 
2  lack of suitable 
patients seen – v 
tight 
inclusion/exclusion 
criteria 

Still ongoing 6  
*Principal Investigator (PI) 

 
Failure to provide acceptable explanation for 
poor performance over two consecutive 
quarters may result in financial penalties. We 
have provided extensive narrative to support 
why sometimes these metrics haven’t been 
met, the R&D team meet monthly to review the 
data and work with teams to highlight when 
benchmarks are in danger of not being met and 
develop an action plan. Once submitted to the 
DH, we have to post this information in a 
publically accessible area of the Trust’s 
website.  A response to our submission is given 
to the Chief Executive so we ensure he 
receives a copy of our submission prior to 
upload so that any queries can be resolved 
prior to the receipt of the official response from 
DH. 
 
Achievements 

The research and development (R&D) continue 
to work with departments across the Trust to 
promote the importance of healthcare 
professionals being involved in research.  
Through the Trust’s provision of an R&D 
Incentive fund of £50,000 we have been able to 
help to develop staff knowledge and skills to 
enable them to lead and/or be involved in 
research studies. Four members of R&D 
delivery staff have been supported with course 
fees for research related MSc fees and two 
individuals (Neonatal and Gastroenterology) 
have received part-funding of their MD/PhDs. 
Two members of staff (Pathology and 
Respiratory Medicine) have received sessional 
support to enable them to complete a research 
grant application.  

We currently have 133 members of staff with 
valid Good Clinical Practice (GCP) training.  

Most specialisms and all directorates are now 
participating in research to a greater or lesser 
degree. The few exceptional areas where 
activity is non-existent are in active discussion 
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with the R&D department, specifically to identify 
potential studies that might be relevant. 

We have seen exceptional increases in the 
involvement in research from the out of hospital 
(community) directorate – notably from the 
Podiatry team who over recruited on the 
“REFORM” study (a randomised trial of a 
multifaceted podiatry intervention for fall 
prevention in patients over 65 years of age). 
They were set an initial target of 20 patients to 
recruit and actually recruited 161 patients. They 
have been nominated by the R&D department 
for a regional research award in 
acknowledgement of this achievement.  

 
Another area that hadn’t traditionally been 
research active that has engaged with research 
within the last year has been the Occupational 
Health Service who recruited very well to the 
SCIN trial (A cluster randomised controlled trial 
of a behavioural change package to prevent 
hand dermatitis in nurses working in the 
National Health Service). They recruited 49 
patients against a target of 40 and are keen to 
be involved in further projects. 
  

There are 65 members of staff acting as 
principal investigators/local collaborators in 
research approved by a research ethics 
committee within the Trust, some of whom have 
up to ten studies in their research portfolio. We 
have 26 clinical research network funded 
research staff within the Trust (nurses, 
midwifes, data assistants, team leader and 
Pharmacy technician) and two nurses/research 
practitioners funded from commercial income.   

Our bi-monthly research nurses working group 
continues to be well attended and provides 
professional support and mentorship as well as 
assisting us with national research initiatives 
such as raising the profile of research with 
patients, involving patients in meaningful PPI 
(patient and public involvement), developing 
training packages for research nurses and 
training nurses for commercial studies.70 day 
benchmark 

We have appointed a part-time band 7 
Research Team Leader to assist with staff 
oversight, revalidation, appraisal and mentoring 
as well being a first contact advisor and mentor 
for new grant applications for potential Chief 
Investigators. 

 

 

Commercially Sponsored Studies 

We continue to increase our participation in 
commercially sponsored studies. We now have 
16 commercially sponsored studies active 
within the Trust in this year (12 last year) within 
Respiratory Medicine, Paediatrics, Neonates 
and Cardiology and more recently 
Gastroenterology and Orthopaedics. 

Our respiratory and cardiology research teams 
are developing their reputation as a “preferred 
site” for commercially sponsored research 
studies with the Cardiology research team 
recently visited by the global representatives 
from the commercial company  to learn lessons 
from their very successful recruitment strategies 
for the RELAX-2 study. 

We have been the first UK site to trial a new 
contactless patient monitoring system that aims 
to prevent patient deteriorations, falls and 
pressure sores. The “Early Sense” monitors 
were installed on two wards in November 2015. 
The project has been overseen by the R&D 
manager. A research project will take place 
during 2016 to determine their impact and 
obtain data on outcomes before a decision is 
made as to their long term patient benefit and 
financial viability. 

The R&D department are also exploring 
external business development opportunities to 
develop a clinical trials facility on the North 
Tees site. 

Professor Samir Gupta has successfully 
completed the pilot phase of his £3M HTA 
funded research study and has now received 
permission to commence the multi-centre study. 
The study aims to determine whether or not an 
echocardiographically confirmed large Patent 
Ductus Arteriosus (PDA) in extremely 
premature babies should be treated with 
ibuprofen within 72 hours of birth. The multi-
centre study will recruit 730 babies over 30 
recruiting centres. 

Awards and accolades 

We have submitted 4 nominations to the 
regional NIHR awards event in March and await 
the outcome of these. The R&D department 
have nominated a number of teams and 
individuals to recognise their continued 
performance and dedication to the research 
endeavour in the trust. 

We have two research ideas that will be 
progressed for external grant applications 
imminently (Gastroenterology and Respiratory 
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Medicine) and a further two potential Chief 
Investigator led studies to work up with the 
relevant investigators (Pathology and Surgery). 

Four nominations were shortlisted for members 
of the research team in different categories for 
Trust Annual Shining Stars awards; despite not 
winning this was an encouraging recognition of 
the contribution research staff make to the 
Trust. 

The Trust met 4 of the 6 Local Clinical 
Research Network Continuous Improvement 
Objectives which resulted in us securing 
additional funding of £20,000.  

We were also successful in being awarded 
funding for a half time trainee research nurse 
through a competitive funding round with the 
research network. 

The Trust is the first UK site to trial a new 
contactless patient monitoring system that aims 
to prevent patient deteriorations, falls and 
pressure sores. The “Early Sense” monitors 
were installed on two wards in November 2015. 
The project has been overseen by the R&D 
manager. A research project will take place 
during 2016 to determine their impact and 
obtain data on outcomes before a decision is 
made as to their long term patient benefit and 
financial viability. 

The R&D department are also exploring 
external business development opportunities to 
develop a clinical trials facility on the North 
Tees site. 

Commissioning for quality and 
innovation (CQUIN) 

A proportion of North Tees and Hartlepool 
NHS Foundation Trust income in 2015/16 was 
conditional on achieving quality improvement 
and innovation goals agreed between North 
Tees and Hartlepool NHS Foundation Trust 
and any person or body they entered into a 
contract, agreement or arrangement with for 
the provision of relevant health services, 
through the Commissioning for Quality and 
Innovation payment framework.  

2014/15 income  
 
The total income received through achievement of 
CQUIN goals in 2014/15 was £3,909,087 from the 
total amount available of £5,243,262.  
 
Further details of agreed goals for 2015/16 and 
the following 12 month period are available 
electronically at:  

http://www.england.nhs.uk/wp-
content/uploads/2014/02/sc-cquin-guid.pdf 

2015/16 income up to end of Q2 
 

The total income received through 
achievement of CQUIN goals in 2015/16 is 
£1,250,959 (Q2) from £1,409,886 available;  
 

This value was conditional upon achieving 
quality improvement and innovation goals.  
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http://www.england.nhs.uk/wp-content/uploads/2014/02/sc-cquin-guid.pdf
http://www.england.nhs.uk/wp-content/uploads/2014/02/sc-cquin-guid.pdf
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Care Quality Commission (CQC) 

The CQC inspection team visited the Trust 
during the 7th to 10th July 2015.   
 
The CQC inspection looks at five domains, 
asking are services safe, caring, responsive, 
effective and well-led and rates each of them 
from inadequate, requiring improvement, good 
and outstanding.  
 
The inspectors rated the University Hospital of 
Hartlepool good for safe, caring and responsive 
and requiring improvement for effectiveness 
and well-led care. The way the rating system 
works is that two or more requiring 
improvements out of five results, gives a rating 
of requiring improvement. However, it’s good 
for staff, patients and the public to know that 
three out of the five areas were rated as good. 
The Trust was very open with the inspectors 
about areas which were thought could be 
improved and the Trust were already taking 
action to address these areas.  
 
The inspectors rated the University Hospital of 
North Tees good for caring and responsive 
services but as requiring improvement for safe, 
effective and well-led services. Again the Trust 
was very open with the inspectors before, 
during and after the visit about areas we 
thought could be improved and we are already 
taking action to address these areas. 
 

The CQC rated the Trust as ‘requiring 
improvement’. There were 85 individual 
ratings of which the Trust was rated as good for 
65.  A number of areas were identified as good 
practice, including surgery, critical care, end-of-
life care, the trust’s simulation suite, community 
services and the trust’s services at One Life 
Hartlepool. 

Overall ratings for the Trust 
 

Overall rating for this trust 
Requires 

improvement 

  

Are services at this trust 
safe?  

Good 

Are services at this trust 
effective? 

Requires 
improvement 

Are services at this trust 
caring?  

Good 

Are services at this trust 
responsive?  

Good 

Are services at this trust 
well-led? 

Requires 
improvement 

The full inspection report can be found on the 
CQC website: 

http://www.cqc.org.uk/provider/RVW 
 

The following tables demonstrate the ratings for 
the North Tees and Hartlepool sites, Minor 
injuries unit/One Life Centre and community 
health services. 

University Hospital of North Tees 

 

Safe Effective Caring Responsive Well-led 
 

Overall 

Urgent and emergency 
services 

Requires 
improvement 

Requires 
improvement 

Good Good 
Requires 

improvement 

 

Requires 
improvement 

Medical care Good 
Requires 

improvement 
Good Good 

Requires 
improvement 

 

Requires 
improvement 

Surgery Good Good Good Good Good 

 

Good 

Critical care Good Good Good Good Good 

 

Good 

maternity and 
gynaecology 

Requires 
improvement 

Requires 
improvement 

Good Good 
Requires 

improvement 

 

Requires 
improvement 

Services for children 
and young people 

Good Good Good Good 
Requires 

improvement 

 

Good 

End-of-life care Good Good Good Good Good 

 

Good 

Outpatients and 
diagnostic imaging 

Good Good Good Good 
Requires 

improvement 

 

Good 

        
Overall 

Requires 
improvement 

Requires 
improvement 

Good Good 
Requires 

improvement 

 

Requires 
improvement 

 

http://www.cqc.org.uk/provider/RVW


 

62 
 

University Hospital Hartlepool 

 

Safe Effective Caring Responsive Well-led 
 

Overall 

Medical care 
Requires 

improvement 
Requires 

improvement 
Requires 

improvement 
Requires 

improvement 
Inadequate 

 

Requires 
improvement 

Surgery Good Good Good Good Good 

 

Good 

maternity and 
gynaecology 

Good 
Requires 

improvement 
Not rated Good 

Requires 
improvement 

 

Requires 
improvement 

Services for 
children and 
young people 

Good Good Good Good 
Requires 

improvement 

 

Good 

Outpatients 
and 
diagnostic 
imaging 

Good N/A Good Good 
Requires 

improvement 

 

Good 

        
Overall Good 

Requires 
improvement 

Good Good 
Requires 

improvement 

 

Requires 
improvement 

 

Minor Injuries Unit, One Life Centre 

 

Safe Effective Caring Responsive Well-led 
 

Overall 

Urgent and 
emergency 
services 

Good Good Not rated Good Good 

 

Good 

        Overall Good Good N/A Good Good 

 
Good 

 

Community health services 

 

Safe Effective Caring Responsive Well-led 
 

Overall 

Community 
health services 
for adults 

Good Good Good Good 
Requires 

improvement 

 

Good 

Community 
health services 
for children 

Good 
Requires 

improvement 
Good Good Good 

 

Good 

End-of-life care Good Good Good Good Good 

 

Good 

Community 
dental services 

Good Good Good Good Good 

 

Good 

        Overall Good Good Good Good Good 

 
Good 
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Areas the Trust MUST take to improve 

The following 14 are actions that the CQC stated the Trust MUST take to improve, what the Trust has 
put in place and the current status of the action: 

 
CQC MUST do Action Status 

1 

Ensure there are systems 
and processes in place to 
minimise the likelihood of 
risks by completing the 5 
Steps to Safer Surgery 
checklist 

Monitor compliance through audit 
process/spot checks. 

 

WHO checklist in use within theatres at time of 
inspection Implemented August 2015  

Surgery to work with Anaesthetic 

directorate to ensure the 5 steps to 
safer surgery  are maintained in line 
with Trust policy/procedures 

Monitored through perioperative 
services group 

Adapted tool utilised for ward /department 
based procedures by April 2016 

2 

Ensure staff follow trust 
policies and procedures for 
managing medicines, 
including controlled drugs,  
ensure that medicines are 
stored according to storage 
requirements to maintain 
their efficacy 

Audit of Kardex to be undertaken to 
include:  

 Administration  

 Missed doses  

 Quality of documentation.  
 
 

Maternity – monthly drug Kardex audit 
commenced February 2016 – 10 Kardex to be 
reviewed per month.  
 
In hospital care – the directorate has devised a 
plan of weekly patient safety walkabouts 
reviewing 5 patient records per ward with 
specific measurable outcomes to allow 
continuous monitoring and sustainability of 
standards.  

Monitor compliance with storage 
requirements through Staff, Patient 
Experience and Quality Standards visit 
(SPEQS) 

Integral part of (SPEQS).  
SPEQS results reported within Quality Report 
to Board of Directors 
 

Monthly controlled drug (CD) check to 
be undertaken on each area.  
 

Within planned Trust programme of work.  
 
A&E update/In hospital care the directorates 
complete a daily check of all CD’s. Areas of 
concern are identified and actioned in real 
time.  
 
Pharmacy validates as part of a three monthly 
control drug checks as per policy.  
 
Maternity – work to be undertaken with 
medicine management specialist nurse.  

3 

Ensure that risk 
assessments are 
documented along with 
personal care and support 
needs and evidence that a 
capacity assessment has 
been carried out where 
required 

All assessments will be completed 
within given times scale inclusive of 
reassessments when appropriate.  
 
Assessments monitored through local 
documentation audit through:  
 
- Health Care Record Audits.  
 
- Staff, Patient Experience and Quality 
Standards visit.  
 

A&E/In hospital care – directorates have 
devised a plan of weekly patient safety walk 
rounds to monitor compliance for those 
patients requiring risk assessments as per 
policy.  
 
Maternity – implementing adapted intrapartum 
WHO maternity checklist.  
 
Deprivation of Liberty Safeguards (DoLS) 
activity and teaching specific training has been 
carried out at the Holdforth Unit – Ward 3 and 
Ward 4.  
 
Safeguarding champion sessions were carried 
out in September and October 2015.  
 
55 champions have been trained. Monthly 
meetings have been arranged with the DoLS 
teams of both local authorities to identify any 
issues and specific training needs that are 
required.  
 
Safeguarding team attend the mandatory 
training days on Emergency Care and 
Obstetrics and plan to attend Orthopaedics.  



 

64 
 

Sessions cover DoLS/ Mental Capacity Act 
(MCA). A grand round and junior doctors 
teaching have also covered DoLS. 
  
Policy and Procedures  
The DoLS and safeguarding policies have both 
been updated to reflect Cheshire West 
implications.  
 
A sample copy of the DoLS paperwork has 
also been produced to help assist staff to 
complete it. 
 
Sharepoint has also been changed to make 
access to the regularly used forms more 
accessible.  
 
A workbook has been completed in 
conjunction Teeswide Adult Safeguarding 
Board to be used within the Trust, a trial on 
this was stated in December.  
 
The training department are currently working 
on a E-Learning package for Level 2 training.  

4 

Ensure pain in children and 
young people is assessed 
and managed effectively 

Pain score tool to be implemented 
within children’s services 

Age appropriate pain charts/Standard 
Operating Procedures (SOP) to be introduced 
by April 2016, when processed via Health care 
records committee. Pain score also to be 
incorporated in the PEWS. 

5 

Ensure that the competency 
criteria for staff who are 
triaging patients are clearly 
documented and include 
recognised competency–
based triage training 

 Develop training package.  
 
 

Completed. Triage training package developed 
including PowerPoint presentation.  

Implement training package:  

 Training package to be delivered to 
all new staff in department.  

Included in local induction programme.  
 
 
 

 Roll out to existing staff and new 
starters from February 2016.  

Commenced 01 February 2016  

6 

Ensure that infection control 
procedures are followed in 
relation to hand hygiene and 
use of personal protective 
equipment (PPE) 

Ensure that infection control procedures 
are followed in relation to hand hygiene 
and use of PPE. 

Nursing dashboard results are taken to 
monthly to senior staff and directorate 
meetings for discussion and agreed actions. 

7 

Ensure that resuscitation 
and emergency equipment is 
checked on a daily basis in 
line with trust guidelines 

Continued auditing by Ward Matrons / 
Department Matrons / Senior Clinical 
Matron.  

Audit reports and any resulting actions to 
senior staff meetings.  
 

8 

Ensure cleanliness 
standards are maintained 

SPEQS / SCM ward rounds / Ward 
Matron ward rounds encourage staff to 
report immediately non-compliance with 
cleanliness standards. 

Results to senior staff meeting for discussion 
and agreed action – monthly 

9 

Ensure effective systems are 
in place which enable staff to 
assess, monitor and mitigate 
risks relating to the health, 
safety and welfare of people 
who use the service 

Radiology  

Risk assessments undertaken  
RM19 offered to staff involved in 
incidents, litigation and complaints.  

In place and on-going.  
 
Northern Medical Physics and Clinical 
Engineering input for radiation risks 
assessments.  

Community Health Service for Adults  
 

Appropriate leadership is in place on 
the Holdforth Unit (HFU) with on-going 
monitoring and review.  

Completed.  
 

All training needs reviewed and 
application of knowledge and 
understanding in relation to capacity 
assessment, cognitive function, DOLs, 
Malnutrition Universal Screening Tool 
(MUST). This will be subject to quality 

Completed.  
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audit and part of the HFU dashboard to 
ensure sustainability.  

Weekly healthcare records audit will 
continue weekly until the compliance 
standard is above 95% for 3 months 
and monitored on the Holdforth Unit 
dashboard. 

On-going 
 

HCR are held in two separate files – 
one file for nursing assessments and 
daily charts. SOP will be in draft format 
for the 29

Th
 February 2016. Medical 

and therapy Healthcare Record (HCR) 
in second file to enable 
contemporaneous records and decision 
making documents to be held in a safe 
and easily accessible way. DNACPR / 
Advanced Care Plan (ACP) / 
Emergency Health Care Plan (EHCP) / 
DOLs / MCA1/2 documents all to be in 
the medical file held in the trolley and 
not on the person bed space.  

Completed 
 

Any person who has a confirmed 
diagnosis of dementia or has a DOL’s 
in place has a designated sign above 
the bed (white board) to notify Trust 
employees of status. 

On-going  
 

MDT form agreed and implemented for 
the HFU which is completed on a 
weekly basis as part of the MDT 
approach with nursing, therapy and 
medical input.  
 

Completed 
 

Staffing model is 50:50 nursing. 
Appropriate escalation is in place in 
terms of meeting safe staffing levels.  

Completed 
 

Additional catering items of crockery 
and jugs etc. ordered which supports 
the principles of identifying those 
people who require assistance and 
prompting for diet and fluid support.  

Ordered 15.02.16.  
Waiting delivery 
 

Unannounced healthcare and clinical 
audit including HCR and medicine 
management. This will remain weekly 
until the compliance standard is above 
95% for 3 months.  

On-going 
 

Pilot trial of the Omnicell drug trolley 
completed and outcome of review to be 
implemented. Review of storage and 
patients own prescription administration 
system in progress. 

 

All Registered Nurses (RN) and 
Associate Pratitioner (AP) staff 
completed Trust medicines 
management training. This will be 
subject to quality audit and part of the 
HFU dashboard to ensure 
sustainability.  

Completed 
 

Ensure compliance with Trust Appraisal 
Policy which is monitored through the 
directorate RAG report.  

On-going 
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Intentional rounding implemented 
utilising the Trust procedure. Trust 
currently engaging in a research project 
with Kings Fund regarding the 
intentional rounding benefits 
/procedure.  

On-going 
 

Healthcare assistants have all 
completed the newly implemented 
‘Care Certificate’.  

Completed 
 

‘Safer care’ acuity tool piloted on HFU 
and on-going.  

Trust pilot in progress 
 

Acuity monitoring of patients transferred 
to the HFU in line with SOP monitored 
through Holdforth Unit dashboard. 

 

Mentor training completed for all 
registered nurses undertaking the role 
of mentor. This will form part of any 
new staff induction. 

Completed 
 

Advanced falls training completed for all 
nursing and therapy staff on the HFU in 
relation to falls management and 
prevention. Monitored through 
directorate RAG report. 

Completed 
 

All staff who undertake Datix 
investigations have received 
appropriate training.  

Completed 
 

Review of the HFU vision in line with 
the nurse led principles and support 
from community services specialist 
underpinned by the Directorate 
Strategy with revised SOPs.  

Completed 
 

Review of the environment in line with 
dementia friendly approach currently in 
progress with additional training being 
delivered by the Community Dementia 
Liaison Service. Stirling environmental 
audit completed 2015. Action plan 
submitted to the Director of Nursing 
(DoN).  

Completed 
 

Complex discharge planning and 
engagement across external agencies 
to ensure the discharge process is right 
first time. 

On-going 
 

‘Decision Support Tool’ processes to be 
a multi- disciplinary approach and 
utilise the knowledge and skills of 
therapists, mental health provider and 
other specialists to provide the right 
information for accurate outcome based 
decisions.  

 

Community Dementia Liaison Service 
(CDLS) will support home visits and 
assessments for those persons with 
cognitive functional decline utilising 
their expertise re safety in the 
residence they are to be discharged 
too.  

Completed 
 

The HFU will be managed by a Senior 
Clinical Matron / Professional to ensure 
the effective integration of therapy and 
nursing roles based upon competency 
frameworks.  

Completed 
 
 
 
 

Clinical Director holds regular meetings 
with service leads to drive forward the 
vision and strategic approach to the 
HFU. 

Completed 
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Continue monitoring hand hygiene 
compliance via monthly audit by IPCT.  

Completed HFU currently 100% compliance 
re: hand hygiene. Results displayed on 
dashboard.  

Monitoring of cleanliness and 
effectiveness of domestic service via 
monthly audit. 

Domestic services cleaning audit tools 
undertaken as per Trust programme. January 
2016 98% compliance. 

10 

Ensure that all policies and 
procedures in the In-Hospital 
care directorate are 
reviewed and brought up to 
date 

Governance 

All policies, guidelines and procedures 
be up to date and evidence based.  

Reported through audit committee.  
 
 

Maternity 

Implementation of bi-monthly obstetrics 
and gynaecology guideline meeting. 

Completed.  
Bi-monthly obstetrics and gynaecology 
guideline meeting in place.  

Monitoring of guidelines through bi-
monthly patient safety meetings in 
maternity services.  

Completed. Monthly audits / reporting in place.  

11 

Midwifery policies, 
guidelines and procedural 
documents must be up to 
date and evidence based 

Implementation of bi-monthly obstetrics 
and gynaecology guideline meeting 
 

Complete 

bi-monthly obstetrics and gynaecology 
guideline meeting in place 

Monitoring of guidelines through bi-
monthly patient safety meetings in 
maternity services 

Monitoring in place 

12 

Ensure there are always 
sufficient numbers of 
suitably qualified, skilled and 
experienced staff to deliver 
safe care in a timely manner 

Appointment of senior nurse with a 
specific focus on nursing and midwifery 
workforce 

Complete 
 

Review of registered and unregistered 
nursing staff establishments and 
requirements  

All directorates have agreed current 
establishments, and vacancies. Staffing review 
April 2016 

Development of the model ward team 
 
 

Other models under review. Currently working 
with pharmacy around medicine administration 
in order to complete phase 1. Plan to profile 
other roles and responsibilities 

Refresh of recruitment strategy Weekly meetings in place to take forward with 
workforce team. 

13 

Ensure that all annual 
reviews for midwives take 
place on a timely basis 

Annual reviews will be completed in line 
with requirements. 

Complete 
 

Appointment of a full time contact 
supervisor of midwives to oversee 
midwifery supervision requirements and 
compliance 

Complete- Full time contact supervisor 
appointed  
 

Compliance will be monitored on a 
monthly basis by the  contact 
Supervisor 

Monthly 
 
 

Annual review of compliance through 
the LSA audit process 

August 2016 

14 

Ensure all staff attend the 
relevant resuscitation 
training 

Monthly RAG reports to ensure training 
is up to date. 

Non-attendance flagged to GM’s of staff 
not attending training. 

Mandatory training compliance of nursing staff 
reviewed at senior staff and ward matron 1:1 
meetings. 

 

Duty of Candour 
 
Duty of Candour is the process of being open 
and transparent with people who use the Trusts 
services and other ‘relevant persons’ (people 
acting lawfully on their behalf) in general in 
relation to care and treatment.  Trusts are set 
specific requirements that must be followed 
when things go wrong with care and treatment, 

including informing people about the incident, 
providing reasonable support, providing truthful 
information and an apology when things go 
wrong. 
 
Actions taken by the Trust 

 From the time of the final consultation in 
relation to the regulations, the Trust had 
been preparing to review the processes 
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already in place for Being Open (NPSA).  
Once the regulations were in their final 
draft the Trust Policy C40 was reviewed 
and approved for immediate use. 

 The Trust policy includes details of how the 
application of the regulations should be 
recorded; this is supported by the provision 
of a healthcare document to be completed 
and stored in the patients records, full 
completion of this records sheet will ensure 
all of the necessary regulatory points are 
recorded. 

 As various published guidance has been 
released, this has been disseminated 
across the organisation in order to utilise 
every possible way of ensuring staff are 
fully aware of the professional bodies 
advice in relation to the application of the 
regulations. 

 The various clinical teams have developed 
their approach towards applying the 
regulations in line with the Trust policy; 
decision making around the regulations is 
initiated within the clinical team. 

 The Datix (Trust reporting system) was 
updated so that a “pop up” message 
appears whenever an incident is logged 
with a harm level of moderate or above; 
this prompts the reporter to consider the 
regulations and if they are not applied, to 
provide a reason for this.  The Datix system 
is also the agreed storage for any 
documentation for Duty of Candour. 

 At the Trusts weekly Serious Untoward 
Incidents (SUI) Panel a report is presented 
from Datix giving details of all incidents 
reported as moderate harm or above, on 
the system for the last week. The panel 
members consider the approaches taken 
and where necessary challenge the 
decisions made. 

 Compliance audit initiated to be completed 
via the Datix system end of quarter 4 
2015/16. 

 
Training / Education 

 Prior to the regulations being passed by 
Parliament the Trust had already 
commenced update training sessions for all 
grades of staff; a wide range of 
opportunities for information sharing were 
utilised in order to reach as many staff as 
possible. 

 Duty of Candour requirements have been 
included into training sessions previously in 
place i.e. Trust induction, Leadership & 
Management training. The Simulation team 

also include Duty of Candour as an area for 
consideration within their sessions. 

 Training data is being analysed to enable 
an understanding of the take up of training 
over 2015 across the staff groups and 
departments. At this time the training is not 
within the mandatory programme, however 
there are plans to include this on the 
training RAG report as one off training from 
April 2016. 
 
Positive findings 

 The Trust staff are very open to applying 
these regulations and the feedback 
obtained from them at the training session 
is very positive. 

 There have been some examples of 
excellent communication between patients, 
families and staff as a result of the use of 
the regulations. There has been some 
positive feedback and thanks received from 
patients who have gone through the 
process. 

 This is currently anecdotal, but the Patient 
Safety teams feel this work is having a 
positive impact on the numbers and level of 
formal complaints being received. 

 Increased incident reporting as a result of 
examining the criteria for application of the 
regulations; however this may also have a 
negative impact as there is a consequential 
rise in reporting of incidents resulting in 
harm. 

 
Areas for improvement 

 In some incidents there is evidence that 
there has been a discussion with the 
patient or their family; however the records 
may not provide the necessary information 
to cover all of the specific requirements of 
the regulations. This then requires further 
follow up with clinical teams to confirm the 
content of the discussion. 

 There are delays in getting the evidence of 
compliance stored in the Datix system; this 
then requires follow up with the relevant 
safety teams and can delay compliance 
assessments. 

 The timeliness of incident reporting around 
the occurrence of complications is 
improving but there are on occasion delays 
in reporting, which then delays the 
application of the regulations. 

 Some colleagues still find it difficult to 
apologise for something going wrong, 
particularly when there is no fault to be 
attributed. 
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Future plans 

 The inclusion of Duty of Candour training in 
the mandatory training programme and the 
RAG report. 

 Development of workshops for colleagues 
in relation to sharing of experiences and 
learning from application of the regulations 
in order to enhance confidence in relation 
to the initial discussion, apology 
documentation. 

 Planning for patient feedback survey to 
occur Q3 2016/17, by which time the 
regulations will have been in place for two 
years. 

 Continue to work with clinical teams to 
ensure the required Duty of Candour 
evidence is uploaded onto 69olon early in 
an investigation rather than being added at 
the end. 

 Audit North review of processes planned 
for quarter 4 2015-16. 

Sign Up to Safety 
 
The Trusts Sign up to Safety campaign aims to 
reduce the incidence of avoidable harm that 
occurs to service users within the organisation 
by 50% over the next 3 years, with a specific 
focus on: 

 Reducing pressure ulcers 

 Reducing falls with fracture 

 Reducing Obstetric Birth Injuries 

 Reducing surgical complications 

 And Reducing Pressure damage 

 

Whilst this is an overall aim, there will be 
focussed areas of work undertaken to examine 
specific areas of high risk. These have been 
identified through analysis of data available 
from current and past harm reporting from 
complaints, incidents and claims. In the lifetime 
of this strategy on-going monitoring of trends 
associated with harm will be used to identify 
areas for action as the data analysis evolves. 

Commissioners Assurance 
 

The Trust had two unscheduled Commissioner 
Assurance visits during 2015/16. 

The scheduled visit took place in May 2015 for 
Ward 42, Ward 37 and A&E.  An action plan 
has been developed for all three areas and 
delivered on any suggestions and/or comments 
received during the visit; this has been shared 
with the commissioners. 
 

Quality of Data 
 
Good quality information underpins the effective 
delivery of patient care and helps staff to 
understand what they do well and where they 
might improve.  

The members of the Council of Governors are 
encouraged to test the data reports they receive 
through participation in SPEQS reviews.  This 
enables governors to speak directly to patients 
and staff and provides assurance that 
standards are aligned with information reported.  

Training staff in critical appraisal is a vital part 
of ensuring that evidence is considered in an 
objective and balanced way. We develop 
clinical staff so that they have the skills and 
knowledge to use evidence in a way that 
supports them to make the best clinical 
decisions. 

Additional assurance in relation to data quality 
is provided independently by Audit North. This 
provides rigorous and objective testing of data 
collection and reporting standards. Results of 
these independent audits are reported to the 
audit committee and provide the Trust with 
independent appraisal of clinical, financial and 
business governance standards.  This process 
of internal audit enables the Trust to test quality 
assumptions and pursue its philosophy of 
continual improvement. In order to test and 
improve quality of data the Trust will continue to 
commission independent audits of its key 
business. 

EPR (Electronic Patient Record) 
 

In October 2015 the Trust implemented a new 
EPR (Electronic Patient Record) which replaced 
the following systems:- 

 patient administration system  

 accident and emergency system  

 maternity 

 discharge summary system 

 coding system 

 referral to treatment system 
 

In the next phase the theatre system will 
replaced followed by the order communications 
and a new implementation of an e-prescribing 
system. 

The implementation of the systems has been 
challenging for staff and understandably has 
had an impact on data quality. In the long term 
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the change of system will capture more 
accurate and timely data, especially patient 
demographics as it is linked to the personal 
demographic service. 

 
NHS number and general medical practice 
validity  
 
North Tees and Hartlepool NHS Foundation 
Trust submitted records during 2015/16 to the 
Secondary Uses Service (SUS) for inclusion in 
the Hospital Episodes Statistics (HES) which 
are included in the latest published data. 
 
The percentage of records in the published data 
is shown in the following table: 
 

Which included 
the patient’s valid 
NHS number was: 

% 

Which included 
the patient’s valid 
general medical 

practice code was: 

% 

Percentage for 
admitted patient 
care 

98.90 
Percentage for 
admitted patient 
care 

100 

Percentage for 
outpatient care 

99.90 
Percentage for 
outpatient care 

100 

Percentage for 
accident and 
emergency care 

99.10 
Percentage for 
accident and 
emergency care 

100 

*Data for April 2015 to December 2015 
 

Information governance (IG) 
 

Information governance means keeping 
information safe. This relies on good systems, 
processes and monitoring. Every year we audit 
the quality of specific aspects of information 
governance through the national information 
governance toolkit report.  Staff training and 
awareness of Information Governance is a key 
indicator, in 2015/16 we again had to ensure 
that 95% of all of our staff had received 
information governance training. This target 
was challenging, however we have continued to 
make significant progress and for the fourth 
year running we have met the target with a total 
of 95.16% of all staff trained during the year. 

 
North Tees and Hartlepool NHS Foundation 
Trust Information Governance Assessment 
Report overall score for 2015/16 has increased 
from 84% to 86% and was graded as 
GREEN.  A green rating is achieved where 
Trusts achieve level 2 or above on all 
requirements (see following table).   We 
continue to provide assurance to the Trust 
Board that we are constantly assessing and 

improving our systems and processes to ensure 
that information is safe.  

Annual ratings of green (pass) or red (fail) are 
assigned to Trusts each year. The following 
table shows progress with ratings when 
compared to the previous year. 

Requirement 2012/13  2013/14  2014/15  2015/16 

Information 
governance 

management 

Green Green Green  

93% 100% 100%  

Corporate 
Information 
Assurance 

Green Green Green  

66% 77% 77%  

Confidentiality 
and Data 
Protection 
assurance 

Green Green Green  

79% 87% 91%  

Clinical 
information 
assurance 

Green Green Green  

93% 93% 86%  

Secondary use 
assurance 

Green Green Green  

83% 83% 79%  

Information 
security 

assurance 

Green Green Green  

75% 75% 84%  

Overall 
Assessment 

Green Green Green  

81% 84% 86%  

*The IG toolkit is available on connecting for 

health website.  

www.igt.connectingforhealth.nhs.uk 
 

We receive a number of Freedom of 

Information (FOI) requests every year. In order 

to be transparent about information we have 

been asked to provide, we have developed a 

virtual reading room on our Trust internet site. 

Since 1st January 2012, we have been posting 

responses to Freedom of Information requests 

on the site and these can be viewed by the 

public on: www.nth.nhs.uk/foirr 
 

Clinical coding error rate  

 
Clinical coding translates medical terms written 

by clinicians about patient diagnosis and 

treatment into codes that are recognised 

nationally. 

 

North Tees and Hartlepool NHS Foundation 
Trust was subject to the Payment by Results 
clinical coding audit during the reporting period 
by the Audit Commission and the error rates 
reported in the latest published audit for that 

http://www.igt.connectingforhealth.nhs.uk/
http://www.nth.nhs.uk/foirr
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period for diagnosis and treatment coding 
(clinical coding) was: 

 Primary diagnoses correct   (98.00%) 

 Secondary diagnoses correct   (95.40%) 

 Primary procedures correct   (93.90%) 

 Secondary procedures correct (80.00%) 
 

The services reviewed within the sample were 
200 finished consultant episodes (FCEs) in 
consultant episodes. The secondary procedure 
had 60 procedure codes to be audited and 12 
were incorrect.  The results should not be 
extrapolated further than the actual sample 
audited. 
 
The errors include both coder and 
documentation errors of which the coding errors 
will be fed back to the coders as a group and 
individually. The documentation errors will be 
taken to directorate meetings. 
Depth of coding and key metrics is monitored 
by the Trust in conjunction with mortality data. 
Monthly coding audits are undertaken to 
provide assurance that coding reflects clinical 
management. 
 
Our coders organise their work so that they are 
closer to the clinical teams.  This results in 
sustained improvements to clinical 
documentation. This supports accurate clinical 
coding and a reduction in the number of 
Healthcare Resource Group changes made. 
This is the methodology which establishes how 
much we should get paid for the care we 
deliver. We will continue to work hard to 
improve quality of information because it will 
ensure that NHS resources are spent 
effectively. 
 
North Tees and Hartlepool Foundation Trust will 
be taking the following actions to improve data 
quality. Specific issues highlighted within the 
audit have been feedback to individual coders 
and appropriate training planned where 
required. 
 
Coders currently code from discharge 
summaries within medicine which does not 
always give them the depth of coding required.  
The Trust is in the process of recruiting 
additional coders to enable the coding of 
medical discharges from notes.  Specialist 
coders will work closely with the clinicians on 
the wards to ensure all relevant information is 
recorded. 

Staff Pic 

Patient Pic 
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Part 2d: Core set of Quality Indicators 
 

Measure Measure Description Data Source 

1a 
The value and banding of the summary 

hospital-level mortality indicator (“SHMI”) 
for the trust 

Health and Social Care 
Information 

Centre Portal 
(HSCIC) 

 
SHMI Definition 

 
The SHMI is the ratio between the actual number of patients who die following hospitalisation at 

the trust and the number that would be expected to die on the basis of average England figures, 
given the characteristics of the patients treated there.  It includes deaths which occur in hospital 
and deaths which occur outside of hospital within 30 days (inclusive) of discharge.  
 

Summary Hospital-level Mortality Indicator (SHMI) – Deaths associated with hospitalisation, 

England, October 2013 – September 2014 

Time period 
OD 

banding 
Trust 
Score 

National 
Average 

Highest – SHMI 
Trust Value in 

the country 

Lowest – SHMI 
Trust Value in 

the country 

Oct 2012 – Sept 2013 Band 1 1.130 1.00 1.185 0.630 

Jan 2013 – Dec 2013 Band 1 1.128 1.00 1.176 0.624 

Apr 2013 – Mar 2014 Band 1 1.160 1.00 1.197 0.539 

Jul 2013 – Jun 2014 Band 1 1.162 1.00 1.198 0.541 

Oct 2013 – Sept 2014 Band 1 1.189 1.00 1.198 0.597 

Jan 2014 – Dec 2014 Band 1 1.182 1.00 1.243 0.655 

Apr 2014 – Mar 2015 Band 1 1.210 1.00 1.210 0.670 

Jul 2014 – Jun 2015 Band 1 1.209 1.00 1.209 0.661 

Oct 2014 – Sept 2015 Band 1 1.177 1.00 1.177 0.651 
 

OD band 1 – higher than expected, OD band 2 – as expected, OD band 3 – lower than 
expected 
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Oct 2014 – Sept 2015 

Trust 
OD 

banding 
Trust 
Score 

NORTH TEES AND HARTLEPOOL NHS FOUNDATION TRUST Band 1 1.177 

SOUTH TYNESIDE NHS FOUNDATION TRUST Band 1 1.139 

CITY HOSPITALS SUNDERLAND NHS FOUNDATION TRUST Band 2 0.994 

NORTHUMBRIA HEALTHCARE NHS FOUNDATION TRUST Band 2 1.047 

COUNTY DURHAM AND DARLINGTON NHS FOUNDATION TRUST Band 2 0.995 

SOUTH TEES HOSPITALS NHS FOUNDATION TRUST Band 2 1.088 

GATESHEAD HEALTH NHS FOUNDATION TRUST Band 2 0.952 

THE NEWCASTLE UPON TYNE HOSPITALS NHS FOUNDATION TRUST Band 2 0.988 

 

The North Tees and Hartlepool NHS 
Foundation Trust considers that this data 
is as described for the following 
reason.  SHMI mortality data when 
reviewed against other sources of mortality 
data including Hospital Standardised 
Mortality Ratio (HSMR) and when 
benchmarked against other NHS 
organisations will provide an overview of 
overall mortality performance either within 
statistical analysis or for crude mortality. 

The North Tees and Hartlepool NHS 
Foundation Trust has taken the 
following actions to improve this 

measure.  The Trust continues to 
undertake weekly mortality reviews.  This 
work is linked closely with the work being 
undertaken regionally and has provided the 
opportunity for peer reviews to give 
assurance of the quality of the reviews but 
also the opportunity to benchmark 
regionally and also to share best 
practice.  The clinical reviews undertaken 
provide the organisation with the 
opportunity to assess the quality of care 
being provided as this will continue to be 
the priority over and above the statistical 
data.  The reviews have been increased 
from once a week to twice a week, thus 
enabling more clinicians to attend to review 
cases. 

The Trust continues to run the Keogh 
Delivery Group; the group is responsible for 
application of the eight ambitions identified 
within the Keogh Report.  This group is led 
from Director Level and the on-going work 

is aimed at impacting positively on the 
mortality levels across the Trust.  The Trust 
has put in place a lead clinician for mortality 
to drive forward changes from the Keogh 
Delivery Group.  The work that has been 
delivered during 2015/16 has made an 
impact on the HSMR value and early 
indications look promising for the SHMI 
value too.  The work is aimed at promoting 
good, safe clinical care but also considers 
the issues relating to the actual data 
collection that impacts on the statistical 
calculations. 

 
Over the last year the Trust continues to 
review the process for recording patients 
who are receiving Specialist Palliative Care 
or End of Life Care, to ensure that this 
activity is included in the data collection 
from clinical coding.  To aid in this the Trust 
appointed an End-of-Life Co-ordinator in 
May 2015, thus enabling more patients to 
be seen. 

The Trust continues to take a key role in 
regional Community Acquired Pneumonia 
Project which is running in conjunction with 
other North East Trusts; the Trust has also 
joined the Serious Infections – SEPSIS 
Project with informatics performed by 
Clarity in both instances. 
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Measure Measure Description Data Source 

1b 
The percentage of patient deaths with palliative care 
coded at either diagnosis or specialty level for the Trust 

Health and Social Care Information 
Centre Portal (HSCIC) 

Percentage of deaths with palliative care coding, January 2014 – December 2014 

Time period 
Diagnosis 

Rate 

Diagnosis 
Rate 

National 
Average 

Highest – 
Diagnosis 

Rate 

Lowest – 
Diagnosis 

Rate 

Combined 
Rate 

Combined 
Rate 

National 
Average 

Highest – 
Combined 

Rate 

Lowest – 
Combined 

Rate 

Oct 2013 – Sept 2014 16.70 25.32 49.40 0.00 16.70 25.44 49.40 0.00 

Jan 2014 – Dec 2014 18.40 25.74 48.30 0.00 18.40 25.89 48.30 0.00 

Apr 2014 – Mar 2015 20.60 25.74 50.90 0.00 20.60 25.85 50.90 0.00 

Jul 2014 – Jun 2015 25.20 26.00 52.90 0.00 25.20 26.11 52.90 0.00 

Oct 2014 – Sept 2015 29.60 26.50 53.50 0.20 29.60 26.60 53.50 0.20 

 

Latest Time Period benchmarking position – October 2014 – September 2015 

Provider Diagnosis Rate Combined Rate 

NORTHUMBRIA HEALTHCARE NHS FOUNDATION TRUST 34.20 35.40 

CITY HOSPITALS SUNDERLAND NHS FOUNDATION TRUST 25.10 25.10 

SOUTH TYNESIDE NHS FOUNDATION TRUST 20.80 20.80 

THE NEWCASTLE UPON TYNE HOSPITALS NHS FOUNDATION TRUST 23.00 23.00 

SOUTH TEES HOSPITALS NHS FOUNDATION TRUST 22.90 22.90 

COUNTY DURHAM AND DARLINGTON NHS FOUNDATION TRUST 18.60 18.60 

NORTH TEES AND HARTLEPOOL NHS FOUNDATION TRUST 29.60 29.60 

GATESHEAD HEALTH NHS FOUNDATION TRUST 16.30 16.60 

National Average 26.50 26.60 

 

The North Tees and Hartlepool NHS 
Foundation Trust considers that this data 
is as described for the following reason.   
The use of palliative care codes in the 
Trust had remained static over previous 
years, processes and procedures were 
reviewed in 2015/16 and adjusted where 
necessary. 

The North Tees and Hartlepool NHS 
Foundation Trust has taken the following 
actions to improve this number, and so the 
quality of its service.  The review of case 
notes continues to demonstrate that there 
are a high number of patients who have 
been discharged home to die in accordance 
with their wishes and this has affected the 
hospital HSMR and SHMI value. 
 
Over the last year the Trust continues to 
review the process for recording patients 
who are receiving Specialist Palliative Care 
or End of Life Care, to ensure that this 
activity is included in the data collection 
from clinical coding.  To aid in this the Trust 
appointed an End-of-Life Co-ordinator in 

May 2015, thus enabling more patients to 
be seen, improving the quality of care for 
those patients and also increasing the 
numbers receiving Specialist Palliative 
Care.   The Trust has also provided a 
detailed training course by the Specialist 
Palliative Care team to increase education 
for clinical staff, this along with the changes 
made to documentation will improve the 
quality of documentation and in turn the 
quality of the Trusts clinical coding. 
 
The Trust continues to work with 
commissioners to review pathways of care 
and support patient choice of residence at 
end of life wherever possible, further work is 
on-going with GPs to try and reduce 
inappropriate admissions to the Trust. 
 
Specialist palliative care processes have 
been reviewed, with amendments made to 
both practice and procedures.  With an 
improvement in specialist palliative care 
being documented, this allows for the 
information to be coded more accurately, 
thus in turn help reduce the HSMR value.
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Measure Measure Description Data Source Value 

2 

The Trust’s patient reported outcome 
measure scores (PROMS) for- 
1. Groin hernia surgery 
2. Varicose vein surgery 
3. Hip replacement surgery 
4. Knee replacement surgery 

Health and Social 
Care 

Information 
Centre Portal 

(HSCIC) 

Adjusted average 
health gain 

EQ-5D Index 

 
The data for hips and knee replacements is now split between primary and revisions. 

April 13 to  
March 14 

Groin 
hernia 

Varicose 
vein 

Hip 
replacement 

– Primary 

Hip 
replacement 
– Revisions 

Knee 
replacement 

– Primary 

Knee 
replacement 
– Revisions 

Trust Score 0.059 0.046 0.433 0.273 0.361 No data 

National Average 0.085 0.093 0.436 0.255 0.323 0.245 

Highest National 0.139 0.150 0.342 0.365 0.416 0.290 

Lowest National 0.008 0.023 0.545 0.154 0.215 0.100 

 

April 14 to  
March 15 

Groin 
hernia 

Varicose 
vein 

Hip 
replacement 

– Primary 

Hip 
replacement 
– Revisions 

Knee 
replacement 

– Primary 

Knee 
replacement 
– Revisions 

Trust Score 0.044 0.121 0.446 No data 0.343 No data 

National Average 0.084 0.095 0.436 0.277 0.315 0.258 

Highest National 0.154 0.154 0.523 0.343 0.420 0.330 

Lowest National 0.026 0.003 0.322 0.195 0.202 0.176 

 

April 15 to  
September 15 

Groin 
hernia 

Varicose 
vein 

Hip 
replacement 

– Primary 

Hip 
replacement 
– Revisions 

Knee 
replacement 

– Primary 

Knee 
replacement 
– Revisions 

Trust Score 0.032 No data No data No data 0.338 No data 

National 
Average 

0.088 0.104 0.454 0.279 0.334 No data 

Highest National 0.135 0.130 0.520 No data 0.412 No data 

Lowest National 0.010 0.037 0.359 No data 0.207 No data 

 
The North Tees and Hartlepool NHS Foundation Trust considers that this data is as 
described for the following reasons. The Trust has been identified as having a lower than the 
national average ‘adjusted average health gain’ score in relation to groin hernia surgery. 

The North Tees and Hartlepool Foundation Trust has taken the following actions to improve 
this score.   The Trust continues to carry out 3 reviews in the 1st, the reviews will occur at 6 
weeks, followed by 6 months with the final review being at 12 months.  The reviews will be 
carried out by the joint replacement practitioners unless otherwise identified.  

The Trust continues to use the telephone review clinics, thus ensuring that communication 
remains open with the patient listening and acting upon any issues/concerns that they may 
have. 



 

76 
 

Measure Measure Description Data Source 

3 

The percentage of patients readmitted to a hospital 
which forms part of the trust within 28 days of being 
discharged from a hospital which forms part of the 
trust during the reporting period; aged:  
 
(i) 0 to 15; and  
 
(ii) 16 or over.  

Health and Social 
Care 

Information 
Centre Portal 

(HSCIC) 

 

Age 
Group 

Value 

Data for 
2012/13 

standardised 
to persons 

20xx/xx 

Data for 
2011/12 

standardised 
to persons 

2007/08 

Data for 
2010/11 

standardised 
to persons 

2006/07 

Data for 
2009/10 

standardised 
to persons 

2006/07 

Data for 
2008/09 

standardised 
to persons 

2006/07 

0 to 15 

Trust Score 
Not 

Available 
8.79 11.45 12.23 11.87 

National 
Average 

Not 
Available 10.01 10.15 10.18 10.09 

Band 
Not 

Available B5 A1 A1 A1 

Highest 
National 

Not 
Available 14.94 25.80 22.53 22.73 

Lowest National 
Not 

Available 
0.00 0.00 0.00 0.00 

16 or 
over 

Trust Score 
Not 

Available 
11.80 11.48 11.23 11.32 

National 
Average 

Not 
Available 11.45 11.42 11.16 10.90 

Band 
Not 

Available 
W W W A5 

Highest 
National 

Not 
Available 17.72 23.99 16.82 24.43 

Lowest National 
Not 

Available 
0.00 0.00 0.00 0.00 

 
5 Band Comparison against national average 

Note 1: National Comparison, based on 95% and 99.8% confidence intervals of the rate 
 
B1 = Significantly better than the national average at the 99.8% level; 
B5 = Significantly better than the national average at the 95% level but not at the 99.8% level; 
W = National average lies within expected variation (95% confidence interval); 
A5 = Significantly poorer than the national average at the 95% level but not at the 99.8% level; 
A1 = Significantly poorer than the national average at the 99.8% level. 
 

To Note: the publication of the 2012/13 data has been delayed, therefore is not available at the 
time of print 
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The North Tees and Hartlepool 
Foundation Trust considers that this data 
is as described for the following reasons.  

The Trust monitors and reports readmission 
rates to the Board and directorates on a 
monthly basis.  The January 2016 position 
indicates the Trust has an overall 
readmission rate of 7.18% against the 
internal stretch target of 7.70%, a 0.81% 
improvement from the 2015 
position.   Directorates perform regular 
audits with the aim to identify themes to 
inform service improvements.  An annual 
audit of readmissions is carried out in 
conjunction with commissioners and clinical 
stakeholders to identify the level of 
avoidable and un-avoidable readmissions to 
feed into the annual contract agreements. 

 
The North Tees and Hartlepool 
Foundation Trust has taken the following 
actions to improve performance in 
preventing avoidable readmissions within 
30 days of discharge. This continues to 
present a considerable challenge for the 
Trust and is being addressed by several 
means including the reinvestment of 
readmission penalty money and other non-
recurrent funding sources.  With the 
required focused clinical leadership and 
strategic approach there has been a 
continued improvement to the elective and 
emergency readmission position.  

Patient pathways continue to be redesigned 
to incorporate an integrated approach in 
collaboration with primary and social care 
services, providing care closer to home and 
reducing hospital admissions and 
readmissions.  There have been a number 
of initiatives introduced within 2045-16 
including:  review of the discharge liaison 
team of therapy staff to actively support 
timely discharge; inclusion of social workers 
within the hospital teams to facilitate 
discharge with appropriate packages of 
care to prevent readmission; the redesign of 
integrated care pathways for long term 
conditions by direction and delivery through 
an executive director led programme; 
utilisation of ambulatory care facilities.   
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Measure Measure Description Data Source 

4 
The Trusts responsiveness to the personal 
needs of its patients 

Health and Social Care 
Information 

Centre Portal 
(HSCIC) 

 

Period of 
Coverage 

National 
Average 

NORTH TEES AND 
HARTLEPOOL NHS 

FOUNDATION 
TRUST 

(out of 100) 

2015/16 Not Available Not Available 

2014/15 68.90 68.10 

2013/14 68.70 69.00 

2012/13 68.10 68.70 

2011/12 67.40 71.00 

*2014/2015 data not available at the time of print 

 
Benchmarked against over North East 
Trusts for 2014/15; 

Trust 
Overall Score 

(out of 100) 

The Newcastle Upon Tyne 
Hospitals NHS Foundation 
Trust 

76.80 

Gateshead Health NHS 
Foundation Trust 

74.10 

South Tees Hospitals NHS 
Trust 

73.00 

Northumbria Healthcare 
NHS Foundation Trust 

72.8.0 

South Tyneside NHS 
Foundation Trust 

71.60 

City Hospitals Sunderland 
NHS Foundation Trust 

68.80 

North Tees & Hartlepool 
NHS Foundation Trust 

68.10 

County Durham and 
Darlington NHS Foundation 
Trust 

65.30 

 
NB: Average weighted score of 5 questions 
relating to responsiveness to inpatients’ 
personal needs (Score out of 100) 

The scores are out of 100.   A higher score 
indicates better performance: if patients 
reported all aspects of their care as “very 
good” we would expect a score of about 
80, a score around 60 indicates “good” 

patient experience. The domain score is 
the average of the question scores within 
that domain; the overall score is the 
average of the domain scores.  

The Trust has worked hard in order to 
further enhance its culture of 
responsiveness to the personal needs of 
patients. 

The North Tees and Hartlepool NHS 
Foundation Trust considers that this data 
is as described for the following reasons.  
The Trust has developed its Patients First 
strategy and understanding patient views in 
relation to responsiveness, personal needs 
helps us to understand how well we are 
performing. 

The North Tees and Hartlepool NHS 
Foundation Trust has taken the following 
actions to improve this score, and so the 
quality of its services, by delivering 
accredited programmes that focus on 
responsiveness of patient and carers for 
both registered and unregistered nurses 
on.  We use human factors training to raise 
awareness of the impact of individual 
accountability on patient outcomes and 
experience.  When compared against the 
national average score the Trust continues 
to be rated well by patients. 

“I have had first class 

treatment from Doctors. 
Nurses were brilliant, loving 
and caring. Brilliant at their 
job. Well done North Tees 

Hospital.” [sic] 
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Measure Measure Description Data Source 

5 

The percentage of staff employed by, or under 
contract to, the Trust during the reporting period 
who would recommend the Trust as a provider of 
care to their family or friends. 

Health and Social Care 
Information 

Centre Portal 
(HSCIC) 

 
All NHS organisations providing acute, community, ambulance and mental health services are 
now required to conduct the Staff Friends and Family Test each quarter. 

The aim of the test is to: 

 “Encouraging improvements in service delivery – by “driving hospitals to raise their 
game” 

The Trust believes that the attitude of its staff is the most important factor in the experience of 
patients.  We will continue to work with staff to develop the leadership and role modeling 
required to further enhance the experience of patients, carers and staff. 

National NHS Staff Survey 

Question: If a friend or relative needed treatment, I would be happy with the standard of care 
provided by this Trust 

 

Survey Year 

Trust Name 2011 2012 2013 2014 2015 

Trust 1 59 63 59 65 70 

Trust 2 49 50 57 53 61 

Trust 3 73 69 70 75 76 

North Tees & Hartlepool 63 61 57 54 62 

Trust 4 70 69 77 70 85 

Trust 5 69 74 76 80 72 

Trust 6 63 68 64 53 62 

Trust 7 79 86 87 84 89 

North East 66 67 68 67 72 

England 62 65 67 67 70 

National High -   94 93 93 

National Low -   38 36 37 

 

Friends and Family Test – Staff 

Care: ‘How likely staff are to recommend 
the NHS services they work in to friends 
and family who need similar treatment or 
care’.  
 

 
*Q1 *Q2 **Q3 *Q4 

Percentage 
Recommended 

– Care 
81% 77% 62%  

Percentage Not  
Recommended 

– Care 
9% 6% 12%  

*Q1, Q2 and Q4 data obtain from the Friends 
and Family Test for Staff 
**Q3 information taken from the NHS National 
Staff Survey 
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Work: ‘How likely staff would be to 
recommend the NHS service they work in to 
friends and family as a place to work’.  
 
 

 
*Q1 *Q2 **Q3 *Q4 

Percentage 
Recommended 

– Work 
72% 71% 56%  

Percentage Not  
Recommended 

– Work 
13% 13% 16%  

*Q1, Q2 and Q4 data obtain from the Friends 
and Family Test for Staff 
**Q3 information taken from the NHS National 
Staff Survey 

 
More detail can be found for the Friends 
and Family Test in Part 3:  Review of 
Quality Performance 2014/15, under Priority 
3: Patient Experience – Friends and Family 
recommendation, point 3. 
 
The North Tees and Hartlepool NHS 
Foundation Trust considers that this data 
is as described for the following reasons.  
Trust Staff continue to actively engage with 
and encourage to complete and returning 
the  Staff Survey along with the quarterly 
Staff Friends and Family Test, so that 
areas of improvement(s) can be identified 
and acted upon in future.  

The North Tees and Hartlepool 
Foundation Trust has taken the following 
actions to further improve this percentage, 
and so the quality of its services, by 
involving the views of the staff in 
developing a strategy for care.  
Understanding the views of staff is an 
important indicator of the culture of care 
within the organisation, and as such all 
departments are monitored in relation to 
the Staff Friends and Family test, ensuring 
that all anonymous negative comments 
made on the returns are reviewed and 
plans put in place to improve the level of 
care provided by the Trust. 

 

 

 

 

 

 

National Staff Survey 
 
Percentage of staff experiencing 
harassment, bullying or abuse from 
staff in the last 12 months 
 

2014 2015 National Average 

21% 26% 24% 

 
Percentage believing that trust 
provides equal opportunities for career 
progression or promotion 
 

2014 2015 National Average 

90% 90% 87% 
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Measure Measure Description Data Source 

6 

Friends and Family Test – Patient 
All Acute providers of adult NHS funded care, 
covering services for inpatients and patients 
discharged from Accident and Emergency. 

Health and Social 
Care 

Information 
Centre Portal 

(HSCIC) 

 

 

 

Please refer to Part 3, Priority 3 – Patient Experience point 5 – Friends and Family 
Recommendations 
 
 

 

Measure Measure Description Data Source 

7 
The percentage of patients who were admitted to 
hospital and who were risk assessed for venous 
thromboembolism (VTE) 

Health and Social 
Care 

Information 
Centre Portal 

(HSCIC) 

 

 

Two year reporting trend 

Measure 
Reporting 

Year 
2014/15 2015/16 

Venous 
Thromboembolism 

Quarter Q1 Q2 Q3 Q4 Q1 Q2 Q3 *Q4 

Value 96.30% 96.20% 95.39% 95.94% 96.63% 95.20% 96.87%  

National 
Average 

96.00% 96.00% 95.95% 95.97% 96.05% 95.86% 95.48%  

Highest 
National 

100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%  

Lowest 
National 

87.20% 86.40% 81.19% 79.23% 86.08% 75.04% 61.50%  

*data only up to Q3 2015/16 

 

95.42% 95.40% 95.83% 95.02% 96.30% 96.20% 95.39% 95.69% 
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North East Trust benchmarking 2015/16 

 2015/16 

Trust Q1 Q2 Q3 *Q4 

North Tees & Hartlepool NHS Foundation Trust 96.63% 95.20% 96.87%  

City Hospitals Sunderland NHS Foundation Trust 98.18% 98.21% 98.25%  

South Tees Hospitals NHS Trust 95.76% 96.31% 96.11%  

South Tyneside NHS Foundation Trust 97.15% 96.42% 95.65%  

County Durham and Darlington NHS Foundation Trust 95.76% 95.30% 96.26%  

Gateshead Health NHS Foundation Trust 95.59% 95.12% 95.01%  

The Newcastle Upon Tyne Hospitals NHS Foundation Trust 95.93% 96.37% 96.20%  

Northumbria Healthcare NHS Foundation Trust 94.77% 95.36% 94.35%  
*data only up to Q3 2015/16 

The Trust has promoted the importance of 
doctors undertaking assessment of risk of 
VTE for all appropriate patients in line with 
best practice. 

The North Tees and Hartlepool 
Foundation Trust considers that this data 
is as described for the following reasons.  
By understanding the percentage of 
patients who were admitted to hospital who 
were risk assessed for VTE helps the Trust 
to reduce cases of avoidable harm.  The 
Trust has ensured that a robust reporting 
system is in place and adopts a systematic 
approach to data quality improvement. 

The North Tees and Hartlepool 
Foundation Trust has taken the following 
actions to continue to improve this 
percentage, and so the quality of its 
services, by updating the training booklets 
to keep them relevant, ensuring that it is 
part of the mandatory training and 
providing guidance on the importance of 
VTE risks assessment at induction of 
clinical staff.  Consultants continue to 
monitor performance in relation to VTE risk 
assessment on a daily basis. 

The Trust ensures that each Directorate 
clinical leads are responsible for monitoring 
and audit of compliance of NICE VTE 
guidelines and this will be presented yearly 
to the Audit and Clinical Effectiveness 
(ACE) committee. 

The following table demonstrates the 
venous thromboembolism (VTE) 
mandatory training for the whole Trust as 
recorded at the end of January 2016. 

Requiring 
Training 

Trained 
% 

Compliance 

1303 1230 94% 

*data as of 31 January 2016 
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Measure Measure Description Data Source 

8 
The rate per 100,000 bed days of cases of C.difficile 
infection that have occurred within the trust amongst 
patients aged 2 or over during the reporting period. 

Health and Social 
Care 

Information 
Centre Portal 

(HSCIC) 

 

 

Rate per 100,000 bed-days for specimens taken from patients aged 2 
years and over 

Reporting Period 
Trust C 
difficile 
cases 

Trust Rate 
National 
Average 

Highest 
National rate 

Lowest National 
rate 

April 2015 – March 2016 33 Not Available Not Available Not Available Not Available 

April 2014 – March 2015 20 10.40 15.10 62.20 0.00 

April 2013 – March 2014 30 15.70 13.60 37.10 0.00 

April 2012 – March 2013 61 30.80 17.40 31.20 0.00 

April 2011 – March 2012 68 35.80 22.20 58.20 0.00 

April 2010 – March 2011 53 27.10 29.70 71.20 0.00 

April 2009 – March 2010 136 63.90 35.30 128.90 0.00 

* 2015/16 data not available at the time of print 

 

 
 
The North Tees and Hartlepool 
Foundation Trust considers that this data 
is as described for the following 
reasons.  The Trust has a robust reporting 
system in place and adopts a systematic 
approach to data quality checks and 
improvement. 

The North Tees and Hartlepool 
Foundation Trust has taken the following 
actions to improve this, and so the quality of 
its services.;  enhanced  ward cleaning and 
decontamination of patient equipment, 
including the use of steam, hydrogen 
peroxide and Ultraviolet (UV) light, and the 
introduction of a mattress decontamination 

service to reduce the risk of infection and 
improve quality of service to patients , 
raised awareness and audit of antimicrobial 
prescribing and stewardship  including the 
identification of antibiotic champions for 
each directorate and the introduction of 
competency assessments for prescribers , 
an emphasis on high standards of hand 
hygiene for staff and patients and daily 
monitoring of affected patients to ensure 
good clinical management and the 
reduction in risk of cross infection. The trust 
intends to continue with these measures 
and will explore every opportunity for further 
improvement in 2016/17. 
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Measure Measure Description Data Source 

9 

The number and, where available, rate of patient safety 
incidents that occurred within the trust during the 
reporting period, and the percentage of such patient 
safety incidents that resulted in severe harm or death. 

Health and Social 
Care 

Information 
Centre Portal 

(HSCIC) 

 

Reporting and understanding patient safety incidents is an important indicator of a safety culture 
within an organisation.  

Provider: Acute (Non Specialist) – Organisational incident data by organisation in 6-month 
period, October 2014 – March 2015 
 

 
Based on occurring dataset 

(Degree of Harm – All) 

National Our Trust 

 
Degree of harm 
Severe or Death 

Degree of harm 
Severe or Death 

Report period 
Number of 
incidents 
occurring 

Rate per 
1000 Bed 

Days 

Avera
ge % 

Highe
st % 

Lowest 
% 

Number of 
incidents 

% 

Oct 14 – Mar 15 3,074 30.40 0.19 1.50 0.02 7 0.07 

Apr 14 – Sep 14 3,068 32.40 0.19 1.09 0.00 8 0.08 

 
Regional Benchmarking 
 

 
October 2014 – March 2015 

Trust 
Degree of Harm (All) 
– Rate per 1000 bed 

days 

Degree of Harm 
(Severe or 

Death) 

Gateshead Health NHS Foundation Trust 27.90 0.16 

The Newcastle Upon Tyne Hospitals NHS Foundation Trust 29.70 0.12 

North Tees & Hartlepool NHS Foundation Trust 30.40 0.07 

South Tees Hospitals NHS Trust 34.00 0.04 

Northumbria Healthcare NHS Foundation Trust 35.20 0.07 

County Durham and Darlington NHS Foundation Trust 35.30 0.07 

South Tyneside NHS Foundation Trust 39.20 0.17 

City Hospitals Sunderland NHS Foundation Trust 72.80 0.04 

 
 
The North Tees and Hartlepool 
Foundation Trust considers that this data 
is as described for the following 
reasons.  The safety culture of the Trust 
can be assessed by considering the 
understanding of staff, within the 
organisation, in relation to reporting of all 
incidents but in particular those where the 
outcome in relation to the level of harm 
caused by an incident was serious or 
death.   The need to ensure that the Duty of 

Candour regulations care considered 
against all incidents where moderate or 
more serious actual harm occurs, further 
supports and promotes the need to report 
and investigate such incidents in a timely 
manner.  

The North Tees and Hartlepool 
Foundation Trust has taken the following 
actions to improve the proportion of this 
rate and so the quality of its 
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services.  The Trust ensures that all 
reported incidents are reviewed internally 
within the local departments for accuracy 
of harm assessment; but also externally 
from the reporting team, to provide 
assurance that the appropriate level of 
harm has been allocated in higher level 
harm incidents.  

Where discrepancies are noted the 
reporting team are asked to provide 
further details in order to allow for a 
decision to be made regarding the level of 
investigation.  Where there are 
uncertainties around the level of harm the 
Medical Director and/or the Director of 
Nursing, Quality and Patient Safety are 
asked to arbitrate and agree upon the 
level of investigation.  Weekly meetings, 
held to review all serious incidents within 
the Trust, provide a forum for any cases 
to be discussed within a multidisciplinary 
team and agree a way forward.  The 
incidents are then managed within the 
national framework for serious incidents 
and the current requirements for the 
Clinical Commissioning Groups (CCGs).  

The weekly safety panel not only 
considers newly reported incidents where 
there has been serious harm or death 
reported as an outcome; the panel also 
considers the final Comprehensive 
Investigation reports developed from the 
internal investigations into these 
incidents.  Once an investigation into any 
serious incident, which has been reported 
to the CCG, has been agreed as 
complete by this panel; and there are 
assurances that actions have been 
initiated to reduce the risks of recurrence; 
the reports and action plans are 
forwarded to the CCG for external review 
and approval prior to closure.  

The Trust also uses a similar process for 
incidents where any actual harm is 
identified as being at a lower level, but 
when the incident is reviewed the Trust 
feels that lessons can be learned from 
further analysis outside of the reporting 
team.  It is felt that this proactive 
approach to safety and quality allows the 
Trust to internally consider areas of 

service provision before they escalate in 
more serious concerns.  

The Safety panel also reviews a summary 
of all incidents where moderate or more 
serious harm is reported on the incident 
reporting system.  This allows validation 
of those where Duty of Candour 
regulations have been applied; but also 
allows challenge to those cases where 
the decisions around the regulations have 
not been identified by the relevant clinical 
team.  On-going education and updating 
of relevant staff groups, supports the 
application of the regulations and the 
need to ensure there is proactive 
reporting of safety incidents for 
investigation and trend analysis, not only 
for application of these regulations but to 
enhance learning across the 
organisation.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Patient Safety Coordinators Pic 

Staff Pic 
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Part 3a:  Additional Quality Performance measures 
during 2015/16 
 
This section is an overview of the quality of care based on performance in 2015/16 against 
indicators  
 
In addition to the three local priorities outlined in Section 2, the indicators below further 
demonstrate that the quality of the services provided by the Trust over 2015/16 has been 
positive overall.  
 
The following data is a representation of the data presented to the Trust Board on a monthly 
basis in consultation with relevant stakeholders for the year 2015/16. The indicators were 
selected because of the adverse implications for patient safety and quality of care should there 
be any reduction in compliance with the individual elements. 
 
 

Patient Safety 
 

Infection Control 
4. Infection Prevention and Control 
 
Rationale: Key stakeholders asked us to 
continue to report on C difficile in 2015/16 
as this remains high on the patient safety 
agenda.   
 
Overview of how we said we would do it 

 We will closely monitor testing regimes, 
antibiotic management and repeat 
cases and ensure we understand and 
manage the root cause wherever 
possible. 

 

Overview of how we said we would 
measure it 

 We will monitor the number of trust and 
non-trust attributed cases 

 We will undertake a multi-disciplinary 
Root Cause Analysis (RCA) within 3 
working days for all trust attributed 
cases. 

 We will benchmark our progress 
against previous months and years. 

 We will benchmark our position against 
Trusts in the North East and peers 
across England in relation to number of 
cases reported and number of samples 
tested. 

 

Overview of how we said we would 
report it 

 Public Board meetings 

 Council of Governor meetings (CoG) 

 Infection Control Committee (ICC) 

 Patient Safety and Quality Standards 
Committee (PS & QS) 

 To frontline staff through Chief 
Executive brief. 

 Nursing Dashboard 

 Clinical Quality Review Group (CQRG) 
 

Completed and reported? 

 Reported at every Public Board of 

Directors meeting  

 Reported at every Council of Governors 

meeting  

 Discussed at each Infection Control 

Committee  

 Discussed in detail at Audit Committee 

and Directorate meetings  

 Reported in detail to Monitor  

 Nursing and Midwifery Dashboard 

contains infection data  
 
 
 
 
 
 
 
 
 



 

87 
 

Clostridium difficile infection (CDI) 
 
Clostridium difficile is a bacterium that is 
found in the gut of around 3% of healthy 
adults. It seldom causes a problem as it is 
kept under control by the normal bacteria of 
the intestine. However certain antibiotics 
can disturb the bacteria of the gut and 
Clostridium difficile can then multiply and 
produce toxins which cause symptoms such 
as diarrhoea. 
 
During 2015/16 the Trust did not achieve 
the Clostridium difficile target having 
reported 30 Trust attributed cases against a 
trajectory of 13 cases. This is disappointing 
given the reduction achieved in the previous 
two years.   The Trust continues to work 
hard to control and reduce opportunity for 
infections to spread when we treat people in 
our clinical premises or in their own homes.  
The Trust has maintained a consistent 
approach to cleanliness across all important 
areas of our environment including 
enhanced decontamination with hydrogen 
peroxide vapour and the development of a 
mattress decontamination facility. A greater 
focus has been placed on antimicrobial 
stewardship with the identification of 
‘champions’ across all directorates. The 
importance of adherence to high standards 
of hand hygiene has remained unchanged 
and is the basis of much of our infection 
prevention and control activity.  
 
The Trust action plan has been developed 
and reviewed following external expert 
reviews. This action plan is under continual 
review by the CDI task and finish group and 
progress reported to the Healthcare 
Associated Infection Operational Group and 
Infection Control Committee. The action 
plan is regularly shared with commissioners  
 
How did we do? 
      
In 2015/16, a challenging Clostridium 
difficile target was set by our commissioners 
of no more than 13 cases, which the Trust 
did not achieve, reporting 31 cases; this 
was 18 cases over trajectory. 
 
The following table identifies the numbers of 
hospital acquired cases of Clostridium 
difficile cases reported by the Trust against 

the target for that period. The table also 
identifies the number of community 
acquired cases of Clostridium difficile 
reported by our laboratory. 
 

 

Target for 
trust 

attributed 
cases 

Number of 
trust 

attributed 
cases 

Number of 
non-trust 
attributed 

cases 
(acquired in 

people’s own 
homes) 

Q1 4 8 14 

Q2 3 10 21 

Q3 3 7 13 

Q4 3 6 13 

*Data obtained from Healthcare Associated 
Infections (HCAI) data capture system – data as of 
22 Feb 2016 

The following tables identify the performance 
against trajectory for the eight North East 
Trusts in 2014/15 and 2015/16 (to 22 February 
2016) 

 

 

2014/15 

Trust 
Monitor 
Target 

Total 

Trust 1 51 42 

Trust 2 37 18 

Trust 3 24 16 

NTH 40 20 

Trust 5 30 30 

Trust 6 49 76 

Trust 7 10 13 

Trust 8 80 89 
*Data obtained from HCAI data capture system 

 

 

2015/16 

Trust 
Monitor 
Target 

Total 

Trust 1 34 47 

Trust 2 19 20 

Trust 3 19 42 

NTH 13 33 

Trust 5 30 20 

Trust 6 50 59 

Trust 7 8 23 

Trust 8 77 82 
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*Data obtained from HCAI data capture system at 22 
February 2016 

HCAI – Clostridium difficile rate per 100,000 
Bed Days 

 

 

Cdiff rate per 100,000 Bed Days 

Trust 1 29.00 

Trust 2 25.60 

Trust 3 25.40 

Trust 4 18.00 

NTH 17.50 

Trust 6 15.30 

Trust 7 8.00 

Trust 8 6.20 

*Data obtained from the Healthcare Evaluation 
Data (HED) – data at 22 February 2016 

Clostridium difficile trend year on year for 
the Trust 

 
Trust 

attributed 
Non-trust 
attributed 

2011/12 68 107 

2012/13 61 95 

2013/14 30 95 

2014/15 20 71 

2015/16 31 61 

*Data obtained from HCAI data capture system at 22 
February 2016 

 

Escherichia coli (E coli) 
 
Rationale: Key stakeholders asked us to 
report on all infections in 2015/16  
 
Escherichia coli is a very common bacterium 
found in the human gut which can cause 
serious infections such as blood poisoning 
 
How did we do? 
 
The numbers of E coli bacteraemia (blood 
stream infection) reported across by the trust 
for the year are shown in the table below. As 
the majority of these cases are those that are 
identified within the first 48 hours of hospital 
admission work is required across all 
healthcare settings to achieve improvements. 
Root cause analysis is completed for all cases 
deemed to have been trust attributable and 
action plans are developed where actions are 

identified. In many cases these infections are 
related to urine infections and are thought to 
be not preventable with only a very small 
percentage of cases being in patients with a 
urinary catheter where they may be potential 
for improved practices. 
 

 
Trust 

attributed 
Non-trust 
attributed 

2011/12 41 149 

2012/13 31 194 

2013/14 22 169 

2014/15 27 176 

2015/16 39 190 

*Data obtained from HCAI data capture system at 22 
February 2016 

 
 
HCAI – Ecoli rate per 100,000 Bed Days 

 

 

Ecoli rate per 100,000 Bed Days 

Trust 1 148.63 

Trust 2 128.87 

Trust 3 126.77 

NTH 115.84 

Trust 5 104.67 

Trust 6 98.04 

Trust 7 85.33 

Trust 8 70.99 

*Data obtained from the Healthcare Evaluation 
Data (HED) – data at 22 February 2016 
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Methicillin-Resistant Staphylococcus 
Aureus (MRSA) bacteraemia 

 
Staphylococcus aureus is a bacterium 
commonly found on human skin which can 
cause infection if there is an opportunity for the 
bacteria to enter the body. In serious cases it 
can cause blood stream infection. MRSA is a 
strain of these bacteria that is resistant to 
many antibiotics, making it more difficult to 
treat 
 
Many patients carry MRSA on their skin and 
this is called 89olonization. It is important that 
we screen patients when they come into 
hospital so that we know if they are carrying 
MRSA.  Screening involves a simple skin 
swab. If positive, we can provide special skin 
wash that helps to get rid of MRSA. This 
measure reduces the risk of them going on to 
develop an infection. 
 
How did we do?  
     
In 2015/16 our organisation reported 2 (two) 
trust attributed MRSA bacteraemia during 
2015/16, an increase on the previous year 
when one case was reported. This exceeds the 
national zero tolerance trajectory and was 
particularly disappointing given previous good 
performance. A significant amount of work has 
been undertaken in the trust to improve 
infection prevention practices such as 
intravenous line care and wound care and as a 
result we do not see these things as sources of 
infection. Samples which are contaminated 
and not a true bacteraemia are now counted 
automatically against the organisation which 
submitted the sample and one of our cases 
this year has fallen into that category. Work 
continues to improve training and competency 
assessment of staff who take blood culture 
samples in order to reduce the risk of further 
cases. The other case this year was thought to 
be unpreventable with all appropriate 
measures having been taken. 
 
 
 
 
 
 
 

 
MRSA bacteraemia cases 2011/16 
 

 
Trust 

attributed 
Non-trust 
attributed 

2011/12 0 1 

2012/13 2 6 

2013/14 0 4 

2014/15 1 2 

2015/16 2 1 
*Data obtained from HCAI data capture system at 22 
February 2016 
 

MRSA bacteraemia rate in North east Trusts 
per 100,000 Bed Days 2015/16 

 

 

MRSA bacteraemia rate per 
100,000 Bed Days 

Trust 1 1.90 

Trust 2 0.70 

Trust 3 0.60 

Trust 4 0.60 

Trust 5 0.00 

Trust 6 0.00 

NTH 0.00 

Trust 8 0.00 

*Data obtained from the Healthcare Evaluation 
Data (HED) – data at 22 February 2016 
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Methicillin-sensitive Staphylococcus 
Aureus (MSSA) 

 

MSSA is a strain Staphylococcus Aureus that 
can be effectively treated with many 
antibiotics. It can cause infection if there is an 
opportunity for the bacteria to enter the body 
and in serious cases it can cause blood stream 
infection. 

How did we do? 

In 2015/16 we reported 21 cases of trust 
attributed MSSA bacteraemia. Each case is 
subject to a root cause analysis and the 
analysis of these investigations has shown that 
there are no apparent trends in terms of linked 
cases or frequently seen sources of infection. 
In many cases the source has been a chest or 
skin infection which would have been difficult 
to prevent.  

However, the trust recognises that 
improvement is needed in this infection and 
increased emphasis on clinical practices will 
be a focus of for the future in an attempt to 
reduce the number of MSSA bacteraemia. An 
increase in non-trust attributed cases was also 
seen this year. 

MSSA bacteraemia rate in North East trusts 
per 100,000 Bed Days 2015/16 

 

 

MSSA bacteraemia rate per 
100,000 Bed Days 

Trust 1 14.90 

NTH 13.60 

Trust 3 12.70 

Trust 4 9.30 

Trust 5 7.90 

Trust 6 6.90 

Trust 7 6.80 

Trust 8 3.40 

*Data obtained from the Healthcare Evaluation 
Data (HED) – data as of Nov 2015 

 
 
 
 
 
 
 

 

Trust 
attributed 

Non trust 
attributed 

2013/14 13 30 

2014/15 18 41 

2015/16 21 53 
*Data obtained from HCAI data capture system at 22 
February 2016 
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Falls 

Why / How we chose this measure. 
 
Following consultation with key 
stakeholders it was evident that falls 
continue to be one of the Trusts key harm 
measures to monitor and improve on. 

Patients aged 65 years and over are at 
highest risk of falling and patients aged 85 
and over are at highest risk of injury from a 
fall. 

Falls with Fracture 

During 2015/16 the Trust has experienced 
27 falls resulting in fracture, this has 
increased from 21 in the 2014/15 reporting 
period. 

The following table demonstrates the year 
on year increase from 2013 to 2016. 

 

2013/14 2014/15 2015/16 

Apr 1 1 4 

May 2 4 3 

Jun 1 2 11 

Jul 1 9 1 

Aug 4 1 4 

Sep 4 4 1 

Oct 4 3 1 

Nov 1 5 2 

Dec 1 3 0 

Jan 0 3 0 

Feb 1 3  

Mar 1 4  

Total 21 39 27 

*Data obtained via the Trusts Incident Reporting 
database (Datix). 

The following chart details the 2015/16 falls 
by age group  

 

The Trust works on the basis that Out of 
Hours working is 8pm to 8am and In Hours 
working is 8am to 8pm. 
 
The following table demonstrates the 
number of ‘Falls with Fracture’ suffered both 
In and Out of Hours: 
 

 

Number of Falls with 
Fracture 

Out of Hours 
(8pm to 8am) 

12 

In Hours  
(8am to 8pm) 

15 

 

Falls Injury, No Fracture 

During 2015/16 the Trust has experienced 
182 falls resulting in an injury but no 
fracture, this has decreased from 355 in the 
2014/15 reporting period. 

 

2013/14 2014/15 2015/16 

Apr 28 25 16 

May 21 27 23 

Jun 27 19 11 

Jul 35 29 19 

Aug 22 33 22 

Sep 37 29 21 

Oct 23 27 16 

Nov 26 31 15 

Dec 31 33 20 

Jan 30 37 18 

Feb 24 40 1 

Mar 26  25  

Total 330 355 182 

*Data obtained via the Trusts Incident Reporting 
database (Datix). 
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The following table demonstrates the 
number of ‘Falls with Injury, No Fracture’ 
suffered both In and Out of Hours: 
 

 

Number of Falls with 
Injury, No Fracture 

Out of Hours 
(8pm to 8am) 

108 

In Hours  
(8am to 8pm) 

74 

 

Falls with No Injury 

During 2015/16 the Trust has experienced 
789 falls resulting in no injury, this has 
decreased from 1,094 in the 2014/15 
reporting period. 

 

2013/14 2014/15 2015/16 

Apr 100 120 65 

May 110 87 69 

Jun 67 66 91 

Jul 98 84 56 

Aug 71 108 93 

Sep 80 93 72 

Oct 84 97 76 

Nov 96 84 95 

Dec 88 88 71 

Jan 101 85 88 

Feb 78 100 13 

Mar 70  82  

Total 1043 1094 789 

*Data obtained via the Trusts Incident Reporting 
database (Datix). 

 
 

The following table demonstrates the 
number of ‘Falls with No Injury’ suffered 
both In and Out of Hours: 
 

 

Number of Falls with 
No Injury 

Out of Hours 
(8pm to 8am) 

400 

In Hours  
(8am to 8pm) 

389 

 

National Falls Audit – 2015 
 

National audit of inpatient falls 2015 – RCP 
audit results  

The Royal College of Physicians’ (RCP) 
National Audit for Inpatient Falls (NAIF) has 
launched its first report on how well hospital 
trusts and health boards in England and 
Wales are working to prevent patients 
falling whilst in hospital. This audit 
measures performance against the NICE 
evidence based standards (CG161) on falls 
assessment and prevention. 

The Full report can be found at: 
https://www.rcplondon.ac.uk/projects/output
s/naif-audit-report-2015 
 

 

Falls resulting in 
moderate/severe 

harm or death 
per 1,000 

Occupied Bed 
Days (OBD) 

Falls per 
1,000 

Occupied 
Bed Days 

(OBD) 

City Hospitals 
Sunderland NHS 
Foundation Trust 

0.22 8.34 

County Durham and 
Darlington NHS 
Foundation Trust 

0.17 6.88 

Gateshead Health NHS 
Foundation Trust  

0.21 8.22 

North Tees and 
Hartlepool NHS 
Foundation Trust 

0.38 7.69 

Northumbria Healthcare 
NHS Foundation Trust 

0.29 9.60 

South Tees Hospitals 
NHS Foundation Trust 

0.13 6.25 

South Tyneside NHS 
Foundation Trust 

0.39 10.66 

The Newcastle Upon 
Tyne Hospitals NHS 
Foundation Trust 

0.15 7.07 
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https://www.rcplondon.ac.uk/projects/outputs/naif-audit-report-2015


 

93 
 

Actions taken by the Trust 
 

To ensure that the risk of suffering a fall 
within the Trust resulting in injury has drawn 
together a Falls Management action plan. 
 
Key elements with the plan are as follows: 

 

 Review the template for the 
development of Root Cause Analysis 
(RCA) to ensure directorates cover 
all areas of possible causes of the 
fall 

All Strategic Executive Information System 

(STEIS) reportable SUIs (falls) have a set 
information requirement as laid out by the 
Trust falls group. The information pertains 
to policy, best practice and NICE guidance. 
The Executive report contains this 
information following the team meet to 
discuss the details pertaining to a fall 
incident led by the Executive report lead at 
that time. This process enables a 
standardised approach to the report leads 
who do not have the clinical background to 
question and interpret findings from 
statements and investigation. 

 Falls policy to be reviewed 
The Trusts falls policy was reviewed 
and implemented following the release of 
NICE guidance 161 and 86. Changes were 
made and rolled out across all adult in 
patient areas according to need. New 
documentation was authorised via the 
Healthcare Records committee and is due 
for audit via Audit North during Q4. All 
relevant audits forms pertaining to falls have 
been updated accordingly to reflect the 
changes. 

 Further develop the DATIX reporting 
of falls categories to allow more 
comprehensive analysis of the falls 
incidents that do not result in 
Fracture 

Additional fields have been added to the 
investigation process within the Datix 
system. Quarterly reports are formatted to 
reflect on the additional fields e.g., known 
dementia, prescribed antipsychotics, bed 
number etc. This provides additional 
information supporting the current beliefs of 
an increasingly vulnerable and complex 
population across Hartlepool and Stockton 

 Identification of the Impact on 
patient medications of the risk of 
falls 

The revised policy C29 has had a red, 
amber, green (RAG) rated medication chart 
attached to enable ward areas and clinical 
rooms for medical staff to understand an 
appreciate the risk aligned to a number of 
common medications in use today. This is 
promoted within the ‘fallsafe’ approach led 
by the Royal College of Physicians. 

 Environmental impact 
For the last year some low level work has 
been completed by the estates/decorating 
team within the trust. The main work has 
been painting the door frames on wards for 
all bathroom/toilet facilities. The true 
benefits from environmental design has not 
been recognised in its true sense and 
requires a more detailed approach as the 
trust moves  forward with refurbishment 
work. Stirling University and the Kings 
Fund have robust evidence to support 
change for the environment to meet the 
needs of the majority attending the trust for 
a service of some kind.  
 

 Falls Training 

Two forms of falls training is delivered within 
the trust, the mandated version which is for 
everyone employed within the Trust. The 
advanced version is for the 4 clinical areas 
with the highest rate of falls in the previous 
year. Monitoring occurs of the areas 
throughout the year and from April 2016 on 
a quarterly basis clinical settings will be 
asked to report back to the trust falls group 
with the detailed action plan they are 
working to, to reduce specific areas of 
concern.  

 Sensor Training  
Sensors are provided to the majority of 
clinical areas within the trust who have a 
falls concern. Training and rollout occurred 
within these areas. Progress to date is to 
change this process due to demand and 
flexibility across clinical areas. All sensors 
on the NT site will be pulled back and 
realigned to facilitate an increase and repair 
of some items. Following this the individual 
based kits will be placed and maintained in 
the medical equipment library. Sensors are 
highlighted within the action plans as a first 
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line measure before moving to requiring 
a1:1 nursing need. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Never Events 

Why / How we chose this as a priority. 

 
The Trust continues to work hard to improve 
patient safety therefore stakeholders and 
the Board wanted to reflect the low numbers 
of Never Events in the organisation. 

Never Events are serious incidents that are 
wholly preventable as guidance or safety 
recommendations that provide strong 
systemic protective barriers are available at 
a national level and should have been 
implemented by all healthcare providers. 

Each Never Event type has the potential to 
cause serious patient harm or death. 

However, serious harm or death is not 
required to have happened as a result of a 
specific incident occurrence for that incident 
to be categorised as a Never Event 

Since 2008 the Trust has had 9 Never 
Events and they are broken down as 
follows: 

Reporting 
Year 

Number of 
Never Events 

2008/09 1 

2009/10 0 

2010/11 2 

2011/12 1 

2012/13 1 

2013/14 1 

2014/15 1 

2015/16 2 

Totals: 9 

 
There has been two Never Event’s reported 
in the period of 2015/16;  
 
One in September 2015 relating to a 
retained foreign object following surgery, 
the second in February 2016 related to a 
wrong side pain relief injection.  In both 
incidents the patients suffered low levels of 
harm and are fully aware of the 
investigations.  Both incidents were 
reported to NHS England and 
Commissioners on the Strategic Executive 
Information System (STEIS), the CQC and 
Monitor as required. 

 
The NHS England report can be accessed 
via: 

http://www.england.nhs.uk/ourwork/patients
afety/never-events/ne-data/ 

 

Effectiveness of Care 
 

Staff, Patient Experience and 
Quality Standards (SPEQS) 

Patient experience is what drives the Trust 
in ensuring that the standard of care being 
provided is of a high standard.  The 
following data for Staff, Patient Experience 
and Quality Standards (SPEQS) is an 

Staff Pic 

Patient Pic 

http://www.england.nhs.uk/ourwork/patientsafety/never-events/ne-data/
http://www.england.nhs.uk/ourwork/patientsafety/never-events/ne-data/
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internal reporting tool used when visits have 
taken place.   

The SPEQS led by the Director of Nursing, 
Patient Safety and Quality or by the 
Associate Director of Nursing, Quality and 
Patient Experience is undertaken by Senior 
Clinical Matrons, members of the Board, 
Assistant Directors and our Governors.  

SPEQS is an additional avenue to provide 
valuable feedback on patient’s standard of 
care.  Each visit of the ward/area is 
documented on a standard SPEQS 
template and is input into the SPEQS 
database when reporting back the results. 

The database records all reviews allowing 
for detailed analysis, the trends are 
available for each area and ward allowing 
them to monitor and share good practice as 

well as providing support where needed.  
The SPEQS data is automatically linked to 
the Trusts Nursing and Midwifery 
Dashboard, so the wards can see their 
results instantly. 

To reward good practice, each area that 
achieves 100% across all areas is rewarded 
with a certificate to display on the ward. 

Over the reporting year, during our 
scheduled SPEQS visits, our senior nurses, 
governors and directors have visited 333 
wards/areas which are achieving an 
average SPEQS score of 96.86%. 

The following table provides data relating to 
the 2015/16 visits: 

 

 

  

 

SPEQS 
Visit 

Month 

First 
Impressions 

2015/16 

Nursing 
Evidence 
2015/16 

Patient 
Experience 

2015/16 

Staff 
Involvement 

2015/16 

Q1 

April 94.81%   96.30%   98.85%   94.81%   

May 99.35% 
 

93.03% 
 

97.97%   93.46% 
 

June 94.70% 
 

93.18%   98.57%   97.73% 
 

Q2 

July No Visit due to CQC 

August 99.17% 
 

92.78%   99.54%   97.08% 
 

September 98.33% 
 

90.83%   98.43%   89.58% 
 

Q3 

October No Visit due to NEEP Level 

November No Visit due to NEEP Level 

December 96.97%  
 

93.18% 
 

98.06% 
 

95.83%  
 

Q4 

January 97.04% 
 

91.85% 
 

99.01% 
 

94.07% 
 

February  No Visit due to NEEP Level  

March  97.22%   92.59%   98.15%   95.83%   
*Data obtained from the Trusts internal PEQS visits database and is up to March 2016 
 

Reports from the SPEQS reviews are provided to the Board of Directors and to the Council of 
Governors periodically. 

The following table is a combined  In Hospital and Out of Hospital results, the table provides an 
opportunity to see year-on-year scores for the reported four areas; to note, from 2014/15 year 
the data includes the Staff Involvement element. 

 2011/12 2012/13 2013/14 2014/15 2015/16 

First Impressions 91% 85% 92% 97% 97% 

Nursing Evidence 90% 87% 90% 91% 93% 

Patient Experience 98% 96% 97% 98% 99% 

Staff Involvement N/A N/A N/A 95% 95% 
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The following two tables provide a breakdown between Hospital and Integrated Services scores 
for 2015/16. 
 

Hospital 2015/16 

First Impressions 97.20% 

Nursing Evidence 93.03% 

Patient Experience 98.58% 

Staff Involvement 94.74% 
 

Integrated Services 2015/16 

First Impressions 100.00% 

Nursing Evidence 97.98% 

Patient Experience 100.00% 

Staff Involvement 96.97% 
 

*Data obtained from the Trusts internal PEQS visits database and is up to March 2016 
 
In total, the Trust has inspected 865 toilets of which 850 (98.27%) were clean, also 408 
commodes of which 372 (91.18%) were clean and taped.  The majority of the commodes that 
were deemed not clean were due to them not been taped and signed post cleaning. 
  

Patient Experience 
 
Why / How we chose this as a priority. 

 
The Trust continues to work hard to improve 
customer satisfaction through patient 
experience. 

We do recognise that we don’t always get 
things right and this is why we have a 
dedicated patient experience team to 
listen to and investigate any concerns or 
complaints.  

We continue to work hard to provide high 
standards of clinical care delivered with 
dignity and compassion for everyone. 
Feedback from patients is important 
because it helps us to understand what we 
do well and what we can improve further.   

Complaints 

Complaints process 

The Trust continues to use three complaints 
streams: 

 Stage 1 – concern; to be dealt with by 
the Patient Experience Team (PET) or 
at the time of complaint at ward level 

 Stage 2 – for a meeting to be arranged 
with the complainant to discuss the 
complaint with the Senior Clinical 
Matron, consultant and relevant 
personnel involved in the complaint 
with hopefully a resolution at this stage   

 Stage 3 – Formal; if Stage 1 or stage 2 
did not resolve the issue or the 
complainant did not want to go through 

those routes, a formal stage 3 is then 
raised 

The Trust is ensuring that all possible 
complainants have an opportunity to air 
their grievances/concerns with an 
immediate Trust response, rather than 
waiting the statutory 25/40 days if the 
complaint goes the formal route. 

The Trust continues to use the complaints 
dashboard.  The dashboard displays how 
many complaints the Trust has received 
along with how many are still open and in 
which category. 

Stage 
Number of 
Complaints 

Stage 1 873 

Stage 2 65 

Stage 3 (Formal) 265 

 

There are additional sections within the 
dashboard that show monthly trends on the 
complaints for Directorates, method of 
complaint, method of receipt, average time 
taken to close complaint types and the 
complaints subject. 

Since the 1st April 2015, the Trust has 
received 1,203 complaints of which 265 
have gone onto the formal complaint 
process, this only equates to 22.02% of the 
complaints.   
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Stage 3 – Formal Complaints 

The number of formal complaints received 
over the last 7-years is shown in the 
following table: 

 

Formal Complaints  

2009/10 358 

2010/11 341 

2011/12 371 

2012/13 396 

2013/14 315 

2014/15 331 

2015/16 *265 

*Data obtained via the Trusts Incident Reporting 
(Datix), Data as of 26 February 2016 
 

 

The following table trends the 2015/16 
formal complaints by quarter. 

 
 

15/16 
Q1 

15/16 
Q2 

15/16 
Q3 

15/16 
Q4 

Total 

Totals 81 61 63 60 261 

*Data obtained via the Trusts Incident Reporting 
(Datix), Data as of 26 February 2016 
 

 

2015/16 Formal Complaints by complaint 
type: 

From the 265 formal complaints received in 
2015/16 there are 589 complaint types.   

Please see the following breakdown of the 
top 20 complaint types. 

Category of Complaint 
Number of 
Complaint 

types 

Communication – 
Insufficient 

139 

Treatment and procedure 
delays 

57 

Attitude – unprofessional 54 

Failure to monitor 41 

Delay to diagnosis 34 

Competence of staff 
member 

34 

Care and compassion 23 

Discharge arrangements 18 

Pain Management 18 

Incorrect diagnosis 16 

Prescription issues, incl 
delays / unavailable 

15 

End of life concerns incl 
DNAR 

13 

Dignity & respect 12 

Record Keeping 12 

Nutrition 11 

Outpatient delay 11 

Infection Control issues 9 

Communication 8 

Timeliness of discharge 7 

Failure to follow 
guidelines/policy 

6 

*Data for 2015/16 obtained via the Trusts Nursing 
and Midwifery Dashboard – via Datix 

All lessons learned from complaints are 
taken back into the clinical teams and 
managed proactively. 
 
The themes are collated and aggregated 
analysis is considered in the Trust’s 
quarterly Complaints, Litigation, Incidents 
and Performance (CLIP) report.  The 
Directorates identify the top themes within 
their area and provide actions for 
improvement which is then followed up in 
the subsequent quarterly CLIP report. 
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Formal Complaints Compliance with 
25 day target 

We continually monitor the percentage of 
formal complaints that the Trust responds to 
in the required 25 day turn-around period. 

Month Compliance Rate 

Apr-15 100% 

May-15 86% 

Jun-15 97% 

Jul-15 95% 

Aug-15 92% 

Sep-15 97% 

Oct-15 86% 

Nov-15 91% 

Dec-15 95% 

Jan-16 86% 

Feb-16  

Mar-16  

 
The Trust Complaints dashboard produces 
a weekly report; this data details the 
number of open complaints and which stage 
they fall under, the report also details the 
number of days open. The report is 
circulated to the Patient Safety Co-
ordinators in each directorate to review the 
cases to see if they can be closed. 
 

Compliments 

In 2009/10 we started to record the number 
of compliments received.  The number of 
thank you and complimentary comments 
has increased year on year. 

Trends in compliments can be seen in the 
following table and chart.  

Year Compliments 

2009/10 2,212 

2010/11 3,786 

2011/12 5,097 

2012/13 5,414 

2013/14 9,296 

2014/15 11,357 

2015/16 10,441 
 

 

*Data for 2015/16 obtained via the Trusts 
Nursing and Midwifery Dashboard, all previous 
years are from each individual department 

Pressure ulcers (also known as 
decubitus ulcer or pressure sores) 

Why / How we chose this as a priority. 

Following consultation with key 
stakeholders it was evident that pressure 
ulcers continue to be one of the Trusts key 
measures for improvement, therefore it was 
agreed to retain this indicator as rolling 
priority for our patients. 

Reducing the risk of pressure ulcers has 
been a high priority for all healthcare staff 
across the trust. 

Year on Year Comparison – In-Hospital 
Acquired 

Reporting 
Period 

Grade 
1 

Grade 
2 

Grade 
3 

Grade 
4 

2012/13 0 317 25 0 

2013/14 0 343 25 0 

2014/15 114 326 18 2 

2015/16 80 284 16 1 

*Data obtained via the Trusts Incident Reporting 
database (Datix) – Data as of 2 March 2016 

Year on Year Comparison – Out of 
Hospital Acquired 

Reporting 
Period 

Grade 
1 

Grade 
2 

Grade 
3 

Grade 
4 

2012/13 0 458 124 0 

2013/14 3 759 187 0 

2014/15 118 667 74 25 

2015/16 76 321 23 9 

*Data obtained via the Trusts Incident Reporting 
database (Datix) – Data as of 2 March 2016 
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To note: prior to 2014/15 reporting year, 
Pressure ulcers were classified as Grade 2 
and below and Grade 3 and above, this 
explains the zero values in the above table 
for 2012 to 2014. 

Actions taken by the Trust: 

An additional tissue viability nurse has been 
in post since May 2015 and this has 
enhanced the ability of the service to review 
patients in a timely manner, offer advice 
and management plans and to provide 
training in the prevention and recognition of 
pressure ulcers. Part of this work has been 
the provision of training and information to 
care home and social care staff, who are 
responsible for day to day care of people in 
care homes or their own home who may be 
on a district nurse caseload. Improving the 
ability of these carers to recognise the early 
signs of pressure damage will assist with 
the prompt provision of advice and 
equipment and reduce the risk of damage 
deteriorating further.  

The trust has also participated in a regional 
collaborative improvement project, with two 
wards participating and the aim being to 
rollout successful action to all areas. Part of 
the project involves using the hand symbol 
from the SSKIN (surface inspection, skin 
inspection, keep moving, incontinence and 
nutrition) bundle as a visual reminder of 
patients who are at risk and require 
appropriate position change and 
assessment. 

Communication between services continues 
to be promoted in order that seamless 
holistic care can be achieved when patients 
move between hospital and community. A 
key element of this is ensuring wound care 
information is passed onto the next care 
provider. 

A weekly review panel discusses all 
incidents of pressure damage and agrees 
which of them require reporting through the 
Serious Incident Framework. Reports on 
these cases are presented to the Serious 
Untoward Incident panel prior to submission 
to commissioners. Learning from incidents 
is shared via directorate meetings and 
newsletters. 
 

The Integrated Professional Nursing and 
Midwifery Board continue to oversee the 
Pressure Ulcer Operational Group which 
has the remit of reviewing the trust action 
plan and trust policies and guidelines to 
pursue continuous improvement in 
performance. 

Monthly pressure ulcer prevalence reports 
are compiled via the NHS Safety 
Thermometer, along with larger scale 
pressure ulcer prevalence audits which are 
conducted across all areas, as a minimum, 
on an annual basis.  
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Clinical Effectiveness Indicators 

Why / How we chose this as a priority. 

 
The Trust has decided to include more detail around some of the Clinical Effectiveness 
indicators, this will be built on year on year, including more detailed data around the Monitor 
Compliance Framework. 

For this report the Trust has chosen, High Risk TIAs and Stroke indicators. 

The following table demonstrates the quarter on quarter performance with a benchmark position 
against 2014/15 data and against the 2015/16 performance target. 

 

2014/15 
Performance 

2015/16 
Target 

Q1 Q2 Q3 Q4 
2015/16 

Performance 

Stroke – 80% of people 
with stroke to spend at 
least 90% of their time 
on a stroke unit 

92%  83% 87%    

Percentage high risk TIA 
cases treated within 24 
hours 

88 %  90% 73%    

Patient Pic Patient Pic 
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Section 3c: Performance from key national priorities from the Department of 
Health Operating Framework, Appendix B of the Compliance Framework 

The Trust continued to deliver on key cancer standards throughout the year; two week 
outpatient appointments, 31 days diagnosis to treatment and 62 day urgent referral to treatment 
access targets. The Trust demonstrated a positive position with evidence of continuous 
improvement against the cancer standards introduced in the Going Further with Cancer Waits 
guidance (2008).  

www.connectingforhealth.nhs.uk/nhais/cancerwaiting/cwtguide7.pdf 

The compliance framework forms the basis on which the Trusts’ Annual Plan and in year reports 
are presented. Regulation and proportionate management remain paramount in the Trust to 
ensure patient safety is considered in all aspects of operational performance and efficiency 
delivery.  The current performance against national priority, existing targets and cancer 
standards are demonstrated in the table with comparisons to the previous year. 

Monitor Compliance Framework 
Indicators 

2015/16 
Target 

2015/16 2014/15 Achieved 
(cumulative) Performance Performance 

Clostridium difficile –meeting the C.diff 
objective 

13 31 20 ᵡ
Cancer 31 day wait for second or 
subsequent treatment – surgery  
(Apr 15 – Dec15) 

94% 98.7% 97.47% √

Cancer 31 day wait for second or 
subsequent treatment – anti cancer drug  
treatments (Apr 15 – Dec15) 

98% 100% 99.84% √

Cancer 31 day wait for second or 
subsequent treatment – radiotherapy  

 N/A N/A  

Cancer 62 Day Waits for first treatment 
(urgent GP referral for suspected cancer) 
(Apr 15 – Dec15) 

85% 84.0% 84.23% ᵡ 
Cancer 62 Day Waits for first treatment 
(from NHS cancer screening service 
referral) (Apr 15 – Dec15) 

90% 97.2% 96.70% √

Cancer 31 day wait from diagnosis to first 
treatment (Apr 15 – Dec15) 

96% 99.3% 98.85% √

Cancer 2 week wait from referral to date 
first seen, all urgent referrals (cancer 
suspected) (Apr 15 – Dec15) 

93% 92.6% 93.75% ᵡ
Cancer 2 week wait from referral to date 
first seen, symptomatic breast patients 
(cancer not initially suspected)  
(Apr 15 – Dec15) 

93% 94.4% 93.89% √

Maximum time of 18 weeks from point of 
referral to treatment in aggregate, admitted 
patients (Jan 16) 

 81.86% 91.83% 

Maximum time of 18 weeks from point of 
referral to treatment in aggregate, non-
admitted patients (Jan 16) 

 97.03% 98.21% 

Maximum time of 18 weeks from point of 
referral to treatment in aggregate, patients 
on incomplete pathways (Jan 16) 

92% 92.99% 96.77% √

http://www.connectingforhealth.nhs.uk/nhais/cancerwaiting/cwtguide7.pdf
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A&E: maximum waiting time of 4 hours 
from arrival to 
admission/transfer/discharge  
 

95% 95.27% 95.16% √

Community care data completeness – 
referral to treatment information 
completeness (January 16) 

50% 94.82% 93.55% √

Community care data completeness – 
referral information completeness (January 
16) 

50% 94.41% 92.61% √

Community care data completeness – 
activity information completeness 
(February 15) 

50% 93.04% 72.51% √

Compliance with access to healthcare for 
patients with learning disabilities  

 
Full 

compliance  
Full 

compliance  √

Other National and Contract  Indicators  
2015/16 

Performance 
2014/15 

Performance 
Achieved 

Cancelled Procedures for non medical 
reasons on the day of op  (April to 
January) 

0.80% 0.43% 0.41% √

Cancelled Procedures reappointed within 
28 days  

100% 96.10% 100% X

Eliminating Mixed Sex Accommodation  0 0 0 √

A&E Trolley waits > 12 hours  0 0 0 √ 
Choose and Book slot issues  
(April 14 to February 15) 

 No data 3.53% 

Stroke – 90% of time on dedicated Stroke 
unit  

80%  91.91% 

Stroke – TIA assessment within 24 hours  75%  88.24% 

Delayed transfers of care  3.50% 1.60% 2.65% √

Breast Feeding at Delivery (April to 
September 15) 

 49.36% 51.22%  

Number of Diagnostic waiters over 6 
weeks (April 15  to December 15) 

99% 99.66% 99.30% √

Retinal Screening – offered an 
appointment within 48 hours  (December 
15) 

95% 92.54% 92.86% ᵡ
VTE Risk Assessment 
(April to December15) 

95% 96.68% 95.94% √

Health Visitor Numbers (March 2015) 73.49 66.40 61.39 ᵡ 

* Retinal Screening can have more than 1 offer per patient; therefore can be greater than 100% 

Additional Assurance: 

The following indicators have been subject to assurance by the independent auditors 
PricewaterhouseCoopers: 

Further assurance indicators Data Source Definition 
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The following indicator which was selected by the Trust Governors is not subject to 
assurance by the independent auditors PricewaterhouseCoopers. 

Governor indicator Data Source Definition 

   

 

Annex A: Third party declarations 
We have invited comments from our key stakeholders. Third party declarations from key groups 
are outlined below: 

Statement from NHS Hartlepool and 
Stockton-on-Tees Clinical 
Commissioning Group (HAST) and 
Durham, Dales, Easington and 
Sedgefield (DDES) Clinical 
Commissioning Group, for North Tees 
and Hartlepool Hospital NHS 
Foundation Trust (NTHFT) Quality 
Account 2015/16.  

 

 

 

 

 

Hartlepool Healthwatch 

 
 
 
 
 

Stockton Healthwatch  

 

 

 

Statement from Adult Services 
and Health Select Committee, 
Stockton-on-Tees 

 

 

 

The Trusts Council of 
Governors – 11 March 2015 

 

Hartlepool Borough Council  

 

 

 

Healthcare User Group (HUG) 
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Annex B – QUALITY REPORT 
STATEMENT 

Statement of Directors’ Responsibilities in 
Respect of the Quality Account 

The directors are required under the Health Act 
2009 and the National Health Service (Quality 
Accounts) Regulations to prepare Quality 
Accounts for each financial year. 
 
Monitor has issued guidance to NHS foundation 
trust boards on the form and content of annual 
quality reports (which incorporate the above 
legal requirements) and on the arrangements 
that NHS foundation trust boards should put in 
place to support data quality for the preparation 
of the quality report.  
 
In preparing the Quality Report, directors are 
required to take steps to satisfy themselves that:  
 

 the content of the Quality Report meets the 
requirements set out in the NHS 
Foundation Trust Annual Reporting Manual 
2014/14 and supporting guidance 

 

 the content of the Quality Report is not 
inconsistent with internal and external 
sources of information including:  

 board minutes and papers for the 
period April 2015 to March 2016 

 papers relating to Quality reported to 
the Board over the period April 2015 to 
June 2016 

 feedback from commissioners dated 
21/04/2015 

 feedback from governors dated 
11/03/2015 

 feedback from local Healthwatch 
organisations dated 20/03/2015 

 feedback from Overview and Scrutiny 
Committee dated 01/04/2015 

 the trust’s complaints report published 
under regulation 18 of the Local 
Authority Social Services and NHS 
Complaints Regulations 2009, dated 
Q3 2014/2015 

 the latest national patient survey 2015 

 the latest national staff survey 2016 

 the Head of Internal Audit’s annual 
opinion over the trust’s control 
environment dated April 2015 

 CQC Quality Report – Inspection 
Report 03/02/2016 
 
 

 the Quality Report presents a 
balanced picture of the NHS 
foundation trust’s performance over 
the period covered;  
 

 the performance information in the 
Quality Report is reliable and accurate 
 

 there are proper internal controls over 
the collection and reporting of the 
measures of performance included in 
the Quality Report, and these controls 
are subject to review to confirm that 
they are working effectively in practice 
 

 the data underpinning the measures of 
performance in the Quality Report is 
robust and reliable, conforms to 
specified data quality standards and 
prescribed definitions, is subject to 
appropriate scrutiny and review and  
 

 the Quality Report has been prepared 
in accordance with Monitor’s annual 
reporting guidance (which incorporates 
the Quality Accounts Regulations) 
(published at 
www.monitor.gov.uk/annualreportingm
anual) as well as the standards to 
support data quality for the preparation 
of the quality report (available at 
www.monitor.gov.uk/annualreportingm
anual). 

 
The directors confirm to the best of their 
knowledge and belief they have complied with 
the above requirements in preparing the quality 
report.  
 
By order of the Board  
NB: sign and date in any colour ink except black  
 
Date................................ 
 
Chairman............................................................. 
 

Date................................ 
 
Chief 
Executive............................................................. 

 

 

 

 

 

 

http://www.monitor.gov.uk/annualreportingmanual
http://www.monitor.gov.uk/annualreportingmanual
http://www.monitor.gov.uk/annualreportingmanual
http://www.monitor.gov.uk/annualreportingmanual
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Annex C 

Independent Auditors’ Limited Assurance Report to the Council of Governors of North 
Tees and Hartlepool NHS Foundation Trust on the Annual Quality Report  
 

 
[awaiting report] 
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Annex D 

We would like to hear your views on our Quality Accounts. 

 
North Tees & Hartlepool NHS Foundation Trust value your feedback on the content of this 
year’s Quality Account. 

Please fill in the feedback form below, tear it off and return to us at the following address: 

 

Patient Experience Team 

North Tees & Hartlepool NHS Foundation Trust 

Hardwick Road 

Stockton-on-Tees 

Cleveland 

TS19 8PE 

....................................................................................................................................................................... 

Thank you for your time. 
 

Feedback Form (please circle all answers that are applicable to you) 
 

What best describes you: Patient        Carer   Member of public  Staff  Other 
 
Did you find the Quality Account easy to read?        Yes     No 
Did you find the content easy to understand?         Yes all of it    Most of it  None of it 
Did the content make sense to you?          Yes all of it    Most of it  None of it 
Did you feel the content was relevant to you?        Yes all of it    Most of it  None of it 
Would the content encourage you to use our hospital?       Yes all of it    Most of it  None of it 
Did the content increase your confidence in the services we provide? Yes all of it    Most of it  None of it 

 
Are there any subjects/topics that you would like to see included in next year’s Quality Account? 
.......................................................................................................................................................................................
.......................................................................................................................................................................................
.......................................................................................................................................................................................
.......................................................................................................................................................................................
...................................................................................................................................................................................... 
.......................................................................................................................................................................................
....................................................................................................................................................................................... 
 
In your Opinion, how could we improve Our Quality Account? 
.......................................................................................................................................................................................
.......................................................................................................................................................................................
.......................................................................................................................................................................................
...................................................................................................................................................................................... 
.......................................................................................................................................................................................
.......................................................................................................................................................................................
.......................................................................................................................................................................................
....................................................................................................................................................................................... 
 
 

Alternatively you can email us at: Patientexperience@nth.nhs.uk With the Subject Quality Accounts  

 

mailto:Patientexperience@nth.nhs.uk
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Glossary 

A&E Accident and Emergency 

ACE Committee Audit and Clinical Effectiveness Committee – the committee 
that oversees both clinical audit (i.e. monitoring compliance 
with agreed standards of care) and clinical effectiveness (i.e. 
ensuring clinical services implement the most up-to-date 
clinical guidelines) 

ACL 
 

Anterior Cruciate Ligament – one of the four major ligaments 
of the knee 

AMT Abbreviated Mental Test 

AquA Advancing Quality Alliance 

CABG Coronary Artery Bypass Graft (or “heart bypass”) 

CFDP Care For the Dying Patient 

CCG Clinical Commissioning Group 

CHKS Comparative Health Knowledge System 

Clostridium Difficile 
(infection) 

An infection sometimes caused as a result of taking certain 
antibiotics for other health conditions. It is easily spread and 
can be acquired in the community and in hospital 

CLRN Comprehensive Local Research Network 

COPD Chronic Obstructive Pulmonary Disease 

CSP Co-ordinated System for gaining NHS Permission 

CQC 
 
 

The Care Quality Commission – the independent safety and 
quality regulator of all health and social care services in 
England 

CQRG Clinical Quality Review Group 

CQUIN Commissioning for Quality and Innovation – a payment 
framework introduced in 2009 to make a proportion of 
providers’ income conditional on demonstrating 
improvements in quality and innovation in specified areas of 
care 

DAHNO Data for Head and Neck Oncology (Head and Neck Cancer) 

DARs Data Analysis Reports 

DoLS Deprivation of Liberty Safeguards 

DVLA Driver and Vehicle Licensing Agency 

EAU Emergency Assessment Unit 

E coli (infection) Escherichia coli – An infection sometimes caused as a result 
of poor hygiene or hand-washing 

EMSA Eliminating mixed sex accommodation 

EOL End of Life 

EWS Early Warning Score – a tool used to assess a patient’s 
health and warn of any deterioration 

FCE Finished Consultant Episode – the complete period of time a 
patient has spent under the continuous care of one 
consultant 
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FICM Faculty of Intensive Care Medicine 

FOI (act) The Freedom of Information Act – gives you the right to ask 
any public body for information they have on a particular 
subject 

FFT Friends and Family Test 

Global trigger tool (GTT) Used to assess rate and level of potential harm. Use of the 
GTT is led by a medical consultant and involves members of 
the multi-professional team. The tool enables clinical teams 
to identify events through triggers which may have caused, 
or have potential to cause varying levels of harm and take 
action to reduce the risk 

GCP Good Clinical Practice 

GM General Manager 

HCAI Health Care Acquired Infection 

HED Healthcare Evaluation Data (A major provider of healthcare 
information and benchmarking) 

HEE Health Education England 

HES Hospital Episode Statistics 

HMB Heavy Menstrual Bleeding 

HQIP Healthcare Quality Improvement Partnership 

HRG Healthcare Resource Group – a group of clinically similar 
treatments and care that require similar levels of healthcare 
resource 

HSMR Hospital Standardised Mortality Ratio – an indicator of 
healthcare quality that measures whether the death rate in a 
hospital is higher or lower than you would expect  

HUG Healthcare User Group 

IBD Inflammatory Bowel Disease 

ICNARC Intensive Care National Audit and Research Centre 

ICS Intensive Care Society 

IMR Intelligent Monitoring Report tool for monitoring compliance 
with essential standards of quality and safety that helps to 
identify where risks lie within an organisation 

LD Learning Difficulties 

IG Information Governance 

Intentional rounding A formal review of patient satisfaction used in wards at 
regular points throughout the day 

IPNMB Integrated Professional Nursing Midwifery Board 

IPC Infection Prevention and Control 

Kardex (prescribing kardex) 
 

A standard document used by healthcare professionals for 
recording details of what has been prescribed for a patient 
during their stay 

KEOGH Sir Bruce Keogh 

LD Learning disabilities 
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Liverpool End of Life Care 
Pathway 

Used at the bedside to drive up sustained quality of care of 
the dying patient in the last hours and days of life 

MBRRACE-UK 
 

Mothers and Babies: Reducing Risk through Audits and 
Confidential Enquiries in the UK 

MCA Mental Capacity Act 

MHA Mental Health Act 

MHRA Medicines and Healthcare products Regulatory Agency 

MIU Minor Injuries Unit 

MINAP The Myocardial Ischaemia National Audit Project 

Monitor The independent regulator of NHS foundation trusts 

MRSA Methicillin-Resistant Staphylococcus Aureus - a type of 

bacterial infection that is resistant to a number of widely 
used antibiotics 

MUST Malnutrition Universal Screening Tool  

NCEPOD The National Confidential Enquiry into Patient Outcome and 
Death 

NCRN National Cancer Research Network  

NEEP North East Escalation Plan 

NEPHO North East Public Health Observatory 

NEQOS North East Quality Observatory System 

NEWS National Early Warning Score 

NICE The National Institute of Health and Clinical Excellence 

NICOR The National Institute for Cardiovascular Outcomes 
Research 

NIHR National Institute for Health Research  

NNAP National Neonatal Audit Programme 

OFSTED The Office for Standards in Education 

PALS Patient Advice and Liaison Service 

PAS Patient Administration System 

Patient Safety and Quality 
Standards (Ps&Qs) 
Committee 

The committee responsible for ensuring provision of high 
quality care and identifying areas of risk requiring corrective 
action 

PICANet Paediatric Intensive Care Audit Network 

PREVENT the government's counter-terrorism strategy 

PROMs Patient Reported Outcome Measures 

Pseudonymisation A process where patient identifiable information is removed 
from data held by the Trust 

R&D Research and Development 

RAG Red, Amber, Green chart denoting level of severity 

RCA Root Cause Analysis 

RCOG The Royal College of Obstetricians and Gynaecologists 

RCPCH  The Royal College of Paediatric and Child Health 

REPORT-HF International Registry to assess Medical Practice with 
longitudinal observation for Treatment of Heart Failure 
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RESPECT 
 

"Responsive, Equipped, Safe and secure, Person centered, 
Evidence based, Care and compassion and Timely" - a 
nursing and midwifery strategy developed with patients and 
governors aimed at promoting the importance of involving 
patients and carers in all aspects of healthcare 

RMSO Regional Maternity Survey Office 

SBAR 
 

Situation, Background, Assessment and Recommendation - 
a tool for promoting consistent and effective communication 
in relation to patient care 

SCM Senior Clinical Matron 

SCMOoH Senior Clinical Matron Out-of-Hours 

SHA Strategic Health Authority 

SHMI Summary Hospital Mortality-level Indicator - a hospital-level 
indicator which reports inpatient deaths and deaths within 
30-days of discharge at trust level across the NHS  

sic The Latin adverb sic ("thus"; in full: sic erat scriptum, "thus was 
it written"), inserted immediately after a quoted word or 
passage, indicates that the quoted matter has been transcribed 
exactly as found in the source text, complete with any 
erroneous or archaic spelling, surprising assertion, faulty 
reasoning, or other matter that might otherwise be taken as an 
error of transcription. 

SINAP Stroke Improvement National Audit Programme 

SPEQS Staff & Patient Experience and Quality Standards 

SPOC Single point of contact 

SSKIN Surface inspection, skin inspection, keep moving, 
incontinence and nutrition 

SSU Short Stay Unit 

STAMP Screening Tool for the Assessment of Malnutrition in 
Paediatrics  

STEIS Strategic Executive Information System 

STERLING Environmental Audit Assessment Tool 

Tough-books Piloted in 2010, these mobile computers aim to ensure that 
community staff has access to up-to-date clinical 
information, enabling them to make speedy and appropriate 
clinical decisions 

UHH University Hospital of Hartlepool 

UNIFY Unify2 is an online collection system used for collating, 
sharing and reporting NHS and social care data. 

UHNT University Hospital of North Tees 

VSGBI The Vascular Society of Great Britain and Ireland 

VTE Venous Thromboembolism 

WRAP Workshop to Raise Awareness of PREVENT 

WTE Whole Time Equivalent -  is a unit that indicates 
the workload of an employed person in a way that makes 
workloads or class loads comparable 

https://en.wikipedia.org/wiki/Workload
https://en.wikipedia.org/wiki/Employee
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