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PURPOSE OF THE REPORT 

 
To update the Board of Directors on aspects of Healthcare Governance recently reviewed by the organisation, 
outline the current position and where appropriate provide an update on performance. 
 

 
KEY POINTS 

 
This summary aims to provide the Board of Directors with an overview of the significant Healthcare Governance 
matters reviewed over the last month, which include: 
 

1. Care Quality Commission (CQC) Compliance 
2. Trust Mortality Report 
3. Trust Clinical Audit Programme (TCAP) 
4. Cancer Services Improvement Report and Outcomes of External Verification 
5. Care Quality Commission (CQC) Workforce Management Report 
6. Patient Incidents, Concerns, Claims and Inquests 
7. Reported Controlled Drugs January to March 2014 
8. Update of Incidents Reported as Serious Incidents and Never Events Since 19 May 2014 and Never 

Events External Review 
9. Complaints and Feedback Report 

 
The Trust has in place an annual Healthcare Governance work plan that ensures regular review of all aspects of 
Governance and covers the essential requirements of the Care Quality Commission and NHS Litigation Authority. 
 

 
IMPLICATIONS 

 Aim of the STHFT Corporate Strategy 2012-2017 Tick as Appropriate 
1 Deliver the best clinical outcomes � 
2 Provide Patient Centred Care � 
3 Employ Caring and Cared for Staff � 
4 Spend Public Money Wisely � 
5 Deliver Excellent Research, Education & Innovation � 

 

RECOMMENDATIONS 

 
The Board of Directors are asked to note the contents of this report. 
 

 
APPROVAL PROCESS 

Meeting Presented Approved Date 
TEG Dr David Throssell  9 July 2014 
Board of Directors Dr David Throssell  16 July 2014 

 
 
 
 

 B 
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1. CARE QUALITY COMMISSION (CQC) COMPLIANCE 
  

The Healthcare Governance Committee was provided with an update on news and events regarding CQC 
compliance during the past month.  The following key points were highlighted: 
 

• Visit to STH by Ellen Armistead, Deputy Chief inspector, CQC 
 Ellen Armistead, Deputy Chief Inspector of CQC, visited the Trust on 23 May 2014 and met with the 

Chief Executive, Assistant CEO, Chief Nurse and Head of Patient and Healthcare Governance.  She 
provided the Trust with information regarding the CQC’s new operating model. 

 
• Information of Concern 

i) STH had responded to the issues raised by the CQC following the death of a patient detained under 
the Mental Health Act in 2012.  The joint response was submitted with SHSC Trust input. 

ii) Following receipt of anonymous information the CQC had requested a response to queries 
surrounding cardiac surgery data, a response has been submitted to CQC within the required 
deadline. 

 
• Leadership  
 CQC, Monitor and the Trust Development Authority had committed to develop an aligned framework 

for making judgments about how well-led NHS providers were.  This approach should lead to a more 
joined up process and should remove unnecessary duplication and burden on NHS providers. 

 
• Close correlation between safety rating and overall rating of organisations 
 Professor Sir Mike Richards gave a presentation to the Patient Safety Congress identifying a clear 

relationship between the overall rating provided to providers and their patient safety rating. 
 
 

2. TRUST MORTALITY REPORT 
  

The Healthcare Governance Committee was provided with an update on Trust mortality.  The following key 
points were highlighted: 
 

• HSMR 
 Most recent 12-month rolling HSMR – 1 March 2013 – 28 February 2014 
 92 (88-96) for All Admissions and “lower than expected” when compared with hospitals trusts 

nationally.  The rebased value for this period was currently expected to rise by 8-10 points as the 
national average had fallen by this amount during 2013/14.  The year to date predicted rebased value 
was available at 102 (97-107) and was “as expected”. 

 
• SHMI 
 Most recent 12-month rolling SHMI - 1 October 2012 – 30 September 2013 (published 30 April 2013).  

0.89 (0.90 -1.11 over-dispersion control limits of 95%). This was in the “lower than expected” range 
and rebased.  The next publication was expected on 30 July 2014. 

 
 

3. TRUST CLINICAL AUDIT PROGRAMME (TCAP) 
  

The Healthcare Governance Committee was provided with an update on the TCAP 2014/15.  The following 
key points were highlighted: 
 

• Trust clinical audit department activities are driven by a multitude of initiatives and influences, both 
external and internal. The first step in developing a comprehensive annual programme was the 
identification of all audit topics relevant to the particular health care sector and organisation. 

 
• The new CQC operating model would use data from a number of sources, including national audit 

data sets and compliance against NICE in CQC assessments.  Monitor required the Trust to report on 
the quality of care it provided (Quality Report and National Clinical Audit and Patient Outcomes 
Programme).  Commissioners monitor the quality of the services they commission from the Trust 
through this process.   

 
• At the June 2011 meeting the Healthcare Governance Committee was provided with a précis of how 

the annual TCAP was determined, prioritised (1 – 4) and agreed an overview of the process for 
gaining approval of the programme as fit for purpose. 
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• Each June the Draft TCAP is approved by the Clinical Effectiveness Committee (CEC) and covered 
the audit requirements for the forthcoming year. 

 
• An interim update will be presented to the Healthcare Governance Committee in September to provide 

a position statement on the implementation and monitoring of each project at the mid-year stage and 
to provide the assurance that satisfactory overall progress was being made. This would be by 
exception in 2014/15 so that the higher risk areas could be focused upon.  In addition, STH were 
monitored on progress with the commissioned element of the TCAP on a twice a year basis by the 
Commissioner. 

 
• Within STH monitoring of TCAP is undertaken through bi-monthly meetings of the CEC.  The Chair of 

CEC actively intervened when delays with progress of individual projects are experienced. Objectives 
had been set for 2014/15 to improve the timescales within the TCAP progress. 

 
• Additional local clinical audit (priority 3 and 4), usually initiated by individual clinicians, would be 

supported by the Clinical Effectiveness Unit (CEU) as resources allowed. However, resources are 
prioritised to deliver the TCAP priorities 1 and 2.  The local Clinical Audits are included on the 
directorate annual programme and monitored by the Audit Lead within the directorate clinical 
governance process. 

 
 

4. CANCER SERVICES IMPROVEMENT REPORT AND OUTCOMES OF EXTERNAL VERIFICATION 
  

The Healthcare Governance Committee was provided with an update.  The following key points were 
highlighted: 
 

• Performance 
 Compliance with all of the Cancer Waiting Times target thresholds had been achieved during 2013/14. 
 
• Peer Review 
 A number of areas for improvement and action had been identified by the Cancer Peer Reviews 

during 2013/14.  Plans were in place to address these issues. 
 
• Service Improvement 
 A number of service improvement projects were being undertaken, including Healthcare Professional 

Chemotherapy Clinics, Treatment Summaries, the National Cancer Patient Experience Survey, an 
MDT Development Programme, Facilities for Cancer MDT Meetings and a Satellite Radiotherapy 
Centre. 

 
• External Quality Inspections 
 Feedback had been received for all recent external quality inspections. These included Bowel and 

Cervical Screening Service inspections and the Blood and Marrow Transplant Programme review. No 
major concerns were identified and action plans were in place to address areas identified for 
improvement. 

 
 

5. CARE QUALITY COMMISSION (CQC) WORKFORCE MANAGEMENT REPORT 
  

The Healthcare Governance Committee received an update on the CQC Workforce Management Report.  
The following key points were highlighted: 
 

• Outcome 12: Requirements relating to workers 
 Established systems – evidence of compliance: 

− The Trust can demonstrate established monitoring processes in relation to recruitment process 
and the management of registration checking whilst staff were in employment. 

− Equality and Diversity training was recognised as a mandatory training topic. 
 
 Systems in development: 

− The relations team were reviewing the need for a check for all dismissal cases to double-check 
that relevant individuals were referred to professional bodies when necessary. 

 
• Outcome 13: Staffing 
 Established systems – evidence of compliance: 

− The Trust can demonstrate established monitoring arrangements to ensure appropriate staffing 
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levels for Nursing and Midwifery and Medical and Dental staff in detail.  Other staff groups were 
subject to formal review annually through the workforce planning exercise and in response to 
turnover. 

− The assessment of “appropriate staff” was made via appraisal processes. 
 Systems in development: 

− Schedule 3 workforce plans were produced annually 
− E-Rostering was being implemented for Nursing and Midwifery staff across the Trust. 
− The appraisal and recruitment processes would be strengthened by the inclusion of assessment of 

values and behaviours. 
− The Introduction of PALMS would provide further evidence that staff were appropriately trained. 

 
• Outcome 14: Supporting workers 
 Established systems – evidence of compliance: 

− The Trust had established monitoring systems in place regarding completion of induction and 
appraisal. 

− The Trust had reviewed and reissued all training needs analysis to support the mandatory training 
framework. 
 

 Systems in development: 
− The HR KPI report would be extended to include casework thereby identifying reported cases of 

bullying and harassment, grievance and disciplinary. 
− The introduction of The PALMS system would provide evidence in terms of compliance with 

mandatory training. 
− Values and behaviours would be assessed at recruitment stage.  Strengths would also be 

assessed for a number of Nursing posts. 
 
 

6. PATIENT INCIDENTS, CONCERNS, CLAIMS AND INQUESTS 
  

The Healthcare Governance Committee received the Patient Incidents, Concerns, Claims and Inquests 
report.  The report provided numerical data in relation to the number of incidents, concerns, claims and 
inquests along with the improvements undertaken to address the areas of concern. These included: 
 
• Changes to the approach for naso-gastric tube insertion. 
• Improvements in the procedures for the detention of patients under the Mental Health Act. 
• Introduction of a customer service programme. 
• Trials of sensors to detect the movement of patients assessed as at risk of falls. 

 
7. REPORTED CONTROLLED DRUGS JANUARY TO MARCH 2014 
  

The Healthcare Governance Committee were presented with the Reported Controlled Drugs report and the 
following key points were highlighted: 
 

• There were 36 incidents involving controlled drugs in the quarter 1 January to 31 March 2014.  One 
incident was reported from Community Services. 
 

• Of these 36 incidents, 34 were classed insignificant and two as minor. 
 

• All but one of the incidents were fully investigated at the time or had been followed up later.  The 
remaining incident was in the process of being investigated further. 
 

• No incidents were reported to the police. 
 
 
 
 

8. Update of Incidents Reported as Serious Incidents and Never Events Since 19 May 2014 and Never 
Events External Review 

  
The Healthcare Governance Committee were presented with the SUI update and the following key points 
were highlighted: 
 

• Serious Untoward Incidents (SUIs) were managed in accordance with Trust policy.  This process was 
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overseen by the SUI Group which meets weekly and considers all matters in relation to incident 
management and learning. 

 
• During this period two new serious incidents were reported, one of which met the definition of a ‘never 

event’: 
 
Retained Throat Pack (Never Event) 
A trauma patient underwent a complex procedure requiring both thoracic and spinal surgery.  The 
patient was ventilated when transferred from the ICU to theatre, and in theatre an armoured ET tube 
was inserted to secure the airway, and at the same time a throat pack was inserted.  As the procedure 
was very prolonged, the anaesthetists changed part-way through the operation, and the fact that the 
throat pack had been placed was not handed over.  When the patient returned to ICU, the fact that a 
throat pack was in place was not handed over to ICU staff.  When the nursing staff were giving mouth 
care the throat pack was identified and reported to the medical staff whereupon it was removed.  The 
patient was unharmed. 

 
Patient Initially Received the Incorrect Anaesthetic 
A patient was listed for a nephrectomy and received the wrong type of anaesthesia.  The patient 
should have had a general anaesthetic for the surgery but initially received a spinal anaesthetic, as 
the sequence of patients on the list had been changed.  Before surgery commenced the Anaesthetist 
established that the wrong anaesthetic had been given.  The patient then received the second 
identification check and the Anaesthetists proceeded with the correct anaesthetic.  The surgery was 
uneventful.  The patient received an explanation of the error following the procedure. 

 
The final report of the External Review of Never Events in Interventional Procedures co-commissioned by 
Sheffield teaching Hospitals and the Sheffield Clinical Commissioning Group had been received.  The Trust 
would review the recommendations and provide an agreed action plan to the Healthcare Governance 
Committee in July 2014. 
 
 

9. COMPLAINTS AND FEEDBACK REPORT 
  

The Healthcare Governance Committee received the Complaints and Feedback Report for April 2014 which 
highlighted the following key points: 
 

• The number of new complaints received had increased, from 113 in March to 131 in April 2014. 
 
• The Trust had responded to 90 complaints in April, and 82 concerns were dealt with by the Patient 

Services Team (PST).  There was an increase in the overall number of contacts received over the 
past 12 months. 

 
• Monthly response time performance had reduced slightly in April 2014 at 76%, compared to 77% in 

March 2014. 
 
• The Patient Partnership Department and Care Group complaint leads continued to work to clear the 

backlog of open complaints and response times throughout the year 2014/15 were expected to 
improve. 
 
 

 


