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SHEFFIELD TEACHING HOSPITALS NHS FOUNDATION TRUST 
 

EXECUTIVE SUMMARY 
REPORT TO THE TRUST HEALTHCARE GOVERNANCE COMMITTEE  

 
HELD ON 23 JULY 2012   

 
Subject: Health and Safety Annual Report – April 2011 to March 2012 and Plan for 

April 2012 to March 2013 
Supporting Director: Professor Mike Richmond, Medical Director 
Author: Mrs Alison Redfern, Occupational Health and Safety Manager 
Status 1 Note 

 
PURPOSE OF THE REPORT: 

This report provides the Healthcare Governance Committee with; 
 
1) Staff and student incidents for the year 2011/2012 
 
2) Reporting of Injuries, Diseases and Dangerous Occurrences Regulations (RIDDOR) incidents 

reported to the Health and Safety Executive (HSE) for the year 2011/2012 
 

3) Reporting of over exposure incidents to the HSE 
 

4) Audit Information 
 

5) Workstream Update 
 

 
KEY POINTS: 

• No enforcement actions were served on the Trust this year  
 

• The HSE have investigated 1 incident this year which is now closed and are currently 
investigating another one. No enforcement action is expected 

 
• There have been 2 major staff incidents this year which is unusual for staff incidents. Both 

incidents were slips on ice that resulted in fractures 
 

• A new exposure incidents group will meet to review all exposure incidents which will include 
needle/sharps incidents. 

 
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  
 CQC Outcome 13 Staffing 

 
RECOMMENDATION(S): 

The Healthcare Governance Committee is asked to note the contents of this report. 
 

 
APPROVAL PROCESS 

Meeting Presented Approved Date 
TEG   11 July 2012  
HCGC   23 July 2012  

 

E 
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Health and Safety Annual Report – 1 st April 2011 to 31 st March 2012 

 
 

1. Introduction 
 

This report provides the Healthcare Governance Committee with information on staff and 
student incidents, involvement with the Health and Safety Executive (HSE) including the 
Reporting of Injuries, Diseases and Dangerous Occurrences Regulations (RIDDOR) and 
Audits undertaken for the year April 2011 to March 2012 

 
 
2. Background 
 

Sheffield Teaching Hospitals NHS Foundation Trust is committed to providing a safe 
environment for all staff to work in. This means having in place effective policies, 
management arrangements, committee structures and systems that are monitored 
audited and reviewed to ensure the ongoing health and safety activities continue 
throughout STH. 

 
 
 
3. Staff and Student Incidents this Year 
 
3.1 Number of Staff and Student Incidents 
 

This year there were a total number of 1667 staff incidents and 49 student incidents 
reported on Datix.  
 
The graph below shows the number and severity of incidents involving staff throughout 
the Trust except Primary and Community Services, who had 198 incidents, as currently 
their incidents are not integrated into the STH Datix system although their numbers are 
included in the total figure above. 
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3.2 Analysis of Staff and Student Incidents this Year 
 

Insignificant, Minor and to a much lesser extent Moderate incidents are the usual grades 
for staff incidents. 

 
This year the number of incidents has reduced slightly from the last year and so has the 
severity of incidents. The moderate incidents in the Corporate Directorates are mainly 
within Hotel Services. 
 
This year there were 2 major staff incidents reported which is unusual as normally there 
are none. They were both slip fall incidents on ice which resulted in a fractured arm of a 
nurse walking on a side delivery road and a fractured neck of femur of a housekeeper 
who was asked to grit a path near the Dialysis Unit. Both incidents were in relation to 
inclement weather. Snow had fallen at the weekend which had been cleared and the 
paths then gritted by Estates Department as per procedure.  

 
The student incidents were mainly in Restorative Dentistry and were cut and scratch 
injuries that were mainly caused by burs and scalers. 

 
The graph below shows the Trusts top 10 incidents by sub category. The coloured 
pointers indicate the relative movement of the categories. Where no pointer is displayed 
there has been no real movement of category. 

 
  

 
 
 

The sub category ‘physical assault by a patient’ has remained the top theme, the 
incidents are mainly in Neuro Sciences and Geriatric & Stroke Medicine and are all 
recorded as insignificant or minor injury. The sub category ‘contact with needle or other 
sharps in use’ also remains a in a similar position. These incidents are across several 



4 

areas but the directorate with the majority of incidents is Emergency Medicine and broken 
down further within Emergency Medicine the incidents are mainly in A & E. 

 
 
3.3 Outcome for Staff and Student Incidents this Year 
 

The two major incidents were both investigated and the gritting of the paths had been 
undertaken by Estates but due to extreme weather, had begun to refreeze. Staff on the 
Renal Unit have been reminded that the procedure is to report potentially unsafe paths to 
the Estates Helpdesk as soon as they can and not to undertake gritting themselves. 
There is a risk assessment which is reviewed annually by Estates in relation to the gritting 
of our premises. Gritting is undertaken in a prioritised manner. Both incidents have 
resulted in claims. 
 
There will be a new group set up to review all exposure incidents which will include 
needle/sharps incidents. The group aims to determine the numbers and types of exposure 
incidents, make recommendations in the use of safety devices and any changes to 
practise to reduce incidents.  

 
 
4. Health and Safety Executive (HSE) 
 
4.1 Number of Reporting of Injuries, Diseases and Dangerous Occurrences Regulations 

(RIDDOR) Reported to the HSE 
 

This year there was a total number of 71 RIDDORs reported to the Health and Safety 
Executive (HSE) 

 
28 x Moving and Handling 
26 x Falls 
10 x Hit by 
3 x Violence – Confused and Neuro Patients to staff 
3 x Exposure – Needlestick- inappropriate disposal 
1 x Exposure – Substance 
 
The graph below shows the numbers of reported RIDDORs in the Clinical/Corporate 
Groups. There were 3 RIDDORs included in the figures above which do not appear on the 
graph as they are in the Primary and Community Services Care Group.  
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4.2 Analysis of RIDDORs Reported to the HSE 
 

This year the HSE have investigated and closed one of the 71 RIDDOR incidents 
reported to them. This was in relation to a fall on an emergency escape route in the 
Finance Department. 
 
They are currently investigating a reported RIDDOR incident that involved a staff fall 
whilst assisting a patient in a toilet on E1, RHH. The HSE visited the RHH on the 2nd May. 
Two inspectors, one general inspector and his manager met with the Trust Occupational 
Safety Manager, the Matron and Sister for Infection and Tropical Medicine E floor RHH 
and the Governance Coordinators for Specialised Cancer, Medicine and Rehabilitation. 
The inspectors discussed what happened on the day of the incident and what had been 
undertaken since the incident. They also visited the ward area and the toilet where the 
incident happened.  

 
 
4.3 Outcome for RIDDORs Reported to the HSE 
 

The HSEs recommendations in relation to the fall on the emergency escape route in the 
Finance Department have now been completed and the HSE have closed the 
investigation. 
 
The HSE have visited the toilet area on E1, RHH and were pleased with the work that has 
been carried out on the ward by the staff, (risk assessments, moving and handling issues 
and follow up support) However, the inspectors requested further information on the 
planned work which had already been identified for the area but there was uncertainty if it 
would go ahead. The Trust have now ring-fenced the funding from the financial budget 
year 2013/14 and the work will be factored into the prioritised Estates work programme 
and a scheme should be ready to go in early 2013. The HSE have been notified of this 
plan. It is expected that the HSE will be in contact at some point and the investigation 
remains open. 

 
 
4.4 General HSE Information 
 

This year STH have received no enforcement actions from the HSE and no complaints 
have been received either. The Trust still encourages staff to report any safety issues to 
their managers so that they can be resolved in a timely manner but does recognise that 
any individual may report an issue anonymously directly to the HSE. 
 
In March 2012 a HSE inspector visited the Endoscopy Unit on the NGH site. His work with 
the HSE was mainly in relation to Enzymes. He had contacted the Trust to ask if he could 
visit the Endoscopy Unit to better understand the process of cleaning the scopes as he 
was working on a national project. The visit was not in relation to any incidents within the 
Trust. 
 
In compliance with the Ionising Radiation Regulations 1999 some incidents must be 
reported to the HSE. These incidents are reported to a HSE Radiation Specialist 
Inspector and are usually for over exposure incidents. This year STH has reported 5 of 
this type of incident, 2 of which were investigated by the HSE. 

 
The first incident was in relation to a personal monitoring device that had recorded a high 
dose reading for one of the clinical scientists working in stereotactic radiosurgery. After 
the visit the HSE were satisfied that the member of staff could not have received the dose 
recorded on the personal device and that all the requirements of the Ionising Radiation 
Regulations 1999 had been complied with. The monitoring device was worn on a lanyard 
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so possibly the lanyard had been removed and left in the room at some point. All monitors 
are now worn on the individual. 

 
The second incident was in relation to a machine. The HSE visited the NGH to view the 
machine which had given an exposure reading that was not expected resulting in a 
patient requiring a further x-ray. The patient was not injured. The HSE agreed it was a 
software issue with the machine and not operator error so they would move their 
investigation to the manufacturer (Philips). 

 
 
5. Audit  
 
5.1 Number of Audits undertaken 
 

There were 6 formal audits undertaken by the Occupational Health and Safety Manager, 
the table below shows the areas audited and the grades achieved 

 
  

Department /Team 
 

Grade 

Diabetes Centre - NGH 77% Further work 
Training and Development  97% Excellent  
ITU - NGH 86% Good 
Cardiac Administration - NGH 73% Further work 
Haematology - RHH 91% Excellent 
Urology - RHH 77% Further work 

 
 
5.2 Analysis of Audits 
 

The audit is based on the Safety and Security Inspection Form which is completed 
annually and the monthly department checklist. The audit is graded using a traffic light 
tool which identifies an outcome. Training and Development achieved the best grade ever 
within the Trust over the last four years.  

 
 
5.3 Outcome for Audits 
 

Audited areas that were graded less than 91% were asked to produce an action plan to 
ensure the required work in the recommendations was undertaken.  Action plans 
compliance will be audited during the year. 

 
 
6.  General Information 
 

This year the Lone Worker Policy and the RIDDOR Guidance was reviewed and revised. 
The safety section on the Patient and Healthcare Governance intranet web-site was also 
revised to ensure old documentation is removed and all information shown is current. 
 
The Safety and Risk Management Board continues to meet regularly ensuring the safety 
and governance leads, and staff side members are kept informed of safety issues and 
have the opportunity to discuss and share safety issues. 
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7. Workstreams 
  

The work stream focusing work on a Slips, Trips, Falls; Moving and Handling Incidents 
and Hit By incidents in Domestic Services worked well throughout the year. The group 
developed a checklist which helped supervisors in collecting information, completing 
investigations and recording detail on Datix. Members of the group worked with staff to 
highlight any problem areas and to advise them on good practise and the values of good 
incident reporting. 
The group reduced the Moderate/Minor incidents to a lesser severity of Moderate/Minor 
which now includes Insignificant. The group also reduced the amount of claims made and 
the amount of costs in payouts to claimants. 
The work undertaken by this group has now been broadened out to include the whole of 
Hotel Services and the work continues through the Directorate and the local risk group. 
 

 
 

7.1 New Worksteam  
 

A new group is being developed to review all exposure incidents which will include 
needle/sharps incidents. The group aims to determine the numbers and types of exposure 
incidents, make recommendations in the use of safety devices and any changes to 
practise to reduce incidents. The membership for the group will include key specialist 
advisers and representatives of directorates that have high numbers of exposure 
incidents. 
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Health and Safety Annual Plan – 1 st April 2012 to 31 st March 2013  
 
 

1. Introduction 
 
Sheffield Teaching Hospitals NHS Foundation Trust is committed to providing a safe environment 
for all staff to work in. This means having in place effective management arrangements to ensure 
the ongoing health and safety activities continue throughout STH. 
 
This plan sets out the principle health and safety improvement activities to take place during the 
2011/12 work year. 
 
 
2. Policy 
 
Policies will be developed as necessary and current policy including guidance will be reviewed 
and revised to ensure policies remain effective. 
 
 
3. Management Arrangements, Structures and Systems 
 
Datix will be upgraded in September to enable a more efficient route of reporting incidents 
 
The new exposure incidents group will be established and review all exposure incidents which 
will include needle/sharps incidents. 
 
Safety and Risk Management Board will continue to report to the Healthcare Governance 
Committee 
 
The Trust will continue to work with the Health and Safety Executive and other involved 
organisations, ensuring the reporting of any untoward incidents or occurrences are documented 
and reported to the relevant departments, groups and committees. 
 
The Trust will also maintain its links with union safety representatives and discuss any issues at 
the Safety and Risk Management Board. 
 
 
4. Monitoring and Audit 
 
Inspection forms and check lists are included in policies and will continue to be completed and 
discussed at local level.  Audit will continue throughout the year to enable continuous 
improvement of performance. 
 
 
5. Review  
 
Outcomes and lessons learned will continue to be discussed at Safety and Risk Management 
Board. 
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6. Other Topics  
 
As new issues emerge during the year the Trust will adjust the plan to ensure all issues are dealt 
with in priority order 


