
Sheffield Teaching Hospitals NHS Foundation Trust 
 

Chief Executive’s Briefing   
 

Board of Directors – 30 November 2021  
 
 

1. Covid-19 Gold Commander Update 
 
Gold Command and the Trust remains focussed on safely providing urgent and emergency 
services and planned elective care, the command structure remains in place. More recently 
this has included a focus on the recovery plans, effective use of resources and workforce. 
Given the longevity of the pandemic an increased focus on staff health and wellbeing 
remains in place.  A verbal update will be provided in the meeting which will include an 
update on the most recent covid activity figures.    
 

2. Integrated Performance Report 
 
For the Integrated Performance Report (papers Dii and Diii), each Director will highlight the 
key issues for the Board of Directors for the reporting periods of August and September. 
 

3. Maternity Dashboard 
 
The monthly report for September is included at Appendix A which provides a rolling three 
month overview of Maternity Services’ performance, which is benchmarked against a 
defined set of targets and to provide assurance to the Board of Directors in relation to the 
tracking of the Trust’s own performance.  This data is captured in the same format across 
the Local Maternity and Neonatal System (LMNS) enabling a comparison of performance 
across the Trusts within the LMNS to identify areas for improvement either by individual 
trusts or as an LMNS system. This report was considered by the Healthcare Governance 
Committee on Monday 15 November. 
 

4. Mandatory Vaccine 
 
On 9 November 2021, the Department of Health and Social Care (DHSC) announced new 
regulations which, subject to parliamentary approval, will come into force on 1 April 2022. 
The regulations will require all people who conduct a face-to-face and CQC regulated 
activity in the NHS to have received a full course of an approved Covid-19 vaccine unless 
exempt. At present, the regulations are not expected to include a third primary or booster 
dose requirement.  The regulations will apply regardless of the role or frequency i.e., will 
include all temporary, voluntary, and bank and agency workers, as well as students and 
independent contractors. 
 
As a CQC registered provider, the Trust will have a responsibility to ensure that from 1 
April 2022 it only deploys into such roles people who have either provided suitable 
evidence of full vaccination or an exemption. The CQC will monitor compliance with the 
new regulations. The DHSC and NHSEI operational guidance on the regulations is 
expected to be issued in early December 2021. The timescales associated with the 
introduction of the new regulations present a significant challenge given the need to ensure 
suitable evidence is collected where required, and to then manage the formal processes for 
those who chose not to be vaccinated after 3 February 2022.   
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A project team has been established to oversee the implementation and communication of 
the new regulations and the Trust’s Gold Command will receive twice weekly updates on 
progress. 
 

5. Change to UK Threat Level 
 
The threat level for the UK from international terrorism is set by the Joint Terrorism 
Analysis Centre (JTAC) and the Security Service (MI5).  There are five levels of threat and 
they can change at any time as different information becomes available.  From 15 
November 2021 the UK Threat Level increased from SUBSTANTIAL (an attack is likely) to 
SEVERE (an attack is highly likely) as a result of the incident at Liverpool Women’s 
Hospital on 14 November 2021.  The factors which affect this level include available 
intelligence, terrorist capability, terrorist intentions and timescales.   
 
STH has a number of well-developed and rehearsed business continuity plans aimed at 
responding to different types of terrorist attack, on site or within the City.  The additional 
actions STH needs to take as a result of the change in threat level, and in light of the 
alleged attack on an NHS organisation, include a communication out to staff (scheduled for 
week commencing 22 November 2021) notifying staff of the change in alert level and 
reviewing relevant staffing levels and security arrangements across our facilities.  On this 
latter point, the Lockdown Plan has been recently reviewed and all action cards for Security 
staff are up to date and staff have confirmed they understand their role in the event of a 
security lockdown.   
 
Arrangements are in place with a local Contract Security provider to increase our staffing 
numbers should this be necessary to respond to an incident.  Plans are being made to test 
the Lockdown Plan shortly in order to develop it further based on any lessons learned from 
the exercise. 
 

6. Trust Board Assurance – Mortuary or Body Store 
 
NHSEI are requesting that Boards of organisations with either a mortuary or body store 
ensure that they are compliant with existing guidance (Appendix B). This was discussed at 
the Healthcare Governance Committee Meeting held on Monday 15 November 2021 who 
confirmed on behalf of the Board that they are satisfied with the arrangements the Trust 
has in place.  In line with the request, a response has been submitted showing full 
compliance with the existing guidance. 
 

7. Infection Prevention and Control (IPC) Board Assurance Framework 
 
The Infection Prevention and Control (IPC) Covid-19 Board Assurance Framework, was 
presented to the Healthcare Governance Committee Meeting on Monday 18 October 2021 
and is provided at Appendix C. 
 

8. Safeguarding Annual Report 2020/21 
 
The Safeguarding Annual Report, attached at Appendix D was presented to the Healthcare 
Governance Committee in October 2021.  This comprehensive report covers a range of 
topics including safeguarding children and adults, domestic abuse, caring for people with a 
learning disability, and dementia.  The work of the team through the pandemic has recently 
been recognised by the Safeguarding Partnership Board when they identified no gaps in 
the Trust’s arrangements through their review of the Trust’s work with regard to 
Safeguarding. 
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9. NHS System Oversight Framework 
 
Following consideration by the NHSEI North East and Yorkshire regional support group, it 
has been confirmed that Sheffield Teaching Hospitals is placed in segment two in 
accordance with the requirements for the System Oversight Framework (SOF) for 2021/22.  
The letter confirming this can be found at Appendix E. The documents outlining the 
segmentation for all integrated care systems (ICSs) and NHS Trusts was published on 11 
November 2021 and can be found at the following link: NHS England » NHS system 
oversight framework segmentation  
 
In South Yorkshire and Bassetlaw, Barnsley, Doncaster & Bassetlaw and Rotherham, 
Doncaster and South Humber (RDaSH) NHS Foundation Trusts are also in segment 
two.  Sheffield Children’s and The Rotherham NHS Foundation Trusts are in 
segment three. Sheffield Health and Social Care NHS Foundation Trust is in segment 
four.  This means the South Yorkshire and Bassetlaw Integrated Care System overall is in 
segment two. 
 
Other regional NHS provider comparators include Leeds who are in segment two, Hull in 
three and Nottingham in four. 
 
Across the Shelford Group of NHS Trusts, Newcastle is in segment one, Cambridge, Guys, 
Imperial, Manchester and UCL are in segment two, Oxford and Birmingham are in segment 
three and Kings is in segment four.   
 

10. Royal Hallamshire Hospital B Road Remediation and Refurbishment Work  
 
Estates work is required on B Road at the Royal Hallamshire Hospital (RHH) to prevent 
rainwater entering the RHH Theatre Complex.  The work is scheduled to commence in 
January 2022 and will take approximately 17 weeks.  In order for the works to start in 
January, the Business Case was presented to the Finance and Performance Committee for 
approval in November 2021. 

 
During the works, B Road at RHH will need to be closed.  This will unavoidably impact on 
traffic flows around the Central Campus including patient and staff journeys, inter-hospital 
transfers and blue light ambulances for maternity and stroke pathways.  Unfortunately 
there are no options to undertake the B Road works without closing the road.  It is not 
anticipated that delaying the works beyond January 2022 will add any material benefit to 
planning for the road closure and finance for the works has been accounted for in the 
2021/22 Capital Scheme. 
 
Supported by the Business Continuity team, a Task and Finish Group led by Estates and 
Facilities has been established to identify the traffic management risks and issues, and 
plan accordingly. A risk assessment has been undertaken by the Deputy Director of 
Estates and Head of Organisational Resilience. This identifies that there are still some 
unknowns around the extent to which the closure of B Road will impact on traffic flows, but 
a number of mitigations have been identified which are expected to make the risks 
manageable during closure.  Mitigation includes a proposal to reverse the flow of traffic on 
A Road, direct emergency vehicles to the Minor Injuries Unit RHH entrance and implement 
a number of traffic management systems.  Further schemes such as Park and Rides are 
being considered.  The Task and Finish Group are planning to temporarily close B Road, in 
a planned way, for short periods of time in December to assess the impact and adapt and 
develop the plans for January accordingly.  
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11. 2021/ 22 H2 Planning Update 
 
The 2021/22 Priorities and Operational Capital Planning Guidance for October 2021 to 
March 2022 was issued on 30 September 2021. The priorities set out in NHSEI’s “Priorities 
and operational planning guidance for 2021/22” published in March 2021 remain the 
priorities for the second half of the year (now described as H2). These are: 
 

- Supporting the health and wellbeing of staff and taking action on recruitment and 
retention. 

- Delivering the NHS Covid vaccination programme and continuing to meet the needs 
of patients with Covid-19. 

- Building on what we have learned during the pandemic to transform the delivery of 
services, accelerate the restoration of elective and cancer care and manage the 
increasing demand on mental health services. 

- Expanding primary care capacity to improve access, local health outcomes and 
address inequalities. 

- Transforming community and urgent and emergency care to prevent inappropriate 
attendance at emergency departments (ED), improve timely admission to hospital 
for ED patients and reduce length of stay. 

- Working collaboratively across systems to deliver on these priorities. 
 
In addition, it is intended to continue to focus on priority areas for tackling health 
inequalities and to deliver sustained progress against the ambitions of the NHS Long Term 
Plan. 
 
The NHS will receive an extra £5.4b of funding in H2 over baseline levels. As expected, 
funding arrangements are very similar to those in H1 with the key changes being: 
 

- An additional £1.5b for elective recovery of which £0.5b is capital. Funding will be 
allocated via a new Elective Recovery Fund (based on “clock stops” rather than 
activity levels) and the Targeted Investment Fund (for which capital bids were 
submitted in early October). 

- Additional Capacity Funding for Non-Elective pressures (£8.6m for SYB). 
- An additional general efficiency target of 0.82% (which means 1.1% in total for H2). 
- A further targeted efficiency requirement reflecting the distance between current 

funding levels and previously intended Financial Improvement Trajectories (£8.8m 
for SYB). 

- A reduced level of Covid-19 fixed allocations (6% for SYB). 
- Additional inflation funding to reflect the 2021/22 pay awards. 

 
Allocations have again been notified at system level but distribution within SYB was agreed 
reasonably quickly. In overall terms, the funding position was favourable with lower than 
anticipated reductions from H1 funding. 
 
A range of H2 activity/performance, financial, efficiency, capital and workforce plans have 
now been submitted. Key points to note are: 

- Activity plans were consistent with those developed at the start of the financial year 
with Covid assumed to have an on-going detrimental impact on elective capacity 
such that the PTL continues to grow. 

- Ambitions to remove any two year waits, avoid further deteriorations in 52 week 
waits and deliver the Cancer Recovery Plan targets.  

- Limited real efficiency savings, but with non-recurrent spending reductions enabling 
the targets to be achieved. 
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- A Break-Even Financial Plan position over the full-year as per the Financial Plan 
submitted to the Board in May. 

- In reaching the Break-Even Financial Plan, the Trust identified £14.2m of non-
recurrent Covid funding which would not be spent in 2021/22 and so this has been 
returned to the SYB System for redistribution. This and the Capacity funding noted 
above has enabled a range of investments to further support winter plans. 

- The capital expenditure plan has been increased by £6.2m in recognition of 
Targeted Investment Fund approvals. 

- The workforce plan shows a stable position with some progress on International 
Nurse Recruitment. 

 
12. The Shelford Group Strategy 2021 - 2025 

 
The Trust has for many years been a member of the Shelford Group of NHS provider 
organisations. This year the Shelford Group CEOs committed to a new statement of 
purpose to guide their work as a collective.  The Shelford Group Strategy 2021-2025 has 
now been launched and can be found at the following link: 
Shelford-Group-Strategy_DPS.pdf (shelfordgroup.org) 
 

13. People Updates 
 
Medical Director (Development) 
The recruitment process to appoint to the post of Medical Director (Development) has now 
concluded and I am pleased to announce that Dr David Black has been appointed and will 
take up post from 1 February 2022.  David Black brings significant medical leadership 
experience, with 30 years of NHS service of which 18 have been at Executive Director 
level as a Medical Director or Director of Public Health.  I would also like to thank Dr David 
Hughes for the outstanding contribution he has made during his time as Medical Director.   
 
Professor of Nursing 
Dr Julie McGarry has been appointed as Professor of Nursing in a joint role between the 
Trust and The University of Sheffield. Julie is an established academic researcher with 
expertise and a professional background in the field of safeguarding (adults and children), 
gender-based violence and intimate partner violence/domestic violence and abuse.   
 
Within her role at both the Trust and the University, Julie will be focusing on how to drive 
forward an increased profile of nurses and midwives in research, in line with the plans 
developed for the refreshed Trust Research Strategy. 

 
Deputy Medical Director (Operations) 
Dr Sarah Jenkins, who is presently a part-time Deputy Medical Director/ Renal Physician, 
has been appointed as a full-time Deputy Medical Director (Operations) to work with the 
Medical Director (Operations). Her start date in this role is awaiting confirmation. 
 
Associate Medical Director for Mental Health and Learning Disability 
Dr Avril Kuhrt, who is presently a consultant in Emergency Medicine, has been appointed 
to the new position of Associate Medical Director for Mental Health and Learning Disability. 
 
Clinical Director – Specialised Cancer Services 
Dr Lucy Walkington has been appointed as Clinical Director for Specialised Cancer 
Services.  Lucy took up the Clinical Director post from 31 August 2021.  I would like to 
thank Dr Jackie Martin for her contribution to Specialised Cancer Services during her time 
as Clinical Director. 
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Clinical Director - Medical Imaging and Medical Physics (MIMP)  
Dr James Hampton has been appointed as Clinical Director for Medical Imaging and 
Medical Physics (MIMP).  James took up the Clinical Director post from 7 October 2021.  I 
would like to thank Dr Fred Lee for his contribution to MIMP during his time as Clinical 
Director. 
 
Clinical Director - Gastroenterology 
Dr Kumar Basu has been re-appointed as Clinical Director for Gastroenterology from 30 
September 2021. 
 
Nurse Director - South Yorkshire Regional Services 
As confirmed in September, Emma Joel will be moving from her current role as Nurse  
Director for Operating Services, Critical Care and Anaesthesia (OSCCA) to the role of 
Nurse Director in South Yorkshire Regional Services (SYRS). She will take up post on 6 
December 2021.   
 
Nurse Director - Operating Services, Critical Care and Anaesthesia  
Kirsten Clinton, who is presently Nurse Consultant in the Acute and Emergency Medicine 
Department, has been appointed as Nurse Director for OSCCA.  She will take up post on 6 
December 2021.   
 
Director of Strategy & Planning and Chief Pharmacist 
Following resignations by Anne Gibbs and Damian Child effective from 13 and 20 
December 2021 respectively, an executive search company has been appointed to 
conduct an executive search/recruitment campaign commencing in December 2021, 
concluding with interviews in February 2022. 
 

14. Communications and Awards Update 
 
Healthcare Support Worker Awards 
For the first time, North East and Yorkshire region have formally recognised the 
contribution of Health Care Support Workers through a Healthcare Support Worker awards 
ceremony. In July, all trusts in the region were asked to submit health care support worker 
nominations in the following four categories. 
 
1. Well-being at work award 
2. Technology award 
3. Rising star award 
4. Outstanding contribution award 
 
There were 84 nominations in total, with 47 shortlisted resulting in 16 finalists, four in each 
category. I am delighted to report that Alex Brown who works on Ward P2 and who was 
nominated by Matron Stacie Harrington has won the Rising Star award. He was presented 
with an award certificate and an e-voucher by the regional chief nurse and his success 
celebrated via a video at the virtual conference in October 2021.  I would like to 
congratulate Alex on winning this award. 
 
Queen’s Nurse Awards  
Two Community Nurses from the Trust have been awarded the title of Queen’s Nurse (QN) 
by The Queen’s Nursing Institute. 
  
Maria Levesley, Integrated Care Team Nurse Lead, and Debbie Barr, Diabetes Nurse 
Specialist were the two successful applicants. There are now four Queen’s Nurses at STH. 
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The title of Queen’s Nurse (QN) is available to individual nurses who have demonstrated a 
high level of commitment to patient care and nursing practice. It is in recognition of the 
exceptional care they provide to patients and their commitment to their role. 

 
Yorkshire and Humber SAS Conference 
Two renal surgical colleagues were awarded two out of the five available awards at the 
SAS Doctors and Dentists Regional Conference on 8 October 2021.  Mr Avneesh Kumar 
won the Quality Improvement Award and Mr Yamuna Marie won the Research 
award.  Both of these colleagues play key roles in the renal department and these awards 
reflect their expertise and dedication to the service and patients.  
 

15. Sheffield Health and Care Partnership 
 
Sheffield Health and Care Partnership is an alliance of health and social care organisations 
that work together to improve the planning, commissioning, provision and people’s 
experience of health and care services across Sheffield. All partners have come together to 
support a Partnership Agreement which sets the context for working together and 
describes the framework for the Partnership operating model. Following consideration by 
the Trust Executive Group the agreement is presented at Appendix F for APPROVAL by 
the Board of Directors. 
 

16. South Yorkshire and Bassetlaw Integrated Care System (SY&B ICS) 
 

Reports from the Chief Executive of SY&B ICS can be found at Appendix G and H.  These 
provide a summary update on the work of the SY&B ICS for the months of September and 
October 2021.  

 
17. Sheffield Health and Care Partnership 
 

An overview of the programme activities for the Sheffield Health and Care Partnership has 
been provided by the Programme Director and is included at Appendix I.  
 
 
 

Kirsten Major 
Chief Executive  
30 November 2021 
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SHEFFIELD TEACHING HOSPITALS NHS FOUNDATION TRUST 
 

EXECUTIVE SUMMARY 
 

REPORT TO THE HEALTHCARE GOVERNANCE COMMITTEE 
 

15 NOVEMBER 2021 
 

Subject Maternity Dashboard  

Supporting TEG Member Chris Morley, Chief Nurse 

Authors Marie Reid, Nurse Director and Head of Midwifery 
Leanne Likaj, Deputy Head of Midwifery 
Fiona Kew, Clinical Director 

Status1 D  

 
PURPOSE OF THE REPORT 

To provide the Healthcare Governance Committee with the Maternity Dashboard containing data 
from September 2021. 

 
KEY POINTS 

The report:  

 Provides a rolling three-month overview of Maternity Services’ performance benchmarked 
against a defined set of targets (Table 4). 

 This report provides the detail for September.  

 Further benchmarking takes place regionally through the Local Maternity and Neonatal 
System (LMNS) and nationally through the North East and Yorkshire (NE&Y) Regional 
Perinatal Quality Oversight Group.  

 This month:  
o There continue to be a raised number of delayed inductions of labour due to the 

higher level of acuity of women presenting in Labour Ward.  
o A lower level of reported cases of massive obstetric haemorrhage than has been 

seen in previous months. 
o One case has been referred to the Healthcare Safety Investigation Bureau for 

further investigation and learning. 
o  Highlights the on-going progress against the Year 4 Maternity Incentive Scheme 

standards (August 2022) 

 
IMPLICATIONS2 

 TICK AS APPROPRIATE 

1 Deliver the Best Clinical Outcomes  

2 Provide Patient Centred Services  

3 Employ Caring and Cared for Staff  

4 Spend Public Money Wisely  

5 Deliver Excellent Research, Education & Innovation  

 
RECOMMENDATIONS 

For the Healthcare Governance Committee to be assured that the Trust utilises a Maternity 
Dashboard to monitor and track its own performance, make improvements and compare 
performance at STH with other Trusts within the LMNS. 

 
 APPROVAL PROCESS 

Meeting Date Approved Y/N 

Trust Executive Group 3rd November 2021 Y 

Healthcare Governance Committee 15th November 2021  
 
1 Status: A = Approval  

A* = Approval & Requiring Board Approval  
D = Debate  
N = Note  

2 Against the five aims of the STHFT Corporate Strategy 2017-20   
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Introduction 

The Maternity Dashboard provides a monthly overview of the Maternity Services’ performance against a 

defined set of targets and safety indicators. These targets are taken from national recommendations, 

Saving Babies Lives version two (SBL V2), NHS Digital Hospital Episodes Statistics (HES) and 

Healthcare Quality Improvement Programme (HQIP) National Maternity and Perinatal Audit (NMPA).  

The key performance indicators (KPI) are measured using a Red, Amber, Green (RAG) system:   

Green – performance within an expected range. 

Amber – performing just below expected range, requiring close monitoring. 

Red – performing below target, requiring monitoring and actions to address. 

Maternity services data is collected in the Jessop Wing Maternity Information System (JMIS) throughout 

the maternity pathway and this data is collected nationally as part of the Maternity Services Data Set 

submissions (MSDS). 

Midwifery staffing levels are monitored using Birthrate Plus Acuity tool and this is benchmarked against 

the National Institute for Health and Care Excellence (NICE) (2015) Safe midwifery staffing for maternity 

settings. This NICE (2015) document recommends the use of a midwifery red flag event as a warning 

sign that something may be wrong with midwifery staffing. 

The data included in this report will iterate over time and the STHFT team will collaborate with the LMNS 

to ensure that the RAG rating and reporting is benchmarked appropriately. To monitor trends over time, 

there are a series of charts on p11 demonstrating the data over a slightly longer period. Further work is 

being undertaken to develop these charts into a Statistical Process Chart (SPC) format to facilitate a 

better understanding of these trends.  

The Maternity Dashboard, introduced in Quarter Four of 2020/2021, has been re designed following 

feedback to source data directly from Maternity Services Data Set submissions and to refine some of the 

thresholds and metrics.  October’s data will be submitted on a new template. 

Exception report against red KPI ratings 

September 2021 (July/August previously reported) 

July August and September have provided significant challenge at times with increased acuity of women 

through the labour ward.  Below demonstrates the increased birth rate in this quarter, in particular note 

the sustained pressure in  September with weekly births well above the average for four consecutive 

weeks. 
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Caesarean Section  

The number of caesarean sections (CS) for this period is higher than the expected range. Caesarean 

section rate targets are based on England HES data for 2019/20 with no variation given for tertiary 

centres. The overall average figure is 29%, 13% for elective CS and 17% for emergency CS. The STH 

elective CS rate remains higher than the National average. However, this needs to be taken in context 

with the complexity of case mix at the Jessop wing and the continued national focus to fully support 

women’s birth choice.  

Comparative data taken from all maternity units in the Yorkshire and Humber region from quarter 1 

2021/22 records a range of 0.0% - 36.7% with an interquartile range of 28.5% - 33.9%.  31.77%, 

(Septembers figures) are within these parameters therefore STH JW are not outlying in comparison to 

other services. It has been agreed that a post emergency CS review meeting will be re-established 

within Maternity Services at the Jessop Wing, this will allow oversight of whether the emergency CS 

undertaken are appropriate. Further information is also included in the table below the section on 

massive obstetric haemorrhage. 

Massive obstetric haemorrhage   

The target of less than 2.9% massive obstetric haemorrhage rate is based on National Maternity and 

Perinatal Audit (NMPA) data for 2017 for women who gave birth vaginally to a singleton baby in the 

cephalic position between 37+0 and 42+6 weeks. The STH massive obstetric haemorrhage rate using 

these criteria remains above the expected rate at 3.85%   although this is the lowest rate recorded since 

this dashboard was introduced at STH.  MOH work streams have commenced this last month and 

updates on the measurement of blood loss has been part of the weekly discussions. 

Benchmarking ourselves against comparative data for this field is extremely challenging as the 

denominators used vary.  The Yorkshire and Humber Maternity Dashboard use as their denominator the 

percentage of women who have birthed with a Post Partum Haemorrhage (PPH) of greater than 1500ml.  

Data taken from the Yorkshire and Humber Region from quarter 1 2021/22 records a range of 0.0% - 

6.3%  with an interquartile range of 2.7% - 4.4%.  Compared to units holding tertiary status outside of our 

LMNS, the lowest % is 3.0 and the highest is 6.3%. STH sits at the higher end of this  range. 

Below is a data comparison table with tertiary units within the Yorkshire and Humber region (due to data 

protection the names of other units have been removed) from Quarter 1 2021/22. 
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STH are working in collaboration with the LMNS to standardise measurement and recording of PPH 

across South Yorkshire. This has been subject to delays in relation to recruitment within the LMNS which 

has now concluded. It is due to be discussed at the next strategy group meeting, although the date is still 

to be arranged. 

Continuity of Carer 

Continuity of Carer caseloads have been paused to enable staff to be deployed to support midwifery 

staffing on Labour Ward.  The Jessop Wing hosted a National Continuity of Carer team visit on Thursday 

12 August 2021.  Due to COVID restrictions this meeting was restricted to the senior and executive team 

within Jessop Wing. The rescheduled National visit is currently being planned around specific TEG 

members’ availability. 

Red Flags 

The number of Red Flags recorded in September has seen a slight increase. August and September 

have presented Maternity with significant staffing challenges. As a result of this the sub-optimal 

compliance with completion of the Birthrate Plus tool continued through September with recordings 

below the required 95% for the four weeks (71% - 88%).  Reporting recorded below the required 

standard results in a reduced assurance that we are alerted to all incidents that trigger a red flag, and the 

immediate response to this. Work is currently underway with the BR+ team to provide updated training 

for all levels of maternity staff. The increased number of occasions that one to one care has not been 

provided is a result of these staffing challenges. The escalation process in response to such challenges 

results in a planned delay of the semi-elective pathways for induction of labour and caesarean sections 

in Jessop Wing resulting in an increase of red flags within these categories.  These planned delays are 

subject to careful ongoing clinical assessment and prioritisation by Consultant Obstetricians on a daily 

basis.   

Midwifery staffing during this period of data collection falls outside of national recommendations due to a 

number of factors including high levels of sickness and absence amongst midwives (11.67%) and 

maternity leave (8.9%). The current reported vacancy position shows the vacancies against the newly 

agreed establishment which has been supported by external funding and will allow for the full 

implementation of the Continuity of Carer Midwifery model.  Active recruitment into posts is ongoing, with 

eleven new midwives currently undertaking their induction. In the interim, experienced midwives on ‘as 

and when’ contracts are being used, together with additional hours from current staff and agency 

midwives to cover vacant posts.  Enhanced payments have continued through September to incentivise 

Midwives to undertake extra hours. 
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Healthcare Safety Investigation Bureau (HSIB) referrals 

During September one case relating to a baby requiring cooling was reportable to HSIB. The case has 

also been reported as a serious incident following the agreed process. 

Term admissions to Neonatal Intensive Care Unit (NICU) 

The service has continued to consistently meet the standard for term admissions to NICU which is less 

than 6%.  The Avoiding Term Admissions to Neonatal Units (ATAiN) team continue to work 

collaboratively in keeping mums and babies together by avoiding admission to the Neonatal Unit. 

Ten Steps to Safety – Maternity Incentive Scheme Compliance 

A Maternity Incentive Scheme task and finish group has commenced regular meetings to monitor 

compliance with all ten year 4 safety standards.  A detailed progress report will be included in the 

Quarter 2 Maternity Board Report. 

Pre Term Birth Rates 

Our pre term birth rate for <36+6 weeks is greater than the 6% target noted on the dashboard.  It is 

worth noting that this target has now been removed from the next iteration of this dashboard and 

associated data analysis (system wide data collection) as it is recognised that this metric should 

principally be used for information only. 

Factors that influence pre term birth rate figures are Public Health initiatives, all which are standards for 

Trusts to achieve through Saving Babies Lives V2 and are monitored through the Maternity Incentive 

Scheme standards. 

Sheffield Teaching Hospital NHS Foundation Trust is an early adopter site of the Tommys app. This is a 

medical device developed in London St Georges hospital, it includes a pre-term birth risk assessment for 

all women. It will standardise care in line with national guidance (including Saving Babies Lives) and 

identify women at high risk of Pre-term birth providing individualised care pathways for these women. 

Evidence from the published studies has shown that in the high risk population it can reduce pre-term 

birth by 80% 

Summary 

The dashboard will enable oversight by the Board of Directors and the LMNS of themes and trends in 

maternity outcomes for STHFT.  
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To:  
• NHS Trust Chief Executives 
• ICS Leads 
• Directors of Estates 
 

Dear colleague  

NHS England and NHS Improvement (NHSEI) are requesting that Boards of 
organisations with either a mortuary or body store ensure they are compliant with 
existing guidance, and take additional steps set out in this letter. 

The Human Tissue Authority (HTA) is the regulator which oversees the licensing and 
inspection of post-mortem facilities, including security arrangements. All Trusts 
should undertake a review of the HTA guidance and take steps to assure their 
Boards that they are compliant.  

NHSEI requires all Trusts with either a mortuary or body store to urgently review 
their practices and ensure the following actions are implemented:  

1. Ensure all access points to the mortuary or body store are controlled by swipe 
card security access. Where this is not immediately possible, organisations 
must assure themselves that there is sufficient mitigation in place to ensure 
the facilities are secure and there is auditable access. 

2. There must be effective CCTV coverage in mortuary areas and this should be 
reviewed on a regular basis by an appropriately trained and authorised 
individual. Specialist training and mental health support may be required to 
support staff to undertake this task.  

3. A documented risk assessment of the facilities should be undertaken with 
regard to the operation, security and construction of the mortuary or body 
store area.  

4. Ensure there is consistent application of appropriate levels of DBS checks for 
all Trust and contracted employees, specifically in line with requirements of 
the NHS Standard Contract. Employers are required to pay attention to the 
security features of a DBS certificate, and support on DBS checks can be 
found here.  

Boards are asked to assure themselves that they have reviewed the evidence in 
response to each of the above actions and confirm that they are satisfied that the 
appropriate response has been taken. Please complete the return on this Microsoft 
forms link by Tuesday 16 November 2021. If you have any issues with accessing the 
link please contact nhsi.estatesandfacilities@nhs.net  

Skipton House 
80 London Road 

London 
SE1 6LH 

 
12 October 2021 

https://content.hta.gov.uk/sites/default/files/2020-11/Code%20B.pdf
https://www.gov.uk/government/publications/dbs-identity-checking-guidelines
https://www.gov.uk/government/publications/dbs-identity-checking-guidelines
https://forms.office.com/r/RzYq8hyStB
https://forms.office.com/r/RzYq8hyStB
mailto:nhsi.estatesandfacilities@nhs.net
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If you have any queries about this letter, please contact a member of your regional 
team for assistance.  

I am grateful for your attention and action. 

Yours sincerely 

 
Mark Cubbon 
Interim Chief Operating Officer  
NHS England and NHS Improvement 
 

 

 



 
EXECUTIVE SUMMARY 

 
REPORT TO THE HEALTH CARE GOVERNANCE COMMITTEE 

 
HELD ON 18 OCTOBER 2021 

 

Subject Infection Prevention and Control COVID-19 Board Assurance Framework 

Supporting TEG Member Chris Morley – Chief Nurse 

Author Karen Jessop – Deputy Chief Nurse 
Louise Ronxin – Lead Nurse Quality 

Status1 N 

 
PURPOSE OF THE REPORT 

To provide an update to the Healthcare Governance Committee on the Trust’s current position in relation 
to the updated Infection Prevention and Control (IPC) Board Assurance Framework V1.6. 

 
KEY POINTS 

 A self-assessment has been carried out against the 10 standards.  
 Assurance that guidance and processes, in line with Public Health England (PHE) (Now superseded 

by the United Kingdom Health Security Agency) IPC COVID19 national guidance, in all 10 standards 
have been implemented across the Trust. 

 There are now 112 key lines of enquiry supporting the 10 standards. 
 To highlight where assurance is unavailable for key lines of enquiry systems that either mitigating 

actions are in place or processes are in place to gain assurance. 
 

IMPLICATIONS2 

AIM OF THE STHFT CORPORATE STRATEGY 2017-2020 TICK AS APPROPRIATE 

1 Deliver the Best Clinical Outcomes  

2 Provide Patient Centred Services  

3 Employ Caring and Cared for Staff  

4 Spend Public Money Wisely  

5 Deliver Excellent Research, Education & Innovation  

RECOMMENDATIONS 

 

 For the Healthcare Governance Committee to be assured by the current level of compliance with 
the Infection Prevention and Control COVID-19 Board Assurance Framework and the plans to 
address the current gaps in assurance. 

 
APPROVAL PROCESS 

Meeting Date Approved Y/N 

Gold Command  8 October 2021 Y 

Healthcare Governance Committee 18 October 2021  
 
1 
Status: A = Approval 

 A* = Approval & Requiring Board Approval 
 D = Debate 
 N = Note 
2 
Against the five aims of the STHFT Corporate Strategy 2017-20 
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INTRODUCTION 

In May 2020 the Chief Nursing Officer for England provided all Trusts with an Infection Prevention 
and Control Board Assurance Framework. The Board Assurance Framework (BAF) was developed 
to support all healthcare providers to effectively self-assess their compliance with Public Health 
England (PHE) and other COVID-19-related infection prevention and control guidance and to 
identify risks. The general principles can be applied across all settings, acute and specialist 
hospitals, community hospitals, mental health and learning disability, and locally adapted. An 
updated framework was published in June 2021. The updated framework consists of 10 standards, 
112 key lines of enquiry (KLOE), an increase from 60 in the original publication. The additional/ 
amended KLOE’s are highlighted within Appendix 1. The additional KLOEs reflect both the 
changes nationally to disease prevention and control and the resumption of elements of routine 
healthcare by Trusts.  The additional KLOE have not adversely impacted on the Trust gap 
analysis. 
 
Use of the framework remains non-compulsory; however, it is anticipated that it’s used as a source 
of internal assurance that will help support organisations to maintain quality standards during the 
COVID 19 pandemic. 

 
INFECTION PREVENTION AND CONTROL BOARD ASSURANCE FRAMEWORK 
COMPLIANCE 
 
 
The Trust has conducted a gap analysis against the key lines of enquiry identified in the IPC BAF, 
full assurance is unavailable for the following Standards: 

 
1. Systems are in place to manage and monitor the prevention and control of infection. 

These systems use risk assessments and consider the susceptibility of service 
users and any risks posed by their environment and other service users 

 
Of the 24 key lines of enquiry (KLOEs) included within this standard, STH has achieved assurance 
in 19, and the outstanding 5 KLOEs requiring action are: 
 
1.1) Local risk assessments are based on the measures as prioritised in the hierarchy of 

controls. The risk assessment needs to be documented and communicated to staff. 

1.2) the documented risk assessment includes: 

 a review of the effectiveness of the ventilation in the area; 

 operational capacity; 

 prevalence of infection/variants of concern in the local area. 

 

The gap in assurance relates to the formal approval of a parent risk assessment (3466 COSHH 

COVID 19) and the process for completion and communication of linked local risk assessments.  

MITIGATION 

The hierarchy of controls within the risk assessment have been utilised to formulate and publish 

guidance which manages and monitors the prevention and control of infection. Guidance is specific 

to each in-patient ward area. 

The parent risk assessment (3466 COSHH COVID 19) has been approved by the PPE/ Patient 

pathway group and will then be presented for approval by TEG. The local risk assessment process 

is to be agreed and ratified by the PPE/Patient pathway group.  

 
1.7) Monitoring of IPC practices, ensuring resources are in place to enable compliance with IPC 

practice: 
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a) Staff adherence to hand hygiene? 
b) Staff social distancing across the workplace. 
c) Staff adherence to wearing fluid resistant surgical facemasks (FRSM) in: 
 

 Clinical  

 Non-clinical setting 
 
The gap in assurance is in relation to non-clinical areas.  All clinical areas are engaged with the 
Trust Infection Control Accreditation Scheme and have dedicated support from the infection control 
and prevention team. 
 
MITIGATION 
 
Non-clinical areas have dedicated guidance and a risk assessment template to support the above. 
In addition, a checklist for use by local IPC/PPE champions per shift in all areas to promote best 
practice and strengthen prevention has been introduced which incorporates the non- clinical areas 
in the immediate vicinity of a clinical area.  
 
Additional Matron Infection Prevention and Control visits were undertaken Trust wide daily over a 
two-month period which captured nonclinical areas. The findings of these visits provided a rich 
source of data which has been utilised to support non-clinical teams, including the inclusion of non-
clinical area PPE champions within the PPE champions group. It has also instigated the agreement 
from clinical teams that they need to have ownership of non-clinical areas. The ownership and 
monitoring requirements of non-clinical areas, including communal spaces, is being determined by a 
Task and Finish group which is being led by the Associate Chief Nurse. A plan has been formulated 
and it will be implemented by w/c 18th October 2021. 
 
  
1.8)  Personal Protective Equipment (PPE) compliance within the clinical setting 
1.14) Staff trained in putting on and removing PPE 
 
For both KLOE’s this relates to correct fitting of Filtering Face Piece (FFP) 3 masks. 
 
Initial supply issues of FFP3 masks has now been resolved, good progress was being made in 

achieving fit testing for the staff who required it based on previous guidance and the staff 

denominator.  However, the revised PHE guidance issued in August 2021 has increased the 

number of clinical staff who will require fit testing and it is proving complex to determine the new 

denominator.  The revised guidance requires that any member of staff having close contact with a 

confirmed or suspected COVID19 patient for fifteen minutes or more should wear a FFP3.  

Therefore, targeted support to increase the fit testing of staff groups not previously included in the 

denominator is ongoing, supported by the external team provided by the national procurement 

body.  In August 2021 Silver command approved the recommendation supported by Occupational 

Health and Central Nursing that Respiratory Protective Equipment (RPE) management should be 

led by the Occupational Health Department.  To support the ongoing requirements for this financial 

approval was obtained to recruit two dedicated RPE staff members, the recruitment has 

commenced. 

 
 
2.  Provide and maintain a clean and appropriate environment in managed premises that 

facilitates the prevention and control of infections 
 
Of the 13 key lines of enquiry (KLOEs) included within this standard, STH has achieved assurance 
in 12, which reflects the changes in HSE and PHE guidance introduced since the last report., The 
outstanding single KLOE requiring action is: 
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2.15)  Ensure the dilution of air with good ventilation e.g. open windows, in admission and waiting 
areas to assist the dilution of air. 

 
MITIGATION  
 

Following a detailed review of air exchange across all Trust sites by Estates and 
Microbiology a Ventilation Committee, led by Directorate of Estate Management has been 
established to meet the long-term requirements of air exchanges in line with PHE guidance.  
 
Air scrubbers and air purifiers have been procured and are being utilised in high-risk areas.  
 
The air exchange at the Royal Hallamshire Hospital has been rebalanced to ensure all areas 
are compliant with PHE guidance. 
 
Guidance and risk assessments have been developed and published which incorporates 
risk mitigation for patients and staff in areas where air exchange does not meet with PHE 
guidance. 
 
It has also been agreed that any future development or change of use of a clinical area will 
require the formal input of microbiology to review the air exchange requirements to ensure 
patient and staff safety. 
 
All teams have been reminded to keep areas well ventilated using open windows/doors 
where possible. 

 
 
6.  Systems to ensure that all care workers (including contractors and volunteers) are aware 
of and discharge their responsibilities in the process of preventing and controlling infection 
 
 
Of the 14 KLOEs included within this standard STH has achieved assurance in 13 which reflects 
additional findings captured throughout the Matron IPC support visits. The 1 outstanding KLOE is: 
 
  
6.1)  Separation of patient pathways and staff flow to minimise contact between pathways.  For 

example, this could include provision of separate entrances/exits (if available) or use of 
one-way entrance/exit systems, clear signage, and restricted access to communal areas. 

 
The gap in assurance is in relation to communal areas 
 
MITIGATION 
 
The mitigation for this KLOE is the same as for 1.7 principally that the ownership and monitoring 
requirements of non-clinical areas, including communal spaces, is being determined by a Task and 
Finish group which is being led by the Associate Chief Nurse. A plan has been formulated and it will 
be implemented by w/c 18th October 2021. 
 
7.  Provide or secure adequate isolation facilities 
 
Of the 5 KLOEs included within this standard STH has achieved assurance in 4, the 1 outstanding 
KLOE is: 
 
 
7.4)  Areas used to cohort patients with suspected or confirmed COVID-19 are compliant with the 

environmental requirements set out in the current PHE National Guidance. 
 
Gap in assurance relates to compliance with PHE/HSE guidance re ventilation systems  
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MITIGATION  
 

The mitigation for this KLOE is the same as 2.15 and principally involves oversight of 
ventilation across wards and departments by the newly formed Ventilation Committee.   

 
10. Have Systems in place to manage the occupational health needs and obligations of staff 
in relation to infection 
 
Of the 17 KLOEs included within this standard STH has achieved assurance in 14, the 3 
outstanding KLOEs are: 
 
10.5) All staff required to wear an FFP respirator have been fit tested for the model being used and 
this should be repeated each time a different model is used. 
 
MITIGATION  
 

The mitigation for this KLOE is the same as 1.8 & 1.14 and principally involves continued targeted 

support to increase the fit testing of staff groups not previously thought to require fit testing.  

10.9)  A documented record of discussion with staff who fail to be adequately fit tested should be 
available for the staff member and held centrally within the organisation, as part of the 
employment record including Occupational Health. 

10.10) Following consideration of reasonable adjustments e.g. respiratory hoods, personal re-
usable    FFP3, staff who are unable to pass a fit test for an FFP respirator are redeployed 
using nationally agreed algorithm and a record kept in staff members personal record and 
Occupational Health service record. 

 
MITIGATION   
 
There is a record of FFP3 risk assessment held on an individual’s staff record including those who 
have failed a fit test.   The process of migrating RPE management from Central Nursing to 
Occupational Health has commenced with a mobilisation plan for data transfer from the Central 
Nursing bespoke record into the CARS Occupational Health record data base agreed. 
 
The completed Board Assurance Framework is available at Appendix 1. 
 
SUMMARY 
 
STHFT has a strong record of robust arrangements for infection prevention and control 
management which has supported the response to the continued challenges posed by COVID 19.  
The IPC accreditation system has been formally reinstated with additional bespoke infection control 
and prevention support tools, which include a COVID 19 checklist utilised by the matrons, and 
outbreak support packs developed by the Infection Control team. Such measures, in conjunction 
with the IT developments within the eWhiteboard which now generate prompts and compliance 
reports in relation to COVID 19 swabbing regimens, provide the assurance required. There has 
been a high-level review of the air dilution systems Trust wide and the identified issues will be 
addressed by the newly formed Ventilation Committee who have made progress on the immediate 
requirements and will continue to address the long-term identified requirements. 
 
RECOMMENDATION 
 
For Gold Command to note the gaps in assurance identified when conducting the review of the BAF 
and to support the further measures which are being implemented. 
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Appendix 1 

Infection Prevention and Control Board Assurance Framework 1.6 
 

New or amended KLOE’s are highlighted in yellow. 

 
 

1. Systems are in place to manage and monitor the prevention and control of infection. These systems use risk assessments and consider 
the susceptibility of service users and any risks posed by their environment and other service users 

Key lines of enquiry Evidence Gaps in Assurance Mitigating Actions 

Systems and processes are in place to 
ensure: 

   

1)  local risk assessments are based on 
the measures as prioritised in the 
hierarchy of controls. The risk 
assessment needs to be documented 
and communicated to staff; 

 

Hierarchy of controls agreed 
by Clinical Expert Group 
(CEG) 
 
Guidance, including specific 
inpatient areas based on 
hierarchy published on 
COVID portal STH COVID-19 
Personal Protective 
Equipment (PPE) Guidance  
 
Risk assessments:  
4330 Use of FFP3 with poor 
ventilation close contact C19 
  
4331Fit Testing and Fit 
Checking PPE 
 
 
 
 
 

Parent risk assessment 3466 
COSHH COVID 19 parent 
Risk assessment to be 
agreed by PPE/Patient 
Pathway Group 
 
Process for local risk 
assessment to be agreed  

Guidance, including specific 
inpatient areas based on 
hierarchy published on 
COVID portal STH COVID-19 
Personal Protective 
Equipment (PPE) Guidance 
 
24/7 Infection Control Nurse 
(ICN) availability 
 
The IPC PPE and Patient 
Pathway group have 
developed a  
PPE Outbreak Support Pack 
to support areas affected by 
COVID outbreak/setting up 
as COVID cohort wards 
 
Ventilation group set up and 
initial remedial work to 
inpatient areas that would 
improve air flow enacted. 
  

2) the documented risk assessment 
includes: 

Hierarchy of controls agreed 
by Clinical Expert Group 

Parent risk assessment 3466 
COSHH COVID 19 parent 

Testing for variants 
established locally 
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 a review of the effectiveness of the 
ventilation in the area; 

 operational capacity; 

 prevalence of infection/variants of 
concern in the local area 

 

 

(CEG) 
Includes  
Ventilation 
Side Room availability/ cohort 
ward 
Understanding of local and 
national variants 
PPE 
 

Risk assessment to be 
agreed by PPE/Patient 
Pathway Group 
 
Process for local risk 
assessment to be agreed  
 
 
 

 
Ventilation group set up and 
review of air exchanges 
undertaken Trust wide. 
 
Daily operational meeting  
 
Dedicated Clinical Operations 
and Flow team monitor 
operational activity. 
 
initial remedial work to 
inpatient areas that would 
improve air flow enacted. 
 
24/7 access to IPC team 
including virologist, 
consultant microbiologist and 
ICN  
 
24/7 Duty matron  
 
IPC team participate in 
regional and national meeting 
and groups to ensure 
changes in advice and 
lessons learnt can be 
adopted swiftly 
 
Single Room availability 
reviewed daily with COO and 
ICN 
 
 

3) triaging and SARS-CoV-2 testing is 
undertaken for all patients either at 
point of admission or as soon as 

Use of COVID-19 Point of 
Care Test (POCT) in 
Accident and Emergency and 
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possible/practical following admission 
across all the pathways; 

other direct admission areas. 
 
POCT result available via ICE 
reporting system 
 
Trust wide and area specific 
guidance published via 
COVID 19 intranet site. 
 
• Standard Wards: 
Algorithm for management of 
emergency admissions 
during COVID 19 pandemic 
• Emergency 
admissions pathway during 
the COVID-19 pandemic 
• COVID-19: Executive 
triage criteria for ED 
• Sampling for Covid-19 
at STHFT from ED 
• COVID-19 Guidance 
for Outpatient/ Day case area 
 
Facility within Lorenzo to 
document infection status  
 
Infection status displayed on 
the e- Whiteboards 
 
The eWhiteboard provides a 
list of patients that require a 
swab on days 1,3,6,10 and 
weekly thereafter  
 
The eWhiteboard provides 
compliance reports of swabs 
taken and timely 
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4) when an unacceptable risk of 
transmission remains following the risk 
assessment, consideration to extended 
use of Respiratory Protective 
equipment for patients in specific 
situations should be given 

 

Hierarchy of controls agreed 
by Clinical Expert Group 
(CEG) 
 
Guidance, including specific 
inpatient areas based on 
hierarchy published on 
COVID portal STH COVID-19 
Personal Protective 
Equipment (PPE) Guidance  
 
Risk assessments:  
4330 Use of FFP3 with poor 
ventilation close contact C19 
  
4331Fit Testing and Fit 
Checking PPE 
 
 

  

5) There are pathways in place which 
support minimal or avoid patient 
bed/ward transfers for duration of 
admission unless clinically imperative. 

Trust wide and area specific 
guidance published via 
COVID 19 intranet site. 
 

 Standard Wards: 
Algorithm for 
management of 
emergency admissions 
during COVID 19 
pandemic 

 Escalation of care; 
Clinical Decisions 
regarding escalation of 
care for individual 
patients who are 
suspected or confirmed 
positive for COVID 19 
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 Priority order for isolation 
in single room  
 

Patient movement overseen 
by 24hr Patient Flow team 
and 24hr Duty Matron (DM) 
cover. 
 
Twice daily clinical operations 
meeting attended by IPC 
nurse to review patient 
placement. 
 
Cohort wards within specialty 
agreed to reduce patient 
movement. 
 
Patient infection status 
displayed on the 
eWhiteboard. 
 

6) That on occasions when it is 
necessary to cohort COVID or non-
COVID patients, reliable application of 
IPC measures are implemented and 
that any vacated areas are cleaned as 
per guidance. 

Documented IPC Assurance 
support visits  
 
Informal observations and 
feedback by IPC Team on 
visits to clinical areas 
 
All audits applicable to area 
via IPC Accreditation 
Programme 
 
Outbreak reviews daily 
 
Amber clean of vacated 
bedspaces/areas as 
minimum but promoting red 
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cleans of emptied bays to 
support Deep Clean 
Programme – agreed via 
Operations Huddles 
 
Facilities records for Deep 
Clean Teams 
 
The IPC PPE and Patient 
Pathway group have 
developed   

 PPE Outbreak 
Support Pack to 
support areas affected 
by COVID 
outbreak/setting up as 
COVID cohort wards  

 

 Follow up reviews 
process to outbreak 
areas  

 

 Checklist for use by 
local IPC/PPE 
champions per shift in 
all areas to promote 
best practice and 
strengthen prevention  

 
 

7) Resources are in place to enable 
compliance and monitoring  with IPC 
practice: 
a) Staff adherence to hard hygiene? 
b) patients, visitors and staff are able 

to maintain 2 metre social  
& physical distancing in all patient 

Hand Hygiene audit via IPC 
Accreditation Programme 
 
FRSM wearing in Standard 
Precautions audit via IPC 
Accreditation Programme  
 

No audit process in place to 
provide assurance in non-
clinical areas 

Additional Matron IPC 
support introduced from 
February - April 2021 
Report from Matron IPC visits 
submitted to Nurse Executive 
Group 
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care areas, unless staff are 
providing clinical/personal care 
and are wearing appropriate PPE; 

c) Staff adherence to wearing fluid 
resistant surgical facemasks 
(FRSM) in: 

 Clinical  

 Non-clinical setting 

Observations by Matrons/IPC 
Team on visits to clinical 
areas 
 
Documented IPC Assurance 
support visits 
 
The IPC PPE and Patient 
Pathway group have 
commissioned development 
of  

 PPE Outbreak 
Support Pack to 
support areas affected 
by COVID 
outbreak/setting up as 
COVID cohort wards  

 

 Follow up reviews 
process to outbreak 
areas  

 

 Checklist for use by 
local IPC/PPE 
champions per shift in 
all areas to promote 
best practice and 
strengthen prevention 
 

Covid 19 IPC Matron 
checklist implemented 
incorporated into How healthy 
is Your Ward assurance 
overseen by Nurse Directors 
 
 
 

Task and finish group set up 
to determine ownership and 
monitoring of communal 
areas across the Trust led by 
Associate Chief Nurse. 
 
Working Safely During 
Coronavirus nonclinical areas 
guidance 
 
Covid 19 Risk assessment -
Safe Working Practices in 
non-clinical areas 
 
Nonclinical area 
representation on the PPE 
champions group. 
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8) Monitoring of staff compliance with 
wearing appropriate PPE, within the 
clinical setting. 

PPE champions in place 
 
Weekly PPE champions 
meeting- multidisciplinary 
attendance. 
 
IPC team maintained 
throughout pandemic 
 
FRSM wearing in Standard 
Precautions audit via IPC 
Accreditation Programme  
 
Observations by Matrons/IPC 
Team on visits to clinical 
areas 
 
Documented IPC Assurance 
support visits 
 
Covid 19 IPC Matron 
checklist implemented 
incorporated into How 
Healthy is Your Ward 
assurance overseen by 
Nurse Directors 
 
The IPC PPE and Patient 
Pathway group developed 
checklist for use by local 
IPC/PPE champions per shift 
in all areas to promote best 
practice and strengthen 
prevention 

 
IPC Accreditation Programme 

Due to unprecedented 
national supply issues with 
FFP3 masks, on-going fit 
testing continues Trust wide.  
 
 

Fit check risk assessment 
 
Additional fit testing support 
provided by external provider. 
 
Additional fit test training 
organised resulting in an 
additional total 218 fit testers 
across STH 
 
Centrally recorded data to 
provide overview of 
completed testing linked to 
ESR in line with national and 
HSE guidance 
 
Monthly report to Gold 
Command on fit testing 
progress 
 
 
COVID 19 assurance 
checklist utilised by ICNs 
 
Additional Matron IPC 
support introduced from 
February - April 2021 
Report from Matron IPC visits 
submitted to Nurse Executive 
Group 
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- all clinical departments 
undertake a regular rolling 
programme of a wide range of 
IPC audits; supported by the 
IPC Team 
 

 

9) That the role of PPE guardians/safety 
champions to embed and encourage 
best practice has been considered; 

 

PPE Champions role in place 
and active throughout 
pandemic with weekly 
meetings 
 
Publicised guidance on role 
responsibilities guide to being 
a PPE champion 
 
Role of checks by PPE 
guardians/safety champions 
per shift modelled via 
Outbreak Task and Finish 
Group  
 
The IPC PPE and Patient 
Pathway group developed  
Checklist for use by local 
IPC/PPE champions per shift 
in all areas to promote best 
practice and strengthen 
prevention 

 
Additional Matron IPC support 
introduced from February - 
April 2021 
Report from Matron IPC visits 
submitted to Nurse Executive 
Group 
 
Learning from Matron/IPC 
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Team visits identified and 
applied 
 
Covid 19 campions checklist 
implemented incorporated 
into How Healthy is Your 
Ward assurance overseen by 
Nurse Directors 
 
 
 

10) Implementation of twice weekly lateral 
flow antigen testing for NHS patient 
facing staff, which include 
organisational systems in place to 
monitor results and staff test and trace. 

Lateral flow tests for all front 
facing staff in place since 
Dec 2020 
 
Reporting mechanism in 
place to support compliance 
 
Staff Test and Trace in place 
 
Positive lateral flow results 
verified by PCR 
 

  

11) Additional targeted testing of all NHS 
staff, if your Trust has a high 
nosocomial rate, as recommended by 
your local and regional infection 
prevention and control/Public Health 
team. 

Targeted testing e.g., whole 
ward coordinated lateral flow 
or PCR based testing of staff 
in outbreaks with any positive 
LF result verified by PCR 
 
Consideration by the IPC 
PPE and Patient Pathway 
group as part of proposed risk 
assessment for additional 
testing criteria in areas with 
high-risk patients, (Renal, 
WPH, I1), HASU/admissions 
wards that cannot close 
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complex case mix, difficulty 
segregating AGP procedures, 
poor estate (air flow, inability 
to open windows, narrow 
corridors with limited storage) 
 

12) Training in IPC standard infection 
control and transmission-based 
precautions are provided to all staff. 

Training in IPC standard 
infection control and 
transmission-based 
precautions included in 
induction 
 
Training in IPC standard 
infection control and 
transmission-based 
precautions included in 
mandatory training available 
via PALMS 
 
Ad hoc targeted teaching 
sessions 
 
Informal observations and 
feedback by IPC Team on 
visits to clinical areas 
 
Documented IPC Assurance 
support visits 
 
The IPC PPE and Patient 
Pathway group have 
commissioned development 
of  
 
Checklist for use by local 
IPC/PPE champions per shift 
in all areas to promote best 
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practice and strengthen 
prevention 
 

13) IPC measures in relation to COVID-19 
should be included in all staff Induction 
and mandatory training. 

Trust induction for all staff 
includes IPC measures for 
COVID 19 
 
Mandatory training online 
includes all IPC measures for 
COVID 19 

  

14) All staff (clinical and non-clinical) are 
trained in  

 putting on and removing PPE; 

 What PPE they should wear for each 
setting and context  

Trust PPE guidelines 
developed in line with PHE 
guidance by the Trust CEG 
and by PPE group in 
response to PHE guidance 
change. CEG/PPE group 
meet in response to localised 
prevalence for COVID-19 
 
Pandemic training rolled out 
March 2020; correct usage of 
PPE included.  
PPE included in induction 
and mandatory training and 
available via PALMS 
 
Dedicated PPE section on 
Trust COVID 19 intranet site 
includes  
 

 Correct PPE selection 
algorithm  

 STH COVID-19 Personal 
Protective Equipment 
(PPE) Guidance and  

 Training videos on PPE 
and donning and doffing 

 Record of FFP3 testing 
completed submitted to Gold 
Command 
 
FFP3 testing algorithm 
developed. 
 
STH FFP3 respirator use in 
exceptional circumstances 
Fit check training provided 
with fit testing 
 
Risk assessment 3467 -
 FFP3 use entered onto 
DATIX risk register and 
escalated to Gold command. 
 
Additional powered hoods 
procured to support staff 
unable to wear FFP3 masks 
Supporting risk assessment 
in place for appropriate 
allocation. 
 
 
Reusable FFP3 masks to be 
supplied to staff for whom 
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 COVID-19 Advice for 
Non-Clinical Staff 

 Guide to Donning and 
Doffing Level 2 PPE in a 
Patient's Home 

 COVID-19: when to wear 
eye protection 

 PPE for community staff 
during COVID 19 
outbreak 
 

PPE Champions role in place 
and active throughout 
pandemic with weekly 
meetings 
 
Publicised guidance on role 
responsibilities guide to being 
a PPE champion 
 
 
Role of checks by PPE 
guardians/safety champions 
per shift modelled via 
Outbreak Task and Finish 
Group 
 
 
Fit mask testing programme 
in operation since March 
2020. Fit mask testing 
supported by National 
Procurement team 
 
Duty Matron on site 24/7 with 
access to store areas to 
ensure PPE provision 

other masks don’t fit. 
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CEG provide appropriate 
advice and guidance to PPE 
expert group to allow timely 
changes to Trust guidance to 
reflect changes to national 
guidance. 
 
SOP and Risk assessment 
for Powered Hood allocation 
 
Additional Matron IPC support 
introduced from February - 
April 2021 
Report from Matron IPC visits 
submitted to Nurse Executive 
Group 
 
 
 

15) all staff (clinical and non clinical) have 
access to the PPE that protects them 
for the appropriate setting and context 
as per National Guidance. 

Dedicated C19 procurement 
department 
 
24/7 duty matron with access 
to stores to ensure local 
supply 
 
PPE Champions role in place 
and active throughout 
pandemic with weekly 
meetings 
 
Publicised guidance on role 
responsibilities guide to being 
a PPE champion including 
advice on correct PPE 
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PPE champions role not 
dedicated to clinical areas 
 
 

16) There are visual reminders displayed 
communicating the importance of 
wearing face masks, compliance with 
hand hygiene and maintaining physical 
distance both in and out of the 
workplace. 

Guidance on COVID 19 
intranet site 
 
Space markers across all 
Trust sites 
 
Key facts to support the 
appropriate use of face 
masks 
 in non-clinical areas 
 
Posters displayed in prime 
locations: 

 Wearing a face 
covering 

 Forgot your face mask 

 Key facts to support 
the appropriate use of 
face masks in 
nonclinical areas 

 STH hand washing 
poster 

 Hand Care Advice 

 Let’s all have a 
COVID Free Summer 
posters  

 
Signage across all STHFT 
bases indicating social 
distancing including seating 
and floor signage 
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Car usage guidance 
developed for community 
staff 
 
Information displayed on 
screen saver 
 

17) National IPC National Guidance is 
regularly checked for updates and any 
changes are effectively communicated 
to staff in a timely way. 

CEG sit in response to 
localised prevalence for 
COVID-19 and provide. 
 

 advice to Silver/Gold 
Command  

 guidance to PPE expert 
group 

 
PPE champions group held 
fortnightly to support 
information to all directorates 
when guidance changes 
 
Dedicated PPE section on 
Trust COVID 19 intranet site. 
 

  

18) Changes to National Guidance are 
brought to the attention of boards and 
any risks and mitigating actions are 
highlighted. 

Changes to guidance 
escalated via chain of 
command from CEG 
Risks recorded on DATIX 
and monitored via Silver 
Command and where 
appropriate Gold Command. 
Current risks on risk register 
in relation to national COVID 
19 guidance.  
 

 3466 – COSHH parent 
risk for staff exposure. 
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 3467 - FFP3 use. 

 3469 – Alternatives to 
conforming gowns. 

  3455 – Parent risk 
assessment for non-
conforming PPE. 

 3457 – Non-conforming 
visors. 

 3470 – Decontamination 
of visors.  

 
Infection Control risks 
included on the Trust risk 
registers  
 

19) Risks are reflected in risk registers and 
the Board Assurance Framework 
where appropriate. 

Current risks on risk register 
in relation to national COVID 
19 guidance.  
 

 3466 – COSHH parent 
risk for staff exposure. 

 3467 - FFP3 use. 

 3469 – Alternatives to 
conforming gowns. 

  3455 – Parent risk 
assessment for non-
conforming PPE. 

 3457 – Non-conforming 
visors. 

 3470 – Decontamination 
of visors.  

 
Infection Control risks 
included on the risk registers 
currently held by Bronze, 
Silver and Gold Commands. 
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20) Robust IPC risk assessment 
processes and practices are in place 
on non COVID-19 infections and 
pathogens. 

Role of IPC team maintained 
through pandemic. 
 
Patient movement overseen 
by 24/7 Patient Flow team 
and 24/7 Duty Matron cover. 
 
Twice daily clinical operations 
meeting attended by IPC 
nurse to review patient 
placement. 
 
All current Trust IPC 
guidelines remain operational 
 
Monitoring and reporting to 
the Board has continued for 
non-COVID  19 infections and 
pathogens 
 
IPC team maintained with 
24/7 support if required. 
 
Priority order for isolation 
document supports safe 
patient placement 
 
 

  

21) That Trust Chief Executive, the 
Medical Director or the Chief Nurse 
approves and personally signs off, all 
daily data submissions via the daily 
nosocomial sitrep.  This will ensure the 
correct and accurate measurement 
and testing of patient protocols are 
activated in a timely manner. 

The process for signing off 
the daily Nosocomial sitrep 
has been signed off by the 
Trust CEO and the Chief 
Nurse (Executive responsible 
for IPC). 

  

22) The IPC Board Assurance Framework Board Assurance Framework   
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is reviewed, and evidence of 
assessments are made available and 
discussed at Trust board. 

submitted to both TEG and 
HCGC. 
 
 Board Assurance Framework 
forms basis of IPC 
Committee agenda from June 
2021 

23) Ensure Trust Board has oversight of 
ongoing outbreaks and action plans. 

Outbreak group convened 
who meet weekly or as 
required to review outbreaks 
 
Monthly Nosocomial report 
submitted to Gold Command 
and the Healthcare 
Governance Committee. 
 

  

24) There are check and challenge 
opportunities by the executive/senior 
leadership teams in both clinical and 
non-clinical areas. 

Chief Nurse/Deputy Chief 
Nurse clinical presence 
 
Senior clinicians within 
executive/senior leadership 
teams 
 
Additional Matron IPC support 
introduced from February - 
April 2021 
Report from Matron IPC visits 
submitted to Nurse Executive 
Group 
 
Covid 19 IPC Matron 
checklist implemented 
incorporated into How 
Healthy is Your Ward 
assurance overseen by 
Nurse Directors 
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2. Provide and maintain a clean and appropriate environment in managed premises that facilitates the prevention and control of infections 

Key lines of enquiry Evidence Gaps in Assurance Mitigating Actions 

Systems and processes are in place to 
ensure: 

   

1) Designated teams with appropriate 
training are assigned to care for and treat 
patients in COVID-19 isolation or cohort 
areas. 

Pandemic training including 
respiratory training and PPE 
guidance rolled out to staff in 
March 2020. 
 
PPE included in induction 
and mandatory training and 
available via PALMS 
 
 
Critical care training rolled out 
from February for dedicated 
and redeployed staff 
 
Cohort wards with cohorted 
ward teams  
 
Duty Matron has staffing 
oversight 24/7 
 
PPE Champions role in place 
and active throughout 
pandemic with weekly 
meetings 
 
Publicised guidance on role 
responsibilities guide to being 
a PPE champion 
 
The IPC PPE and Patient 
Pathway group developed a 
PPE Outbreak Support Pack 
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to support areas affected by 
COVID outbreak/setting up 
as COVID cohort wards  
 
Checklist for use by local 
IPC/PPE champions per shift 
in all areas to promote best 
practice and strengthen 
prevention 
 
24/7-hour access to IPC 
team including virologist and 
microbiology consultant 
 

2) Designated cleaning teams with 
appropriate training in required 
techniques and use of PPE, are assigned 
to COVID-19 isolation or cohort areas. 

Domestic service staff have 
had appropriate training 
including FFP3 fit testing. 
 
The domestic staffing rotas 
show the cleaning teams are 
designated to individual 
areas.  
 
Relief cover is provided to fill 
the gaps created when staff 
are unavailable. 
 
PPE and cleaning 
requirements are determined 
by the individual area, 
following the current Trust 
algorithm. 

  

3) Decontamination and terminal 
decontamination of isolation rooms or 
cohort areas is carried out in line with 
PHE and other National Guidance. 

Decontamination and terminal 
decontamination is carried out 
in line with the Trust agreed 
cleaning standards based 
upon the current National 
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Standards for Healthcare 
Cleanliness (NSHC) 
 
Domestic Supervisors 
available 24/7 and undertake 
spot checks. 
 
Domestic supervisor attends 
twice daily Clinical 
Operations huddle to discuss 
patient placement issues 
 
Additional Matron IPC support 
introduced from February - 
April 2021 
Report from Matron IPC visits 
submitted to Nurse Executive 
Group 
 
RAVG poster to indicate 
correct discharge cleaning 
protocol 
 
 

4) Assurance processes are in place for 
monitoring and sign off terminal cleans as 
part of outbreak management. 

Terminal cleans are recorded 
manually in a logbook by 
Domestic Services. 
 
IPC nurse on call 24/7 
 
Duty Matron on site 24/7 
 
Domestic Supervisors 
available 24/7 and undertake 
spot checks. 
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5) Cleaning and decontamination is carried 
out with neutral detergent followed by  a 
chlorine-based disinfectant, in the form of 
a solution at a minimum strength of 
1,000ppm available chlorine as per 
National Guidance.  If an alternative 
disinfectant is used, the local infection 
prevention and control team (IPCT) 
should be consulted on this to ensure that 
this is effective against enveloped 
viruses. 

Cleaning is carried out with 
neutral detergent and 
chlorine-based disinfectant 
(Tristel Fuse) in clinical areas 
following manufacturer’s 
instructions for use including 
appropriate contact time. 
 
Nonclinical areas are cleaning 
hard surfaces with Tristel Jet 
following manufacturer’s 
instructions for use including 
appropriate contact time 

  

6) Manufactures’ guidance and 
recommended product ‘contact time’ must 
be followed for all cleaning/ disinfectant 
solutions/products as per National 
Guidance. 

Cleaning is carried out with 
neutral detergent and 
chlorine-based disinfectant 
(Tristel Fuse) in clinical areas 
following manufacturer’s 
instructions for use including 
appropriate contact time. 
 
Nonclinical areas are cleaning 
hard surfaces with Tristel Jet 
following manufacturer’s 
instructions for use including 
appropriate contact time 
 
Domestic Supervisors 
available 24/7 and undertake 
spot checks. 
 
IPC Accreditation Programme 
- all clinical departments 
undertake a regular rolling 
programme of a wide range of 
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IPC audits - some undertaken 
by the departments and some 
by the IPC Team 
 

7) a minimum of twice daily cleaning of: 

 areas that have higher 
environmental contamination rates 
as set out in the PHE and other 
national guidance; 

 

 ‘frequently touched’ surfaces e.g. 
door/toilet handles, patient call 
bells, over bed tables and bed 
rails; 

 

 electronic equipment e.g. mobile 
phones, desk phones, tablets, 
desktops & keyboards; 

 

 rooms/areas where PPE is 
removed must be 
decontaminated, ideally timed to 
coincide with periods immediately 
after PPE removal by groups of 
staff; 

 
Higher environmental areas 
have twice daily cleaning with 
the additional support of the 
Rapid Response Team for 
additional contamination 
issues. 
 
The frequency of cleaning for 
“frequently touched” surfaces 
increased across the Trust in 
both clinical and non clinical 
areas to meet twice daily 
standard. Supported in 
addition by the Rapid 
Response Team. 
 
Use of “I am clean” stickers 
across all clinical areas 
 
Guidance Computer 
Equipment Decontamination 
guidelines  
 
Domestic Services have a 
schedule as part of inpatient 
area cleaning once PPE 
removed 
 
 

  

8) reusable non-invasive care equipment is 
decontaminated 

 

Policy for the 
Decontamination of Medical 
Devices, Patient Shared 
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 between each use  

 after blood and/or body fluid 
contamination  

 at regular predefined intervals as part 
of an equipment cleaning protocol 

 before inspection, servicing or repair 
equipment;  

 

Equipment, Non-medical 
Equipment and 
Environmental Fittings 
 
IPC Accreditation Programme 
includes IPC review to 
provide assurance 
 
 

9) Linen from possible and confirmed 
COVID-19 patients is managed in line 
with PHE and other National Guidance 
and the appropriate precautions are 
taken. 

Trust guidance in place: 
 Infection Prevention and 
Control Policy for the 
Management of Linen and 
Laundry 

  

10) Single use items are used where 
possible and according to single use 
policy. 

Guidance in place.  
Policy for the Decontamination 
of Medical Devices, Patient 
Shared Equipment, Non-
medical Equipment and 
Environmental Fittings 
 

  

11) Reusable equipment is appropriately 
decontaminated in line with local and 
PHE and other National Guidance. 

Guidance in place.  
Policy for the Decontamination 
of Medical Devices, Patient 
Shared Equipment, Non-
medical Equipment and 
Environmental Fittings 
 

  

12) cleaning standards and frequencies are 
monitored in non-clinical areas with 
actions in place to resolve issues in 
maintaining a clean environment. 

Nonclinical areas are cleaning 
hard surfaces with Tristel Jet 
following manufacturer’s 
instructions for use including 
appropriate contact time 
 
Cleaning monitored by 
domestic supervisors- 
available 24/7 
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13) where possible ventilation is maximised 
by opening windows where possible to 
assist the dilution of air. 

In patient outbreak support 
pack advocates where 
possible maximising 
ventilation by opening 
windows for at least every 15 
minutes every hour. 
 
NGH, WPH, JW and CCDH 
all have windows that open in 
line with window restrictor 
legislation 
 
COVID-19 Infection 
Prevention and Control 
Guidance for Outpatient 
areas – advises open 
windows wherever possible. 
 
Car Sharing Community Staff 
advises driving with window 
down 
 
Community Visiting guidance 
– to open windows in patient 
homes wherever possible 
 
 
 
 

 Ventilation Committee 
established 
 
Air exchange review 
undertaken Trust wide 
 
Air scrubbers procured and 
allocated to areas of low air 
exchange 
 
RHH has non opening 
windows however air flow re 
balanced to ensure in line 
with national guidance 
 

3. Ensure appropriate antimicrobial use to optimise patient outcomes and to reduce the risk of adverse event s and antimicrobial resistance 

Key lines of enquiry Evidence Gaps in Assurance Mitigating Actions 

Systems and processes are in place to 
ensure: 

   

1) Arrangements around antimicrobial 
stewardship is maintained. 

Antimicrobial policies in place 
Restricted antibiotic policy 
 
Antimicrobial usage 
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(DDD/1000 bed days) is 
reported quarterly to all 
directorates using data from 
REFINE. The report includes 
data for the previous 2 years 
for total antibiotic usage and 
other specific antimicrobial 
groups e.g. carbapenems, 
cephalosporins, macrolides, 
quinolones and co-amoxiclav.  
 
Quarterly antibiotic 
prescribing bundle audits are 
carried out by all wards. The 
bundle audit is based on the 
principles of start smart and 
focus and is part of the 
Infection Control 
Accreditation. 
 
Antimicrobial Pharmacist, 
Antimicrobial Nurse and 
Antimicrobial Pharmacy 
Technician in place. 
 
Electronic prescribing allows 
monitoring of antimicrobial 
usage 
 
Microbiology advice on 
antimicrobial prescribing in 
specialist areas, particularly 
Critical Care 
 

2) Mandatory reporting requirements are 
adhered to and boards continue to 
maintain oversight. 

DIPC has continued to 
maintain national and local 
data collection and 
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submission. 
 

4. Provide suitable accurate information on infections to service users, their visitors and any person concerned with providing further 
support or nursing/medical care in a timely fashion 

Key lines of enquiry Evidence Gaps in Assurance Mitigating Actions 

Systems and processes are in place to 
ensure: 

   

1) National Guidance on visiting patients in a 
care setting is implemented. 

Visiting guidance in line with 
national guidance and in 
response to localised 
prevalence for COVID-19 in 
place 
 
 
Patient information leaflets 
published to support 
guidance. 
 
Visiting arrangement 
published on Trust public 
website, Trust COVID 19 
intranet, publicised via social 
media and other media 
outlets 
 

  

2) Areas where suspected or confirmed 
COVID-19 patients are being treated are 
clearly displayed with appropriate signage 
and have restricted access. 

All ward areas have swipe 
card access  
 
Signage/banners to support 
access restriction produced; 

 COVID 19 Stop 

 COVID 19 Stop extra 
precautions 

 No Visiting 

 Outbreak area 
 
Face mask stations at all 
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ward entrances with signage; 

 Wash your hands more 
often (easy read) 

 How to wear a face mask 
 
Cohort wards identified on 
COVID19 intranet page 
 

3) Information and guidance on COVID-19 is 
available on all Trust websites with easy 
read versions. 

Public website has a variety 
of COVID 19 information in 
easy read versions 
 
Trust intranet has COVID 19 
dedicated section with 
information for public in a 
variety of formats including 
written, BSL and video.  
Specific target audiences inc; 
 

 Gypsy, Traveller and 
Roma community 

 English not first language 

 Vulnerable groups 

 People of different faiths 

 Guides for people with 
dual hearing and sight 
impairments 

 BAME 
 

  

4) Infection status is communicated to the 
receiving organization or department 
when a possible or confirmed COVID-19 
patient needs to be moved. 

Trust wide and area specific 
guidance published via 
COVID 19 intranet site; 
 

 Standard Wards: 
Algorithm for 
management of 
emergency admissions 
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during COVID 19 
pandemic 

 Emergency admissions 
pathway during the 
COVID-19 pandemic 

 
Infection status documented 
in e-whiteboard to support 
transfers within STH 
 
 
Guidance re discharge 
published on the Trust 
COVID 19 intranet in line with 
national guidance. 
 
Guidance includes 
communication templates for 
patient discharge to; 
 

 home with care support,  

 home independent living  

 care home 
 

SOP for Advance care plan: 
SOP published 18/4/20 on 
Trust COVID 19 intranet in 
line with national guidance. 
Transfer of Care Team liaise 
with local authority to place 
patients on discharge who 
require isolation on discharge 
where this cannot be 
facilitated by existing care 
home provider 
 
St Luke’s Community 
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Palliative Care pathway for 
care of patients requiring 
palliative care available. 
 

5) There is clearly displayed and written 
information available to prompt patients’ 
visitors and staff to comply with hands, 
face and space advice. 

Signage/banners to support 
access restriction produced; 
 

 COVID 19 Stop 

 COVID 19 Stop extra 
precautions 

 No Visiting 

 Outbreak area 
 
Face mask stations at all 
ward entrances with signage; 
 

 Wash your hands more 
often (easy read) 

 How to wear a face mask 
 
Cohort wards identified on 
COVID19 intranet page 
 
Floor signage to support 
spacing. 
 
Safe working posters 
displayed 
 
 
 

  

6) Implementation of the Supporting 
Excellence in infection prevention and 
control behaviours Implementation toolkit 
has been considered C1116-supporting-
excellence-in-ipc-behaviours-imp-
toolkit.pdf(England.nhs.uk) 

Review of  C1116-
supporting-excellence-in-ipc-
behaviours-imp-
toolkit.pdf(England.nhs.uk) 
undertaken by PPE/IPC 
pathway group. 
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Bespoke PALMS package 
developed in response 
 
Checklist for use by local 
IPC/PPE champions 
developed to promote best 
practice and strengthen 
prevention. 
 
Customised communications 
approach following review of  
C1116-supporting-
excellence-in-ipc-behaviours 
and  of the learning gained 
on both a national and local 
STH level to aid all staff at 
STH in preparing for any 
future waves that may occur. 

5. Ensure prompt identification of people who have or are at risk of developing an infection so that they receive timely and appropriate 
treatment to reduce the risk of transmitting infection to other people 

Key lines of enquiry Evidence Gaps in Assurance Mitigating Actions 

Systems and processes are in place to 
ensure: 

   

1) Screening and triaging of all patients as 
per IPC and NICE Guidance within all 
health and other care facilities must be 
undertaken to enable early recognition of 
COVID-19 cases. 

COVID-19: Executive triage 
criteria for ED which includes 
blue and yellow stream to 
segregate and triage patients  
 
Screening criteria developed 
for all patients; 
Patient pathways – blue, grey 
and red 
Use of COVID-19 Point of 
Care Test (POCT) in 
Accident and Emergency and 
other direct admission areas. 
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Clinical management of 
suspected complicated 
COVID-19 
STH COVID19 Patient 
Placement Advice 
 
The eWhiteboard provides a 
list of patients that require a 
swab on days 1,3,6,10 and 
weekly thereafter  
 
 
Patient Placement Group 
operational and meet weekly 
 
24/7 hour access to IPC team 
including virologist and 
microbiology consultant 
 
 
 
The eWhiteboard provides 
compliance reports of swabs 
taken and timely 
 
 
 

2) Front door areas have appropriate 
triaging arrangements in place to cohort 
patients with possible or confirmed 
COVID-19 symptoms and to segregate 
from non COVID-19 cases to minimise 
the risk of cross-infection as per National 
Guidance. 

COVID-19: Executive triage 
criteria for ED which includes 
blue and yellow stream to 
segregate and triage patients  
 
 

  

3) Staff are aware of agreed template for 
triage questions to ask. 

Lorenzo triage for ED 
developed with agreed triage 
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template in response to 
national criteria  
 

4) Triage undertaken by clinical staff who 
are trained and competent in the clinical 
case definition and patient is allocated 
appropriate pathway as soon as possible. 

Trust wide and area specific 
guidance published via 
COVID 19 intranet site; 
 

 Standard Wards: 
Algorithm for 
management of 
emergency admissions 
during COVID 19 
pandemic 

 Emergency admissions 
pathway during the 
COVID-19 pandemic 

 COVID-19: Executive 
triage criteria for ED 

 Sampling for Covid-19 at 
STHFT from ED 

 COVID-19 Guidance for 
Outpatient/ Day case 
area 

 
POCT in Accident and 
Emergency 
 
Facility within Lorenzo to 
document infection status  
 
Infection status displayed on 
the e- Whiteboards 
 
Pandemic training including 
respiratory training and PPE 
guidance rolled out to staff in 
March 2020. 
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PPE included in induction 
and mandatory training and 
available via PALMS 
 
 
Critical care training rolled out 
from February for dedicated 
and redeployed staff 
 
 
 

5) Face coverings are used by all 
outpatients and visitors. 

Trust guidance: Patients with 
confirmed or suspected 
COVID 19 wearing surgical 
masks is in line with PHE 
guidance. 
 
National guidance re face 
masks embedded into; 
 
• STH COVID19 PPE 
Guidance 
• PPE for community staff 

during C19  
• C19 Infection Prevention 

and Control for OPD areas 
 
Mask stations at ward / 

outpatient/ main entrances. 
 
Covid secure 

communications campaign 
 
 
IPC Accreditation Programme 

- all clinical departments 
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undertake a regular rolling 
programme of a wide 
range of IPC audits; 
supported by the IPC 
Team 

 
Volunteer presence at all 

Trust main entrances  
 
All information for patients or 
visitors attending the Trust 
premises includes mask 
wearing guidance 
 
Covid 19 IPC Matron 
checklist implemented 
incorporated into How 
Healthy is Your Ward 
assurance overseen by 
Nurse Directors 
 
Additional Matron IPC 
support introduced from 
February - April 2021 
Report from Matron IPC visits 
submitted to Nurse Executive 
Group 
 
IPC Accreditation Programme 
- all clinical departments 
undertake a regular rolling 
programme of a wide range 
of IPC audits; supported by 
the IPC Team 
 

6) individuals who are clinically extremely 
vulnerable from COVID-19 receive 

Direct admission pathways 
for patients designated as 
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protective IPC measures depending on 
their medical condition and treatment 
whilst receiving healthcare e.g. priority for 
single room isolation; 
 

CEV. 
 
Wards where direct 
admission is undertaken for 
CEV have had IPC 
engagement to ensure 
protective IPC measures are 
in place 
 
Daily side room review 
undertaken by CO and IPC 
 
24/7 duty matron to support 
patient allocation  
 
24/7 availability of IPC team 
including virologist, 
consultant microbiologist and 
ICN 
 

7) clear advice on the use of face masks is 
provided to patients and all inpatients are 
encouraged and supported to use  
surgical facemasks (particularly when 
moving around the ward) providing it is 
tolerated and is not detrimental to their 
(physical or mental) care needs; 

Trust intranet guidance 
Prevention of COVID-19 
outlines use of masks by 
patients 
 
Advice provided and 
displayed by 
Face mask information poster 
How to wear face mask 
poster. 
 
Trust guidance: Patients with 
confirmed or suspected 
COVID 19 wearing surgical 
masks is in line with PHE 
guidance. 
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National guidance re face 
masks embedded into; 
 
• STH COVID19 PPE 
Guidance 
• PPE for community staff 

during C19  
• C19 Infection Prevention 

and Control for OPD areas 
 

8) Monitoring of inpatients compliance with 
wearing face masks particularly when 
moving around the ward (if clinically ok to 
do so). 

IPC Accreditation Programme 
- all clinical departments 
undertake a regular rolling 
programme of a wide 
range of IPC audits; 
supported by the IPC 
Team 

 
Covid 19 IPC Matron 

checklist implemented 
incorporated into How 
healthy is Your Ward 
assurance overseen by 
Nurse Directors 

 
Additional Matron IPC 
support introduced from 
February - April 2021 
Report from Matron IPC visits 
submitted to Nurse Executive 
Group 
 
IPC Accreditation Programme 

- all clinical departments 
undertake a regular rolling 
programme of a wide 
range of IPC audits; 
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supported by the IPC 
Team 

 
 

9) Patients, visitors and staff are able to  
maintain 2 metre social & physical 
distancing in all patient care areas; ideally 
segregation should be with separate 
spaces, but there is potential to use 
screens, e.g. to protect reception staff. 
 

Trust wide and area specific 
guidance published via 
COVID 19 intranet site; 
 

 Standard Wards: 
Algorithm for 
management of 
emergency admissions 
during COVID 19 
pandemic 

 Emergency admissions 
pathway during the 
COVID-19 pandemic 

 Priority order for isolation 
in single room 

 
Zoning guidance produced 
with associated signage and 
available on COVID 19 
intranet page. 
 
Risk assessment 
disseminated to all Bronze 
command; Safe work 
practices in non-clinical areas 
which includes reception 
areas 
 
Use of plastic curtains in 
assessment areas 
 

  

10)  isolation, testing and instigation of 
contact tracing is achieved for patients 

Trust wide and area specific 
guidance published via 
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with new-onset symptoms, until proven 
negative; 
 

COVID 19 intranet site; 
 
Standard Wards: Algorithm 
for management of 
emergency hospital 
admissions during COVID-19 
pandemic 
Priority order for isolation in 
single room 
 
Contact tracing embedded in 
algorithms and is supported 
by IPC team 
 
IPC team provide daily 
Outbreak report 
 
Daily review of side rooms 
undertaken by IPC team and 
Clinical Operations team 

11) Patients that test negative but display or 
go on to develop symptoms of COVID-19 
are segregated and promptly re-tested 
and contact traced promptly. 

Guidance is included in Trust 
wide and area specific 
guidance published via 
COVID 19 intranet site; 
 

 Standard Wards: 
Algorithm for 
management of 
emergency hospital 
admissions during 
COVID-19 pandemic 

 Re-testing of suspected 
COVID-19 patients 

 24/7 duty Matrons to 
support patient placement 

 Patient placement 
guidance 
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12) There is evidence of compliance with 
routine patient testing protocols in line 
with Key actions: infection prevention 
and control and testing document. 

Patient screening guidance in 
line with national guidance 
 
The eWhiteboard provides a 
list of patients that require a 
swab on days 1,3,6,10 and 
weekly thereafter  
 
The eWhiteboard provides 
compliance reports of swabs 
taken and timely 
 
 

  

13) Patients that attend for routine 
appointments who display symptoms of 
COVID-19 are managed appropriately. 

COVID-19 Outpatient 
Guidance developed and 
published on Trust intranet 
COVID 19 page includes 
actions to take with patients 
who display symptoms. 
 
The guidance also supports 
communication and directives 
for patients to reduce risk of 
attendance if symptomatic. 
 

  

6. Systems to ensure that all care workers (including contractors and volunteers) are aware of and discharge their responsibilities in the 
process of preventing and controlling infection 

Key lines of enquiry Evidence Gaps in Assurance Mitigating Actions 

Systems and processes are in place to 
ensure: 

   

1) patient pathways and staff flow are 
separated to minimise contact between 
pathways.  For example, this could 
include provision of spate entrances/exits 
(if available) or use of one-way 

Entrances and exits identified 
with signage. 
 
Patient pathway (blue, grey 
and red) information available 

 Task and finish group set up 
to determine ownership and 
monitoring of communal 
areas across the Trust. 
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entrance/exit systems, clear signage, and 
restricted access to communal areas. 

to all patients  
Current ward status and 
speciality displayed on Trust 
intranet – updated daily. 
 
Duty Matron 24/7 to support 
staffing placement 
 
Floor Signage, seating 
signage and stairway signage 
displayed to support patient 
and staff movement 
 
Additional Matron IPC support 
introduced from February - 
April 2021 
Report from Matron IPC visits 
submitted to Nurse Executive 
Group 
 
PPE champions in clinical 
and non clinical areas 
 
Checklist for use by local 
IPC/PPE champions 
developed to promote best 
practice and strengthen 
prevention. 
 

Working safely During 
Coronavirus nonclinical areas 
guidance 
 
Covid 19 Risk assessment -
Safe Working Practices in 
non-clinical areas 
 
IPC champions check list for 
communal areas supported 
by IPC 
 

2) All staff (clinical and non-clinical) have 
appropriate training, in line with latest 
PHE and other National Guidance to 
ensure their personal safety and working 
environment is safe. 

Pandemic training including 
respiratory training and PPE 
guidance rolled out to staff in 
March 2020.  
 
PPE group supported staff in 
clinical areas correctly zone in 
line with Zoning guidance and 

  



48  

risk assess local areas to 
ensure safe working 
environments. 
 
Zoning guidance produced 
with associated signage and 
available on COVID 19 
intranet page. 
 
Risk assessment 
disseminated to all Bronze 
command; Safe work 
practices in non-clinical areas 
which includes reception 
areas 
 
Nonclinical areas are linked 
with clinical directorates who 
provide support and advice 
with PPE and IPC. In 
addition, ICNs provided 
support and guidance to non-
clinical areas e.g. portering 
and domestic services 
 
Information materials 
produced and displayed 
 

 Safe use of lifts 

 Holding the door open 

 Keep left 

 Stay safe when using the 
stairs 

 Asking for physical 
distance 
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3) All staff providing patient care and 
working within the clinical environment 
are trained in the selection and use of 
PPE appropriate for clinical situation and 
on how to safely don and doff it. 

Trust PPE guidelines 
developed in line with PHE 
guidance by Trust Clinical 
Expert group and by PPE 
group in response to PHE 
guidance change. 
 
Pandemic training rolled out 
March 2020; correct usage of 
PPE included.  
 
PPE included in induction 
and mandatory training and 
available via PALMS 
 
 
Dedicated PPE section on 
Trust COVID 19 intranet site 
includes 
  
• Correct PPE selection 
algorithm  
• STH COVID-19 
Personal Protective 
Equipment (PPE) Guidance 
and  
• Training videos on 
PPE and donning and doffing 
• COVID-19 Advice for 
Non-Clinical Staff 
• Guide to Donning and 
Doffing Level 2 PPE in a 
Patient's Home 
• COVID-19: when to 
wear eye protection 
• PPE for community 
staff during COVID 19 
outbreak 
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Fit mask testing programme 
have been in operation daily 
since March 2020. Fit mask 
testing supported by National 
Procurement team introduced 
in October 2020 in response 
to changes of FFP3 mask 
availability 
SOP and Risk assessment 
for Powered Hood allocation 
 
Bespoke powered hood 
training provided to support 
powered hood use. 
 
PPE usage and availability in 
the supply chain discussed 
as a standing agenda item at 
Silver. 
 
 
Duty Matron on site 24/7 with 
access to store areas to 
ensure PPE provision 
 
 
CEG provide appropriate 
advice and guidance to PPE 
expert group to allow timely 
changes to Trust guidance to 
reflect changes to national 
guidance 
 
 
 

4) A record of staff training is maintained. Personal Achievement   
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Learning Management 
System (PALMS)training data 
base utilised by the Trust 
 
FFP3 fit testing recorded on 
central data base linked to 
ESR number in line with 
national guidance 

5) Adherence to PHE National Guidance on 
the use of PPE is regularly audited with 
actions in place to mitigate any identified 
risk. 

PPE champions in all areas 
 
Duty Matron 24/7 
 
PPE training at induction and 
as part of mandatory training 
 
Link IPC workers on each 
ward 
 
Additional Matron IPC support 
introduced from February - 
April 2021 
Report from Matron IPC visits 
submitted to Nurse Executive 
Group 
 
IPC Accreditation Programme 
- all clinical departments 
undertake a regular rolling 
programme of a wide range of 
IPC audits; supported by the 
IPC Team 
 
 
IPC accreditation programme 
compliance reported monthly 
at Professional Assurance 
Committee  
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Covid 19 IPC Matron 

checklist implemented 
incorporated into How 
healthy is Your Ward 
assurance overseen by 
Nurse Directors 

 
The IPC PPE and Patient 
Pathway group have 
commissioned development 
of  

 PPE Outbreak 
Support Pack to 
support areas affected 
by COVID 
outbreak/setting up as 
COVID cohort wards  

 

 Follow up reviews 
process to outbreak 
areas  

 

 Checklist for use by 
local IPC/PPE 
champions per shift in 
all areas to promote 
best practice and 
strengthen prevention  

 
 
 
 

6) Hygiene facilities (IPC measures) and 
messaging are available for all 
patients/individuals, staff and visitors to 
minimise COVID-19 transmission such 

 
Guidance on COVID 19 
intranet site 
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as: 

 Hand hygiene facilities including 
instructional posters. 

 Good respiratory hygiene 
measures. 

 Staff maintain physical distancing 
of 2 metres wherever possible in 
the workplace unless wearing 
PPE as part of direct care. 

 Staff maintain social distancing 
(2m+) when travelling to work 
(including avoiding car sharing) 
and remind staff to follow public 
health guidance outside of the 
workplace. 

 Frequent decontamination of 
equipment and environment in 
both clinical and non-clinical 
areas. 

 Clear visually displayed advice on 
use of face coverings and 
facemasks by patients/ 
individuals, visitors and by staff in 
non-patient facing areas. 

 
Key facts to support the 
appropriate use of face 
masks 
 in non-clinical areas 
 
Posters displayed in prime 
locations: 

 Wearing a face 
covering 

 Forgot your face mask 

 Key facts to support 
the appropriate use of 
face masks in non-
clinical areas 

 STH hand washing 
poster 

 Hand Care Advice 
 
Mask and hand 
hygiene stations at 
key entrances and at 
all ward entrances 
 
Volunteer presence at 
key Trust main 
entrances to support 
hand hygiene and 
mask covering 

 
Signage across all STHFT 
bases indicating social 
distancing including seating 
and floor signage 
 
SOP - Car Sharing (IPC) all 
staff 



54  

SOP – Car Sharing for GP 
collaborative 
SOP – Car Sharing for 
community staff and students 
Individual risk impact 
assessments includes 
assessment of mode of  
travel to and from work and 
during worktime. 

 
RAG cleaning poster 
displayed in all ward areas 
 

7) Staff regularly undertake hand hygiene 
and observe standard infection control 
precautions. 

IPC Accreditation Programme 
- all clinical departments 
undertake a regular rolling 
programme of a wide range of 
IPC audits; supported by the 
IPC Team 
 
IPC accreditation programme 
compliance reported monthly 
at Professional Assurance 
Committee  
 
Additional Matron IPC support 
introduced from February - 
April 2021 
Report from Matron IPC visits 
submitted to Nurse Executive 
Group 
 

  

8) The use of hand air dryers should be 
avoided in all clinical areas.  Hands 
should be dried with soft, absorbent 
disposable paper towels from a dispenser 
which is located close to the sink but 

Hand dryers identified by 
Estates and functionality 
disabled  
 
Additional paper towel 
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beyond the risk of splash contamination 
as per National Guidance. 

dispensers installed. 
 

9) Guidance on hand hygiene, including 
drying should be clearly displayed in all 
public toilet areas as well as staff areas. 

The following banners/ 
posters in all patient/public 
and staff toilet areas 
 

 Wash your hands more 
often (easy read) 

 How to wash your hands. 

 Hand washing poster 
(patient info PHE) 

 Wash your hands more 
often for 20 seconds 

 Think COVID-19; Wash 
your hands after using the 
bathroom (Poster) 

 STH Hand washing (Pull 
up banner) 

Hand Care Advice (Poster 

  

10) Staff understand the requirements for 
uniform laundering where this is not 
provided for on site. 

Scrubs and uniform guidance 
provides washing instructions 
for staff washing uniform off 
site. 
 
Scrubs provided to staff in 
cohort wards which are 
laundered on site 
 
Uniform/scrubs guidance 
within outbreak ward 
checklist 
 
Uniforms provided for staff 
that do not usually wear a 
clinical uniform. 
 

  

11) All staff understand the symptoms of Coronavirus Check for   
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COVID-19 and take appropriate action 
(even if experiencing mild symptoms) in 
line with PHE and other National 
Guidance if they or a member of their 
household display any of the symptoms. 

Symptoms Poster circulated 
and displayed  
 
Process for COVID 19 testing 
both for staff and household 
members established from 
April 2020 and widely 
advertised on Trust comms 
and via the incident 
command structure 
 
Reporting COVID-19 
Isolations; Guidance in place 

12) A rapid and continued response through 
ongoing surveillance of rates of infection 
transmission within the local population 
and for hospital/ organisation onset 
cases (staff and patients/individuals). 

Defining Localised 
Prevalence for COVID-19 - 
reviewed weekly at Clinical 
Expert Group (CEG) on Trust 
intranet. 
 
 
 
 
 

  

13) Positive cases identified after admission 
who fit the criteria for investigation should 
trigger a case investigation.  Two or more 
positive cases linked in time and place 
trigger an outbreak investigation and are 
reported. 

Intranet guidance: 
What constitutes a COVID-19 
exposure? 
STH COVID19 Patient 
Placement Advice 
Outbreak Action Card 
 
ICNs provide daily outbreak 
report which is circulated to 
all relevant staff. 
Weekly Outbreak meeting. 
 
IPC Assurance visit COVID-
19 document in use by ICNs 
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Outbreak management 
checklist published 
 
Report of nosocomial 
infections reported to Gold 
Command and the 
Healthcare Governance 
Committee of the Board, 
monthly 
 
 

14) Robust policies and procedures are in 
place for the identification of and 
management of outbreaks of infection.  
This includes the documented recording 
and outbreak meetings. 

Weekly Outbreak meeting. 
 
IPC Assurance visit COVID-
19 document in use by ICNs 
 
Outbreak management 
checklist published 
 
Report of nosocomial 
infections reported to Gold 
Command and the 
Healthcare Governance 
Committee of the Board, 
monthly 
 
The IPC PPE and Patient 
Pathway group have 
commissioned development 
of  

 PPE Outbreak 
Support Pack to 
support areas affected 
by COVID 
outbreak/setting up as 
COVID cohort wards  
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 Follow up reviews 
process to outbreak 
areas  

 

 Checklist for use by 
local IPC/PPE 
champions per shift in 
all areas to promote 
best practice and 
strengthen prevention 

 
 

7. Provide or secure adequate isolation facilities 

Key lines of enquiry Evidence Gaps in Assurance Mitigating Actions 

Systems and processes are in place to 
ensure: 

   

1) Restricted access between pathways if 
possible, (depending on size of the 
facility, prevalence/incidence rate low/ 
hight) by other patients/individuals, 
visitors or staff 

Pathways defined Blue, Grey 
and Red 
 
Current ward status and 
speciality displayed on Trust 
intranet – updated daily. 
 
Single room use reviewed 
daily by Clinical Operations 
and ICNs 
 
Twice daily Clinical 
Operations huddle to discuss 
patient placement issues 
 
24/7 Clinical Operation 
Matron on all Trust sites to 
management patient 
placement 
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Duty Matron 24/7 
 
Visiting policy reviewed and 
published in response to local 
prevalence 

2) Areas/wards are clearly signposted, using 
physical barriers as appropriate to 
patients/individuals and staff understand 
the different risk areas. 

Wards have access control 
via staff identification card 
 
Variety of banners and 
signage available denoting 
access restrictions 
 
 
Current ward status and 
speciality displayed on Trust 
intranet – updated daily. 
 

  

3) Patients with suspected or confirmed 
COVID-19 are isolated in appropriate 
facilities or designated areas where 
appropriate. 

Trust wide and area specific 
guidance published via 
COVID 19 intranet site; 
 

 Standard Wards: 
Algorithm for 
management of 
emergency admissions 
during COVID 19 
pandemic 

 Escalation of care; 
Clinical Decisions 
regarding escalation of 
care for individual 
patients who are 
suspected or confirmed 
positive for COVID 19 

 Priority order for isolation 
in single room  
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Patient movement overseen 
by 24hr Patient Flow team 
and 24hr Duty Matron cover. 
 
Twice daily Clinical 
Operations meeting attended 
by IPC nurse to 
review patient placement. 
 
All current Trust IPC 
guidelines remain operational 
 

4) Areas used to cohort patients with 
suspected or confirmed COVID-19 are 
compliant with the environmental 
requirements set out in the current PHE 
National Guidance. 

PPE group have supported 
ward areas to ensure 
compliance. 
 
Zoning guidance produced 
with associated signage and 
available on COVID 19 
intranet page. 
 
Cohort wards established 
within specialty. 
 
Air exchange rate confirmed 
by Estates to ensure safe air 
management where patients 
have Aerosol Generating 
Procedure (AGP) in 
operation. 
 
AGP guidance details air 
change times and actions to 
take following procedures. 
 
Air scrubbers and purifiers 
deployed to high-risk areas 

Identified air exchange 
deficits across the Trust 

Risk assessment 3466 
COSHH COVID 19 parent 
risk assessment in place  
 
Guidance, including specific 
inpatient areas based on 
hierarchy published on 
COVID portal STH COVID-19 
Personal Protective 
Equipment (PPE) Guidance  
 
Risk assessments:  
4330 Use of FFP3 with poor 
ventilation close contact C19 
  
Ventilation committee led by 
Estates established 
 
Procurement process for air 
scrubbers and purifiers 
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Bed spacing review 
undertaken and alterations to 
ensure 2m spacing 
conducted by Estates. 
 

5) Patients with resistant/alert organisms are 
managed according to local IPC 
guidance, including ensuring appropriate 
patient placement. 

Patient movement overseen 
by 24hr Patient Flow team 
and 24hr Duty Matron cover.  
 
Twice daily Clinical 
Operations meeting attended 
by IPC nurse to support 
patient flow 
 
Guidance in place;  
Priority order for isolation in 
single room 
 

  

8. Secure adequate access to laboratory support as appropriate 

Key lines of enquiry Evidence Gaps in Assurance Mitigating Actions 

Systems and processes are in place to 
ensure: 

   

1) Testing is undertaken by competent and 
trained individuals. 

Testing is included in Trust 
wide, and area specific 
guidance published via 
COVID 19 intranet site; 
 

 Standard Wards: 
Algorithm for 
management of 
emergency hospital 
admissions during 
COVID-19 pandemic 

 Sampling for Covid-19 at 
STHFT from ED 
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Video produced on how to 
take correctly nose and throat 
swab  
 
Guidance on retesting 
patients produced and 
available 
 
Regional virology laboratory 
facilities hosted within the 
Trust which has UKAS 
accreditation 
 
Taking a swab included in 
both pandemic training and 
IPC training. Included in 
competency check of non-
registered and pre-registered 
nursing workforce. 
 

2) Patient and staff COVID-19 testing is 
undertaken promptly and in line with PHE 
and other National Guidance. 

Testing is included in Trust 
wide, and area specific 
guidance published via 
COVID 19 intranet site; 
 

 Standard Wards: 
Algorithm for 
management of 
emergency hospital 
admissions during 
COVID-19 pandemic 

 Sampling for Covid-19 at 
STHFT from ED 

 Re-testing of suspected 
COVID-19 patients 

 Use of COVID-19 Urgent 
test restricted to specific 
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scenarios 

 POCT in Accident and 
Emergency and direct 
admission areas 

 
Video produced on how to 
take correctly nose and throat 
swab  
 
Guidance on retesting 
patients produced and 
available 
 
Regional virology laboratory 
facilities hosted within the 
Trust which has UKAS 
accreditation 
 
 
Staff and household testing 
available on site and as an at 
home service with extended 
opening hours 7 days per 
week 
 
Lateral flow testing introduced 
for all front facing staff from 
November 2020 
 
The eWhiteboard provides a 
list of patients that require a 
swab on days 1,3,6,10 and 
weekly thereafter 
 
The eWhiteboard provides 
compliance reports of swabs 
taken and timely 
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3) Regular monitoring and reporting of the 
testing turnaround times with focus on the 
time taken from the patient to time result 
is available. 

Data submitted daily via 
PLACERS system to 
PHE/NHSI by Laboratory 
Medicine with daily, weekly 
and monthly turnaround time 
data reports. 
 
Turnaround time data 
analysed by laboratory 
manager with oversight 
provided by regional PID 
 
Regular report provided to 
Silver and Gold commands 
 
Twice daily Clinical 
Operations meeting attended 
by IPC nurses identify delays 
in result reporting 

  

4) Regular monitoring and reporting that 
identified cases have been tested and 
reported in line with the testing protocols 
(correctly recorded data). 

Review of identified cases 
undertaken as standard 
within laboratory medicine. 
 
ICE compliance reports 
monitored by Virology staff 
 
Weekly nosocomial meeting 
scrutinises data in identified 
and potential outbreak areas 
 
Occupational Health monitor 
and report staff data. 

 
Data reports submitted to 
Silver and Gold command 
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5) Screening for other potential infections 
takes place. 

Laboratories have maintained 
routine screening for other 
infections 
 
IPC team continue to support 
other infection monitoring and 
control 
 
Suite of policies re Control of 
Infections with Specific Alert 
Organisms which guide 
screening 
 

  

6) That all emergency patients are tested for 
COVID-19 on admission. 

Use of COVID-19 Point of 
Care Test (POCT) in 
Accident and Emergency and 
other direct admission areas. 
 
POCT result available via ICE 
reporting system 
 
Audit of clinical assessment 
and recording of POCT result 
undertaken by AEM in April 
2021 demonstrated 97% 
compliance. Re audit due 
June 2021 
Infection status displayed on 
the e- Whiteboards 
 

  

7) That those inpatients who go on to 
develop symptoms of COVID-19 after 
admission are retested at the point 
symptoms arise. 

Infection status displayed on 
the e- Whiteboards 
 
The eWhiteboard provides a 
list of patients that require a 
swab on days 1,3,6,10 and 
weekly thereafter 
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The eWhiteboard provides 
compliance reports of swabs 
taken and timely 
 
 
Guidance: Re-testing of 
suspected COVID-19 
patients 

8) That emergency admissions who test 
negative on admission are retested on 
day 3 of admission, and again between 5-
7 days post admission. 

Use of COVID-19 Point of 
Care Test (POCT) in 
Accident and Emergency and 
other direct admission areas. 
 
The eWhiteboard provides a 
list of patients that require a 
swab on days 1,3,6,10 and 
weekly thereafter 
 
The eWhiteboard provides 
compliance reports of swabs 
taken and timely 
 
 
 
 

  

9) That sites with high nosocomial rates 
should consider testing COVID negative 
patients daily. 

Weekly outbreak meeting 
reviews outbreak data to 
guide outbreak response and 
actions which would include 
testing requirements if 
indicated 
 
ICN daily support of outbreak 
areas and implement testing 
as agreed by outbreak 
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meeting 

10) That those being discharged to a care 
home are being tested for COVID-19 48 
hours prior to discharge (unless they 
have tested positive within the previous 
90 days) and result is communicated to 
receiving organisation prior to discharge. 

Micro guide: Advice for 
discharge or transfer 
 
Patient going to a care home 
information transfer 
documentation requires swab 
date and result to be 
recorded 
 
Daily IPC review of patients 
allocated bed in Intermediate 
care facilities 
 
Community IPC team  
 
 
 

  
 

11) That those being discharged to a care 
facility within their 14 day isolation period 
should be discharged to a designated 
care setting, where they should complete 
their remaining isolation. 

Micro guide: Advice for 
discharge or transfer 
 
Daily IIPC review of patients 
allocated bed in Intermediate 
care facilities 
 
Patient going to a care home 
information transfer 
documentation requires swab 
date and result to be 
recorded includes isolation 
and PPE guidance 
 

  

12) That all elective patients are tested 3 
days prior to admission and are asked to 
self-isolate from the day of their test until 
the day of admission. 

Guidance – How to plan for 
elective procedures 
 
SOP: For patients 
undergoing elective 
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procedures in an operating 
theatre 
 
Template letter - COVID-19 
Testing: for pre op patients 
 
How to do a COVID-19 test 
(Patient Leaflet) 
 
 

9. Have and adhere to policies designated for the individual’s care and provider organistions that will help to prevent and control infection 

Key lines of enquiry Evidence Gaps in Assurance Mitigating Actions 

Systems and processes are in place to 
ensure: 

   

1) Staff are supported in adhering to all IPC 
policies, including those for other alert 
organisms. 

24/7-hour access to IPC team 
including virologist and 
microbiology consultant 
 
24/7 access to Duty Matron 
 
PPE champions meeting held 
fortnightly 
 
IPC Accreditation Programme 
- all clinical departments 
undertake a regular rolling 
programme of a wide range of 
IPC audits; supported by the 
IPC Team 
 
PPE champions meeting held 
fortnightly/monthly depending 
on prevalence 
 
Information on the Trust 
intranet, posters developed 
and distributed 
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Communications department 
part of CEG - refresh 
campaigns regularly 
 
Staff Welfare Team appointed 
during first wave - who visited 
areas to review and advice 
staff re PPE 
 
 
Additional Matron IPC support 
introduced from February - 
April 2021 
 
Report from Matron IPC visits 
submitted to Nurse Executive 
Group 
 
Written guidance and videos 
available for use, donning & 
doffing of PPE 
 
The IPC PPE and Patient 
Pathway group developed 
development of checklist for 
use by local IPC/PPE 
champions per shift in all 
areas to promote best 
practice and strengthen 
prevention 
 
 

2) Any changes to the PHE National 
Guidance on PPE are quickly identified 
and effectively communicated to staff. 

 
PPE champions group 
established with 
representation from all 
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directorates to support 
communication of changes 
 
Designated PPE section on 
web page 
 
Clinical Expert Group meet 2-
5 x week depending on the 
phase of the pandemic and 
have oversight and 
responsibility for PHE 
guidance - commenced 
January 2020 
 
IPC PPE and Patient 
Pathway Group meet 
weekly/fortnightly depending 
on the phase of the pandemic 
commenced May 2020 
 
IPC Team participated in 
regional and national meeting 
and groups to ensure any 
changes in advice and 
lessons learnt to be picked up 
quickly and also be part of the 
debates 
 
 
 

3) All clinical waste and linen/laundry related 
to confirmed or suspected COVID-19 
cases is handled, stored and managed in 
accordance with current National 
Guidance. 

Trust Waste Management 
Strategy and Policy in 
operation and part of IPC 
Accreditation 
. 
 
Policy embedded into COVID 
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19 PPE guidance  
 
Waste Champions within all 
clinical areas 
 
 
Specific Covid waste 
summary produced and 
distributed 
 
Policy embedded into COVID 
19 PPE guidance  
 
Trust IPC Linen policy in 
place and part of IPC 
Accreditation 
 

4) PPE stock is appropriately stored and 
accessible to staff who require it. 

PPE group supported ward 
areas identify areas for 
additional PPE storage for 
COVID 19. 
 
All wards have glove/apron 
dispensers. 
 
Mask stations at all ward 
entrance areas. Guidance on 
how to set up mask station 
available on the intranet 
 
24/7 Duty Matron who has 
access to stores should the 
need arise. 
 
IPC PPE and Pathway Group 
- includes Procurement 
representatives 
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Procurement supported ward 
areas to identify PPE required  
 
Areas for additional PPE 
storage for COVID 19. 
 
 
 

10. Have a system in place to manage the occupational  health needs and obligations of staff in relation to infection  

Key lines of enquiry Evidence Gaps in Assurance Mitigating Actions 

Systems and processes are in place to 
ensure: 

   

1) Staff in ‘at-risk’ groups are identified using 
an appropriate risk assessment tool and 
managed appropriately including ensuring 
their physical and wellbeing is supported. 

Guideline for COVID-19 risk 
stratification for at-risk staff 
groups   
Clinical speciality group 
provide advice to Deputy 
Medical Director, OH 
Physician and Medical 
Director in respect of new 
guidance to support risk 
stratification.  A decision is 
then made as to whether 
changes are required. 
 
Clinically extremely 
vulnerable list held and 
monitored via HR. 
 
 
Process in place from May 
2020 to provide further 
support available to staff who 
may be at higher risk of 
COVID-19 complications. 
QRISK3 assessment offered 

  



73  

to all STH Black, Asian and 
Minority Ethnic (BAME) staff 
aged 25 or over to inform an 
assessment of their risks 
from COVID-19, and as a 
guide to whether changes in 
their working arrangements 
may be required to mitigate 
any increased cardiovascular 
risk. 
 
Staff screening for COVID 19 
commenced March 2020 and 
includes household members 
 
Remote working guidance for 
those staff shielding at home 
published  
 
Guidance on intranet for 
Health and wellbeing. 

 Sustaining wellbeing in 
the midst of Covid 

 Bereavement Support 
available for Staff 

 
Anxiety, Worry, Stress, Panic 
Support Available (Poster) 
published which sign posts 
staff to available support and 
resources. 
 
COVID-19: Individual Staff 
Impact Assessment guidance 
published June 2020 
Screening tool being further 
developed by HR to be used 
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to screen staff in respect of 
risk, if risk identified, a full 
covid staff risk assessment 
will be completed (June 21) 
 
Skin guidance for staff who 
wear FFP 3 masks 
developed and circulated 
 
COVID 19 vaccination 
programme commenced 
December 2020 with CEV 
staff identified and offered 
vaccine in first cohort. 
 
Are you high risk? (Poster) 
 
Support available from 
Occupational Health and 
advice and psychological 
support from Vivup.  
 
CEV staff returning to work 
clinically risk assessed by OH 
prior to return.  Managers 
provided with update on risk 
group (standard, increased, 
high) to enable management 
under the risk stratification 
document. 

2) That risk assessment(s) is (are) 
undertaken and documented for any staff 
members in an at risk or shielding groups, 
including Black, Asian and Minority Ethnic 
and pregnant staff. 

Guideline on COVID-19 risk 
stratification for at-risk staff 
groups 
 
Caring for People at Highest 
Clinical Risk from COVID-19 
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Process in place from May 
2020 to provide further 
support available to staff who 
may be at higher risk of 
COVID-19 complications.  
 
QRISK3 assessment offered 
to all STH BAME staff aged 
25 or over to inform an 
assessment of their risks 
from COVID-19, and as a 
guide to whether changes in 
their working arrangements 
may be required to mitigate 
any increased cardiovascular 
risk. 
 
Shielding; Manager Checklist 
 

3) Staff required to wear FFP reusable 
respirators undergo training that is 
compliant with PHE National Guidance 
and a record of this training is maintained 
and held centrally. 

FFP 3 reusable respirators 
are not currently in use.  
Powered hoods available to 
staff following risk 
assessment. 
 
Dedicated powered hood 
training provided to key 
trainers and recorded on 
PALMS 
 
Guidance on use of powered 
hoods on the intranet 

  

4) Staff who carry out fit test training are 
trained and competent to do so. 

Fit testers are trained in line 
with Health and Safety 
Executive (HSE) guidance  
Record of fit testers on 
PALMS 
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Fit testing additionally 
provided by approved fit 
testers from National 
Procurement team 

5) All staff required to wear an FFP 
respirator have been fit tested for the 
model being used and this should be 
repeated each time a different model is 
used. 

Trust wide FFP3 testing in 
place since March 2020, in 
addition to that undertaken in 
traditional AGP use areas. 
 
Expansion of FFP3 testing 
from August 2020 in line with 
PHE guidance and Trust 
hierarchy of controls 
 
 
 
 

Due to increased numbers of 
staff requiring testing for 
FFP3 masks, on-going fit 
testing continues Trust wide.  
 
Monthly report to Gold 
Command on the progress 
with fit testing programme. 
 

Risk assessments:  
4330 Use of FFP3 with poor 
ventilation close contact C19 
  
4331Fit Testing and Fit 
Checking PPE 
 
Centrally recorded data to 
provide overview of 
completed testing linked to 
ESR in line with national and 
HSE guidance 
 
Monthly report to Gold 
Command on fit testing 
progress 
 
 

6) A record of the fit test and result is given 
to and kept by the trainee and centrally 
within the organisation. 

Certificate of result given to 
all staff fit tested. 
 
Centrally recorded data to 
provide overview of 
completed testing linked to 
ESR in line with national and 
HSE guidance 
 

  

7) For those who fail a fit test, there is a 
record given to and held by trainee and 
centrally within the organisation of 
repeated testing on alternative respirators 
and hoods. 

Certificate of result given to 
all staff fit tested. 
 
Centrally recorded data to 
provide overview of 
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completed testing linked to 
ESR in line with national and 
HSE guidance 
 
 
Risk assessment for use of 
powered hood in use for staff 
who cannot wear FFP3 mask 
 
Reusable FFP3 mask now 
available where other masks 
don’t fit. 

8) For members of staff who fail to be 
adequately fit tested a discussion should 
be had, regarding re deployment 
opportunities and options commensurate 
with the staff members skills and 
experience and in line with nationally 
agreed algorithm. 

Risk assessment for use of 
powered hood in use for staff 
who cannot wear FFP3 mask 
details and documents 
actions to take for staff who 
cannot wear FFP3. 
 
COVID-19 Management 
Guidance available to 
support all managers with 
discussions 
 

  

9) A documented record of this discussion 
should be available for the staff member 
and held centrally within the organisation, 
as part of employment record including 
Occupational Health. 

Risk assessment for use of 
powered hood in use for staff 
who cannot wear FFP3 mask 
details and documents 
actions to take for staff who 
cannot wear FFP3. 
 
COVID-19 Management 
Guidance available to 
support all managers with 
discussions 
 
 

Risk assessment not held on 
OH record 

All requirements for 
Protective Respiratory 
Equipment will transition to 
Occupational Health from 
Central Nursing for ongoing 
management. Agreed via 
Silver Command 
 
Process for documented 
record within the 
occupational health record to 
be developed by OH utilising 
both ESR and CARS 
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10) Following consideration of reasonable 
adjustments e.g. respiratory hoods, 
personal re-usable FFP3, staff who are 
unable to pass a fit test for an FFP 
respirator are redeployed using nationally 
agreed algorithm and a record kept in 
staff members personal record and 
Occupational Health service record. 

Risk assessment for use of 
powered hood in use for staff 
who cannot wear FFP3 mask 
details and documents 
actions to take for staff who 
cannot wear FFP3. 
 
COVID-19 Management 
Guidance available to 
support all managers with 
discussions 

Risk assessment not held on 
OH record. 

All requirements for 
Protective Respiratory 
Equipment will transition to 
Occupational Health from 
Central Nursing for ongoing 
management. Agreed via 
Silver???? 
 
Process for documented 
record within the 
occupational health record to 
be developed by OH utilising 
both ESR and CARS 

11) Boards have a system in place that 
demonstrates how, regarding fit testing, 
the organisation maintains staff safely 
and provides safe care across all care 
settings.  This system should include a 
centrally held record of results which is 
regularly reviewed by the board. 

 
FFP3 fit mask report 
submitted to Gold Command 
monthly 
 
Risk assessments:  
4330 Use of FFP3 with poor 
ventilation close contact C19 
  
4331Fit Testing and Fit 
Checking PPE 
 

  

12) Consistency in staff allocation should be 
maintained, reducing movement of staff 
and the crossover of care pathways 
between planned/elective care pathways 
and urgent/emergency care pathways as 
per National Guidance. 

Wards use eRoster to 
support nurse staffing 
requirement. 
 
Daily staffing meeting chaired 
by senior nursing staff. 
 
Electronic staffing tool 
completed daily to support 
daily staffing meeting. 
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Base ward working 
introduced to cohort and 
high-risk areas for medical 
staff. 
 
Base ward working 
introduced for blue pathway 
areas, with associated 
guidance re staff movement. 
 
Duty Matron on site 24/7 to 
support nurse staffing   
 

13) All staff should adhere to National 
Guidance on social distancing (2 metres) 
if not wearing a facemask and in non-
clinical areas. 

Wearing a face covering 
(Poster) 
 
Risk assessment for both 
clinical and nonclinical areas 
completed 
 
Guidance: Key facts to 
support the appropriate use 
of Face Masks in non-clinical 
areas available via Trust 
intranet. 
 
Face mask instructions 
(Poster) 
 
Staff mask station (Poster) 
with mask stations at every 
entrance 

  

14) Health and care settings are COVID-19 
secure workplaces as far as practical, 
that is, that any workplace risk(s) are 

Safe Work Practices in Non-
Clinical Areas; Risk 
Assessment Form completed 
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mitigated maximally for everyone. by all areas 
 
Nonclinical areas supported 
by appointed clinical area 

15) Staff are aware of the need to wear 
facemask when moving through COVID-
19 secure areas. 

Wearing a face covering 
(Poster) 
 
Risk assessment for both 
clinical and non-clinical areas 
completed 
 
Guidance: Key facts to 
support the appropriate use 
of Face Masks in non-clinical 
areas available via Trust 
intranet. 
 
Face mask instructions 
(Poster) 
 
Staff mask station (Poster) 
with mask stations at every 
entrance 
 
Entrance signage, pop up 
banners, displayed at each 
ward entrance. 
 

  

16) Staff absence and well-being are 
monitored and staff who are self-isolating 
are supported and able to access testing. 

Staff absence monitored by 
line managers and oversight 
of Trust wide position 
reported to Silver and Gold 
Command via Human 
Resources 
 
Staff testing commenced 
March 2020 
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Staff household contact 
testing including children 
commenced April 2020 
 
Testing of staff unable to 
leave home commenced May 
2020 
 
QRISK3 assessment offered 
to all STH BAME staff aged 
25 or over to inform an 
assessment of their risks 
from COVID-19, and as a 
guide to whether changes in 
their working arrangements 
may be required to mitigate 
any increased cardiovascular 
risk. 
 
 

17) Staff who test positive have adequate 
information and support to aid their 
recovery and return to work. 

Staff notified by Occupational 
Health and provided with 
guidance on treatment and 
recovery 
 
Guidance; How to treat 
Coronavirus at home 
available to staff in print and 
electronically. 
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Key Points to Note for 2020-21  

 1673  Recorded contacts with the Safeguarding Adult’s Team 

 763  Recorded contacts with the Safeguarding Children Team 

 758  Safeguarding Adults Concern Forms received and triaged 

 64  Adult Safeguarding Section 42 Enquiries Completed 

 510  Children’s Multi Agency Confirmation Forms Received  

94% of staff achieved compliance with level 1 Safeguarding 

Adults training at the end of 2020-21 

93%  of staff achieved compliance with mandatory level 2 

Safeguarding Adults training at the end of 2020-21 

93% of staff achieved compliance with mandatory level 1 

Safeguarding Children mandatory training at the end of 

2020-21 

92%  of staff who require it achieved compliance with 

mandatory level 2 Safeguarding Children training at the 

end of 2020-21 

92% of staff who require it achieved compliance with 

mandatory level 3 Safeguarding Children training at the 

end of 2020-21 

96% of staff who require it achieved compliance with Prevent   

WRAP training at the end of 2020-21 
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Safeguarding is everyone’s business! 

INTRODUCTION 

Sheffield Teaching Hospital NHS Foundation Trust 
(STHFT), as a partner member of the Sheffield 
Safeguarding Children Young People and Adults 
Board continues to work closely with the statutory 
and voluntary agencies across Sheffield to discharge 
its responsibilities as an NHS provider for the 
safeguarding of vulnerable people who may be at 
risk of abuse, neglect or exploitation in relation to: 
 

 The statutory requirement under section 11 
of the Children Act (1984, 2004) to 
safeguard and protect children and families 
who access care.  

 Safeguarding Adults at risk in line with the 
Care Act 2014 and Department of Health 
Care and Support Statutory Guidance issued 
under the Care Act 2014 (October 2014).  

 The Mental Capacity Act (MCA) 2005 and 
Deprivation of Liberty Safeguards 
amendment in 2007 (MCA Amendment Act 
2019- Liberty Protection Safeguards).  

 Adult Safeguarding: Roles and Competencies 
for Health Care Staff – Intercollegiate 
Document 2018. 
 

 Safeguarding Children and Young People: 
Roles and Competencies for Healthcare Staff 
– Intercollegiate document 2019 

 Working together to safeguard children 
2019. 

 Care Quality Commission ‘Healthcare for all’ 
(2008) requirements in relation to Care of 
People with a Learning Disability.  

 Mandatory reporting of Female Genital 
Mutilation (FGM). 

 
Safeguarding continues to present challenges with 
multiple strands and emerging themes e.g., 
contextual safeguarding, trauma informed care, the 
Think Family strategy, Human Trafficking and 
Modern Slavery, all of which have been identified as 
priorities by NHS England and sit under the umbrella 
of safeguarding.  
 

 
 
 
All staff at STHFT are required to attend mandatory 
safeguarding training irrespective of their role or 
level of responsibility. 
Safeguarding is everyone’s business! 
A training needs outline (TNO) ensures mandatory 
training is delivered at an appropriate level as 
defined by the Intercollegiate documents. 
   
The STHFT Safeguarding Team is a key contributor to 
multi-agency working in Sheffield, participating in 
the various sub-groups of the Safeguarding and 
other Boards, chairing delegated task and finish 
groups, and by participating in safeguarding case 
reviews and Domestic Homicide Reviews.  
 

Safeguarding Provision at STHFT 
 
The Chief Nurse provides the Executive Leadership 
for the Trust supported by the Deputy Chief Nurse 
and an experienced, motivated, resilient and highly 
knowledgeable team of safeguarding practitioners. 
The Safeguarding Team, led by the Head of 
Safeguarding, provides a timely response to 
safeguarding matters raised within the Trust and 
expert advice and support to staff.  

The designated Safeguarding Leads from each care 
group, mostly the Deputy Nurse Directors and 
governance leads, meet quarterly at the Trust 
Safeguarding Assurance Committee chaired by the 
Head of Safeguarding. This provides an opportunity 
to brief the Safeguarding Leads on safeguarding 
related matters, to share learning from internal 
complaints and safeguarding investigations, and to 
disseminate the learning from external case reviews, 
child Safeguarding Practice reviews (SPRs), 
Safeguarding Adults Reviews (SARs), Domestic 
Homicide Reviews (DHRs), and for monitoring any 
associated action plans. The Committee acts as a 
channel to approve and disseminate policies and 
procedures relating to safeguarding adults and 
children and young people. 
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The Safeguarding Team 
 
Head of Safeguarding, 
Prevent Lead and Lead 
Nurse for Children and 
Young People  

Band 
8C 

1.0 
WTE 

Operational Lead for 
Safeguarding  

Band 
8A 

1.0 
WTE 

Named Professional 
Safeguarding Adults 

Band 7 1.0 
WTE 

Named Professional 
Safeguarding Children  

Band 7 1.4 
WTE 

Safeguarding Adviser Band 6 1.0 
WTE 

Admin Support  Band 3 
Band 4 

0.3 
WTE 
0.8 

WTE 

TOTAL WTE  6.5  
WTE 

 
The Safeguarding Team regards itself as an advocate 
for embedding a culture of safeguarding across the 
Trust. To support this there are key leadership roles 
in each Care Group in the form of the Safeguarding 
Leads, and a network of Champions dedicated to 
supporting the culture of safeguarding. 

 
The Safeguarding Team works closely with the:  

 Paediatric Liaison Nurses, employed by 
Sheffield Children’s Hospital and hosted in the 
Emergency Department, Charles Clifford Dental 
Hospital and Jessop Wing 

 Jessop Wing Midwifery Vulnerabilities Team 

 Transitions Team 

 Mental Capacity Act Specialist Adviser 

 Emergency Department Safeguarding Lead 

 Departmental Safeguarding Champions 
The Head of Safeguarding has both a strategic role, 
contributing to local, regional and national work 
streams and consultations, deputising for the Chief 
Nurse and Deputy Chief Nurse at Executive Board 
meetings, and leading and developing the 
Safeguarding Team; and an operational role in 
providing expert advice and support on safeguarding 
matters, and leadership and line management to 
the Band 8a Operational Lead.  
The Head of Safeguarding also provides strategic 
direction for the Transition and Mental Capacity 
Act/Liberty Protection Safeguards team, and direct 
line management and leadership to the operational 
team leaders. 

The strength of the Safeguarding Team is attributed 
to the diversity of the skills, knowledge, expertise 
and experience of the team members. The 
professional backgrounds of the team include: 

 Adult Nursing   

 Children’s Nursing 

 Health Visiting 

 School Nursing 

 Midwifery 

 Social Work 
 
The core functions of the team are: 

 
 To promote the safety and well-being of 

patients, visitors and staff, ensuring the early 
identification and action in response to the risk 
of or experience of abuse or neglect.  

 To provide and support clinical leadership as the 
‘expert’ in all matters relating to safeguarding 
practice and the support of adults and children 
and young people with vulnerabilities.  

 To support the provision of high quality 
safeguarding practice for both children and 
adults across the Trust.   

 To provide timely and   effective supervision, 
support and guidance on complex cases. 

 To work collaboratively as part of the multi-
agency safeguarding partnership with a shared 
vision to keep vulnerable individuals safe from 
abuse, neglect or exploitation. 

 To contribute to external reviews where a child 
or an adult at risk has experienced significant 
harm or death.  

 To provide oversight of the development of local 
policy and procedures both internal and external 
to the Trust, and implement as required.   

 To develop, deliver and monitor safeguarding 
training.  

 To provide assurances both internal and external   
to the Trust in relation to how the Trust fulfils its 
statutory and contractual obligations for 
safeguarding.  

 To support practitioners and clinicians working 
with adults at risk to practice in a manner that 
reflects the six principles of safeguarding: 

 Empowerment 
 Prevention 
 Proportionality 
 Protection 
 Partnership 
 Accountability  
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SAFEGUARDING OPERATIONAL 
PRIORITIES 2021-2022 
 To continue to respond in a timely manner to 

requests for advice and support from within and 
outside the organisation. 

 To improve compliance with mandatory 
safeguarding training and equip staff with the 
skills and knowledge to recognise and respond 
to safeguarding concerns in relation to: 
 Neglect and self- neglect 
 Sexual exploitation 
 Domestic violence and abuse – including 

forced marriage and honour-based abuse 
 Female Genital Mutilation (FGM) 
 Modern day slavery and human trafficking 
 Radicalisation and Prevent   

 To continually update and revise the 

safeguarding training programme and explore 

different methods of delivery.  

 To complete Section 42 safeguarding adult’s 
enquiries as per the Care Act requirements on 
behalf of the local authority within the agreed 
timescales. 

 To introduce an agreed Care Group Safeguarding 

Self-Assessment Dashboard to provide 

additional assurances to the Trust and to 

improve external reporting and scrutiny.   

 To continue to identify and collate information 
on FGM in line with statutory reporting 
requirements and ensure cases are recognised 
and safeguarding concerns responded to 
appropriately.  

 To participate as required in SPRs, SARs and 
DHRs by completing and submitting Individual 
Management Reviews (IMRs) s in a timely 
manner as per the agreed Terms of Reference, 
and attendance at Review Panel and IMR author 
meetings as required. 

 To systematically review Trust processes and 
procedures in response to national guidance and 
local learning from Reviews.  

 Support staff to make reasonable adjustments 
for patients with learning disabilities, to ensure 
their individual needs are met.  

 To actively participate in the operational sub-
groups of the Sheffield Safeguarding Partnership 
for Children, Young People and Adults. 

 To participate in the Sheffield Safeguarding 
Partnership Section 11 quality assurance audit 
and challenge event.  

 To collaborate with city wide partners to 
promote Safeguarding Awareness Week  
 

RISKS 
 
Risks to patients, relatives and staff 
Adults at risk and vulnerable children may not be 
protected from abuse or neglect as a result of the 
following: 

 

 Safeguarding mandatory training levels fall 
below the Trust agreed threshold of 90%. 

 STHFT Staff do not have access to advice and 
support when required. 

 Safeguarding concerns are not screened and 
referred for appropriate support in a timely 
manner  

 Section 42 Enquiries are not completed and 
lessons learned identified in a timely manner. 

 Internal and external assurances are not 
reported in a timely manner. 

 Internal and external audit demonstrates poor 
safeguarding practice.    
 

Strategic Priorities 
 

 To support the strategic and operational 
objectives of the Sheffield Children Safeguarding 
Partnership (SCSP), Sheffield Adult Safeguarding 
Partnership (SASP), the Domestic Abuse 
Strategic Board and the Learning Disability 
Partnership Board. 

COVID-19 

Throughout the pandemic the Safeguarding Team 
has maintained a safeguarding service and has been 
available during core hours for advice and support. 

ASSURANCE 
Governance structures are well established and 
consistent. 
 
Internal Trust assurance is provided by the 
Safeguarding Assurance Committee which meets 
quarterly and via the Safeguarding Annual Report to 
the Board of Directors. 
Audits are carried out to evaluate safeguarding 
practice and to benchmark the effectiveness of 
practice, identifying areas of good practice and areas 
requiring additional learning. Audits are registered 
and reported via the Clinical Effectiveness 
Department. 
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External assurances are provided via a 
number of monitoring and reporting 
mechanisms including: 
 
 Quarterly FGM data submission to NHSE/I and 

Sheffield Clinical Commissioning Group (SCCG) 
 Quarterly Prevent submission to NHSE/I and 

SCCG 
 Quarterly Key Performance Indicator (KPI)  

submission to SCCG for both adult and children’s 
safeguarding activity   

 Quarterly submission of STHFT progress with  
the Prevent Silver Action Plan  

 Quarterly submission of STHFT progress with the 
Sheffield Safeguarding Children Partnership 
Single Agency Quality Assurance Action Plan 

 Quarterly submission of STHFT progress with 
DHR Action Plans  

 Quarterly submission of STHFT progress with  
Child SPR Action Plans 

 Quarterly submission of progress with SAR 
action plans 

 Submission of STHFT progress against NICE 
Quality Standards 

 Submission of SCCG Safeguarding Quality Report  
 Sheffield Safeguarding Partnership annual 

Section 11 audit and check and challenge event  
 Responses to CQC on specific topics or individual 

safeguarding cases.  
 
PARTNERSHIP WORKING 
 
STHFT is a key partner agency in  
safeguarding activities within Sheffield and  
across the region. This is achieved through 
membership of the following:  

 Sheffield Safeguarding Partnership for Children, 
Young People and Adults. 

 Learning Disability Partnership Board.  

 Domestic Abuse Strategic Board. 

 Domestic Abuse Provider Consultation Group 

 PREVENT Silver meetings and CHANNEL Panel 
when required. 

 Domestic abuse Multi-agency Risk Assessment 
Conference (MARAC) Vulnerable Adults Risk 
Management Model (VARMM) meetings for 
individuals who are self- neglecting and/or 
hoarding.  

 Vulnerable Adults Panel (VAP) for complex and 
challenging individuals.  

 High Intensity User Group multi-agency audit 
and multi-agency training with Sheffield Adult 
Safeguarding Partnership. 

 Health Reference Groups for children and adults 

 City Wide Best Practice Group 

 Learning from Practice and Improvement Group 

 Performance and Quality Board  

 Safeguarding case conferences and outcomes 
meetings.  

 Active contribution to Child SPRs, SARs and 
DHRs. 

 
Liaison with other agencies including: 

 Local Authority – Adult First Contact team. 
Sheffield Safeguarding Hub,   

 South Yorkshire Police 

 Sheffield Clinical Commissioning Group 

 Sheffield Health and Social Care NHSFT 

 Sheffield Children’s Hospital NHSFT 

 South Yorkshire Fire and Rescue 

 Local Authority Housing and Housing 
Associations 

 Domestic Abuse Helpline and Independent 
Domestic Abuse Service (IDAS)  

 Sheffield Trading Standards 

 Sheffield Advocacy Hub 

 The STHFT Safeguarding Team also works 
across boundaries with organisations and 
local authorities outside Sheffield with 
regard to safeguarding individual service 
users who access STHFT from other areas. 

 
In 2020-21 the Safeguarding Team participation 
in multi–agency events was limited due to the 
restrictions of COVID-19. 
However, the Safeguarding Team supported the 
annual Safeguarding Awareness Week in 
November 2020 by developing and circulating a 
number of 7 Minute Briefings on various 
safeguarding topics relating to the overall theme 
of ‘exploitation’.  
 
The 7 Minute Briefings have been shared with 
the Safeguarding Partnership.  
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SAFEGUARDING CHILDREN AND YOUNG 
PEOPLE 
 
The Named Professionals for safeguarding children 
continue to deliver a high quality service that strives 
to ensure that staff are trained to identify and 
respond to safeguarding concerns in a timely 
manner to protect children and young people at risk 
of significant harm through abuse or neglect. 
 
The Named Professionals support staff to listen to 
the voice of the child or young person whenever 
possible and to advocate for them to include their 
wishes and feelings in how agencies respond to 
concerns and to the way services are developed. 
The key strengths of the Named Professionals are 
that they are highly visible, child focused, accessible 
and responsive to staff in providing advice, support 
and supervision. 
 
The Named Professionals continue to engage with 
Child Safeguarding Practice Reviews (SPRs) and 
Learning Lessons Reviews (LLRs) where a child has 
been significantly injured or died as a result of abuse 
or neglect.  

There have been no new SPRs or LLRs in 2020-21.  

In 2020-21 the Named Professionals responded to 
18 child death notifications and made arrangements 
for the appropriate departments to provide child 
death reports and to submit these to the Child Death 
Overview Panel. 

 

 

 

 

 

 

 

Table 1: Yearly Activity Figures for Safeguarding Children 

(Excluding Maternity) 

Financial 

Year 

Number of 
contacts with 
Safeguarding 
Children Named 
Professionals 

Multi- Agency 
Confirmation 
Forms(MACF)  
sent to the 
Local Authority   

2020-21 763 510 

2019-2020 592 442 

2018-2019 252 317 

2017-2018 214 59 

2016-2017 172  

2015-2016 146  

2014-2015 159  

 

Table 1 demonstrates a year on year increase in 
contacts with the Named Professionals for 
safeguarding children advice and support. There was 
a 29% increase in the number of contacts in 2020-21 
compared to 2019-2020.  

This  increase in contacts in 2020-21 would usually 
be attributed to the following factors; improved 
recording processes; increased attendances in ED 
with Domestic Abuse, knife crime, substance misuse, 
mental health issues; the effects of austerity on the 
most vulnerable members of society; more public 
awareness of how to access help and support; and 
the maintenance of staff safeguarding training 
compliance, informing staff of current safeguarding 
topics and how to recognise and report abuse and 
neglect.  

What is perhaps surprising is that the impact of 
COVID 19 on ‘business as usual’ activity across the 
Trust and in the Emergency Department has not 
resulted in a reduction in the number of contacts 
with the child safeguarding professionals or referrals 
to the Local Authority.  

In 2020-21 a total of 510 referrals were sent by the 
Named Professionals to the Local Authority for 
screening via the Child safeguarding Multi Agency 
Concern Forms (MACF).  Reports to identify new 
child safeguarding referrals via the MACFs are run 
daily via Lorenzo and each form reviewed by the 
Named Professionals to ensure the appropriate 
details have been included to support the referral. 
Where necessary, additional liaison takes place with 
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Paediatric Liaison, STHFT wards and 
departments and external agencies to ensure 
continuity of care and effective sharing of 
information.  

In addition to the daily contacts and referrals, the 
Named Professionals manage and provide 
safeguarding supervision and support to teams and 
individuals across the Trust.  

Safeguarding Supervision 
Supervision is ‘a structured and negotiated process 
facilitated by a supervisor with some expertise to 
problem-solve a work-related issue’. (Morrison 
1998). 
It enables staff to reflect critically on the impact of 
their decisions on the child and their family. 
Staff can access specialist advice, support and 
supervision from the Named Professionals to manage 
complex safeguarding concerns. This promotes best 
practice across the organisation and provides space 
for practitioners to review their practice in a safe and 
supportive environment.  
Attending supervision supports a professional’s 
resilience and helps them manage any associated 
emotional difficulties, therefore promoting staff 
wellbeing.  

The Named Professionals provide safeguarding 
supervision to the following individuals and 
departments on a quarterly basis as a minimum: 

 Paediatric Dentistry  

 Community Dentistry  

 Sunshine Day Nursery  

 Specialist Nurses for Children and Young 
Adults With Diabetes 

 Specialist Nurses in the HIV Team  

 Specialist Nurses in the Tuberculosis Team 

 Occupational Therapist in Medical Services 
Rehabilitation Centre 
 

Supervision has continued to be facilitated virtually 
via Microsoft teams.  

Supervision is also a mandatory requirement of all 
midwives and is facilitated by the Jessop Wing.  

Key Achievements 2020-21 
 

 The Child Protection Information Service (CP-IS is 
now embedded into all patient areas at STHFT.  

Child Protection notifications are uploaded live 
via the CP-IS national electronic system 
indicating that a child or young person is subject 
to a child protection plan (CPP), and in what 
locality area, or is being supported by 
safeguarding processes.  

 Two non-urgent settings have also piloted the  
CP-IS,  Paediatric Community Dentistry and out-
patient Sexual Health Services.  The success of 
the pilots will be evaluated and reported in 
2021-22 with a view to full implementation.  

 Collaboration with the Cygnet Hospital (a low 
secure mental health service for male and 
female adolescents), and Child and Adolescent 
Mental Health Services (CAMHS) has resulted in 
the introduction of an inter-agency 
communication form, following a successful pilot 
in August 2020. 
The form is used to provide information to and 
from the Emergency Department when a young 
person attends from an in-patient mental health 
setting.   

 The Safeguarding Children Named Professionals 
have maintained representation at the required 
safeguarding children partnership meetings. 

 The Named Professionals have participated in 
two Domestic Homicide Reviews, ensuring the 
chronologies and Individual Management 
reviews (IMRs) for each case met the required 
deadlines for submission. 

 
What difference has the work made to the 
protection of vulnerable children and young 
people? 
 

 The Named Professionals have delivered a 
programme of staff training to enable them to 
recognise and report safeguarding issues in a 
timely and responsive manner. The increase in 
contacts with the Named Professionals in 2020-
21 would indicate that staff have a good level of 
awareness and know who to contact for advice 
and support.  

 Timely referrals have been made by the Named 
Professionals and others within STHFT to the 
Safeguarding Hub to request a prompt multi 
agency response to concerns raised about the 
safety and well -being of children and young 
people. 
 

 The Named Professionals have given specialist 
advice and direct support to departments e.g. 
ED, critical care, where there have been complex  
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safeguarding children concerns, advising on 
the most appropriate course of action to 
safeguard the child. This has enabled staff 
working with these young people to enhance 
their knowledge and confidence of safeguarding 
in complex cases. 
 

 The Named Professionals have continued to 
advise on the recognition and reporting of 
domestic abuse concerns.  

 

Challenges and priorities 2021-22 

 COVID-19 – will continue to challenge child 
safeguarding supervision and training. The 
content of the levels 2 and 3 training materials 
will be reviewed and updated to reflect the 
requirements of the Intercollegiate document 
and alternative methods of delivery of training 
will be explored. 

 To develop ways of informing and encouraging 
staff to consider emerging themes when 
managing safeguarding concerns including 
Adverse Childhood experiences (ACES), Hidden 
men, Contextual Safeguarding, Trauma Informed 
Care, Disguised Compliance and Think Family.  

 A new set of Safeguarding Children KPI’s have 
been agreed with the Designated Nurse from 
Sheffield CCG. COVID -19 continues to challenge 
the ability to achieve and maintain safeguarding 
standards 

 Adapting to new ways of working both internally 
and with multi- agency partners  

 The Named Professionals will prioritise the 
response to any Child SPR, or DHR commissioned 
in 2021-22. 

 To work closely with the Paediatric Liaison 
Nurses in the ED to avoid duplication or omission 
of responses to safeguarding concerns. 

 To update and maintain the safeguarding 
children intranet site and further develop the 
Sharepoint site.  

 There have been challenges due to the impact of 
COVID 19 in accessing social work colleagues via 
the Safeguarding Hub to discuss complex or 
urgent safeguarding concerns. This has in some 
instances caused delays in supporting ward staff 
to ensure a young person is safe both whilst in 
hospital and when being discharged and that 
appropriate referrals to other agencies for 
additional support have been made.  
Dialogue with the local authority is on-going to 
address these issues. 

 

 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Case Study- Safeguarding Children 

Paul was a 17-year-old young man who was 

brought to the ED by the Police having been 

found intoxicated and had disclosed an 

overdose.  Paul was a Looked After Child, 

residing in sheltered accommodation and 

had a CP-IS alert on his record.  Paul has a 

complex social history of adverse childhood 

experiences (ACE’s) and limited family 

support 

Paul was admitted to the Acute Medical Unit 

(AMU) for observation and a psychiatric 

assessment, at which point the sheltered 

accommodation advised that they would not 

accept him back due to his deteriorating 

behaviour, substance misuse, mental health 

and safety concerns. 

Paul was sectioned under the Mental Health 

Act and required a specialist psychiatric 

intensive care bed which was not available in 

Sheffield. Whilst in AMU Paul was under 

continual supervision and risk assessment. 

An adult AMU is not an appropriate 

environment for a teenager with complex 

mental health needs.   

The Named Professionals provided multi-

agency contacts and ensured safeguarding 

processes were followed. 

Paul’s allocated social worker liaised with the 

Paediatric Liaison Nurse in ED.  The lack of an 

appropriate mental health bed was escalated 

by STHFT to NHS England following which a 

placement was secured out of area. 

The STHFT Mental Capacity Act Specialist 

Advisor provided assistance to obtain 

appropriate advocacy support for Paul. 

This case demonstrated excellent 

collaborative working between the social 

worker, PLNs, AMU staff, Liaison Psychiatry 

and the Safeguarding Team.   
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SAFEGUARDING ADULTS AT RISK 

 
 
 
Under the Care Act 2014 an adult can be at risk of 
abuse or neglect in respect of 10 categories of 
abuse, neglect or exploitation as follows: 
Physical abuse; psychological abuse; sexual abuse; 
financial; organisational; discriminatory; self- 
neglect; female genital mutilation; radicalisation; 
modern slavery and human trafficking. 
 
The STHFT safeguarding adult’s practitioners support 
staff to recognise and respond to concerns that fall 
into these categories. 
 
Safeguarding adult’s processes strive to embed the 
Six Principles as defined in the Care Act 2014: 
prevention, proportionality, protection, partnership 
working, empowerment and accountability. 
This includes considering not only the adult at risk, 
but taking a holistic ‘Think Family’ approach to 
identify others who may be at risk.  

 
Safeguarding adult’s concerns are referred to the 
local authority (LA) via a Safeguarding Concern Form, 
either emailed to the Safeguarding Inbox or 
electronically, populated and retained within the 
patient’s records on Lorenzo. The STHFT 
Safeguarding Team review all new Concern Forms on 
a daily basis, for accuracy and completeness, 
screening out those that do not meet the criteria for 
safeguarding adults and forwarding those that do to 
the local authority First Contact Team in a timely 
manner in order to promote the safety and well -
being of the adult at risk. 

The Safeguarding Team offer specialist advice, 
support and supervision to STHFT staff to respond 
appropriately and timely to `safeguarding concerns 
or to work through the emotional impact of working 
with complex, sometimes challenging individuals. 

Table 3: Recorded contacts with safeguarding 

adult’s practitioners for advice, support with 

complex vulnerable adult case management or to 

submit a safeguarding concern 

Year  Recorded contacts  % Increase 

2020-2021 1673 10% 

2019-2020 1518 8.5% 

2018-2019 1399 41% 

2017-2018 992 111% 

2016-2017 470 29% 

2015-2016 364  

 
The data reflects the number of contacts recorded 
but not the increasing complexity of the 
safeguarding concerns being identified by health 
staff.  This in turn impacts on the time required by 
the safeguarding team to review and analyse the 
concerns and to support staff in making decisions 
and referrals to keep adults at risk safe. 
 
On receipt of a Safeguarding Concern Form, the 
safeguarding adult’s practitioners apply the Three 
Point Test (Care Act 2014) as follows: 

1. Does the adult at risk have care and support 
needs? 

2. Is the adult at risk experiencing or at risk of 
abuse or neglect? 

3. Because of those care and support needs, is 
the adult at risk unable to protect 
themselves from abuse or neglect?  
 

If the answer to all three is Yes – a safeguarding 
referral can be made. 

If the answer to any is No – a safeguarding referral is 
not appropriate as the criteria has not been met, 
however the offer of additional support or a referral 
to other services or pathways will always be 
considered.  

 

Table 4 illustrates the number of Safeguarding 
Adults Concern Forms received and screened by the 
adult safeguarding practitioners for consideration 
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for onward referral to the local authority Adult 
First Contact Team by applying the Three Point Test 
(Care Act 2014). 

Table 4: Safeguarding Concern Forms received by 
the safeguarding adult’s practitioners for 
consideration for referral  

Period 
(financial 
year) 

Concern 
Forms 
Screened 
into the 
Local 
Authority  

Concern 
Forms 
Screened 
out as not 
meeting 
the 3 
Point Test 

Total 
number 
of 
Concern 
Forms 
received 
and 
screened  

2020-21 441 317 758 

2019-20 493 370 863 

2018-19 401 297 698 

2017-18 263 112 375 

2016-17 215 37 252 

2015-16 162 69 231 

2014-15 121 24 145 

 

The trajectory has consistently continued upwards 
until this year. It is probable that the COVID 19 
pandemic has impacted on the number of adults at 
risk attending the Emergency Department or being 
admitted to hospital and therefore on the 
opportunity for staff to identify safeguarding 
concerns.  

CQC Safeguarding Enquiries 

The Safeguarding Team also respond to requests for 
investigations and enquiries into safeguarding 
concerns reported to CQC.  

In 2020-21 there were 14 requests from CQC to 
investigate safeguarding allegations against STHFT. 
None of the allegations of abuse or neglect were 
substantiated. 

Where there are lessons to be learned, individual 
wards or departments will be advised of any 
proposed recommendations and actions.   

 

 

SECTION 42 Enquiries 

Section 42 of the Care Act 2014 requires the local 
authority to make (or cause to be made) whatever 
enquiries it thinks necessary to enable it to decide 
whether any action should be taken to protect an 
adult at risk of abuse or neglect who is unable to 
protect themselves from harm.   
  
Table 5: Requests from the local authority to 

undertake Section 42 Safeguarding Enquiries 

Period (financial year) Number of S42 
Requests 

2020-21 62 

2019-20 85 

2018-2019 75 

2017-2018 112 

2016-2017 94 

2015-2016 85 

 

The fall in requests in 2018-2019 arose from a 
change in the local authority safeguarding process, 
with the emphasis on resolving safeguarding 
concerns at an earlier stage and fewer cases 
progressing to enquiries or outcomes meetings.   

The fall in requests in 2020-21 is most probably a 
result of the impact on the pandemic.  

 

Statistical Information Summary 

1518 contacts with safeguarding adults (increase of 
10% since 2019-20 and 223% since 2016-17). 
758 Safeguarding Concern Forms received and 
triaged 
441 Safeguarding Concern Forms forwarded to the 
local authority as meeting the 3 Point Test 
317 Safeguarding concerns screened out and advice 
provided about on-going management of 
vulnerabilities. 
62 new requests to undertake Section 42 enquiries 
64 section 42 enquiries completed (this includes 
completion of a backlog of S42s requested in 2019-
20) 
2 IMRs for DHRs 
1 Safeguarding Adults Review 
14 CQC Safeguarding Enquiries 
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Key Achievements 2020-21 

 Maintaining a fully operational safeguarding 
service whilst managing team vacancies and the 
redeployment of some staff to other duties 
during the pandemic. 

 Additional staff have now been recruited to the 
Safeguarding Team to support the year on year 
increase in safeguarding activity within STHFT 
and the requirement to support the work of the 
Sheffield Adult Safeguarding Partnership (SASP). 

 The safeguarding adult’s practitioners have 
responded to safeguarding concerns and made 
appropriate referrals in a timely manner. 

 There has been a 10% increase in contacts with 
the safeguarding adult’s practitioners despite 
the pandemic, from 1518 in 2019-20 to 1673 in 
2020-21.  This demonstrates that STHFT staff 
have remained vigilant and have continued to 
recognise and respond to safeguarding concerns.  

 The completion of x 62 Safeguarding Section 42 
enquiries and elimination of the backlog of S42 
enquiries as a result of the pandemic and team 
vacancies, to enable all new S42 enquiry 
requests to be responded to within the required 
LA timescales. 

 The contribution to the Individual Management 
Reviews (IMRs) for x 1 SAR and for x 2 DHRs.   

 The contribution to the Sheffield Adult 
Safeguarding Partnership (SASP) Business Plan 
for 2021-22 and Annual report for 2020-21.  

 The Head of Safeguarding and Named 
Professional have ensured consistent 
representation from STHFT at the various multi-
agency and safeguarding board meetings, sub- 
groups and task and finish groups. 

 Updating the Terms of Reference for the 
Safeguarding Leads Meeting and agreement that 
this will now become the STHFT Safeguarding 
Assurance Committee. A review of the 
membership should ensure appropriate 
representation and assurances from individual 
care groups. 

 The facilitation of virtual STHFT Safeguarding 
Assurance Committee Meetings and 
dissemination of relevant safeguarding 
information and updates during the pandemic. 

 Submission of evidence of quality and 
performance monitoring to external 
organisations to meet the required deadlines. 

 A Safeguarding Assurance Dashboard has been 
developed to monitor safeguarding activity via 

the Safeguarding Assurance Committee and to 
assist with external quarterly reporting.    

 A review and update of the Domestic Abuse 
Intranet site to ensure the information is current 
and relevant to assist with domestic abuse 
support during the pandemic. 

 The named Professional for Safeguarding Adults 
has delivered safeguarding level 1 training on 
the Prepare to Care programme.  

 

Challenges and Priorities 2021-22 

 

 To explore the introduction of a Trust wide 
Care Group Safeguarding Assurance  
Dashboard 

 To review the training offer for safeguarding 

adults to include levels 3 and 4 as identified 

 in the Intercollegiate document. 

 To continue to respond to requests to 
 produce IMRs for SARS and DHRs 
commissioned from Sheffield and from 
neighbouring authorities 

 There are currently x4 DHRs, x 3 Serious  
Incident Reviews and x 6 SARs being  
considered or in progress in Sheffield as 
 at 1st June 2021.  
The Safeguarding Team will prioritise the 
participation in the reviews as required. 

 To review and update the following policies 
 as per Trust processes: 

 Safeguarding Children Policy 
 Safeguarding Children Supervision 
 E-Safety Policy 

 To complete S42 enquiries in a timely manner 

 To be available and increase visibility of the 
team   

 To offer advice and support to staff on 
safeguarding adults matters 

 To disseminate information and guidance as 
 and when required to keep staff up to date 
 with current policy and practice  
To participate in and represent STHFT at  
SASP and other multi-agency meetings and 
 work streams 
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SAFEGUARDING TRAINING 
 
The STHFT Safeguarding Teams is committed to 
delivering training and education which is 
fundamental to developing staff knowledge, skills 
and confidence in relation to identifying and 
reporting safeguarding concerns. 
 
Safeguarding adults and children training is 
mandatory at STHFT, supported by a Training Needs 
Outline that identifies the staff groups who require 
the different levels of training. 
 
Safeguarding training levels and content are 
governed by the requirements of the Intercollegiate 
Documents for safeguarding adults and children. 
 
Safeguarding Children and Young People: Roles and 
Competencies for Healthcare Staff intercollegiate 
document 2019. RCPCH 
https://www.rcpch.ac.uk/resources/safeguarding-
children-young-people-roles-competencies 
 
Adult Safeguarding: Roles and Competencies for 
Health Care Staff Intercollegiate Document 2018. 
RCN  
https://www.rcn.org.uk/professional-
development/publications/pub-007069 
 
 

Training Compliance 2020-21 
 
Table 6: % compliance for levels 1-3 safeguarding 
training for year ending 31st March 2021  

 

Safeguarding 
Training 

Level 1 Level 2 Level 3 

Children 93% 92% 92% 

Adults 94% 93%  

 

Key Achievements 2020-21 

 Safeguarding Team members have undertaken 
the two day Bond Solon Clinical Leadership in 
Safeguarding Training as endorsed by NHSE  

 Safeguarding training has been reviewed with a 
range of training options developed including 7 
Minute Briefings/case studies.   

 The Training Needs Outlines (TNO) for both adult 
and children mandatory safeguarding training 
have been updated with support from the 

Learning and Development Department. The 
audiences for the various levels of training as 
identified in the Intercollegiate documents have 
been agreed.     

 A joint training programme which incorporates 
both adult and child safeguarding into one 
session has been developed to reduce the 
requirement for staff to attend training twice 
and to reduce duplication of content. 

 
 
Challenges and Priorities 2021-22 

 To achieve and maintain training compliance 
across all levels of training. 

 To review the safeguarding training and update 
requirements for clinical educators who provide 
safeguarding training within their own areas to 
ensure a consistent safeguarding message is 
being delivered across the organisation. 

 Service pressures following COVID-19 may 
continue to limit the availability of staff to be 
released for training. 

 Delivery of staff training in topics that are 
neither JSET or mandatory e.g. Domestic Abuse 
training.  

 National and local requests to include emerging 
themes and topics into an already 
comprehensive and time restricted training 
package.  

 National and local requests to deliver on 
Safeguarding Board and other initiatives that are 
challenging to implement in a large, complex 
organisation. 

 Safeguarding mandatory training continues to be 
a challenge in terms of maintaining training 
compliance figures, incorporating the various 
topics and themes that fall under the umbrella 
of safeguarding, and lessons learned from 
Serious Case Reviews, Lessons Learned Reviews 
etc. into the content when the agenda is already 
extensive.  The safeguarding team are constantly 
reviewing the training plan and range of training 
options to ensure that all available capacity is 
utilised effectively and as efficiently as possible.  

 The Safeguarding Adults practitioners and Head 
of Safeguarding have contributed to the SASP 
multi-agency training pool.  

 
 
 
 

https://www.rcpch.ac.uk/resources/safeguarding-children-young-people-roles-competencies
https://www.rcpch.ac.uk/resources/safeguarding-children-young-people-roles-competencies
https://www.rcn.org.uk/professional-development/publications/pub-007069
https://www.rcn.org.uk/professional-development/publications/pub-007069
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What difference has the work made to the 
protection of adults at risk? 

 
Case Study Safeguarding Adults 
Sabina was a 19yr old young lady who was 
studying at Sheffield University when she first 
came to the attention of the Safeguarding 
Team.  
She attended ED with a stab wound to her 
abdomen, alleging that she was a victim of 
Honour Based Abuse by her family. 
A Safeguarding Concern Form was received  
by the Safeguarding Team and forwarded to  
the LA. South Yorkshire Police were informed 
and supported Sabina to find safe refuge 
accommodation whilst they made further 
enquiries into the activities of her family.  
A Domestic Abuse Stalking and Harassment 
(DASH) risk assessment was also completed 
 and submitted and the case was discussed at 
the MARAC 2 weeks later where a safety plan 
was put in place for Sabina with on-going 
support to find suitable secure housing. 
Sabina has had further ED attendances and 
hospital treatment at STHFT. 
During this period her mother reported to  
STHFT that Sabina had moved to another 
country and would require no further 
appointments. This was reported to the 
Safeguarding Team who in turn contacted the 
Police. The Police carried out a safe and well 
check at Sabina’s address and found her safe 
and well with no indication that she was  
moving abroad. This was felt to be a potential 
escalation of the threat to Sabrina. 
Sabrina did not wish to be relocated to 
another area of the country for her safety so 
was supported to move accommodation 
within Sheffield, to change her phone number 
and to remove herself from social media to 
make it more difficult for her family to trace 
her whereabouts.  
Sabrina had requested that her address and 
contact details are not shared with any other 
agency and therefore STHFT were not  
informed of her new details.  
Sabrina had developed a good relationship 
 

 with the STHFT Adult Safeguarding Team and 
provided her contact details and email address 
to us. All hospital appointments, correspondence 
etc. is forwarded to Sabrina via the Safeguarding 
Team and an alert is on Lorenzo to inform staff that 

this is the case. 
Sabrina periodically contacts the STHFT 
Safeguarding Team to inform us of her updated 
details. 
 
 
 

 
 
DOMESTIC VIOLENCE AND ABUSE 
 
In 2020-21 there were 158 cases of domestic abuse 
reported to the safeguarding adults practitioners 
and 111 cases reported to the safeguarding children 
Named Professionals, a total of 269 concerns.  
A small proportion of this number were staff 
members as either victims or perpetrators or both.   
 
STHFT has provided representation at all Multi 
Agency Risk Assessment Conferences (MARAC) 
meetings in 2020-21 to discuss the very high risk 
cases of domestic abuse.   
STHFT has been represented at the Domestic Abuse 
Strategic Board and Provider Consultation Group as 
well as the Domestic Homicide Review Sub-Group.  

Domestic Homicide Reviews (DHRs) 

The Safeguarding Team has contributed to 2 
Domestic Homicide Reviews in 2020-21, producing a 
chronology of events and an Individual Management 
Review (IMR) report and attending IMR author 
meetings The Head of Safeguarding represents the 
Trust at the DHR Panel meetings.  

Quarterly responses and updates to the action plans 
from previous DHRs have been submitted to the 
Domestic Abuse Coordination Team (DACT) in a 
timely manner to meet the required timescales. 
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What difference has the work made to the 
protection of victims of domestic abuse? 
 
Recommendations and actions for STHFT from DHRs 
have been managed by the Safeguarding Team and 
quarterly updates on progress submitted to the DACT.   

 Learning from DHRs, including the sharing of good 
practice, has been disseminated across the Trust via 
the Safeguarding Assurance Committee and is available 
on the Domestic Abuse Intranet site in the form of 
Learning Briefs.  

 

Challenges and Priorities 2021-22 

 The commitment to the weekly MARAC is a 

challenge in terms of the time required to 

review the 30 cases and gather necessary 

information from STHFT prior to the meeting, 

and the requirement to attend for a full day 

every week. 

 Further dialogue will be pursued with the 

Domestic Abuse Coordination Team to try to 

come to an agreement about the best use of 

time and other more efficient ways of sharing 

information for MARAC.  

 Responding to DHRs, authoring IMRs, prioritising 

representation at DHR Panel meetings and IMR 

author meetings 

 To update the Policy to Support Employees 
Experiencing Domestic Violence and Abuse to 
reflect any changes to practice from Domestic 
Abuse Act 2021.  

 Facilitating the provision of domestic 

abuse training for staff in STHFT 

 To be prepared for potential repercussions from 

the COVID-19 lockdown and a predicted increase 

in the number of domestic abuse cases.  

 Responding to requests for participation in 

consultations and reviews of local and national 

Domestic Abuse services and initiatives 

 Implementing changes to policy and practice 

 in relation to the Domestic Abuse Act which 

received Royal Assent in April 2021 and is now in 

law.  

 Ensuring attendance and participation in the 

city-wide domestic abuse meetings  

PREVENT   
  

 
 
PREVENT is part of the Counter Terrorism and 

Security Act 2015 and is a process that works 
alongside safeguarding to support vulnerable 
children, young people and adults who may be at 
risk of exploitation and radicalisation and may go on 
to commit an act of terror. 

Prevent is about protecting people from all walks of 
life irrespective of their religion, beliefs, ethnic 
background, educational attainment etc.  

Health care staff may come into contact with 
vulnerable individuals who are susceptible to 
radicalisation and recruitment into terrorist 
organisations. This applies to service users, patients 
and staff. 

The Head of Safeguarding is the Trust Prevent Lead 
and the Safeguarding Team is the point of contact 
for staff to raise concerns. 

The Safeguarding Team will make referrals where 
appropriate to the Police Prevent Team and Channel 
Panel. This multi–agency panel assesses the risk to 
and from the vulnerable individuals and agrees a 
programme of de-confliction and onward support. 

Prevent Training 

The NHS England mandatory Prevent training 

compliance target is 85%. Compliance is monitored 

via PALMS. 

Prevent Basic Awareness forms part of the 

mandatory safeguarding adults and children levels 1 

and 2 training content. 

Workshops to Raise Awareness of Prevent (WRAP) 

are delivered by accredited WRAP trainers within 
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STHFT or via a Home Office e-learning package 

accessible via PALMS.  

All NHS Trusts are required to submit quarterly data 

returns to NHS Digital in relation to Prevent activity 

and training compliance.  

During the passage of the Counter Terrorism and 

Border Security Act 2019, the government 

committed to carrying out an Independent Review of 

Prevent to critically examine and report on the 

government strategy for supporting people 

vulnerable to being drawn into terrorism as set out 

in CONTEST, June 2018. A consultation was 

undertaken which closed in May 2021.  

Key Achievements 2020-21 

 The Trust compliance for Basic Prevent 

Awareness training at the end of March 

2021 was 95%. 

 The Trust compliance for WRAP training was 

96%. 

 In 2020-21 the safeguarding team were 

made aware of 3 Prevent concerns.  

 In 2020-21 the Safeguarding Team made 1 

referral to the South Yorkshire Police 

Prevent Team.  

 Quarterly data returns were submitted to 

NHSE/I and SCCG to the required deadlines. 

 

Challenges and Priorities 2021-22 

 To ensure the Prevent training compliance 

 does not fall below the 85% NHSE target   

 To participate in Prevent Silver meetings  

and Channel Panel as required 

 To respond to and implement any actions 

or changes to policy and practice from the 

review of Prevent.   

 To support staff to seek appropriate 

 support and make timely referrals where a 

potential Prevent concern has been  

identified. 

 

 

FEMALE GENITAL MUTILATION 

FGM  FGM has been a criminal offence since 1985, under 

the Prohibition of Female Circumcision Act, which 

was replaced by the Female Genital Mutilation Act 

2003. Both Acts carry a maximum penalty of 14 years 

imprisonment. 

With affect from 31 October 2015 all regulated 
health care professionals in England and Wales have 
a mandatory requirement to report to the police any 
case of visually confirmed or verbally disclosed cases 
of FGM in girls under 18 years.  (Home Office, 2015) 
 
Being born to a mother who has undergone FGM 

may mean a female child is at greater risk of FGM. 

Safeguarding measures adopted may need to remain 

in place for a number of years over the course of her 

childhood.  

All women receiving services at STHFT who are 
identified as having had FGM are referred to the 
monthly Multi-Agency FGM Risk Assessment Panel 
(RAP) for discussion, risk assessment and safety 
planning for any other known female children and 
young women within the family.  
 
High risk cases are referred by the Panel to Sheffield 
Safeguarding Children Hub and the Police for 
appropriate on-going risk assessment and child 
safety planning.  
Most cases are identified via midwifery services and 
gynaecology services.   

STFHT is represented on the RAP by the Deputy 
Head of Midwifery. 
 
Information regarding the birth of a female child to a 

mother who has undergone FGM will be shared by 

maternity services with the child’s Health Visitor and 

general practitioner.  
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It is a statutory requirement for STHFT to collect 
data on all women identified as victims of FGM and 
to submit a quarterly data return to NHSE/I.  

 
This data is also reported quarterly to SCCG. 
   
Table 7: The number of FGM cases identified  
and reported to NHSE/I by STHFT  
 

Number of FGM Cases 
Reported by STHFT 

 

April 2020-2021 145 

April 2019 - 2020 164 

April 2018-2019 179 

April 2017-2018 139 

April 2016 2017 196 

 

FGM Awareness Training  

FGM awareness is included in the STHFT 
safeguarding training programme and staff are 
able to access the policy and referral pathway 
 via the STH Intranet.  
There is also FGM e-learning available on PALMS.  

Key Achievements 2020-21 

STHFT staff have identified and reported 
145 women who have had FGM.  
 
The FGM Quarterly reporting to NHSE/I has 
 been completed within the required 
 timescales. 
 
Challenges and Priorities 2021-22 

 The Safeguarding Team have  
supported staff in the referral 
process when a woman receiving  
services at STHFT has been identified 
as having had FGM. 
 

 To continue to submit the quarterly  
reporting to NHSE/I and SCCG. 
 

 To do further work to support Sexual  
Health Services to identify FGM and  
refer to the RAP  

 
 
 

 

 

LEARNING DISABILITY 

Within Sheffield Teaching Hospitals adults and young 

people with a learning disability are supported by a 

network of link staff, a Nurse Director Lead and the 

Safeguarding Team which includes the Head of 

Safeguarding and the Registered Nurse for Children 

and Young People who is leading on Transition.  

These members of staff provide support to adults 

with a diagnosis of learning disability, autism, their 

carers and the clinical teams providing their health 

care.  We continue to appoint nurses with a learning 

disability background whenever possible throughout 

the organisation. We have staff with a Learning 

disability registration in Neurology and Epilepsy.  We 

also employ people with learning disability and 

autism and support “Project Choice” which is an 

internship for people with learning difficulties.  

The Trust continues to be part of several external 

learning disability meetings- 

 Learning Disability & Autism partnership 

boards 

 STOMP (Stop over medication),  

 Physical Health Implementation Group 

 LeDeR Quality Assurance group 

 Learning Disability and Mental Health 

Delivery Board 

The Facts 

 There are 4,295 patients flagged as having a 

learning disability on the Trust electronic 

record system Lorenzo. In 2020-21 there 

were 1028 (decrease of 330 patients from 

2019-20) spells of inpatient care received by 
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adults identified as having a learning 

disability. 

 In 2020-21 there were 1402 (16% decrease 

from 2019-20) Emergency Department 

attendances involving adults identified as 

having a learning disability. 

 In 2020-21, 18 individual adults with a LD 

attended the Emergency Department more 

than 10 times during the year. In these 

cases, the ED staff will access their care plan 

and contact the GP to see if any support can 

be given to reduce these visits. 

 On average 116 patients with a learning 

disability attended the Emergency 

Department per month. 

 In 2020-21, 33 adults with a learning 

disability were referred to the LeDeR review 

as having died whilst an in- patient at STHFT. 

This is an increase of 10 patients from 2019-

20 

 Findings from the annual LeDeR Report 

(2020): 

The most frequent cause of death (November 2016 

to September 2020) 

 Diseases of the respiratory system 

(51.28%) 

 Diseases of the circulatory system 

(12.82%) 

 Malignant neoplasms (8.97%) 

During 2020 the majority of deaths (58%) occurred 

when people were in hospital. 

There were 9 deaths from COVID-19. 

(Sheffield’s Learning from deaths of people with a 

learning disability (LeDeR) Annual Report, 2020). 

Strategic Goals 2021 and beyond 

Health Passport Re Launch 

A Health Passport is a document used for people 

with learning disabilities and is about them and their 

health needs. It also contains other useful 

information, such as a person’s interests, likes, 

dislikes and preferred method of communication.  

 

It is clear from LeDeR reviews that passports are 

used when provided to wards most of the time. 

However, in some cases the provider had to give 

numerous copies to the hospital as they kept getting 

‘lost’ or ‘mislaid’.  

In November 2020 Sheffield Health and Social Care 

NHS Trust distributed a “Health Passport Survey” to 

3,130 adults with a learning disability in Sheffield. 

The findings were: 

 24% response rate 

 36% of the respondents had a Passport 

 56% did not have a Passport  

 8% of the respondents were unsure if they had a 

passport 

A spot check of Health Passports in STHFT was 

undertaken in May 2021 and it identified that out of 

15 patients with learning disabilities in the Trust on 

that day, only 5 had a Passport. 

Sheffield Health and Social Care Trust is putting their 

efforts into supporting individuals to complete a 

Passport. This work is on-going. 

Within Sheffield Teaching Hospitals we need to 

ensure that staff are asking patients on admission 

whether they have a Passport and if they do, this 

  

This is my 

Health Passport 
Making health care safe and personal 

 
 

 
If I attend a health appointment or I 
am admitted     to hospital, this 
passport should be given to staff to 
read as it gives important information 
about me. 

 
This document belongs to me. 
Please make sure  that I take my copy 
with me when I am discharged or leave 
the appointment   

My Name Is:       

 

 

 

Mental Capacity 
Health Care Staff:  Please look at my passport before you 
provide care and treatment to me.    
Anybody else; please ask me for permission before you look at 
my passport. 
 
Remember:  As a Health Provider you need to gain my consent 
for my care and treatment or make decisions in my best interest 
in line with the Mental Capacity Act (2005) and Deprivation of 
Liberty Safeguards (DoLS). 
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document must be put somewhere visible so 

that all staff involved in care can read it and be 

familiar with the person’s needs. 

Training 

Currently the Trust has learning disability awareness 

training and Hidden Impairments available via  

PALMS. This is not mandated. 

The Deputy Head of Learning and Development is 

leading a piece of work to develop job specific 

training on learning disability and autism.  

The Oliver McGowan training has been advocated 

nationally however this training has been put on 

hold so is not currently available to access. 

The Trust participated in the NHSI ‘Learning 

Disability Improvement standards data collection’ 

2019. The findings were not available until March 

2021 due to Covid.  Actions in response to the 

findings outlined below will be presented in next 

year’s annual report: 

 
o Monitoring of people with learning 

disability not carried out. We do not 
monitor waiting times, readmission rates 
or outcome data for people with a 
learning disability as a group. 

o No accessible information letters. 
o We do not currently have a dedicated 

post/position for a person with Learning 
disability on the Board of Governors. 

o We do not have key workers for adults 
with multiple long-term conditions. 

o Complaints Process does not align with 
“Ask, Listen, Do”. 

o Staff survey: 
 Staff don’t always feel they have 

the necessary resources 
 Patients with LD and autism and 

families are treated with dignity 
& respect 

 Staff don’t always have access to 
specialist LD staff when needed 

 Service users are not involved in 
providing training 

o Service Users: 

 Treated with respect (100%), 
listened to (90%), cared for 
(92%) 

 Less than half given easy read 
materials 

 Would recommend this service 
to a friend or family (92%) 
 

Feedback 

 

 

 

 

 

 
 
Feedback from the sibling of a patient with a 
learning disability who attended for his COVID 
vaccination. 
 

 

 
 
 
 
 
 

 

 

 

 

 

 

 

 

I brought my brother to the arena for his vaccine. All 

the staff were brilliant. My brother has challenging 

autism and finds anything to do with illness very 

stressful, he doesn’t like change or waiting for 

things to happen. I discussed this with one of the 

members of staff before his appointment and we 

arranged a perfect journey for him. He came at the 

end of the day when it was less busy, I let the 

Matron know we had arrived in the car park and we 

were quickly escorted straight into the booth where 

the nurse was waiting for him and she was aware he 

has autism. He was asked the questions in a way he 

could understand, she spoke to him with empathy 

but was efficient. We quickly had the injection 

without any fuss, and we were back in the car 

within 10 mins. I cannot thank the staff enough. 



 

Page 22 of 30 

 

 

 

 

 

 

 

 

 

 

 

 

Challenges and Priorities 2021-22 

 To continue the mortality review of patients 
with a learning disability and work with the 
health community to action the 
recommendations of the LeDeR Annual Report 
(2020). 

 A consistent theme throughout the majority of 
reviews has been the need for Care-
Coordination, for example lack of collaboration 
between in patient and community services. The 
need for a better understanding and application 
of the Mental Capacity Act (MCA) has been 
highlighted and will being addressed via the 
Trust MCA Action Plan.  

 To re energise the LD link network. 

 The Trust would benefit from having a dedicated 
learning disability/autism nurse as a resource  

 To update the Learning Disability Intranet Site. 

 To relaunch the Health Passport and Hospital 
Communication Booklet to promote better 
communication 
 

    
 To explore the feasibility of a Business Case for  

Learning disability/autism specialist nurse.  

 To explore the funding of carers for people with 
a learning disability whilst in hospital.   

 

Dementia  
 

 
 
Sheffield Teaching Hospitals coordinates its 
Dementia Strategy through the STHFT Dementia 
Care Group.  This group meets regularly and has 
representation from senior members of all clinical 
staff groups, voluntary services, management teams, 
city wide partners and the 3rd sector. 
 
By close working with multiple stakeholders we have 
not only maintained current standards of Dementia 
Care; but also strengthened how we support our 
patients and their carers both within the hospital 
and in the community.  
 
The Dementia Practitioner Team was introduced to 
STH in 2019 with support from Sheffield Hospitals 
Charity and continues to enhance the care and 
experience of patients with Dementia. 
 

Sheffield Voices have recently 

raised concerns about- 

 Lack of knowledge about MCA 

 Staff cannot communicate with 

people with learning disability 

 We don’t fund carers in 

hospitals 
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Key work includes 
 

1) Working with City Wide Partners to Develop 

and Introduce the Sheffield Dementia 

Strategy 

There are 13 commitments in the strategy which 

cover all aspects of a person’s journey with 

Dementia from primary prevention to the later 

stages of the illness. 

A full list of the commitments can be found in the 

document below. 

https://www.sheffieldccg.nhs.uk/Dementia%20Strat

egy%20Commitments%20DRAFT.docx  

 

Key objectives which relate to STHFT are: 

1. Sheffield will become a dementia friendly 

city. 

2. 
Sheffield will continue to provide out of 

hospital emergency assessments and short-

term care when people need it and in the 

most appropriate setting. 

3. We will improve care for people with 

Dementia attending the Emergency 

Department (ED) and those admitted 

to Sheffield Teaching Hospitals. 

4. For people with Dementia, support in 

Sheffield will be more personalised, local 

and accessible to help people to remain 

independent for as long as possible. 

 

5. We will make sure that more people get 

access to personalised, good quality 

palliative and end of life care when they 

need it. 

6. We will support the clinical and non-clinical 

research community in Sheffield 

Key achievements 

1. STH has an on-going programme of 

dementia specific educational and 

environmental enhancements. 

2. Over the past year STHFT have expanded 
same day ambulatory services (SDEC) 
available in a number of specialties already, 
with plans in place to expand the Acute 
Medicine SDEC Service. 
Telephone consultations between STHFT 

Consultants and GPs are available to help 

direct patients to the most appropriate care 

pathway. 

3. We have increased the number of Dementia 

champions to improve the experience of 

patients attending the ED. 

4. We have gained agreement from Sheffield 

Hallam University to develop a programme 

on the Elderly Medicine Wards where 

OT/PT/nursing students have allocated time 

to carry out 1:1 personalised stimulation 

activities with patients and also introduce 

tools to enhance person centred care.  This 

enables students to both understand the 

nuances of caring for patients with Dementia 

and also improve patient experience. 

5. Bespoke dementia training sessions have 

been developed for STH staff. 

6. Dementia friendly design guidance has been 

developed and links established with the 

https://www.sheffieldccg.nhs.uk/Dementia%20Strategy%20Commitments%20DRAFT.docx
https://www.sheffieldccg.nhs.uk/Dementia%20Strategy%20Commitments%20DRAFT.docx
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estates team for capital projects and 

minor works.   

7.  Monthly Dementia Friends sessions 

provided for all staff. 

8. STHFT have implemented the use of the ‘All 

About Me’ booklet to enhance person 

centred care. 

 

This is also promoted for use city-wide. 

9. A discharge pathway has been developed 

and implemented to signpost patients and 

carers to support services in the community.  

This has been developed in collaboration 

with city wide partners to ensure a joined up 

pathway. 

10. A carer leaflet has been revised and 

launched. 

11. Dementia friendly documents and processes 

developed for the QUIT Tobacco Treatment 

programme. 

12.  The Dementia Practitioner team supports 

the end of life care big room. The members 

of the big room   link their work with the 

volunteer and statutory sector, increasing 

the awareness of the work both being 

carried out by external sectors and across 

the STHFT.  

13. Contributed information about advanced 

care plans in hospital with dementia learning 

lunches. 

14. Introduced the All About Me booklet which 

is a tool to enhance person centred care. 

15. Introduced the STH revised carers leaflet. 

16. STHFT continues to be involved in national and 

local trials studying both the primary prevention of 

Dementia and also treatment for those who develop 

the illness.Other Key Work During 2020 / 2021 

COVID 19 has brought challenges for families and 

carers unable to visit inpatients with Dementia. The 

Dementia Practitioner team has supported both the 

people with dementia and their carers through the 

creation and implementation of a number of 

interventions including: 

Discharge Information Pathway: Ensuring patients 

and carers are signposted & referred to support 

available in the community. 

Therapy students’ 1:1 work with patients with 

dementia: Innovative solution for students to gain 

experience working with patients with dementia 

which also allows 1:1 time for patients with 

dementia who benefit from social interaction. 

Dementia Champions: Sharing bespoke training, 

local support information and best practice updates 

Intranet page: Comprehensive information resource 

for staff to promote the highest standards of patient 

care. 

Education: Revised STH delirium and dementia 

training packages, introduced Delirium assessment 

tools, provided online Dementia Friends Training and 

developed accessible briefings for clinical staff. 

Environment: Supported the estates team on a 

number of works including Hadfield foyer, Vickers 4 

and Huntsman 5 refurbishment, community 

dentistry service, endocrine investigations unit, 

Vickers modular wards, ARC community outpatient, 

Accident an Emergency and the L1 lift lobby 

Tobacco Treatment QUIT: Bespoke guidance and 

training to ensure patients with dementia & their 

http://nww.sth.nhs.uk/STHcontDocs/STH_PIM/TrustWide/PD6855.pdf
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carers have equity of access to services 

supporting people to stop smoking.  

 
 

2) _ Summary of Support Provided to 

Minimise Impact of COVID 19 

 

a) Loneliness and withdrawal: 

COVID Impact: 

 Deconditioning  

 Hospital activities stopped such as Lost 

Chord, art volunteers, social dining 

 Increase in associated symptoms due to 

isolation 

 No visitors from family members 

 

Dementia Practitioner work: 

 Student 1-1 work 

 Discharge pathway information 

 Bite size communications session on 

stimulation resources  

 Activity cupboards  

 All About Me  

 Delirium training 

 
 

b) PPE and dementia: 

COVID Impact: 
 

 People with dementia do not always 

remember to distance or wash hands 

frequently. 

 Use of PPE and communication aids 

 

Dementia Practitioner work: 

 Networking with audiology, looking at 
service improvements to protect 
communication aids in hospital. 

 
c) Community Cross Working: 

 
COVID Impact: 

 

 Many services stopped/changed during the 

pandemic 

 Need for services to liaise more so that they 
were aware of any changes which may be 
happening. 

 

Dementia Practitioner work: 

 

 Being an active part of Dementia Strategy 

Implementation Group 

 Working with Age UK, Sheffield City Council  

 Dementia Learning Lunches  

 Provision of information about support 

services on patient discharge 

In addition to these new innovations STHFT has also 
continued to perform well in existing parameters 
pertaining to high quality Dementia Care. 
 
National Audit Reporting 
 
Due to COVID 19 the Royal College of Psychiatrists 
paused the planned 2020 National Audit of 
Dementia.  To provide assurance of high quality 
Dementia Care the Trust is undertaking a voluntary 
2021 National Audit Case Note Review to ensure 
maintenance of high standards of care. 
Results are anticipated in late 2021 which will enable 
action planning to be undertaken prior to the 
anticipated next round of the mandatory National 
Audit in 2022 
 
Dementia Case Finding 
 
STH has continued to play a central role in Sheffield’s 
Dementia diagnostic pathway through a resilient 

 Bite-size recorded session about  

communication despite PPE.  

 Sent out communication resources to teams. 
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model of case finding patients with suspected 
Dementia and onward referral. Case finding was 
initially included in the National Dementia CQUIN 
which has now ceased. However, due to the clear 
benefits to patients of early diagnosis, STH has 
continued case finding to the same level as 
mandated by the previous CQUIN.  
 

 
 
Maintenance of screening above 90% is has been a 
major challenge due the pressures over the past 
year due to COVID 19.  However the dedicated team 
have managed to achieve this goal. 

 
Our performance is described in the table below. 

 
Standard Performance  

by STHFT  
2020 / 2021 

a) Screen at least 90% of 
patients aged 75+ admitted 
acutely to STHFT for a 
history of memory loss 

91% 

b) Ensure that 90% of those 
who are found to have 
memory loss are assessed 
and investigated for possible 
dementia and delirium. 

100% 

c) Ensure that 90% of those 
assessed and investigated 
who are found to be at risk 
of dementia are referred 
onwards for further follow 
up. 

100% 

Aims for the coming year 2021 / 2022 

The team plans to build on the work of this year by: 

 Ensuring the work continues to support patients 

with Dementia during the COVID Pandemic 

 Engaging with city wide partners to progress 

Sheffield’s Dementia Strategy 

 Continuing to play our role in the diagnosis of 

Dementia through Dementia case finding on 

admission 

 Completing the voluntary national audit of 

Dementia to ensure our services continue to 

progress 

 
Conclusions 
 
The dedicated, caring and compassionate work of 
individuals and teams across STHFT has continued to 
develop supportive services which respond to the 
needs of patients with vulnerabilities and their 
carers. 
 
The Safeguarding Team continues to work with 
individuals and teams across the organisation to 
further embed knowledge and understanding of 
safeguarding responsibilities, referral pathways and 
processes. 
As a result, there remains a year on year increase in 
the volume of contacts with the STHFT Safeguarding 
Team for advice and signposting, training and 
supervision, and support to manage the more 
complex cases. 
 
 STHFT remains a valued and respected member of 
the Sheffield Safeguarding Partnership and 
participates in all the required multi- agency 
partnership Executive and Operational meetings, sub 
-groups and task and finish groups. 
 
The Care Act 2014, Section 42 duty to carry out 
Safeguarding enquiries and the duty to undertake 
Safeguarding Adults Reviews continues to have a 
significant impact on the workload of the 
Safeguarding Adults practitioners and it is 
anticipated that this will continue to be a core part 
of the safeguarding team’s routine business. 
 
The safeguarding adults and safeguarding children 
practitioners continue to collaborate in response to 
cases that involve both adults at risk and vulnerable 
children, and in the review of safeguarding training 
provision.  
 
The Safeguarding Team has responded to and met 
all the mandatory, regulatory and statutory 
requirements of the Safeguarding Board, SCCG, NHS 
England and other external monitoring organisations 
on behalf of the Trust. 



 

Page 27 of 30 

 
Safeguarding Team Goals 2021-22 and beyond 
 

 In response to learning from SPRs, DHRs and 
SARs develop more effective methods of 
disseminating the learning across the Trust.  

 To capture the voice of vulnerable children and 
adults who access STHFT services and ensure the 
voices of those who support them are listened 
to.   

 To review the safeguarding training offer for 
levels 4-6 to reflect the requirements of the 
Intercollegiate documents and explore a variety 
of options for delivery of training.  

 To enhance the current process for safeguarding 
supervision and develop this further across the 
Trust, particularly for adult safeguarding.  

 To continue to represent STHFT and to support 
the multi-agency Sheffield Safeguarding 
Partnership by participating in sub-groups and 
task and finish groups as delegated by the 
Safeguarding Board. 
 

 Support staff to become confident to make a 
routine enquiry about domestic abuse. 

 
This report has detailed the data collected and the 
main areas of activity and achievement during 2020-
21 and has summarised the key priorities for 2021-
2022. 
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Appendix 1      
 

Safeguarding Management Structure  
 
 
 
 
 

Admin 

Rachel Fish 

Teresa Quinsey 

Named Professional 

Safeguarding Children 

Collette Cordon  

Named Professional 

Safeguarding Adults 

Michael Langley 

MCA /DOLS 

Specialist Adviser 

Lynne Holtom 

Head of Safeguarding and 

Prevent 

Lead Nurse for Children 

and Young People  

Christina Blaydon 

Deputy Chief Nurse 

Karen Jessop 

Deputy Named 

Midwife  

Helen Friend 

Named Midwife 

Leanne Likaj 

  

Head of Midwifery 

Marie Reid  

Named Doctor 

Safeguarding Children 

Dr Julia Bodle 

Transition  

Registered Nurse  

Children and Young People  

Kirsty Morris  

Chief Nurse 

Prof Chris Morley 

Safeguarding 

Adviser 

Bon Ndili 

Operational Lead 

Dawn Blake 
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Appendix 1.   Summary of STHFT Safeguarding Team Activity Data 2020-21  
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NHS England and NHS Improvement 

 
 
 
 
 
 
 
 
 
 
 
 

Dear Kirsten, 
 

Sheffield Teaching Hospitals NHS Foundation Trust: NHS system oversight 
framework segmentation  
 
NHS England and NHS Improvement (NHSEI) consulted earlier this year on the NHS 
System Oversight Framework (SOF) for 2021/22, which introduced a new approach to 
provide focused assistance to organisations and systems. The final SOF can be found 
here.  
 
Following consideration by the NHSEI North East and Yorkshire regional support group, 
it has been confirmed that Sheffield Teaching Hospitals NHS Foundation Trust is 
placed into segment 2 in accordance with the requirements of the SOF for 2021/22.  
 
This segmentation will be published in due course as part of a national list for all 
providers and systems. 
 
We recognise and thank you for the efforts of you and your teams to provide the best 
quality care to our patients, including meeting and recovering from the additional 
challenges COVID-19 has posed.  

 
If you wish to discuss the above or any related issues in more detail, please contact 
Andrew Morgan Andrew.Morgan9@nhs.net – Head of Planning and Regulation for 
NEY region - in the first instance. 

 
Yours Sincerely, 
 

  
Leaf Mobbs Tim Savage 
Regional Director of Performance 
& Improvement 

Regional Director of 
Finance 

 
  
  
  
  
Copied:  
Sir Andrew Cash, ICS Leader, South Yorkshire & Bassetlaw ICS  
Alison Knowles, Locality Director, South Yorkshire & Bassetlaw ICS 

Kirsten Major 
Chief Executive  
Sheffield Teaching Hospitals NHS Foundation Trust 
 
Sent via Email:  kirsten.major@nhs.net 

 

 

 

 

 
 
 
 
 

NHS England & NHS Improvement  
6th Floor  

Quarry House 
Quarry Hill 

Leeds 
LS2 7UE 

 
 

19 October 2021 

https://www.england.nhs.uk/publication/system-oversight-framework-2021-22/
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Sheffield Health & Care Partnership (SHCP) 

2021 Partnership Agreement 
 
 

DRAFT 
 
 
 
Introduction 
 
SHCP was founded in 2017 and is the health and care place partnership for Sheffield. It is an 
alliance of health and social care organisations that work together to improve the planning, 
commissioning, provision and people’s experience of health and care services across 
Sheffield. The constituent partners are: 
 

• NHS Sheffield Clinical Commissioning Group (CCG)* 
• Primary Care Sheffield Limited 
• Sheffield City Council 
• Sheffield Children’s Hospital NHS Foundation Trust 
• Sheffield Health and Social Care NHS Foundation Trust 
• Sheffield Teaching Hospitals NHS Foundation Trust 
• Voluntary Action Sheffield 

 
* From 1 April 2022, the involvement of the CCG in our partnership will be taken on by the 
South Yorkshire Integrated Care Board (ICB): we expect that there will be a Senior ICB lead 
and team with responsibility for Sheffield in their future structure – and that this leadership 
will remain a part of our place partnership.  
 
These organisations are sovereign bodies with their own structures and governance 
responsibilities. They come together within SHCP under this non-legally-binding Partnership 
Agreement (PA), which defines the shared commitment to seek to optimise the way we 
work together to achieve the best outcomes for all the people of Sheffield. This involves: 
 

• developing and upholding a long term vision for health and care in our city 
• developing short, medium and long term priorities towards that vision and agreeing 

programmes to deliver these 
• having an organisation structure which celebrates and enables collaborative working 

and seeks to optimise our cohesiveness in all inward and outward facing activities 
• communicating what we do in a way which informs all interested parties on what we 

are doing and in particular ensures that all employees feel part of the Partnership as 
well as part of their constituent organisations 

• operating on the basis of light touch and subsidiarity 
• having a clear framework for delegation, accountability and problem solving 

 
 

Appendix F 



With the implications of the Health and Care Bill 2021 (the Bill) passing through Parliament 
and beginning to take shape and with the creation of the ICB, our SHCP Board has reviewed 
the latest NHS England and Local Government Association guidance on the Bill entitled 
Thriving Places. We agree strongly with the principle set out in that document that 
“Effective partnerships are often built ‘by doing’ – acting together and building collaborative 
arrangements to support this action as it evolves”. 
 
Our SHCP has been working since our inception to this principle under an agreed 
Memorandum of Understanding (MoU). This has facilitated considerable positive progress 
in our partnership. The emergence of the Bill has given us the impetus to build on this 
further and this Partnership Agreement, which replaces the current MoU with effect from 
1st January 2022, is intended to take us to a new level of cohesiveness and ambition (though 
it will not be legally binding upon them (and we are not a legal partnership), each 
participating partner is entering into these arrangements intending to comply with the 
approach set out within its terms). 
 
 
Our Values, Behaviours and Principles 
 
We have an agreed a set of values, behaviours and principles that guides our work as a 
partnership:   

• Sheffield’s population’s health and wellbeing comes first, and we’ll make decisions in the 
interests of citizens, not organisations;   

• Inclusion is our default and we actively seek different perspectives, approaches, voices to 
inform and determine our best route forward;   

• We are proud of our city partners, and we work hard to build trust and reinforce positive 
intent across our partnership; and 

• Everything we achieve is because of our skilled, talented, and creative staff and 
volunteers – paid and unpaid. We want them to feel supported and valued 
members of their own organisations and also of our city’s health and social care 
family. 

 
Our Vision 
 
We have through 2020/21 agreed a long-term vision for health and care in Sheffield.  This 
defines three strands for our work – this vision is for our health and care services to be 
integrated, joined up, and seamless; to reduce and remove inequalities in health outcomes 
and access to support, by playing our full role as anchor organisations in our city, and to do 
all this a way that involves people, their experiences, and our communities at the centre of 
our work. 
 
Our vision is a long-term one which is intended to guide our short and medium term action 
plans and programmes. We will seek to refresh our vision periodically to ensure it remains 
relevant and offers appropriate direction against which we will develop and agree our 
priorities. 
 



 
Our Short and Medium Term Action Plans and Programmes 
 
Our priority is action. Across a partnership as diverse and complex as ours, there are a 
myriad of challenges which we face as the Sheffield Health and Care Partnership. Guided by 
our vision, we will work together to prioritise these challenges and develop appropriate 
action plans to tackle them. These action plans will be regularly updated and form the core 
of a 3 year delivery plan, which we will adopt each year going forward and on which our 
SHCP Board will monitor progress and be accountable for delivery. 
 
The current areas of collaboration that we are particularly focussing our partnership on 
include: 

• Elective and planned care transformation: helping our system recover from the pandemic.  
This includes establishing a long-term equitable and efficient provision for phlebotomy 
services in Sheffield; and applying a whole pathway transformation approach for selected 
specialities 

• Children and Young People’s health and wellbeing, including expanding our successful pilot 
to improve neurodevelopmental pathways; and developing a cross-system early years 
emotional wellbeing pathway  

• Strengthening and supporting our primary and community services offer and pathways  
• Mental health provision: agreeing and improving how we care for people needing support 

during mental health crisis, linked to and building upon the implementation and roll out of 
our primary mental health investment programme 

• Community model of delivery: rolling out the Team Around the Person approach and 
bringing together community services, primary care, social care, voluntary sector, and other 
providers to work together, more preventatively, at a neighbourhood level 

 
We are approaching all these pieces of work with a sharp focus on addressing health 
inequalities, as well as working with and through groups such as our Racial Equity and 
Inclusion Group, and new Local Area Committees to make greater strides towards 
addressing health inequalities in Sheffield. 
 
 
Our Organisation and Governance 
 
While we intend to maintain the core elements of the organisation and governance 
framework under which SHCP currently operates from the MOU, this PA makes some 
modifications to give us added strength and cohesiveness. 
 
Our SHCP Board will remain at the core of our structure. It will comprise the Chairs and 
CEOs of our partner organisations1. We will from [Date] 2022 invite as regular attendees at 
our Board 
 

• The City’s Director of Public Health 

1 And from April 2022, we hope and expect that the roles fulfilled by the Chair and Accountable Officer for 
Sheffield CCG will be filled by senior leaders from the Integrated Care Board 

                                                      



• The Chairs of the City Partnership Board, the Health and Wellbeing Board and 
Healthwatch Sheffield 

• The Chair of the City’s Local Medical Committee 
• The Co-chairs of our Health and Care Partnership Racial Equity and Inclusion Group  
• The Director of the Sheffield Health and Care Partnership  

 
Our Board will continue normally to meet quarterly, mostly in public but with the option for 
discussions in private where necessary and appropriate (in accordance with the relevant 
legislation that regulates public bodies meetings as applicable). It will have an independent 
Chair and our Board will agree, then oversee the process for this appointment. The Board 
will be responsible for overseeing our progress on our vision and action plans (including 
responding to the developments in the Bill and working with the ICB); seeking to resolve any 
issues which may arise; ensuring we maximise our cohesiveness; ensuring we communicate 
appropriately to all relevant stakeholders. 
 
Our Board we will continue to have an Executive Delivery Group (EDG), comprising the 
Chief Executives of our partner organisations. This will very much continue to be the 
“engine room” of our partnership. It will meet in private as frequently as necessary, but 
normally monthly, to steer our endeavours. It will continue to be chaired by one of the 
Partnership CEOs, elected by EDG, for a 3 year term. It will report to our Board meetings on 
the progress on all our action plans and programmes, using the Board as a vehicle to resolve 
any challenging impasse issues.  
 
Alongside, and with a dotted line to our Board, we will continue to have a Joint 
Commissioning Committee (JCC). We were one of the first cities to constitute a Joint 
Commissioning Committee between our Local Authority and our Clinical Commissioning 
Group; and we see this as being our formal point of delegation from the future Regional 
Integrated Care Board into Sheffield, with a senior officer of the ICB being a member of both 
the JCC and of our SHCP Board. We will make decisions in conjunction with the ICB’s 
Executive Director for Sheffield Place, through our Partnership Board and Joint 
Commissioning Committee, in line with the ICB’s agreed scheme of delegation.  Our 
preference is this scheme of delegation includes an expectation for the Executive Director to 
align and agree on resource allocation and decisions with our Sheffield-based partnership 
structures. 
 
Our wish and expectation is that our JCC will continue to operate much as it has in the past, 
but going forward and to emphasise our desire to move from a Commissioner: Provider 
interface towards an increased joint planning approach for our City, appropriate provider 
representatives will be invited to attend the JCC. 
 
Providers in Sheffield have a history of working together, and we intend going forward to 
more formally recognise this through creating a forum, alongside and with a dotted line to 
our Board, of a new City Provider Collaboration (PC). The PC will comprise senior executives 
from our provider organisations.  As an adjunct to our board, it won’t have separate terms 
of reference or its own governance; rather, it will meet as required and on an ad hoc basis 
to ensure programmes and action plans involving multiple providers are being developed 
and progressing in a dynamic and timely manner. It will have strong clinical representation. 



Because its business will be very much driven against specific programmes our expectation 
is that membership will vary on an issue by issue basis: different partners involved in 
different collaborations and financial, risk sharing, or contractual arrangements tailored and 
formalised according to the issue at hand.   
 
This approach is similar to a model we have used during the Covid-19 pandemic, of 
periodically convening a “City Gold” meeting of relevant CEOs and other senior officers to 
discuss, unblock and resolve inter-organisational operational challenges related to our 
Covid-19 response.   
 
Any provider on the SHCP board, or the Board itself, can trigger a meeting of the PC; the 
office of the Sheffield Health and Care Partnership will support its meetings administratively; 
and commissioners will be welcome to join discussions where invited and appropriate 
 
The connections between SHCP Board, JCC and PC will be facilitated by the Heath and Care 
Partnership office and by those who are members of both the JCC and SHCP Board or of 
both PC discussions and SHCP Board.  We will attach relevant meeting minutes and/or 
highlights relating to meetings of the JCC, PC and other relevant collaborations, which have 
taken place since the last meeting of the SHCP Board - for noting. 
 
Our Protocols   
 
There is a complex landscape of providers and commissioners both within Sheffield, South 
Yorkshire and across the wider region.  There are of course economies of scale and decisions 
and funding that make sense to be taken at geographies bigger than Sheffield and South 
Yorkshire.  With two tertiary providers in our partnership; a specialist mental health services 
trust, a complex primary care landscape; sizeable social care and voluntary sector provider 
infrastructures, we are experienced and well placed to work with the complexity that this 
brings and are experienced in handling the multiple routes through which finances, 
resources and activity move into Sheffield. 
 
We therefore consider that, with the modifications we are making to our structures and 
governance, going forward as outlined in this PA, subject to any further guidance around 
the Health and Care Bill which emerges, we are well-placed and will, as a Partnership, work 
together to present the case for Sheffield to take on significant delegated authority for 
resources and decision-making from the future ICB and that this will give us the best 
prospect of achieving our vision for the people of Sheffield. 
  
We recognise this will bring new challenges. These include how we will determine priorities; 
how we will resolve areas of conflict and how we will ensure we speak as far as possible 
with one voice, in a situation where individual partners have their own statutory and 
governance requirements. We will over coming weeks, as further guidance on the Bill 
emerges, work with the ICB to develop protocols for defining how we will meet these 
challenges within the delegated structure we are proposing. 
 
 
Our relationship with other bodies 



At the time of agreeing this PA, there are a number of changes and developments across 
Sheffield and the wider system, and we know our relationships with other bodies and other 
partnerships will develop over time.  We will keep a close eye on whether these 
developments should trigger changes to this Partnership Agreement  
 
As a general principle, many of the members of our SHCP Board will be members of other 
groups.  Our expectation is on members of our SHCP Board to make the right connections 
and link back to the work of our partnership; to keep Board members sighted on relevant 
discussions in other settings; and to use discussions through the SHCP board to increasingly 
speak with one voice in other forums. 
 
Key groups related to Sheffield which we will connect with include the following. 
 
 
Body Description of relationship 
Sheffield Health 
and Wellbeing 
Board 

• The Chair of Health and Wellbeing Board will be a member 
of the SHCP Board.   

• SHCP-HWBB relationship to be one of alignment and joint 
endeavour, with the HWBB more focussed on wider 
determinants of health; SHCP more focussed on health and 
care delivery 

• As a Board we need to be assured our health and care 
delivery plans are informed by the HWBB Joint Strategic 
Needs Assessment and delivering against the broader city’s 
health and wellbeing strategy 
 

South Yorkshire 
Integrated Care 
Board 

• The ICB will be represented both on our Board and Joint 
Commissioning Committee and therefore a core part of our 
partnership 

• Our relationship to be one of a shared discussion and 
ownership of our areas of focus and priority 

• Delegation of resource to SHCP (likely, initially, via 
delegation to a lead officer within the ICB, attending both 
JCC and SHCP) accompanied with responsibility for delivery 
and outcomes 

• Through our SHCP and associated structures, we aim to 
increasingly speak with one ‘Sheffield voice’ in wider ICB 
discussions  

 
South Yorkshire 
Provider 
collaboratives (e.g., 
acute federation, 
mental health 
collaboratives, 
etc.) 

• Members of our SHCP Board are also members of these 
collaboratives (by virtue of those bodies including Sheffield 
organisations’ leaders in their structures) 

• We will undertake discussions about collaboration, 
transformation, funding etc. which affect Sheffield’s 
population and which fall under multiple remits on a case by 
case basis 
 



Local Area 
Committees and 
other Communities 
of Identity 

• Sheffield City Council has recently established seven Local 
Area Committees (LACs), focussing on priorities, challenges, 
and engaging with communities across the city, bringing 
together elected members, partners, and each with a 
supporting team 

• The relationship between these new LACs and our city SHCP 
will develop.  We want to develop a regular ‘update and 
challenge’ discussion at our SHCP Board: for the SHCP Board 
to hear and respond to different aspects of health and care 
delivery in different parts of the city 

• We recognise there are many other forms of community and 
identity in Sheffield.  We are inviting the Co-Chairs of our 
Racial Equity and Inclusion Group to join the SHCP Board, 
and the Chair of Healthwatch Sheffield, in part so that they 
can contribute this update and challenge from other 
communities, including different ethnic communities and 
communities of identity 
 

 
 
Conclusion 
 
Under this new Partnership Agreement, our partnership will continue to be be a place to 
uphold the values and behaviours we have set out; a place to guide and steer the 
development of health and care using our vision as a guiding document and determining 
whether we have the right specific areas of joint working underway, progressing sufficiently 
quickly, at the right scale, and with the right input.  While some decisions will continue to 
need to be taken by commissioners, and others by providers, increasingly we will take these 
steps together. While some decisions and actions will continue to be taken by the individual 
sovereign organisations which comprise our partnership, as they are legally obliged to, 
increasingly those decisions and actions will be taken by us as sovereign organisations 
working in a more integrated way, so being mindful of their impact on the whole City 
system and the best interests of our citizens. 
 
 
SIGNED BY 
 
Aaaaaa 
 
Bbbbbb 
 
Xxxxxxxx 
 
Yyyyyyy 
 
Zzzzzzz 
 



1 

Chief Executive Report 

Health Executive Group 

12th October 2021 

Author(s) Lesley Smith 
Sponsor 
Is your report for Approval / Consideration / Noting 
For noting and discussion 

Links to the ICS Five Year Plan (please tick) 

Developing a population health system 

Understanding health in SYB including 
prevention, health inequalities and 
population health management

Getting the best start in life

Better care for major health 
conditions 

Reshaping and rethinking how we flex 
resources

Strengthening our foundations 

Working with patients and the 
public 

Empowering our workforce

Digitally enabling our system

Innovation and improvement

Building a sustainable health and care 
system 

Delivering a new service model

Transforming care

Making the best use of 
resources

Broadening and strengthening our 
partnerships to increase our opportunity 

Partnership with the Sheffield 
City Region

Anchor institutions and wider 
contributions

Partnership with the voluntary 
sector

Committment to work together

Where has the paper already been discussed? 

Enclosure B

warrissh
Stamp



2 

Sub groups reporting to the HEG: 

Quality Group 

Strategic Workforce Group

Performance Group 

Finance and Activity Group

System governance groups: 

Joint Committee CCGs

Acute Federation

Mental Health Alliance

Place Partnership

Transformation and Delivery Group

Are there any resource implications (including Financial, Staffing etc)? 

N/A 

Summary of key issues 

This monthly paper from the System Lead of the South Yorkshire and Bassetlaw Integrated Care 
System provides a summary update on the work of the South Yorkshire and Bassetlaw health and 
care partners for the month of September 2021. 

Recommendations 

The SYB ICS Health Executive Group (HEG) partners are asked to note the update and Chief 
Executives and Accountable Officers are asked to share the paper with their individual Boards, 
Governing Bodies and Committees. 
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Chief Executive Report 
 

SOUTH YORKSHIRE AND BASSETLAW 
INTEGRATED CARE SYSTEM 

 

Health Executive Group 
 

12th October 2021  
 

 
1.  Purpose 
 
This paper from the South Yorkshire and Bassetlaw (SYB) Integrated Care System (ICS) System 
Lead provides an update on the work of the South Yorkshire and Bassetlaw health and care 
partners for the month of September 2021. 
 
2.  Summary update for activity during August 
 
2.1 Coronavirus (COVID-19): The South Yorkshire and Bassetlaw position 
 
Covid case rates continue to remain high across SYB at between 400–600 (per 100,000 which is 
due to a range of factors, including the return of in-person teaching, regular and enhanced COVID-
19 (Covid) testing and pre-pandemic levels of social mobility. 
 
Regionally, SYB is now on a par with neighbouring West Yorkshire, but we are still seeing a 
comparatively higher number of cases than our counterparts in North Yorkshire/York and the North 
East. 
 
The case rates among 12-15 year-olds remain the highest, followed by the under-12s and 16-17 
year-olds. A consequence of the increased Covid rates within children and young people in SYB is 
starting to have a small effect on older populations, with some increases among 30-39 and 40-49 
year-olds (parents/guardians/carers). 
 
Our most vulnerable populations, particularly the over-70s, are also starting to show signs of very 
low-level increases in Covid-positive cases.  
 
Work is now underway to offer Covid vaccine boosters across our communities in line with national 
guidance. There has also been encouraging results from new research which suggests that Covid 
jabs provide many months of high immunisation from Covid, as released by The Lancet showing 
‘90% effective against hospitalisation for at least six months’ (based on the Pfizer/BioNTech 
vaccine). 
 
2.2 Regional update 
 
2.2.1 Leaders meeting 
 
The North East and Yorkshire (NEY) Regional ICS Leaders meet weekly with the NHS England 
and Improvement Regional Director. During September, discussions focused on the ongoing 
Covid response and vaccination programme, urgent and emergency care and winter resilience, 
planning and recovery and ICS development. 
 
2.3 National update 
 
2.3.1   COVID-19 (Covid) autumn and winter strategy 
 

https://www.gov.uk/government/publications/covid-19-response-autumn-and-winter-plan-2021/covid-19-response-autumn-and-winter-plan-2021
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Over autumn and winter, the Government has set out its aims to sustain the progress made and 
prepare the country for future challenges, while ensuring the NHS does not come under 
unsustainable pressure. 
 
The Government plans to achieve this by: 
 

• Building our defences through pharmaceutical interventions: vaccines, antivirals and 
disease modifying therapeutics. 

• Identifying and isolating positive cases to limit transmission: Test, Trace and Isolate. 
• Supporting the NHS and social care: managing pressures and recovering services. 
• Advising people on how to protect themselves and others: clear guidance and 

communications. 
• Pursuing an international approach: helping to vaccinate the world and managing risks at 

the border. 
 
There are a number of variables including: levels of vaccination; the extent to which immunity 
wanes over time; how quickly, and how widely social contact returns to pre-pandemic levels as 
schools return and offices reopen; and whether a new variant emerges which fundamentally 
changes the Government’s assessment of the risks. 
 
2.3.2 2021/22 priorities and operational planning guidance: October 2021 to March 2022 
 
In March NHS England and Improvement published the 2021/22 priorities and operational 
guidance setting out the priorities for the year. Since then the NHS has risen to the challenge of 
restoring and transforming services while continuing to meet the needs of patients with COVID-19 
and dealing with increases in urgent and emergency care (UEC), primary and community care and 
mental health demand.  
 
The updated guidance, published on 30th September, reiterates the six areas set out in March, 
which remain the priorities: 
 

1. Supporting the health and wellbeing of staff and taking action on recruitment and 
retention. 

2. Delivering the NHS COVID vaccination programme and continuing to meet the needs 
of patients with COVID-19. 

3. Building on what we have learned during the pandemic to transform the delivery of 
services, accelerate the restoration of elective and cancer care and manage the 
increasing demand on mental health services. 

4. Expanding primary care capacity to improve access, local health outcomes and 
address health inequalities 

5. Transforming community and urgent and emergency care to prevent inappropriate 
attendance at emergency departments (EDs), improve timely admission to hospital for 
ED patients and reduce length of stay. 

6. Working collaboratively across systems to deliver on these priorities. 
 
Efforts will also continue to focus on the five priority areas for tackling health inequalities and 
redoubling efforts to see sustained progress across the areas detailed in the NHS Long Term 
Plan, including early cancer diagnosis, hypertension detection, respiratory disease, annual health 
checks for people with severe mental illness, continuity of maternity carer, and improvements in 
the care of children and young people. To support this, NHSE/I will be improving the quality and 
presentation of health inequalities data and will shortly set out further details of the approach. 
There is also an ask for all NHS Board performance reports to include reporting by deprivation and 
ethnicity. 
 
The government has agreed an overall financial settlement for the NHS for the second half of the 
year which provides an additional £5.4bn above the original mandate. This includes, £1.5bn 
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funding (£1bn revenue and £500m capital) to support the continued recovery of elective activity 
and of cancer services. This reflects the challenges over the next six months: managing Covid, the 
growing backlog of care, and the significant UEC pressures areas are experiencing ahead of 
the usual seasonal peaks over winter. 
 
2.4 Integrated Care System update  
 
2.4.1 System Development 
 
NHS England NHS Improvement (NHS E/I) has published four new framework documents as part 
of ongoing integrated care development guidance: 

• Thriving places: the development of place-based partnerships as part of statutory 
integrated care systems 

• Working with people and communities 
• Effective clinical and care professional leadership 
• Partnerships with the voluntary, community and social enterprise sector 

These plans build on the foundations already set out in previous guidance, notably the ICS Design 
Framework and the three publications relating to integrated care guidance (HR framework, 
provider collaboratives and ICS people function) already published. 
 
The guidance documents provide further clarity on effective leadership, clinical accountability and 
public engagement at a time when we are likely to see further developments gather pace until April 
2022 when ICS’ become NHS statutory bodies. 

2.5  Funding announced for Community Diagnostic Centres for South Yorkshire and 
Bassetlaw  

£3million of capital funding has been confirmed to develop two new Community Diagnostic 
Centres in South Yorkshire and Bassetlaw. 

Two initial sites have been identified for the first year of funding, The Glass Works in Barnsley and 
Montagu Hospital in Mexborough, with bidding plans underway for future funding to develop 
further centres across South Yorkshire. 

The Glassworks site is set to include Ultrasound, X-ray, Breast Screening (Mammography), 
Phlebotomy, echocardiography and DEXA scanning, while the Montagu Hospital site will include 
CT and MRI services to complement the diagnostics already delivered at the site along with 
phlebotomy, point of care testing and physiological measurement. 

The funding has been secured as part of a national programme to help the NHS further accelerate 
diagnostic activity and recover services from the impact of the COVID-19 pandemic as quickly as 
possible. It is a share of a £350m national pot to create 40 new Community Diagnostic Centres 
announced by the Government and NHS. The new one-stop-shops for checks, scans and tests will 
provide a combined 2.8 million scans in their first full year of operation. 
 
2.6  Support for mental and physical health through Green Social Prescribing  

Voluntary and community organisations in SYB have the opportunity to bid for £400,000 of grants 
funding from national and local funding to demonstrate how they can support the Green Social 
Prescribing programme through existing activities to:    

• Provide green or blue activities, eg linked to canals and waterways, fishing groups or local 
reservoir walks   

• Support people with mental ill health   

https://www.england.nhs.uk/wp-content/uploads/2021/06/B0660-ics-implementation-guidance-on-thriving-places.pdf
https://www.england.nhs.uk/wp-content/uploads/2021/06/B0660-ics-implementation-guidance-on-thriving-places.pdf
https://www.england.nhs.uk/wp-content/uploads/2021/06/B0661-ics-working-with-people-and-communities.pdf
https://www.england.nhs.uk/wp-content/uploads/2021/06/B0664-ics-clinical-and-care-professional-leadership.pdf
https://www.england.nhs.uk/wp-content/uploads/2021/06/B0905-vcse-and-ics-partnerships.pdf
https://www.england.nhs.uk/publication/integrated-care-systems-guidance/
https://www.england.nhs.uk/wp-content/uploads/2021/01/integrating-care-next-steps-to-building-strong-and-effective-integrated-care-systems.pdf
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• Improve access to green social prescribing for those most impacted by Covid-19; Black 
and Ethnic Minority Communities, young people, people who are “Clinically Extremely 
Vulnerable” (people who were asked to shield during the pandemic) and people living in 
areas of deprivation    

The South Yorkshire Community Foundation is supporting the grants process on behalf of the 
South Yorkshire and Bassetlaw Integrated Care System 

2.7 QUIT update 

SYB's QUIT programme, funded by Yorkshire Cancer Research, has successfully recruited more 
than 200 ‘QUIT Champions’ to help reduce smoking-related illnesses across the region. 

Tobacco Treatment Advisers (TTAs) will provide the majority of specialist support and are being 
supported by the new QUIT Champions who help provide first-hand experience of having quit 
successfully - and how they did it. 

QUIT is one of the first such stop-smoking programmes to launch across the UK, at scale, and has 
the potential to save up to 2,000 lives and 4,000 hospital readmissions every year. At its heart, 
QUIT recognises that smoking is an addiction – not a lifestyle choice - and should be treated like 
any other illness or chronic relapsing condition as part of routine hospital care. 

2.8  NHS Communicate Awards 2021 Nominations for SYB 
 
SYB was recognised in a number of categories in this year’s NHS Communicate Awards 2021. 
 
South Yorkshire and Bassetlaw Integrated Care System was shortlisted in the ‘Use of insight and 
data for innovation in communications award’ thanks to the community-based approach that was 
used in the development of the revamped ICS website. South West Yorkshire Partnership NHS 
Foundation Trust (SWYPFT) was also nominated in the same category in appreciation of an 
internal communications campaign to increase staff vaccinations - with a high proportion now fully 
vaccinated. 
 
Rotherham Doncaster and South Humber NHS Foundation Trust (RDaSH) was also nominated for 
two award categories; Working in Partnership and also the Best Behaviour Change or Public 
Health Campaign Award categories in recognition of their ‘Rethink your Drink’ campaign, which in 
its second year, overcame the barriers faced by alcohol-services during the pandemic across 
Doncaster. 

While not winners, both the ICS and RDaSH were highly commended for their work. 

2.9  Partner appointments 

Sheffield Health and Social Care NHS Foundation Trust (SHSC) has appointed Sharon Mays as 
the new Chair of their board. Sharon succeeds Mike Potts, who completed his fixed-term 
appointment as Interim Chair at the end of September, and will join SHSC in October. 
 
SHSC have also recently seen their Care Quality Commission (CQC) inspection (August 2021) 
improve to 'requires improvement', improving from its previous ‘inadequate’ rating (July 2021). 
 
I would like to welcome Sharon and extend thanks to Mike for all he has done while at SHSC and 
also congratulate CEO Jan Ditheridge, the Board of Directors, the Council of Governors and all the 
teams involved in driving forward these service improvements.  

https://nhsproviders.org/nhscommunicateawards
https://sybics.co.uk/workforce-wellbeing
https://www.southwestyorkshire.nhs.uk/
https://www.southwestyorkshire.nhs.uk/
https://www.rdash.nhs.uk/services/our-services/drug-and-alcohol-services-for-adults/rethink-your-drink-doncaster/
https://www.shsc.nhs.uk/news/sharon-mays-appointed-our-new-chair
https://www.shsc.nhs.uk/about-us/care-quality-commission-inspection
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3. Finance 
 
The revenue surplus at Month 5 is £25.3m which is an increase of £1.9m since Month 4. The 
forecast has also increased from a surplus of £20m at month 4 to £22.5m at Month 5. The 
adjusted forecast capital spend is now in line with plan as the forecast now reflects slippage which 
will offset the additional £12.4m forecast spend at Doncaster Royal Infirmary this year following the 
critical incident. 
 
Planning guidance has now been issued and work will be undertaken to agree a distribution of the 
system envelope and agree plans for the second half of 2021/22. 
 
Lesley Smith 
Deputy System Lead, South Yorkshire and Bassetlaw Integrated Care System 
 
Date:  7h October 2021 
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Where has the paper already been discussed? 
       
Sub groups reporting to the HEG: 

Quality Group 

Strategic Workforce Group

 

Performance Group 
 

 

Finance and Activity Group

 

 
System governance groups: 
 

Joint Committee CCGs
 

 

Acute Federation
 

 

Mental Health Alliance
 

 
Place Partnership

 
 
 
 

Transformation and Delivery Group
 

 
Are there any resource implications (including Financial, Staffing etc)? 
 
N/A 
 
Summary of key issues  
 
This monthly paper from the System Lead of the South Yorkshire and Bassetlaw Integrated Care 
System provides a summary update on the work of the South Yorkshire and Bassetlaw health and 
care partners for the month of October 2021. 
 
Recommendations 
 
The SYB ICS Health Executive Group (HEG) partners are asked to note the update and Chief 
Executives and Accountable Officers are asked to share the paper with their individual Boards, 
Governing Bodies and Committees. 
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Chief Executive Report 
 

SOUTH YORKSHIRE AND BASSETLAW 
INTEGRATED CARE SYSTEM 

 

Health Executive Group 
 

9th November 2021  
 

 
1.  Purpose 
 
This paper from the South Yorkshire and Bassetlaw (SYB) Integrated Care System (ICS) System 
Lead provides an update on the work of the South Yorkshire and Bassetlaw health and care 
partners for the month of October 2021. 
 
2.  Summary update for activity during October 
 
2.1 Coronavirus (COVID-19): The South Yorkshire and Bassetlaw position 
 
After a slight reduction in new Covid cases over recent weeks there are now signs of small 
increases detected across SYB. This coincides with the end of the Half-Term Holiday as children 
return to schools and colleges combined with the resumption of regular Covid testing. 
 
The majority of Covid cases remain across younger age groups (under 18s) but there are signs 
that cases in the over 70s are flattening and declining in some areas. There is a rise within the 50-
69 year-old age group which could translate into more hospitalisations.  
  
Regionally, SYB remains in the middle of the pack across the wider region - South West, North 
East, South East, East of England all showing higher cases – and within Yorkshire and The 
Humber with County Durham, North Yorkshire/York and Cumbria are all showing higher rates. 
  
Public health teams continue to provide robust support to prevent large-scale outbreaks which are 
typically confined and isolated to smaller group settings. It is highly likely that Covid cases will 
continue to rise as we head into the Winter and contingency plans are being developed with our 
health and care partners to manage system pressures, promote public health messaging and 
support the Covid vaccination and booster campaign.  
  
SYB’s Covid Vaccination Programme continues to provide oversight for the regional roll-out of 
both the boosters and the primary vaccination offer, including third doses for eligible groups. The 
focus remains on protecting care homes, the health and care workforce and supporting the School 
Age Immunisation Service (SAIS) with the 12-15 year-old single vaccination offer.The SYB 
programme is progressing well against the deadlines for these priority areas. 
 
2.2 Regional update 
 
2.2.1 Leaders meeting 
 
The North East and Yorkshire (NEY) Regional ICS Leaders meet weekly with the NHS England 
and Improvement Regional Director. During October, discussions focused on emergency care and 
winter resilience, planning and recovery, health inequalities and ICS development and the ongoing 
response to Covid.. 
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2.3 National update 
 
2.3.1   Comprehensive Spending Review 
 
The Comprehensive Spending Review (Autumn Budget 2021) outlined a range of new 
investments that will support SYB’s health and care system to improve waiting lists, reduce health 
inequalities and invigorate SY’s transport infrastructure. 
 
Our health and care system will receive a share of £5.9 billion of new funding which is being 
allocated to support the NHS’ COVID-19 (Covid) recovery. With the main aim of reducing waiting 
lists and speeding up diagnostics, the Spending Review committed towards the purchasing of new 
hospital beds, equipment, estate developments, improving digital technology/connectivity and the 
launch of new community-based diagnostic ‘hubs’ (as recently reported for The Glass Works in 
Barnsley and the Montagu Hospital site in Mexborough). 
 
The Spending Review also announced a range of investments that will provide a boost towards 
levelling-up across SYB; a planned increase of 6.6 per cent on the National Living Wage (up to 
£9.50 an hour), a Covid recovery fund of £2 billion pounds for schools/colleges and £640m annual 
funding to be allocated to address rough sleeping and homelessness. Regionally, £570 million will 
also be made available to fast-track transport infrastructure projects including active and green 
travel schemes in South Yorkshire. 
 
2.3.2 Winter preparedness funding 
 
SYB health and care partners have been allocated £8 million pounds of dedicated new funding to 
directly address winter preparedness plans. 
 
The NHS continues to experience significant levels of pressure. The continued impact of 
managing Covid, plus the recovery of services and return to usual activity levels has led to a 
challenging summer; especially in the context of constrained capacity due to Covid related 
infection prevention and control (IPC) and workforce issues.  
 
As partners move into the winter months with more unknowns than usual, we need to plan to 
manage capacity to respond to demand that may be fuelled by further waves of Covid and/or 
severe outbreaks of respiratory and other illness. Resilience over winter can only be achieved 
through taking a system led approach and through detailed scenario planning, at both system and 
Place, we are developing robust strategies to alleviate system pressures. 
 
Partners are continuing to work collaboratively on the consistent and coordinated deployment of 
public health messaging, led through South Yorkshire’s Local Resilience Forum (LRF) - which 
includes the NHS, local authorities, public health teams and police, fire and rescue services. 
 
Thanks are extended to all colleagues in the health and care system for their ongoing hard work 
and dedication through this very busy time 
 
2.4 Integrated Care System update  
 
There have been a number of developments relating to our transitional journey into becoming the 
South Yorkshire Integrated Care Board (SYICB) by April 2022. 
 
At the end of September, colleagues across our four Clinical Commissioning Groups (CCGs) in 
Barnsley, Doncaster, Rotherham and Sheffield alongside our current ICS-based teams, were 
given letters that provided greater clarity over future employment statuses. 
 
We shortly hope to have appointed SY's future designate Chief Executive Officer (CEO) for the 
SYICB. The designate Chair, Pearse Butler, has been overseeing the selection process alongside 
a system-representative panel, including colleagues from Healthwatch, Local Authorities and the 

https://www.gov.uk/government/news/record-36-billion-investment-to-reform-nhs-and-social-care
https://www.gov.uk/government/publications/autumn-budget-and-spending-review-2021-documents
https://sybics.co.uk/news/latest/3million-secured-transform-diagnostics-patients-south-yorkshire?newsID=
https://sybics.co.uk/news/latest/3million-secured-transform-diagnostics-patients-south-yorkshire?newsID=
https://southyorkshire-ca.gov.uk/news/article/6b0e872c-3d6a-434c-8c74-ed2737644f70
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NHS. 
 
We have been working on the refreshed System Development Plan and working with our regional 
NHS team in the North East and Yorkshire (NEY) to develop a ‘4+1’ process to review our 
systems’ Readiness to Operate Statement (ROS) assessments; this is a structured framework that 
requires evidence of SYB’s ability to start working as an ICB. The checklist criteria include the 
appointment of leadership roles, financial planning requirements and information governance 
processes, to name a few. The expectation is that the ROS outputs will be agreed with the 
regional team and shared with the National Director of System Transformation in November. 
 
A wide-range of published guidance about the development of national integrated care systems 
continues to be uploaded to the NHS Futures website. Most recently, partners have been 
discussing our transition and development journey and starting to put a structure around the future 
board/core requirements as we move closer towards the national deadline in April 2022. 
 
This has included engaging with partners on two key aspects of the ICB Constitution - its 
composition and how partners will be nominated. This work is being led by SYB’s designate 
leaders, Pearse Butler, Independent Chair and Chair Designate of the future SY ICB organisation. 
It is hoped that the Chief Executive Officer (CEO), which is now in the latter stages of the interview 
process, will join the ICB development work shortly. 
 
South Yorkshire’s four clinical commissioning groups (CCGs) in Barnsley, Doncaster, Rotherham 
and Sheffield, will present the final proposals for the future board make up and process for 
appointment to it at the Joint Committee of Clinical Commissioning Groups (JCCCG). 
 
2.5  Launch of Digital North Accelerator Programme 

A new digital accelerator programme, co-developed by four regional Academic Health Science 
Networks (AHSN's), has been launched with the aim to support national health challenges 
exacerbated by the pandemic.  

Yorkshire & Humber AHSN, Health Innovation Manchester, Innovation Agency (AHSN for the 
North West Coast) and AHSN North East and North Cumbria are leading the new programme, 
enabling the most successful regional solutions to be guided towards national adoption through 
the Innovation Exchange programme. 

The 2021 “Restore, Reset and Recover” programme will deliver digital innovations which meet the 
recovery priorities of our NHS partners as they respond to the continuing impact of Covid. 

2.6 Children’s Hospital Charity  

Outstanding fundraising efforts by colleagues at The Children’s Hospital Charity’s has raised more 
than £750,000 from the Bears of Sheffield auction. This successfully completes their three-year 
appeal to transform the Cancer and Leukaemia ward at Sheffield Children’s Hospital NHS 
Foundation Trust. 

2.7  Partner organisation appointments 

Dr Graeme Tosh has been appointed as the new Executive Medical Director of the Rotherham 
Doncaster and South Humber NHS Foundation Trust (RDaSH) and will replace the current 
Medical Director, Dr Nav Ahluwalia, in spring next year. 

Tracey Wrench, the Executive Director of Nursing and Allied Health Professionals and Deputy 
Chief Executive, has also announced her retirement and will leave RDaSH on March 22 next year. 

https://sybics.co.uk/news/latest/partners-news-new-nhs-appointment-yorkshire-and-north-lincolnshire?newsID=
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2.8  British Medical Association recognition for SYB health equality and prevention 
schemes 

The British Medical Association (BMA) has referenced a number of SYB’s health equality and 
prevention schemes as exemplary case studies in its most recent toolkit for clinicians; the QUIT 
Programme (treating tobacco addiction) with Yorkshire Cancer Research, The SOAR community 
regeneration project (chronic pain support group, North Sheffield) and Page Hall Medical 
Centre’s translated public health videos (into different languages). 

3. Finance 
 
The revenue surplus at Month 6 (H1 – first half of the year) is £26.6m which is an increase of 
£4.1m on the forecast surplus reported at Month 5 of £22.5m.  This surplus relates to Providers 
only.  CCGs have reported a break even position at Month 6.  Capital spend reported at Month 6 is 
£28.4m which is £1.9m under spend against plan at Month 6.  
 
Plans are currently being agreed for the second half of 2021/22 now that the system envelope has 
been announced.  Submission of the system plan is due on 16th November. 
 
Andrew Cash 
System Lead, South Yorkshire and Bassetlaw Integrated Care System 
 
Date:  4th November 2021 

https://www.bma.org.uk/what-we-do/population-health/addressing-social-determinants-that-influence-health/reducing-health-inequalities-in-your-local-area-a-toolkit-for-clinicians
https://sybics-quit.co.uk/
https://sybics-quit.co.uk/
https://www.soarcommunity.org.uk/
https://www.soarcommunity.org.uk/
https://www.youtube.com/channel/UCsfgJF7qs_c681enLXu5I1A
https://www.youtube.com/channel/UCsfgJF7qs_c681enLXu5I1A
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1. Strategic Update 

 
1.1 Development of the Sheffield Health and Care Partnership (SHCP) 

We have drafted a Partnership Agreement setting out where we will focus; our values and 
behaviours; and how we intend to work as a strengthened Sheffield Health and Care 
Partnership – and this will be discussed at organisations’ boards, and at our Health and 

Care Partnership Board in November. 

1.2 Development of the 10 Year Vision for the SHCP 

Following the ratification of the vision by SHCP Board in September, the vision document 
(and supporting videos) are on schedule for launch on the SHCP website in November.   

The HCP Board decided to change our name from Sheffield Accountable Care Partnership 
to Sheffield Health and Care Partnership at its meeting in September. We’ve worked with 

current branding and website developers to reflect this name change on our website 
(https://www.sheffieldhcp.org.uk/) and related documentation.   

1.3 Outcomes Framework 

The development of the city outcomes framework continues to progress, led by the joint 
commissioning team.  Outputs from stakeholder workshops held through September are 
being used to inform it’s development. 

1.4 Winter planning 

Substantial work is underway with operational leads and teams across our system to 
respond to high levels of demand, operational pressure, and system level risks in our 
health and care system.  This work includes preparing for what will be a challenging winter.  
We have a regular meeting of organisations’ operational leads as a ‘Silver’ meeting.  This 

group has developed a plan and is overseeing actions to respond and mitigate risks, 
including on urgent care, flow, mental health pathways; and the fragility of social care and 
primary care. 

2. HCP Focus areas 
 

This section is summarised and not exhaustive.  Further details about any of these points 

available on request. 

2a. Integration  
 
• Planned Care - the programme of work continues to develop well.  Working groups 

have been established and the connection to children’s planned care continues to be 

strengthened.  A FLOW approach has been agreed for the development of pathways 
in relation to breathlessness and for transient loss of consciousness.  Clinical and non-
clinical coaches have been identified for both pathways.   

• Mental Health - A broad programme of work continues in the city to improve mental 
health care.  Key points to note since the last report: 



 

o Medical Directors across the three Trusts in the city form a clinical oversight 
group to expedite decision making and flow for 16-17 year olds coming into 
A&E at STH in mental health crisis.   This has been a helpful step forwards, but 
we know that there is still a substantial degree of improvement that we still need 
to make. 

o Mental Health Crisis Care survey developed: Mental Health Crisis Care 
Survey (surveymonkey.co.uk) 

• The Children and Young people’s programme of work continues to make good 
progress.   

• Sheffield Neurodevelopment Programme Survey for Parents/Carers has been 
launched (surveymonkey.co.uk) (Closes Thursday 18th November) 

• Continued focus on attendance and support CYP in education, particularly if they have 
not been for significant periods of time during the pandemic. Healthy Minds, trauma-
informed training rolled out throughout the city 

• Sheffield has been successful in getting ICS funding for another Mental Health Support 
Team in schools (starting in January 2022) 

• Workshops with stakeholders from statutory and voluntary sector organisations are 
ensuring that the CYP programme of work for emotional health and wellbeing is linked 
and complements commissioning for SEND, trauma informed schools and children’s 
social care. This includes systems mapping workshops planned for 
November/December 2021, to be led by Public Health England.  
 

• Under the ‘Great Start in Life’ workstream positive impacts are being demonstrated: 
o Increased referrals to the Ealy Years Pathways and EH Hub.   
o Feedback from Pregnancy Birth and Beyond group parents is positive 
o Family Learning links with Family Centres has strengthened 
o SENCO Level 4 Training is established and resulting Action Research Projects 

to be shared with relevant groups 
o Safe and Together training role out is resulting in positive impact 

 
• The Early Years school readiness review has completed findings and is developing 

workstreams to address areas not covered by existing planning and activity. 
 

• Strategic Estates - Work is ongoing to bring together organisational estates strategy 
plans across all partners to enable a whole system view of estates in the city.  Aim to 
have this in place by December 2021. 

 

2b. Inequalities 
 
Becoming an anti-racist partnership 

The Racial Equity and Inclusion Group (REIG) is leading the work to ensure that the HCP is a 
genuine anti-racist partnership. This will involve a range of stakeholder conversations in the 
first instance, to develop an understanding of experiences of staff working within, and 

https://www.surveymonkey.co.uk/r/mhcrisiscare
https://www.surveymonkey.co.uk/r/mhcrisiscare
https://www.surveymonkey.co.uk/r/SheffieldNeurodevelopment
https://www.surveymonkey.co.uk/r/SheffieldNeurodevelopment


 

members of the public engaging with, our health and care system. These conversations will 
also explore options for addressing key areas of concern.  

Reciprocal Mentoring 

The first cohort of our reciprocal mentoring programme is now drawing to a close. 3 members 
of EDG have been paired with 3 leaders of BAME-led community organisations. The aims of 
this are to increase the diversity of voices within EDG, to raise awareness of how our health 
and care system works and the challenges faced by the VCS, and to deepen relationships 
between our statutory partners and community-based VCS organisations. Initial feedback 
from those who have taken part has been positive, and we are starting to plan a further 
programme to commence early in 2022.  

Embedding the VCS within our partnership 

In June, the HCP Board approved proposals for further developing the relationship between 
the VCS and the HCP. Since June, a project group comprising colleagues from across the 
SHCP and committed to enabling a sustainable voluntary and community sector within the 
city, is now overseeing a full project plan with tangible actions has been developed. 
 

Our role as anchor institutions 

We recognise that there is much we can do collectively in our roles as anchor institutions. We 
currently have eight Kickstarters across Sheffield with the hope that more will join us before 
the programme closes – these are young people, otherwise at risk of unemployment, now 
working in health and care.  We are supporting them through bringing them together as a 
single cohort and offering development sessions around job applications and interview skills, 
1:1 coaching sessions and support for post-Kickstart placement.  We will also invite speakers 
from our partner organisations to speak at our monthly group sessions to raise awareness of 
the health and care opportunities around the city in the hope that we can offer longer term 
employment prospects. 

Additionally, we are in the early stages of conversations with both Sheffield Hallam University 
and the University of Sheffield, to consider how we can work better together to address health 
inequalities.  
 
2c. People 

• Two pieces of work were shortlisted for CIPD (Chartered Institute of Personnel and 
Development awards; Leading Sheffield (Best Learning and Development initiative, 
public/3rd sector) and the work of the communities’ subgroup of the Racial Equity and 
Inclusion Group (Best Community Initiative). Although we didn’t win the awards it was an 
honour to be nominated and have the achievements of these two pieces of work 
recognised nationally. 

• We’ve received funding to support an additional 30 staff across the HCP to be trained as 
trainers in the half day introductory course to the ‘What Matters to You’ approach. This 
introductory course has been attended by over 200 people from across all HCP partners 
as part of our contracted person-centred training programme with Peak Health 
Coaching. More information on the training courses and evaluation from participants can 
be found here. 
 

https://www.sheffieldacp.org.uk/news/peak-health-coaching-introduction-to-person-centred-approaches-what-matters-to-you-wmty-virtual-workshop/


 

• A system leadership community launched in July, comprised of a series of short events 
to continue to build cross-system understanding and relationships and develop system 
leadership capability. The last session on the 11th November was a ‘Conversation with a 
Leader’ with Dr Mark Spencer from Healthier Fleetwood. The upcoming session on 
Wednesday 13th December will follow the previous as a peer learning session and gives 
the opportunity to reflect on what Dr Mark Spencer had to say and to discuss with 
colleagues from across the system about what Sheffield can learn from Fleetwood. 
(Details are here to share with others across your organisations to those who you feel may 
benefit from this session) 

 
• A staff wellbeing theme has been added to our learning and development resources on 

our website here. The pages contain resources to use and training to attend to help 
manage your own wellbeing and support colleagues’ wellbeing. 
 

• The HCP’s patient and public advisory group (the IAC Forum), managed by Healthwatch, 
meet monthly and have discussed the following topics over the last three months: the HCP 
priorities, the drafted Adult Social Care Strategy ‘Living the life you want to live’, the Health 
and Care Bill, Sheffield Children’s Neurodevelopment Programme, the role of the VCS 
within Health and Social Care, promoting equality and engagement within ethnic minority 
communities. More information on the IAC Forum alongside summary notes of meeting 
discussions can be found here. 

 
• Leading Sheffield Steering Group convening this month after the third cohort completed 

early in July this year due to ongoing work pressures and continued interruption of the 
programme. We explored how we can further embed system leadership within our HCP. 

https://www.sheffieldacp.org.uk/events/conversation-with-system-colleagues-lessons-learned-from-fleetwood-and-how-we-can-apply-them/
https://www.sheffieldacp.org.uk/what-we-do/putting-people-at-the-heart-of-our-work/learning-and-development/staff-wellbeing/
https://www.sheffieldacp.org.uk/what-we-do/putting-people-at-the-heart-of-our-work/patient-public-involvement-group/
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