Sheffield Teaching Hospitals NHS Foundation Trust
Chief Executive’s Briefing
Board of Directors – 27 July 2021

1. Covid-19 Gold Commander Update
The Trust remains focussed on safely providing urgent and emergency services and
planned elective care. Given the present rapidly changing circumstances a verbal update
will be provided in the meeting.
2. Integrated Performance Report
For the Integrated Performance Report (paper Dii), each Director will highlight the key
issues for the Board of Directors.
3. Maternity Dashboard
A monthly report 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 was considered by the Healthcare Governance Committee on Monday 19
July 2021.
4. Healthcare Safety Investigation Branch – July Quarterly Review Meeting (QRM)
The Healthcare Safety Investigation Branch (HSIB) undertake a maternity investigation
programme as part of the national action plan to make maternity care safer. They
investigate cases referred by maternity units that fulfil certain criteria. The Trust meets with
HSIB formally each quarter and the most recent meeting took place earlier this month. At
this meeting HSIB noted that there have been minimal referrals from the Trust since the
May QRM and they also were not aware of any missed referrals and were encouraged by
this conclusion. The Trust delivered a presentation which highlighted the work that has
been undertaken which addressed the concerns that HSIB raised at the previous
meeting. It was agreed that the Trust had taken positive steps since the May meeting.
The next meeting is to be scheduled for October.
5. Infection Prevention and Control Covid-19 Board Assurance Framework
Attached for your information at Appendix B is the Infection Prevention and Control (IPC)
Covid-19 Board Assurance Framework, which was presented to the Healthcare
Governance Committee Meeting on Monday 19 July 2021.
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6. EU Settlement Scheme Update
As part of the EU transition arrangements, all EU, EEA or Swiss citizens resident in the UK
by 31 December 2020 and their family members were required to apply to the EU
Settlement Scheme to continue living, working and accessing public services in the UK
beyond 30 June 2021.
There are currently just over 360 EU, EEA or Swiss nationals employed at the Trust across
a range of roles and specialisms. During the transition phase, EU citizens were not
required to provide details of their settled status so unless staff chose to provide this
information voluntarily it is not currently possible to determine how many have applied to
the scheme to date. Currently around 12.5% of EU staff have provided this evidence
voluntarily. It is therefore not possible to provide the Board of Directors with an indication
of how many affected staff have applied successfully or not.
Engagement with the STH EU workforce regarding the EU Settlement Scheme and the
steps they needed to take began in summer 2019 and ran until the end of June deadline.
This engagement included:
•
•
•
•
•
•

Legal briefings with Q&A session run by specialist immigration lawyer – August
2019 and April 2021
Individual letters sent to EU staff
Trust wide communications to highlight key information/dates and signpost to
Gov.uk resources
Updates to the Trust’s HR intranet page to provide current information on
the scheme and signpost to the Gov.uk website to apply
Official posters and leaflets displayed in staff areas/dining rooms and provided to
areas where staff do not have ready access to email or online communication
channels
Localised communication approaches linking in with Trust managers and staff side
colleagues for distribution via UNISON routes

The Human Resources Team will continue to provide support and guidance to employees
in relation to the EU Settlement Scheme.
7. Communications and Awards Update
I am delighted to let you know that a number of our teams and staff have been recognised
for excellence in their field in the last month.
•

Dr Thushan de Silva, Honorary Consultant Physician in Infectious Diseases at Sheffield
Teaching Hospitals NHS Foundation Trust and Senior Clinical Lecturer at the University
of Sheffield has been appointed a Member of the Order of the British Empire (MBE) in
Her Majesty The Queen’s belated Birthday Honours in recognition of his outstanding
contribution to Covid-19 research.

•

The minimally invasive endoscopy team won the Royal College of Physicians’
Excellence in Patient Care Awards Innovation category. The team have been
recognised for pioneering minimally invasive endoscopy, including capsule endoscopy,
double balloon enteroscopy, and most recently research identifying methods using
magnets to examine the upper GI tract, with Sheffield becoming the first centre to use a
robot-controlled magnetic capsule system outside China in 2016.
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•

Sabia Rehman, Muslim Chaplain, is one of 10 healthcare professionals across the
country nominated for the Unsung Hero Award by the Intensive Care Society. The
Unsung Hero award recognises someone who has gone above and beyond to support
patients, families, and the whole ICU team during the past 12 months.

•

Dr Iain Armstrong, Nurse Consultant, Pulmonary Vascular Disease Unit, has been
recognised in the ‘Innovations in your Specialty’ category of the Royal College of
Nursing (RCN) Nursing Awards for creating ‘EmPHasis-10’ - a clinical tool that
measures quality of life for people with pulmonary hypertension. At the time of
development, there was nothing of its kind in this disease area. The tool is now used all
over the world.

•

Dr Ahmed Mubarak Mohamed, Neurology Registrar has been presented with the Peter
Tun Award after being named a Neurology Academy’s Advanced Masterclass winner
for his development of a combined MS and maternal medicine service.

•

The Sheffield Long Covid Programme is one of eight finalists in the Health Service
Journal’s Patient Safety Awards’ Service User Engagement and Co-production
category. The team have been recognised for ensuring that patients and service user
representation was central to the design of the Sheffield Long Covid Programme.

8. South Yorkshire and Bassetlaw Integrated Care System (SY&B ICS)
A report from the Chief Executive of SY&B ICS can be found at Appendix C. This provides
a summary update on the work of the SY&B ICS for the month of June 2021.
9. Sheffield Accountable Care Partnership
An overview of the programme activities for the Sheffield Accountable Care Partnership
has been provided by the Programme Director and is included at Appendix D.

Kirsten Major
Chief Executive
27 July 2021
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Appendix A

EXECUTIVE SUMMARY
REPORT TO THE HEALTHCARE GOVERNANCE COMMITTEE
19 JULY 2021
Subject
Supporting TEG Member
Authors
Status1

Maternity Dashboard June 2021
Chris Morley, Chief Nurse
Marie Reid, Nurse Director and Head of Midwifery
Leanne Likaj, Deputy Head of Midwifery
D

PURPOSE OF THE REPORT
To provide the Healthcare Governance Committee with the Maternity Dashboard for June
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 June.
♦ 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. The number of delayed inductions of labour has
increased due to an increase in the acuity of women presenting in Labour Ward. These
planned delays are subject to careful clinical assessment and prioritisation by Consultant
Obstetricians and is also subject to ongoing work to see how this can be improved.
IMPLICATIONS2
1
2
3
4
5

Deliver the Best Clinical Outcomes
Provide Patient Centred Services
Employ Caring and Cared for Staff
Spend Public Money Wisely
Deliver Excellent Research, Education & Innovation

TICK AS APPROPRIATE






RECOMMENDATIONS
For the Healthcare Governance Committee to be assured that the Trust uses a Maternity
Dashboard to monitor and track its own performance and compare that performance with
other Trusts within the LMNS.

APPROVAL PROCESS
Meeting
Trust Executive Group
Healthcare Governance Committee

Date
14.7.21
19.7.21

Approved Y/N
Y

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 p10 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.
Exception report against red KPI ratings
June 2021 (April/May previously reported)
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, has remained relatively stable for the past 3 months. The rates continue
to be monitored and relate to complexity of the case mix and women’s choice.
Massive obstetric haemorrhage
The STH massive obstetric haemorrhage rate remains above the expected range at 4.31%
however this demonstrates a reduction from 6.6% and 4.44% for the months of April and
May 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. This is an area of
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focused improvement for the directorate as part of the Care Quality Commission (CQC)
action plan with work focusing on:
1. Looking at our management of post-partum haemorrhage (PPH)
2. How other comparative tertiary maternity units are measuring loss and managing
PPH
3. How blood loss is measured
In addition, the LMNS has agreed to do some joint work on standardising the measurement
and recording of PPH across South Yorkshire and Bassetlaw which will allow for a more
accurate comparison with these Trusts.
Continuity of Carer
Whilst the percentage of women placed on a Continuity of Carer pathway from a black and
minority ethnic background remains below the 75% target, there has been an improvement
in month from 38.6% to 52%. This may not be sustained moving forward though due to
some specific challenges relating to midwifery staffing detailed below.
Red Flags
The number of Red Flags recorded in June has seen a small increase from the May data
presented. June has presented Maternity with significant staffing challenges due to
unplanned COVID absences. The escalation process in response to such challenges results
in a planned delay of the elective pathways for induction of labour and caesarean sections in
Jessop Wing resulting in an increase of red flags within this category. These planned delays
are subject to careful clinical assessment and prioritisation by Consultant Obstetricians.
Midwifery staffing during this period of data collection falls outside of national
recommendations due to the changed vacancy position driven by an increase of the
establishment to meet the findings of the Birthrate + assessment and the challenges
described above relating to COVID absence. Active recruitment into posts is ongoing, with
30 midwives due to start in September, in the interim experienced midwives on as and when
contracts are being used to cover the vacancies.
Other issues to note from Quarter 1
Healthcare Safety Investigation Bureau (HSIB) referrals
For Quarter 1, three cases were reported to HSIB, however one case was rejected as HSIB
assessed that it didn’t meet their criteria. The Maternity team continue to take a
precautionary approach and report any case to HSIB that they consider could meet the HSIB
criteria to ensure that no eligible cases are missed.
Two referrals are the lowest number of referrals to HSIB for a quarter since Q1 2020/21
when there was a single referral. Since then, there have been six, five and three
respectively. Further information is available on the numbers of referrals on p9.
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%, with a rate of between 3.85% and 4.7% during the quarter.
3rd & 4th degree tear
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The rates of specific maternal birth injuries, 3rd & 4th degree tears are also below the
standard set of less than 3.5% with a range of 1.59% to 2.20%.

Summary
The Maternity Dashboard, introduced in Quarter four of 2020/2021, has been designed to
support a collaborative approach to reviewing the quality of maternity services. The
dashboard will enable oversight by the Board of Directors and the LMNS of themes and
trends in maternity outcomes for STHFT.
References
Donna Ockenden (2020) Emerging Findings and Recommendations from the Independent
Review of Maternity Services at The Shrewsbury and Telford Hospital NHS Trust. Accessed
on 30/04/21 at https://www.donnaockenden.com/downloads/news/2020/12/ockendenreport.pdf
Healthcare Quality Improvement Programme (HQIP) (2020) - National Maternity and
Perinatal Audit (NMPA). Accessed on 30/04/21 at https://www.hqip.org.uk/a-z-ofnca/maternity-perinatal-audit/#.YIvmSJBYaUk
National Maternity Review (2016) Better Births. Improving outcomes for maternity services in
England.
NHS Digital (2020) NHS Maternity Statistics, England 2019-20. Accessed on 30/04/21 at
https://digital.nhs.uk/data-and-information/publications/statistical/nhs-maternitystatistics/2019-20
NHS England (2019) Saving Babies' Lives Care Bundle Version 2. Accessed on 30/04/21 at
https://www.england.nhs.uk/wp-content/uploads/2019/07/saving-babies-lives-care-bundleversion-two-v5.pdf
NHS England (2020) Implementing a revised perinatal quality surveillance model. Accessed
on 30/04/21 at https://www.england.nhs.uk/wp-content/uploads/2020/12/implementing-arevised-perinatal-quality-surveillance-model.pdf
National Institute for Health and Care Excellence (NICE) (2015) Safe midwifery staffing for
maternity settings. Accessed on 30/04/21 at https://www.nice.org.uk/guidance/ng4
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EXECUTIVE SUMMARY
REPORT TO THE HEALTH CARE GOVERNANCE COMMITTEE
HELD ON 19th July 2021
Subject
Supporting TEG Member
Author
Status1

Infection Prevention and Control COVID19 Board assurance framework
Chris Morley – Chief Nurse
Karen Jessop – Deputy Chief Nurse
Louise Ronxin – Lead Nurse Quality
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 (BAF) document,
version 1.6.
KEY POINTS
§
§
§
§
§

Highlight published changes in Board Assurance Framework v1.6 published February 2021.
A self-assessment has been carried out against the 10 standards.
Assurance that guidance and processes, in line with Public Health England (PHE) IPC COVID19
national guidance, in all 10 standards have been implemented across the Trust.
There are now 110 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
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

TICK AS APPROPRIATE
ü
ü
ü

For the Healthcare Governance Committee to note the plan to address the current gaps in assurance.
APPROVAL PROCESS
Meeting
Gold Command
Healthcare Governance Committee
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

1

Date
6 July 2021
19 July 2021

Approved Y/N
Y

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 COVID19-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 February
2021. The updated framework consists of 10 standards, 110 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 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 COVID19
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 available for 102 key lines of enquiry. Details regarding the remaining 8 key lines of enquiry
is outlined below:
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 20 key lines of enquiry (KLOEs) included within this standard, STH has achieved assurance in 18,
and the outstanding 2 KLOEs requiring action are:
1.4)

·
·

Monitoring of IPC practices, ensuring resources are in place to enable compliance with IPC
practice:
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 implementation
of appropriate IPC practice.
Additional Matron Infection Prevention and Control visits were undertaken Trust wide daily over a twomonth period which captured non-clinical 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 nonclinical areas, including communal spaces, by clinical areas is being determined by a Task and Finish
group which is due to conclude in July 2021.
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1.5)

Relates to Personal Protective Equipment (PPE). The supply of filtering face piece (FFP)3 masks
have been inconsistent in terms of receiving different models. Confirmation of consistent supply
was provided by the national procurement body in October 2020 and in response STHFT
commenced a programme of fit testing all relevant staff. This has been supported by external fit
testing staff provided by the national procurement body. As of June 2021, 71%, of the staff required
to be fit tested for this consistent supply had been fit tested. It is anticipated if the guidance and
supply chain remain unchanged all staff who need to will have undergone fit testing for the
consistent supply by September 2021. This is monitored and reported to Gold Command. The fit
testing programme has been enhanced by the provision of an additional 74 approved fit testers
within the Trust.

2.

Provide and maintain a clean and appropriate environment in managed premises
that facilitates the prevention and control of infections

Of the 17 key lines of enquiry (KLOEs) included within this standard, STH has achieved assurance in 16,
which reflects the changes in HSE and PHE guidance introduced since the last report. The outstanding
KLOE requiring action is:
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.
There is a procurement process for air scrubbers and air purifiers which will be utilised in high-risk
areas. These have already been successfully installed in Charles Clifford Dental Hospital and the
inpatient renal wards at the Northern General Hospital. They have also been trialled favourably
within the Chesterman Wing to where their suitability in relation to size and noise which could
impact on health and safety and patient experience in the inpatient setting was monitored.
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 which is easy to achieve over the Summer but will be more of a challenge as the weather
becomes colder.
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 introduced from February - April 2021.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.
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MITIGATION
The issue is also being considered by the Task and Finish Group highlighted at 1.4 and will identify
responsibility for specific communications.
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 COVID19 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
MITIGATION
The Clinical expert Group and the IPC Pathway group have provided expertise in relation to appropriate
use of cohort facilities. Cohorting of patients in low prevalence is via E floor infectious diseases, or for
patients requiring speciality input care is provided in side rooms in speciality wards.
During increasing prevalence lessons learnt during the earlier waves will inform decisions about escalating
into identified cohort areas when numbers can no longer be managed just via the infectious diseases
pathway, considering all risks, IPC, environmental, speciality input requirements and overall patient flow
and capacity.
A new outbreak support pack of resources has been produced by the IPCT to support wards with
appropriate actions to take if identified as an outbreak and subsequent cohort ward.
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 action is the same as for 1.5.
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 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, this is used to document
mask type, date, fit tester including actions taken if fit testing fails. A meeting to process map the
migration of FFP3 records into the OH record is timetabled for July 2021.
Further to the BAF requirements, a letter from the reporting of health and social care outlining principles for
Acute Trusts to consider in relation to achieving and maintaining FFP3 resilience has been received. A
gap analysis of the current Trust position in relation to these principles is being undertaken and will be
reported to Gold Command during July.
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The completed Board Assurance Framework is available at Appendix 1, new changes to this version are
detailed in blue.
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 COVID19. The IPC accreditation
system has been formally reinstated with additional bespoke infection control and prevention support tools,
which include a COVID19 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 COVID19 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 will progress the
immediate and long-term identified requirements.
RECOMMENDATION
For the Healthcare Governance Committee 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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Infection Prevention and Control board assurance framework V1.6
New or amended KLOE’s are indicated in blue.

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
Systems and processes are in place to
ensure:
1) Infection risk is assessed at the front
door and this is documented in
patient notes.

Evidence

Trust wide and area specific
guidance published via
COVID19 intranet site.
·

Standard Wards:
Algorithm for
management of
emergency admissions
during COVID19
pandemic

·

Emergency admissions
pathway during the
COVID19 pandemic

·

COVID19: Executive
triage criteria for ED

·

Sampling for Covid19 at
STHFT from ED

·

COVID19 Guidance for
Outpatient/ Day case
area

Facility within Lorenzo to
document infection status
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Gaps in Assurance

Mitigating Actions

Infection status displayed on
the e- Whiteboards
Use of COVID19 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
The eWhiteboard provides a
list of patients that require a
swab, whether this is their 3day, 5 day or weekly swab
The eWhiteboard provides
compliance reports of swabs
taken and timely

2)

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
COVID19 intranet site.
·

Standard Wards:
Algorithm for
management of
emergency admissions
during COVID19
pandemic

·

Escalation of care;
Clinical Decisions

regarding escalation of
care for individual
patients who are
suspected or confirmed
positive for COVID19
·

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.

3)

That on occasions when it is
necessary to cohort COVID or nonCOVID 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
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
commissioned development
of
· PPE Outbreak
Support Pack to
support areas affected
by COVID
outbreak/setting up as
COVID cohort wards

4)

Monitoring of IPC practices, ensuring
resources are in place to enable

·

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

Hand Hygiene 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

compliance with IPC practice:
a) Staff adherence to hard
hygiene?
b) Staff social distancing across
the workplace.

FRSM wearing in Standard
Precautions audit via IPC
Accreditation Programme
Observations by Matrons/IPC
Team on visits to clinical
areas

c) Staff adherence to wearing fluid Documented IPC Assurance
support visits
resistant surgical facemasks
(FRSM) in:
·

Clinical

·

Non-clinical setting

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

Covid19 IPC Matron checklist
implemented incorporated
into How healthy is Your
Ward assurance overseen by

Report from Matron IPC visits
submitted to Nurse Executive
Group. This led to the
instigation of Covid19 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 to be
completed by July 2021.
Working safely During
Coronavirus nonclinical areas
guidance

Covid19 Risk assessment
-Safe Working Practices in
non-clinical areas
Nonclinical area
representation on the PPE
champions group.

Nurse Directors

5)

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

Covid19 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
·

Checklist for use by
local IPC/PPE

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

COVID19 assurance checklist
utilised by ICNs
Additional Matron IPC
support introduced from
February - April 2021
Report from Matron IPC visits
submitted to Nurse Executive
Group

champions per shift in
all areas to promote
best practice and
strengthen prevention
IPC Accreditation Programme
- all clinical departments
undertake a regular rolling
programme of a wide range of
IPC audits; supported by the
IPC Team

6)

Consider implementing the role of
PPE guardians/safety champions to
embed and encourage best practice.

PPE Champions already in
place and active throughout
pandemic with weekly
meetings
Role of checks by PPE
guardians/safety champions
per shift modelled via
Outbreak Task and Finish
Group
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 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
Team visits identified and
applied

Covid19 IPC Matron
checklist implemented
incorporated into How
Healthy is Your Ward
assurance overseen by
Nurse Directors

7)

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

8)

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
The IPC PPE and Patient

Pathway group are currently
considering additional testing
criteria in areas with high-risk
patients, (Renal, WPH, I1),
HASU/admissions wards that
cannot close
complex case mix, difficulty
segregating AGP procedures,
poor estate (air flow, inability
to open windows, narrow
corridors with limited storage)

9)

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
practice and strengthen
prevention

10) IPC measures in relation to COVID19 Trust induction for all staff
includes IPC measures for
should be included in all staff
COVID19
Induction and mandatory training.

11) All staff (clinical and non-clinical) are
trained in putting on and removing PPE;
know what PPE they should wear for
each setting and context; and have
access to the PPE that protects them for
the appropriate setting and context as
per National Guidance.

Mandatory training online
includes all IPC measures for
COVID19
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 COVID19
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 COVID19 intranet site
includes
·

Correct PPE selection
algorithm

·

STH COVID19 Personal
Protective Equipment
(PPE) Guidance and

·

Training videos on PPE
and donning and doffing

·

COVID19 Advice for NonClinical Staff

·

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

·

COVID19: when to wear
eye protection

·

PPE for community staff
during COVID19 outbreak

Fit mask testing programme
in operation since March
2020. Fit mask testing
supported by National
Procurement team
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.

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

12) 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 COVID19
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
Car usage guidance
developed for community
staff
Information displayed on
screen saver
13) 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
COVID19 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 COVID19 intranet site
14) 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
COVID19 guidance.
·

3466 – COSHH parent
risk for staff exposure.

·

3467 - FFP3 use.

·

3469 – Alternatives to
conforming gowns.

·

3455 – Parent risk
assessment for nonconforming PPE.

·

3457 – Non-conforming
visors.

·

3470 – Decontamination
of visors.

Infection Control risks
included on the Trust risk
registers
15) Risks are reflected in risk registers and
the board assurance framework where
appropriate.

Current risks on risk register
in relation to national
COVID19 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.
16) Robust IPC risk assessment processes
and practices are in place on non
COVID19 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

17) 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).

18) This Board Assurance Framework is
reviewed, and evidence of assessments
are made available and discussed at
Trust board.

Board Assurance Framework
submitted to both TEG and
HCGC.

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

Board assurance Framework
forms basis of IPC
Committee agenda from June
2021
Outbreak group convened
who meet weekly to review
outbreaks
Monthly Nosocomial report
submitted to Gold Command
and the Healthcare
Governance Committee.

20) 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

Covid19 IPC Matron
checklist implemented
incorporated into How
Healthy is Your Ward
assurance overseen by
Nurse Directors

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

Systems and processes are in place to
ensure:
1) Designated teams with appropriate
training are assigned to care for and treat
patients in COVID19 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

2) Designated cleaning teams with
appropriate training in required
techniques and use of PPE, are assigned

Domestic service staff have
had appropriate training
including FFP3 fit testing.

Gaps in Assurance

Mitigating Actions

to COVID19 isolation or cohort areas.
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.

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

PPE and cleaning
requirements are determined
by the individual area,
following the current Trust
algorithm.
Decontamination and terminal
decontamination is carried out
in line with the Trust agreed
cleaning standards based
upon the current National
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.

5) Increased frequency at least twice daily of
cleaning in areas that have higher
environmental contamination rates as set
out in the PHE and other National
Guidance.

Current frequency of higher
environmental areas is twice
daily with the additional
support of the Rapid
Response team for additional
contamination issues.
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
IPC audits - some undertaken
by the departments and some
by the IPC Team
Domestic Services continue
to provide support and
supervision to clinical areas
regarding cleanliness.

6) Cleaning is carried out with neutral
detergent, 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.

7) 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
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
IPC audits - some undertaken
by the departments and some
by the IPC Team

8) ‘Frequently touched’ surfaces e.g.
door/toilet handles, patient call bells, over
bed tables and bed rails should be
decontaminated more than twice daily
and when known to be contaminated with
secretions, excretions or body fluids.

The frequency of cleaning of
the frequently touched areas
has been increased across
the Trust in clinical and nonclinical areas to meet twice
daily as a standard minimum.
If contamination has occurred
additional cleaning by the
rapid response team is
undertaken
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
IPC audits - some undertaken
by the departments and some
by the IPC Team

9) Electronic equipment e.g. mobile phones,
desk phones, tablets, desktops &
keyboards should be cleaned a minimum
of twice daily.

Guidance in place;
Policy for the
Decontamination of Medical
Devices, Patient Shared
Equipment, Non-medical
Equipment and
Environmental Fittings
Computer Equipment and
Screen Decontamination
Policy for Clinical Areas and
the Community Setting
Additional Matron IPC support
introduced from February April 2021

Report from Matron IPC visits
submitted to Nurse Executive
Group
10) Rooms/areas where PPE is removed
must be decontaminated, ideally timed to
coincide with periods immediately after
PPE removal by groups of staff (at least
twice daily).

11) Linen from possible and confirmed
COVID19 patients is managed in line
with PHE and other National Guidance
and the appropriate precautions are
taken.

Designated areas have been
identified at ward level for
donning and doffing of PPE,
where these areas have all
been part of a formal zoning
process by the IPC experts
and are cleaned as per the
National Standards for
Healthcare Cleanliness.
Trust guidance in place:
Infection Prevention and
Control Policy for the
Management of Linen and
Laundry

12) 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, Nonmedical Equipment and
Environmental Fittings

13) 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, Nonmedical Equipment and
Environmental Fittings

14) Ensure 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

15) Ensure the dilution of air with good
ventilation e.g. open windows, in
admission and waiting areas to assist
the dilution of air.

domestic supervisorsavailable 24/7
Guidance of air exchange and Identified air exchange
flow times available on Trust
deficits across the Trust
intranet page.
COVID19 Infection
Prevention and Control
Guidance for Outpatient
areas
Enhanced review of air
exchanges across all sites
undertaken led by
microbiology

Ventilation committee led
by Estates established
Procurement process for
air scrubbers and purifiers
Air scrubbers and purifiers
deployed to high-risk areas
Risk assessment against
PHE guidance completed
and logged on risk register
Consultant microbiologist
to be formally consulted
with regard all new capital
estates schemes

16) Monitor adherence environmental
decontamination with actions in place to
mitigate any identified risk.

Guidance in place;
Policy for the
Decontamination of Medical
Devices, Patient Shared
Equipment, Non-medical
Equipment and
Environmental Fittings
RAVG poster to indicate
correct discharge cleaning
protocol
Guidance is in place to
ensure adherence of
environmental
decontamination: National
Standards of Cleanliness
2007

Decontamination Policy

17) Monitor adherence to the
decontamination of shared equipment
with actions to mitigate any identified
risk.

Documented training given to
key staff in all clinical areas
on the use of the Trust
recommended cleaning and
disinfection products
For all new equipment
purchases a
Decontamination Evaluation
Form is completed to ensure
the clinical areas is compliant
with cleaning processes for
shared equipment
IPC Accreditation programme
reviews cleaning and
disinfection products used on
patient shared equipment in
clinical areas

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
Systems and processes are in place to
ensure:

Evidence

1) Arrangements around antimicrobial
stewardship is maintained.

Antimicrobial policies in place
Restricted antibiotic policy
Antimicrobial usage
(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

Gaps in Assurance

Mitigating Actions

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.

4.

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

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
Systems and processes are in place to
ensure:

Evidence

Gaps in Assurance

Mitigating Actions

1) Implementation of National Guidance
on visiting patients in a care setting.

Visiting guidance in line with
national guidance and in
response to localised
prevalence for COVID19 in
place
Patient information leaflets
published to support
guidance.
Visiting arrangement
published on Trust public
website, Trust COVID19
intranet, publicised via social
media and other media
outlets

2) Areas in which suspected or confirmed
COVID19 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;
·

COVID19 Stop

·

COVID19 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
3) Information and guidance on COVID19 is
available on all Trust websites with easy
read versions.

Public website has a variety
of COVID19 information in
easy read versions
Trust intranet has COVID19
dedicated section with
information for public in a
variety of formats including
written, BSL and video.
Specific target audiences inc;

4) Infection status is communicated to the
receiving organization or department
when a possible or confirmed COVID19
patient needs to be moved.

·

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

Trust wide and area specific
guidance published via
COVID19 intranet site;
·

Standard Wards:
Algorithm for
management of
emergency admissions

during COVID19
pandemic
·

Emergency admissions
pathway during the
COVID19 pandemic

Infection status documented
in e-whiteboard to support
transfers within STH
Guidance re discharge
published on the Trust
COVID19 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 COVID19 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
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;
·

COVID19 Stop

·

COVID19 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

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
Systems and processes are in place to
ensure:

Evidence

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
COVID19 cases.

COVID19: 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 COVID19 Point of
Care Test (POCT) in
Accident and Emergency and
other direct admission areas.
Clinical management of
suspected complicated
COVID19
STH COVID19 Patient
Placement Advice
All patients screened on
admission, day 3 and day 5
Patient Placement Group
operational and meet weekly
24/7 hour access to IPC team
including virologist and
microbiology consultant
Audit of clinical assessment
and recording of POCT result
undertaken by AEM in April
2021 demonstrated 97%
compliance. Re audit due
June 2021

Gaps in Assurance

Mitigating Actions

The eWhiteboard provides a
list of patients that require a
swab; whether this is their 3
day, 5 day or weekly swab
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
COVID19 symptoms and to segregate
from non COVID19 cases to minimise the
risk of cross-infection as per National
Guidance.

COVID19: 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
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
COVID19 intranet site;
·

Standard Wards:
Algorithm for
management of
emergency admissions
during COVID19
pandemic

·

Emergency admissions
pathway during the
COVID19 pandemic

·

COVID19: Executive

triage criteria for ED
·

Sampling for Covid19 at
STHFT from ED

·

COVID19 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.
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
COVID19 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
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
Covid19 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) Face masks are available for all patients
and they are always advised to wear
them.

All information for patients or
visitors attending the Trust
premises includes mask
wearing guidance
Guidance for patients to wear
FSRMs within STH COVID19
Personal Protective
Equipment (PPE) Guidance
IPC support for high-risk
clinical areas encourages all
patients to wear FSRMs.
Covid19 IPC Matron checklist
implemented incorporated
into How Healthy is Your
Ward assurance overseen by
Nurse Directors

7) Provide clear advice to patients on use of
face masks to encourage use of surgical
facemasks by all inpatients (particularly
when moving around the ward) if this can
be tolerated and does not compromise
their clinical care.

Trust intranet guidance
Prevention of COVID19
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
COVID19 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
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
Covid19 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
9) 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
COVID19 intranet site;
·

Standard Wards:
Algorithm for
management of
emergency admissions
during COVID19
pandemic

·

Emergency admissions
pathway during the
COVID19 pandemic

·

Priority order for isolation
in single room

Zoning guidance produced
with associated signage and
available on COVID19
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) To ensure 2 metre social and physical
distancing in all patient care areas.

Trust wide bed spacing
review undertaken across all
hospital sites by Estates and
Central Nursing August 2021
Infographics on flooring/
seating/ washroom areas to
denote safe social distancing
Guidance provided by IPC
team and virology re zoning
in patient care areas
PPE and Patient Pathway
group meet fortnightly and
provide Trust wide advice
and local area specific
guidance

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

Audit to demonstrate
compliance

COVID cohort wards

11) For patients with new-onset symptoms,
isolation, testing and instigation of
contact tracing is achieved until proven
negative.

·

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

Trust wide and area specific
guidance published via
COVID19 intranet site;
Standard Wards: Algorithm
for management of
emergency hospital
admissions during COVID19
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

12) Patients that test negative but display or
go on to develop symptoms of COVID19

Daily review of side rooms
undertaken by IPC team and
Clinical Operations team
Guidance is included in Trust
wide and area specific

are segregated and promptly re-tested
and contact traced promptly.

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

guidance published via
COVID19 intranet site;
·

Standard Wards:
Algorithm for
management of
emergency hospital
admissions during
COVID19 pandemic

·

Re-testing of suspected
COVID19 patients

·

24/7 duty Matrons to
support patient placement

·

Patient placement
guidance

Patient screening guidance in
line with national guidance
The eWhiteboard provides a
list of patients that require a
swab; whether this is their 3
day, 5 day or weekly swab
The eWhiteboard provides
compliance reports of swabs
taken and timely

14) Patients that attend for routine
appointments who display symptoms of
COVID19 are managed appropriately.

COVID19 Outpatient
Guidance developed and
published on Trust intranet
COVID19 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
Systems and processes are in place to
ensure:
1) Separation of patient pathways and staff
flow to minimise contact between
pathways. For example, this could
include provision of spate entrances/exits
(if available) or use of one-way
entrance/exit systems, clear signage, and
restricted access to communal areas.

Evidence

Gaps in Assurance

Mitigating Actions

Entrances and exits identified
with signage.

Ownership and oversight
of communal areas
identified during Matron

Task and finish group set
up to determine ownership
and monitoring of
communal areas across
the Trust.

Patient pathway (blue, grey
and red) information available
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

2) All staff (clinical and non-clinical) have
appropriate training, in line with latest
PHE and other National Guidance to

Pandemic training including
respiratory training and PPE
guidance rolled out to staff in
March 2020.

IPC support introduced from
February - April 2021

Working safely During
Coronavirus nonclinical
areas guidance
Covid19 Risk assessment
-Safe Working Practices in
non-clinical areas

ensure their personal safety and working
environment is safe.

PPE group supported staff in
clinical areas correctly zone in
line with Zoning guidance and
risk assess local areas to
ensure safe working
environments.
Zoning guidance produced
with associated signage and
available on COVID19
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 nonclinical 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

·

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.

Asking for physical
distance

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 COVID19 intranet site
includes
•
Correct PPE selection
algorithm
•
STH COVID19
Personal Protective
Equipment (PPE) Guidance
and
•
Training videos on
PPE and donning and doffing
•
COVID19 Advice for
Non-Clinical Staff
•
Guide to Donning and
Doffing Level 2 PPE in a
Patient's Home
•
COVID19: when to
wear eye protection
•
PPE for community

staff during COVID19
outbreak
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
Learning Management
System (PALMS)training data

base utilised by the Trust

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

FFP3 fit testing recorded on
central data base linked to
ESR number in line with
national guidance
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
Covid19 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

6) Hygiene facilities (IPC measures) and
messaging are available for all
patients/individuals, staff and visitors to
minimise COVID19 transmission such as:
·

Hand hygiene facilities including
instructional posters.

·

Good respiratory hygiene
measures.

·

Staff maintain physical distancing
of 2 metres wherever possible in

·

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

Guidance on COVID19
intranet site
Key facts to support the
appropriate use of face
masks
in non-clinical areas
Posters displayed in prime
locations:
· Wearing a face

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.

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
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
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
beyond the risk of splash contamination
as per National Guidance.
9) Guidance on hand hygiene, including
drying should be clearly displayed in all
public toilet areas as well as staff areas.

Hand dryers identified by
Estates and functionality
disabled
Additional paper towel
dispensers installed.

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

Wash your hands more
often (easy read)

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

·

How to wash your hands.

·

Hand washing poster
(patient info PHE)

·

Wash your hands more
often for 20 seconds

·

Think COVID19; Wash
your hands after using the
bathroom (Poster)

·

STH Hand washing (Pull
up banner)

Hand Care Advice (Poster
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
COVID19 and tak 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.

Coronavirus Check for
Symptoms Poster circulated
and displayed
Process for COVID19 testing
both for staff and household
members established from
April 2020 and widely

advertised on Trust comms
and via the incident
command structure

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).

Reporting COVID19
Isolations; Guidance in place
Defining Localised
Prevalence for COVID19 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 COVID19
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 COVID19
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

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 COVID19
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
·

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
Systems and processes are in place to
ensure:

Evidence

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
Duty Matron 24/7

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

Visiting policy reviewed and
published in response to local
prevalence
Wards have access control
via staff identification card
Variety of banners and
signage available denoting
access restrictions

Gaps in Assurance

Mitigating Actions

Current ward status and
speciality displayed on Trust
intranet – updated daily.
3) Patients with suspected or confirmed
COVID19 are isolated in appropriate
facilities or designated areas where
appropriate.

Trust wide and area specific
guidance published via
COVID19 intranet site;
·

Standard Wards:
Algorithm for
management of
emergency admissions
during COVID19
pandemic

·

Escalation of care;
Clinical Decisions
regarding escalation of
care for individual
patients who are
suspected or confirmed
positive for COVID19

·

Priority order for isolation
in single room

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 COVID19 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 COVID19
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.
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

Patient movement overseen
by 24hr Patient Flow team
and 24hr Duty Matron cover.

Identified air exchange
deficits across the Trust

The Clinical expert Group and
the IPC Pathway group have
provided expertise in relation
to appropriate use of cohort
facilities. Cohorting of
patients in low prevalence is
via E floor infectious
diseases, or for patients
requiring speciality input care
is provided in side rooms in
speciality wards
During increasing prevalence
lessons learnt during the
earlier waves will inform
decisions about escalating
into identified cohort areas as
numbers can no longer be
managed via the infectious
diseases pathway,
considering all risks, IPC,
environmental, speciality
input requirements and
overall patient flow and
capacity.
A new outbreak support pack
of resources has been
produced by the infection
control team to support wards
with appropriate actions, if
identified as an outbreak and
subsequent cohort ward

appropriate patient placement.

Twice daily Clinical
Operations meeting attended
by IPC nurse to
Guidance in place;
Priority order for isolation in
single room

8.

Secure adequate access to laboratory support as appropriate

Key lines of enquiry
Systems and processes are in place to
ensure:

Evidence

1) Testing is undertaken by competent and
trained individuals.

Testing is included in Trust
wide, and area specific
guidance published via
COVID19 intranet site;
·

Standard Wards:
Algorithm for
management of
emergency hospital
admissions during
COVID19 pandemic

·

Sampling for Covid19 at
STHFT from ED

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

Gaps in Assurance

Mitigating Actions

accreditation
Taking a swab included in
both pandemic training and
IPC training. Included in
competency check of nonregistered and pre-registered
nursing workforce.
2) Patient and staff COVID19 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
COVID19 intranet site;
·

Standard Wards:
Algorithm for
management of
emergency hospital
admissions during
COVID19 pandemic

·

Sampling for Covid19 at
STHFT from ED

·

Re-testing of suspected
COVID19 patients

·

Use of COVID19 Urgent
test restricted to specific
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; whether this is their 3
day, 5 day or weekly swab
The eWhiteboard provides
compliance reports of swabs
taken and timely

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

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

Twice daily Clinical
Operations meeting attended
by IPC nurses identify delays
in result reporting
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.

5) Screening for other potential infections
takes place.

Data reports submitted to
Silver and Gold command
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

Use of COVID19 Point of
Care Test (POCT) in

COVID19 on admission.

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 COVID19 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; whether this is their 3
day, 5 day or weekly swab
The eWhiteboard provides
compliance reports of swabs
taken and timely

Guidance: Re-testing of
suspected COVID19 patients
8) That those emergency admissions who
test negative on admission are retested
on day 3 of admission, and again
between 5-7 days post admission.

Use of COVID19 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; whether this is their 3

day, 5 day or weekly swab
The eWhiteboard provides
compliance reports of swabs
taken and timely
9) That sites with high nosocomial rates
should consider testing COVID negative
patients daily.

10) That those being discharged to a care
home are being tested for COVID19 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.

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
meeting
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

Micro guide: Advice for
discharge or transfer
Daily IIPC review of

their remaining isolation.

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
procedures in an operating
theatre
Template letter - COVID19
Testing: for pre op patients
How to do a COVID19 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
Systems and processes are in place to
ensure:

Evidence

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

Gaps in Assurance

Mitigating Actions

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
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 have

commissioned development
of
Add outbreak package
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
directorates to support
communication of changes
Designated PPE section on
web page
Clinical Expert Group meet 25 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 COVID19
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
COVID19 PPE guidance
Waste Champions within all
clinical areas
Specific Covid waste
summary produced and
distributed
Policy embedded into
COVID19 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
COVID19.
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
Procurement supported ward
areas to identify PPE required
Areas for additional PPE
storage for COVID19.

10.

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

Key lines of enquiry
Systems and processes are in place to
ensure:

Evidence

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 COVID19 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

Gaps in Assurance

Mitigating Actions

may be at higher risk of
COVID19 complications.
QRISK3 assessment offered
to all STH Black, Asian and
Minority Ethnic (BAME) staff
aged 25 or over to inform an
assessment of their risks
from COVID19, and as a
guide to whether changes in
their working arrangements
may be required to mitigate
any increased cardiovascular
risk.
Staff screening for COVID19
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.
COVID19: Individual Staff
Impact Assessment guidance
published June 2020
Screening tool being further

developed by HR to be used
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
COVID19 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.

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.

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.
Guideline on COVID19 risk
stratification for at-risk staff
groups
Caring for People at Highest
Clinical Risk from COVID19
Process in place from May
2020 to provide further

support available to staff who
may be at higher risk of
COVID19 complications.
QRISK3 assessment offered
to all STH BAME staff aged
25 or over to inform an
assessment of their risks
from COVID19, 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

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

Guidance on use of powered
hoods on the intranet
Fit testers are trained in line
with Health and Safety
Executive (HSE) guidance
Record of fit testers on
PALMS
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.

Due to unprecedented
national supply issues with
FFP3 masks, on-going fit
testing continues Trust wide.
Monthly report to Gold
Command on the progress
with fit testing programme.

Fit check risk assessment
updated every 2 months to
reflect national guidance,
mask availability and testing
progress within STHFT
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
Support for Fit Testing from
national procurement team
Additional 74 fit testers
trained within STHFT

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
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

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.

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.

Reusable FFP3 mask now
available where other masks
don’t fit.
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.
COVID19 Management
Guidance available to
support all managers with
discussions
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.

Risk assessment not held on
OH record; Process required
on how to migrate information
on to OH record

Documented risk assessment
held on individuals personal
file
Process mapping meeting
arranged for July 2021

COVID19 Management
Guidance available to
support all managers with
discussions

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

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.

Risk assessment not held on Documented risk assessment
OH record; Process required held on individuals personal
on how to migrate information file
on to OH record
Process mapping meeting
arranged for July 2021

staff members personal record and
Occupational Health service record.

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.
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.

COVID19 Management
Guidance available to
support all managers with
discussions
FFP3 fit mask report
submitted to Gold Command
monthly
Risk assessment 3467 FFP3 use.
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.
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)

Wearing a face covering
(Poster)

if not wearing a facemask and in nonclinical areas.

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)

14) Health and care settings are COVID19
secure workplaces as far as practical,
that is, that any workplace risk(s) are
mitigated maximally for everyone.

15) Staff are aware of the need to wear
facemask when moving through
COVID19 secure areas.

Staff mask station (Poster)
with mask stations at every
entrance
Safe Work Practices in NonClinical Areas; Risk
Assessment Form completed
by all areas
Nonclinical areas supported
by appointed clinical area
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
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 COVID19, 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

Staff notified by Occupational
Health and provided with

recovery and return to work.

guidance on treatment and
recovery
Guidance; How to treat
Coronavirus at home
available to staff in print and
electronically.
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Andrew Cash

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

Strengthening our foundations

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

Working with patients and the
public

Empowering our workforce
Getting the best start in life
Better care for major health
conditions

Digitally enabling our system

Innovation and improvement
Reshaping and rethinking how we flex
resources

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
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Where has the paper already been discussed?
Sub groups reporting to the HEG:
Quality Group

Strategic Workforce Group

Performance Group

System governance groups:
Joint Committee CCGs

Acute Federation

Mental Health Alliance

Place Partnership
Finance and Activity Group

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 June 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
13th July 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 June 2021.
2.

Summary update for activity during June

2.1

Coronavirus (COVID-19): The South Yorkshire and Bassetlaw position

Like other parts of the country, SYB is seeing a similar rapid increase in rates of Covid. This is
linked to the increases in social mobility (back to pre-pandemic levels) and the Delta variant, now
dominant throughout England.
Cases of Covid are doubling in SYB on average every seven days which is a strong indication of
how quickly infections are rising. The spread is largest among unvaccinated groups with the 2024s and under 20s attributing to the latest surge in cases.
Fortunately, we are still not seeing any significant concern across our acute trusts in terms of bed
occupancy. Levels of occupancy are slowly rising, mostly with unvaccinated individuals but there
have not been any Covid-related deaths for seven days.
Public health data is still showing no clear evidence of stacking (passing of the virus between
younger to older and more clinically vulnerable members of the same household), but there is a
strong consensus among public health teams that cases will continue to rise sharply over the next
few weeks with current forecasting analysis anticipating cases will flatten-off during August.
In terms of our vaccination progress, SYB is performing well and targeting new eligible age groups
and improving access for greater numbers of our population.
As at 6th June, 96% of cohorts 1-4 have had their first dose and 89.9% have had their second
dose. For cohorts 5-9 this is 92% for first dose and 87.1% for their second. In cohort 10, the first
dose is 85.6% and second dose is 69.4%. For cohorts 11 and 12 (30 to 39-year-olds and 18-24year-olds), the first dose drops to 68.5% and 24.2% for second dose. This is not surprising given
the vaccination offer has only recently been available to cohort 12 and there is a minimum eightweek gap between doses.
Additional locations across SYB, including Montgomery Hall (Rotherham), Priory Campus
(Barnsley) and Bramall Lane (Sheffield), have been set up recently along with many others. This
has been especially useful in increasing our numbers of 18-20 year-olds vaccination numbers
which is encouraging, despite an overall slowing-down in the overall take-up of vaccines.
The ‘grab a jab’ campaign has enhanced the opportunities for individuals to come forward as this
is being offered on a drop-in basis leading up to the planned easing on the 19th July. The SYB
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programme is working hard to meet the targets set for each cohort by July 18th and every effort to
promote the offer is being made in the final two weeks
I would like to acknowledge SYB’s Vaccination Steering Group for co-ordinating the fantastic work
of primary, community and secondary care colleagues and the incredible support of local
authorities and volunteers throughout the vaccination programme.
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 June, discussions focused on the ongoing Covid
response and vaccination programme, urgent and emergency care and winter resilience, planning
and recovery and ICS development (including feedback from the NEY transition oversight group).
2.3

National update

2.3.1

Health and Care Bill

The government has now published a bill setting out how it intends to reform the delivery of health
services and promote integration between health and care in England. This is the first major piece
of primary legislation on health and care in England since the Health and Social Care Act 2012.
The bill will now make its way through Parliament which includes a second reading in the House of
Commons and then to Committee stage (expected in September).
It is structured in six parts:
Part 1: Health service in England: integration, collaboration and other changes
Part 2: Health and adult social care: information
Part 3: Secretary of State’s powers to transfer or delegate functions
Part 4: The Health Service Safety Investigations Body
Parts 5 and 6: Miscellaneous and general
The bill is on course to pass into law by April 2022 but is recognised that timescales are tight and
there much work to be done to finalise key elements of the bill.
The link to the bill is here: https://publications.parliament.uk/pa/bills/cbill/58-02/0140/210140.pdf
2.3.2

ICS Design Framework

NHS England and Improvement (NHSE/I) has set out the next steps for the development of
integrated care systems (ICS’) in the Integrated Care Systems Design Framework, which was
published in June.
The document sets out the headlines for NHS leaders and organisations to operate with their
partners in ICSs from April 2022. It is intended to help ICSs as they put in place the practical steps
to prepare for new functions that are expected to be enabled by legislation in. In SYB, our system
leaders had already started to sketch out future ways of working and are now carefully considering
the Design Framework within the established design and transition workstreams. As these
important areas of work progress, we will be incorporating both the framework and subsequent
guidance and resources into the SYB approach.
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2.4

Embrace Children’s Transport Service re-accredited

Embrace Yorkshire and Humber Infant and Children’s Transport Service has been re-accredited in
recognition of its life-saving care and commitment towards delivering quality patient care and
safety.
The transport service, part of Sheffield Children's NHS Foundation Trust, provides a team of
specialist doctors and nurses who travel with their patients by road ambulances, helicopters and
planes. It has been re-accredited by the Commission on Accreditation of Medical Transport
Systems (CAMTS) Global after being assessed on patient care and safety in the transport
environment.
2.5
Tailored approaches in primary care to support the support Covid vaccination
delivery programme.
Firefighters from South Yorkshire Fire and Rescue have been supporting Sheffield GP practices
with the Covid vaccination delivery programme. A number of fire service volunteers were trained
up as vaccinators by St John Ambulance as part of a national effort from fire services across the
country to help with the pandemic response.
This approach sits alongside the development of walk-in clinics in locations close to where people
live to encourage as much uptake as possible. This includes locations such as the St
Charles Borromeo Church in Attercliffe, Sheffield, leisure centres in Thorne, Adwick and the
Dearne Valley in Doncaster, the market in Barnsley town centre, the leisure centre in Maltby and
Rawmarsh customer services centre in Rotherham and the Kilton Forest Community Centre in
Worksop.
2.6
Acute Provider Collaborative among the finalists for the Procurement Project of the
Year at the Health Service Journal Partnership Awards.
During the early stages of the coronavirus outbreak a collaboration of nine trusts in South
Yorkshire, Bassetlaw and Lincolnshire worked with Crown Commercial Services (CCS) to
establish a single supplier contract for the purchase of multidisciplinary temporary healthcare
personnel with the prime group being doctor locums.
As a result, more than £1 million pounds was saved, which is around 6 per cent of the total locum
doctor spend. A collaborative tender on this scale is rarely seen across the NHS and a result, the
Collaborative reached the finals in the Health Service Journal Partnership Awards.
Ongoing work as part of the collaboration is expected to see agency fees for doctors in the area
fall which would deliver additional annual savings.
Congratulations to the procurement teams in each of the acute hospital trusts for reaching the final
in the Procurement Project category.
2.7

Your Covid Recovery campaign

A localised ‘Your Covid Recovery’ campaign was launched across SYB in June following
engagement with local people who said that they were unsure where to go or who to ask when
they had health questions after having Covid.
Uncertainty over issues such as how long should the cough last, when would taste and smell
come back, when to re-start exercising, and being unable to source advice and support from family
members were issues raised by the members of the public taking part in the insight.
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Partners in SYB came together to develop a local social media campaign using channels and
connections already in place to raise awareness of the national website, which addresses the
issues: https://www.yourcovidrecovery.nhs.uk/
2.8

SYB ICS Cancer Alliance

2.8.1

Virtual Showcase

The SYB ICS Cancer Alliance held a virtual showcase event on Friday, 25 June, which displayed
the breadth of work taking place to provide high quality, personalised care for anyone affected by
cancer in our region. After a challenging year, the event was an opportunity to reflect on the
achievements and advancements made by the broad range of people involved in cancer care.
Over 70 people attended the event which heard from the National Director for Cancer, Professor
Peter Johnson, Local MP and Mayor of the Sheffield City Region, Dan Jarvis, people directly
involved in the work of the Alliance from primary through to secondary care and beyond as well as
some key community and voluntary sector partners.
2.8.2

Do it For Yourself (DIFY) lung cancer awareness campaign launched

The pandemic has unfortunately impacted on the number of people coming forward with lung
cancer symptoms. In partnership with MSD, the Alliance has launched a lung cancer awareness
campaign to encourage people to make an appointment with their GP if they have had a cough or
have been breathless for three weeks or more.
The campaign features targeted advertising in Barnsley and Rotherham on buses, at bus stops, at
local amenities, on pharmacy bags and on local radio.
2.9

QUIT launches across SYB

The QUIT Programme, which has the potential to save up to 2,000 lives and 4,000 hospital
readmissions a year, has launched across South Yorkshire and Bassetlaw.
As partners are aware, the groundbreaking stop smoking programme is being delivered by SYB
ICS in partnership with Yorkshire Cancer Research, five local authorities and local Stop Smoking
Services.
Based on evidence from successful smaller schemes in Ottawa and in Greater Manchester, QUIT
is the largest project of its kind in the world and will transform the way smoking is tackled by the
NHS in the region. Rather than seeing smoking as a lifestyle choice, hospital staff across the eight
NHS Trusts in South Yorkshire and Bassetlaw now recognise it as tobacco addiction – a medical
condition they have a responsibility to treat as part of patients’ routine hospital care.
Every hospital patient in the region over the age of 12 years who smokes will now have access to
nicotine replacement treatments (NRT) and specialist stop smoking support during their hospital
stay from 45, trained Tobacco Treatment Advisers funded by Yorkshire Cancer Research.
Community-based stop smoking services will play a key role, ensuring medication and support is
continued after patients leave hospital to give them the best chance of beating their tobacco
addiction.
2.10

Queen’s Birthday Honours

Nurse Adele Hague, team leader for Sheffield Children’s 0-19 team, was awarded a British Empire
Medal (BEM) in the Queen’s Birthday Honours for her dedicated work in the community and for
her work setting up a testing service and vaccination clinics at Sheffield Children’s during the
Covid pandemic.
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Adele has worked at Sheffield Children’s for six years. Her normal role supports the coordination
of healthcare for children and young people across the city. She is a key part of the 0-19 service,
which helps ensure children are on track with their development and supports parents with the
challenges of parenthood, including helping them to learn new skills.
In March 2020, Adele volunteered to help with the Covid response. Adele trained as a Covid
tester, oversaw the admin team who running the testing service, organised the logistics of the
testing service and personally swabbed more than 2,000 people. Later in the year Adele was also
instrumental in launching the Covid vaccination clinics, being part of the team and personally
vaccinating hundreds of colleagues at Sheffield Children’s.
Dr Thushan de Silva, Honorary Consultant Physician in Infectious Diseases at Sheffield Teaching
Hospitals NHS Foundation Trust and Senior Clinical Lecturer at the University of Sheffield was
appointed a Member of the Order of the British Empire (MBE).
Since the start of the pandemic in the UK, Dr de Silva spearheaded the University’s research into
SARS-CoV-2. He leads the Sheffield Covid-19 Genomics group, which was formed in March 2020
as part of the national Covid-19 Genomics UK (COG-UK) Consortium to track the spread and
evolution of the virus.
Much of Dr de Silva’s work has been done in collaboration with the South Yorkshire Department of
Infection and Tropical Medicine at Sheffield Teaching Hospitals NHS Foundation Trust, where he
is an Honorary NHS Consultant. He cared for some of the UK’s first Covid-19 patients and has
continued to do so throughout the pandemic.
The annual Birthday Honours recognise individuals in society who have committed themselves to
serving and helping Britain. They often honour individual achievements such as making a
difference to a community, or in a field of work which changes or improves lives.
2.11

Rainbow garden opens at Doncaster Royal Infirmary

A remembrance ‘Rainbow Garden’ in memory of all those who have lost their lives to Covid
opened at Doncaster Royal Infirmary in June. It was made possible following donations of more
than £50,000 from residents and businesses.
In June 2020, colleagues at Doncaster and Bassetlaw Teaching Hospitals (DBTH) started to
fundraise with an ambition to create two spaces in honour of those affected by Covid, in particular
colleagues, Kevin Smith, Dr Medhat Atalla and Lorraine Butterfield, who sadly passed away from
the illness last year.
3.

Finance

As at month two (May) the system has a surplus of £17.8m which is £14.2m favourable to plan.
Financial plans at Month 2 exclude Elective Recovery Funding (ERF) and accelerator funding of
£49m and £8.5m respectively. No margin has been assumed on ERF funding. This will be
reflected in the Month 3 reporting. The ICS budgets including Cancer have a small underspend at
month 2 (£3k). £9.8m has been spent on capital in the first 2 months which is £0.7m greater than
plan. The ICS are still awaiting to hear what the financial framework for the second half of the year
will look like.

Andrew Cash
System Lead, South Yorkshire and Bassetlaw Integrated Care System
Date: 7th July 2021
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Summary ACP Director Report
July 2021

1. Strategic Update
1.1 Development of the 10 Year Vision for the ACP
•

The vision was approved by the ACP Board in May 2021, members of that Board (Chairs and Chief
Executives of the seven partners) agreed to work with their own organisations’ decision making
structures to subsequently agree, endorse, and ratify this long term vision, within the next two
months, with an aim to more formally launch the vision in September 2021.

•

Prior to the date of this report the draft vision had been to the Boards (or equivalent) of Sheffield
CCG, Voluntary Action Sheffield and Sheffield Teaching Hospitals. Comments received at those
sessions will be reflected in the final version.

• We are now working with the University of Sheffield and independent filmmakers to work with
members of the public who are willing to be part in the video case studies, with the aim of making
the vision more accessible through telling their stories.
1.2 Response to DHSC’s White Paper and the development of the ACP
•

As agreed at the last ACP Board meeting, we are working Hill Dickinson to draft and update our
Memorandum of Understanding, setting out our vision, values, behaviours, how we will work
together, make decisions, resolve differences of view, in order to strengthen our partnership. A
working draft of this will be brought to the September Board meeting

•

We continue to align the work of the ACP and Joint Commissioning Committee with regular
meetings now scheduled between the key directors and ongoing work to develop a joint
outcomes framework for the city. As part of this work we are also beginning to develop a
more structured mechanism to ensure the work programmes of the ICS are increasingly
linked into and visible to those working on related programmes at Place. The objective is to
avoid duplication of effort and to ensure we are well placed to take advantage of offers of
resource / support for our work at place.

1.3 Meeting and connections with Core Cities
•

We are convening an initial discussion with other Core Cities about their development of
Place partnerships – and involving Nuffield Trust in this discussion. At the first meeting in
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early August, we will consider whether and how we want to continue to work together,
potentially establishing an informal network of core cities’ place partnerships
1.4 Local Area Committees
•

The core ACP team met with the Local Area Committee elected members and lead officers in
July to introduce the work of the partnership and begin conversations about how the work of
the partnership could and should link into communities across Sheffield. It was agreed that a
follow up conversation would be arranged to enable discussions on the following issues:
o Public engagement and transparency.
o Future models of community leadership
o The future relationship between place-based (Sheffield) working and local area for
smaller populations

1.5 ACP Board arrangements
•
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It was agreed at the June 2021 ACP Board that during this time of transition from CCG to ICS
the Chair of the ACP Board would remain as Tony Pedder in an interim position. Work will
begin now on a recruitment process for a more permanent Chair to be in post by April 2022.

ACP Focus areas

This section is summarised and not exhaustive. Further details about any of these points available on
request.
2a. Integration
•

Post lockdown arrangements: The lifting of most Covid guidance and legal restrictions in
England is planned for 19 July 2021. Health and care settings are expected to continue to
maintain appropriate infection prevention and control processes as necessary and this will
be continually reviewed. We agreed that we would align approaches where possible and
appropriate and support each other in. Sheffield partners shared their latest plans, policies
and thinking about working practices after 19 July 2021 and came together to discuss
organisations’ positions in relation to ongoing infection control requirements for staff and
service users (e.g. home working arrangements, social distancing and the wearing of face
coverings in health and care settings and in council buildings) post 19th July. The session
ensured consistency of approach across our ACP where appropriate and where differences
existed between organisational positions, these were understood by each partner.

•

Planned Care - The Planned Care Board, having reviewed data and information about
different clinical specialties, has agreed its areas of focus on shared, cross-system
opportunity/challenge. The programme structure and working groups have been agreed and
in many cases inaugural meetings held. Work will include:
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o Developing end to end pathways in areas of respiratory, cardiology and neurology.
Rather than focus on individual diagnoses, it has been agreed that the programme will
focus on one or two symptoms which cut across multiple specialities, and across different
settings of care (primary, secondary). These were breathlessness (incorporating
cardiology and respiratory), and transient loss of consciousness (TLOC, incorporating
neurology and cardiology)
o Some core initiatives for all specialities are being rolled out – including patient initiated
follow up (PIFU), strengthening the CASES model and enhancing triage arrangements,
telephone and video-based consultations
o Key enabling workstreams will include work on a new community phlebotomy model,
diagnostics and training
o

Work is ongoing to develop a parallel programme of work for planned care systems for
children

The work is closely linked in to the ICS Accelerator programme and the Cancer Network
•

A broad programme of work continues in the city to improve mental health crisis care. Key
points to note since the last report:
o Funding has been secured for a 16-17 year old safe space pilot. Currently in final stages
of deciding on a provider for the service
o It has been agreed that a system ‘lessons learnt’ review will be undertaken following a
series of cases where people had long waits in A&E to access mental health
assessment and/or support
o A mapping exercise has been completed to understand how staff access crisis mental
health support for their clients in the city
o Ongoing work to develop the specification for a new Crisis Care and Peer Support
Model for the city, to include community hubs and a city centre offer
o

•

Completed tender exercise for sustained approach to Online Support for CYP mental
health support

Children’s work – The Children and Young people’s programme of work continues to make good
progress. Key points to note since last report:
•

Healthy Minds programme continues to be rolled out across the city. Commissioners
working with locality leads to develop a more robust approach to locality funding that
builds on current good practice. Linked to this the team are putting together a bid for the
Autism in Schools programme to improve the physical environments within schools as
well as provide additional support to parents and children
4

•

The Great Start in Life plan is now complete with leads identified for each area of
development and timescales agreed. The purpose of the strategy is to maintain a culture
of partnership working within Early Years with a focus on prevention so that all families
achieve the best outcomes for their children and to work with our communities to find
opportunities to provide earlier support and further improve our service offer to families
by sharing and developing good practice

•

Sheffield has been successful in getting ICS funding for another Mental Health Support
Team (MHST) in schools - starting training in Jan 2022

•

Recruited to Keyworker Role (3 system-wide roles)- expected start in summer 2021, for
working with children and families where there are high support needs/complex
LD/ASC/MH as part of NHSE/Children’s

•

Discharge pathways continued to undergo scrutiny and development throughout the
pandemic, work being led through the Sheffield Discharge Group (SSDIG). As Covid numbers
start to rise again, SSDIG has developed a costed plan across community, social care,
independent provision and from the voluntary sector for ‘surge’ capacity through the rest of
the year, including anticipated winter demand. This plan will take advantage of additional
national funding

•

Urgent primary care: a clinical summit to develop our urgent primary care offer was held in
June, with attendance from primary care providers and commissioners across Sheffield. The
meeting discussed and identified strengths, challenges and opportunities for next steps
relating to primary care provision about urgent care. Specific next steps and propositions for
developing our offer are now in development. Specific next steps and propositions to
develop the primary care urgent pathways are now in development."

•

The Strategic Estates Group held a workshop on 14th May, bringing together Estates leads
and Strategy leaders from across the ACP, ICS and other local partners. It was agreed that the
work of the group would take a service-based approach not an estates asset-based approach,
focusing on where working together brings benefit to the population of Sheffield. The
outputs of the session will be used to start the development of a strategy for Sheffield which will
be fed into the ICS estates strategy development

2b. Inequalities
•

Our Racial Equity and Inclusion Group (REIG) is reviewing its core purpose and
membership. One of its priorities over the coming year will be to drive a programme of
work to ensure that the ACP becomes an actively anti-racist partnership.

•

Three EDG members are taking part in a 6-month reciprocal mentoring programme with
leaders of BAME-led community organisations, to; raise awareness of the lived
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experiences of our city’s minority ethnic people and communities; incorporate difference
of voice and thinking into EDG conversations; improve understanding within the VCS of
how health and care operates and to increase visibility of the role of the VCS in health and
care.
•

We are undertaking an quantitative analysis of planned and unplanned hospital
admissions data to get a deeper understanding of health outcomes and how inequalities
present in health and care settings in Sheffield: looking at the impact of socioeconomic
background for people with different ethnic backgrounds.

2c. People
•

The ACP has been shortlisted for two CIPD (Chartered Institute of Personnel and
Development) awards:
o The work and impact of the REIG’s ‘communities’ subgroup has been shortlisted for
the ‘Best Community Initiative’, and
o Leading Sheffield has been shortlisted for the ‘Best Learning and Development
Initiative: public/3rd sector’.
Winners will be announced at the end of September.

•

A series of events focused on system leadership to develop a ‘community of leaders’ has
been launched, starting with a ‘Conversation with a Leader’ with Shahida Siddique on 26th
July.

•

We have submitted a request for further funding to support an additional 24 staff across the
ACP to be trained as trainers in the half day ‘What Matters to You’ course, which more than
200 people from across all ACP partners have now attended, in line with our commitment to
person-centred approaches.

•

The ACP’s public advisory group (the IAC Forum), managed by Healthwatch, discussed digital
exclusion and pharmacy transformation work in the last month.

•

We agreed with participants that the third cohort of Leading Sheffield would complete early
due to ongoing work pressures and the continued interruption to the programme. We are
working with all the participants from this cohort to ensure they are able to continue their
system leadership development through other means and will enable them to connect back
in with Leading Sheffield when the covid situation allows.

•

HR Directors from across the ACP will be convening in the next month to discuss and agree
how we should collectively drive forward the people agenda in line with our workforce
strategy and 10-year vision.
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