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PURPOSE OF THE REPORT 
 
The Healthcare Governance Committee Summary updates the Board of Directors on aspects of Healthcare 
Governance recently reviewed on behalf of the Board of Directors, outlining the current position and, where 
appropriate, providing an update on performance. 
 

 
KEY POINTS 
 
This summary aims to provide an overview of the significant matters reviewed by the Healthcare Governance 
Committee on behalf of the Board of Directors over the last month, which include: 
 

1. Care Quality Commission (CQC) Compliance 
2. Electronic Clinical Assurance Toolkit (e-CAT) update 
3. External Visits, Accreditations and Inspections Report 
4. Security Annual Report 2013/14 
5. Monthly Staffing Report 
6. Medical Gases Committee Update 
7. Radiation Safety Steering Group Annual Report 
8. Update of Incidents Reported as Serious Untoward Incidents (SUIs) and Never Events 
9. Improving Incident Reporting 
10. Emergency Preparedness, Resilience and Response (EPRR) Assurance Process 
11. Complaints and Feedback Dashboard 

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

 
IMPLICATIONS 

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

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

 
APPROVAL PROCESS 
Meeting Presented Approved Date 
TEG Dr David Throssell  10th December 2014 
Board of Directors Dr David Throssell  17th December 2014 
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1. CARE QUALITY COMMISSION (CQC) COMPLIANCE 
  

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

• Information Of Concern 
 
Cardiac Surgery Review: The external reviewers Professors Toft and Keenan had made unannounced 
visits to Cardiac theatres in October and had the opportunity of observing theatre practice prior to and 
during surgery.  The reviewers would be undertaking 1:1 meetings with cardiac theatres staff from 26-
28 November 2014. 
 
Endoscopy: The report of the review was being finalised and the actions identified would be included 
in the Action Plan which had been developed to ensure retention of JAG accreditation. 
 

• Inspection Planning Update 
 
The CQC had announced the next group of acute care providers to be inspected between January 
and April 2015; STH were not included in this list.  The new CQC Key Lines of Enquiry had been 
mapped at a Corporate level.  All areas of the Trust had been asked to undertake a self-analysis of the 
evidence they would use to show compliance with each CQC Key Line of Enquiry.  Each item required 
a RAG rating and this would be used to identify strengths and weaknesses across the Trust.  The 
deadline for completion of the spreadsheet was 31 December 2014. 
 

• CQC Strategy and News Update  
 
The CQC had produced their annual ‘The State of Healthcare and Adult Social Care in England’ 
report.  (CQC State of Care Report).  They had also published Cracks in the Pathway – People’s 
Experience of Dementia Care as they Move Between Care Homes and Hospitals.  The demographic 
growth of this cohort and the effects of their care needs on providers were well documented, but the 
CQC examined the experience of patients and service users following the pathways between 
residential and acute care.  All CQC reports would be used to inform inspection planning for the STH 
inspection. 
 

• CQC inspections  
 
Two inspection reports released during the last month are linked below: 
 
- Chelsea and Westminster Hospital NHSFT – Requires Improvement Chelsea & Westminster NHSFT 
- Mid Yorkshire Hospitals NHS Trust – Requires Improvement Mid Yorkshire Hospitals NHS Trust 

 
2. STHFT ELECTRONIC CLINICAL ASSURANCE TOOLKIT (E-CAT) REPORT 
  

The Healthcare Governance Committee was provided with an update on the e-CAT.  The following key 
points were highlighted: 
 

• E-CAT had been updated and re-profiled to reflect the STH corporate strategy rather than the 
standards contained within the historical Standards for Better Health. 
 

• Scores were not directly comparable to those of previous years, due to changing e-CAT and to reflect 
the STH strategy; however, the overall impression was one of improvement. 
 

• The theme with the highest overall score was 2.2 basic areas: physical, which covered areas such as 
nutrition and hygiene. 
 

• The theme with the lowest overall score was 5.2 development, which covered the development of 
staff. 
 

• The highest scoring individual areas were Brearley 5 and Neonatal follow up unit (97%). 
 

• The various tools within e-CAT had been used more effectively than in the previous year. 
 
The new PALMS system for recording of mandatory training would help address some of the lower reported 
scores. Community Services were also expanding the use of e-CAT. 



Page 2 

3. EXTERNAL VISITS, ACCREDITATIONS AND INSPECTIONS REPORT 
  

The Healthcare Governance Committee were presented with an update on external visits, accreditations and 
inspections and the following key points were highlighted: 
 

• New Recommendations Received  
 
A Fire Service Enforcement inspection was undertaken in the Hadfield Wing and an Action Plan had 
been written and implementation commenced. 
 
A further action had been identified resulting from the GMC visit in October 2014 which raised specific 
issues with the training and recording of delegated consent training to junior doctors.  The procedures 
in place for delegating consent and recording of who has been trained were found to be acceptable 
however compliance with this process was found to be poor. 
 

• Tracking Action Plans 
 
The Patient and Healthcare Governance Department tracks progress with the action plans to provide 
assurance that non-compliance is addressed.  The tracker for action plans had been updated in nine 
areas and work was ongoing to continue monitoring. 

 
4. SECURITY ANNUAL REPORT 2013/14 
  

The Healthcare Governance Committee were presented with the Security Annual Report and the following 
key points were highlighted: 
 

• Physical assaults towards staff had increased, although this was often a symptom of a medical 
condition.  22 of these had police involvement which had resulted in sanctions. 
 

• Security staff had been included in mandatory training and on the Trust induction for new staff. 
 

• All security issues are dealt with robustly – all are evaluated and reported to NHS Protect which 
publishes an annual report.  STH has reported well in this. 

 
• A new Non-Executive Director with responsibility for Security needed to be appointed. 

 
The quality of the report and significant activity of the Security Team was noted.  Overall this was a useful 
and informative report. 
 

5. MONTHLY NURSE & MIDWIFERY STAFFING REPORT 
  

The Healthcare Governance Committee were presented with the Monthly Nurse Staffing Report and the 
following key points were highlighted: 
 

• For each of the 72 clinical inpatient areas, the optimal number of hours of nursing or midwifery staff 
time required for day shifts and night shifts had been calculated for the month and the actual fill rate 
had been recorded. 
 

• Overall the actual fill rate for shifts for Registered Nurses was 95.2% and for other care staff against 
planned levels was 92.2% during day shifts.  Overall the actual fill rate for shifts for Registered Nurses 
against planned levels was 92.7% during night shifts and for other care staff the actual fill rate was 
103.1%. 
 

• This report details those areas where there was a variance of greater than 15% (locally agreed 
threshold) between actual fill rates and planned staffing levels.  The reasons for the variance were 
given and any actions being taken were detailed. 

 
It was confirmed that work was ongoing with HR and education providers to drive recruitment.  It was difficult 
to attract new staff in some areas of the Trust due to the nature of the role.  In one area in particular, rotating 
staff was being considered as an option and offering student placements in areas where these were not 
currently available. 
 
Of a workforce of approximately 4,500, the net number of vacancies was circa 80 wte.  In comparison to 
some other Trusts, this was low.  Recruitment takes place twice each year for newly qualified staff.  The 
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Trust will continue to monitor nursing and midwifery staffing levels. 
 

6. MEDICAL GASES COMMITTEE UPDATE 
  

The Healthcare Governance Committee were presented with and update and the following key points were 
highlighted: 
 
The Trust Medical Gases Committee was established in response to the requirements of Medical Gases 
Health Technical Memorandum 02-01: Medical gas pipeline systems. Part B: Operational management.  The 
committee continued to meet 4 times per annum with high levels of multidisciplinary support from a variety of 
clinical, estates, corporate services and pharmacy staff. 
 

• Update on the ongoing issues reported to the HGC November 2013: 
 
1. Historically-unfunded cost pressures (resulting from the evolutionary change by the clinical 

directorates to use lightweight cylinders with integral regulator/flowmeter, for which no supporting 
business case was submitted). It had not been possible to identify additional funding (other than 
the standard 2% non-pay inflationary uplift), but better management of medical gas cylinders had 
reduced expenditure by 15% and halved the overspend.  Work was ongoing to maintain this 
progress. 

 
2. The HTM dictates that medical gases alarm panels should be in a 24hr manned position which is 

the case as they are in the security control room, but there were previously also several central 
plant alarm panels scattered across the central campus which caused staff anxiety in Jessop Wing 
when they were activated, despite all necessary actions being taken by security, estates and 
pharmacy staff.  This issue was now resolved as the unnecessary alarm had been removed. 

 
3. Response to a potential claim against the Trust following skin burn caused by escaped entenox 

gas whilst changing a cylinder.  Although the claim was rejected and the incident closed by the 
NHSLA, the delivery and recording of appropriate training had been addressed by the new Trust 
policy. 

 
• Other issues addressed over the 12 months to October 2014: 

 
1. Trust-Wide Medical Gases Policy and Site Specific Operational Procedures – after widespread 

consultation and the incorporation of feedback these documents were eventually finalised this 
autumn.  A detailed implementation plan was in progress. 

 
2. Review and follow-up of Trust-wide medical gas related risk register entries. 
 
3. Out of hours cover for Medical Gas Pipe System AP (Authorised Person) – improvements to 

Estates on-call cover arrangements and the quality of information provided when manifold alarms 
go off. 

     
4. Oxygen cylinder storage audit and action plan completed. 
 
5. Old Nitrous Oxide Manifold A29 RHH decommissioned (replaced by new one on C road). 
 
6. Updated oxygen prescription chart – achieving compliance was still proving to be a challenge and 

updated charts were still being piloted. 
 
7. RHH VIE Bursting Disc Incident investigated (delivery driver error) and appropriate remedial action 

taken. 
 
8. Incident on Brearley 4 (fire caused by cigarette lighter plus oxygen via nasal cannula) – 

investigation and follow up. Changes to Trust Smoking Policy recommended. 
 
9. Improved system for the safe storage and disposal of solid carbon dioxide (dry ice) implemented. 
 
10. Amended arrangements for the supply of liquid nitrogen. 

 
 

7. RADIATION SAFETY STEERING GROUP ANNUAL REPORT 
  

The Healthcare Governance Committee were presented with the Radiation Safety Steering Group Annual 
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Report the following key points were highlighted: 
 

• Letter of Co-operation with the University 
 

A document reflecting the changes in arrangements between STH and the University had been drafted 
and had replaced the existing appendix in the Radiation Safety Policy. 
 

• Externally reportable incidents 
 

The HSE and DoH had not been able to come to an agreement in respect of a joint reporting process 
for radiation incidents and the Trust was required to continue to report to the HSE and CQC 
separately.  New joint legislation was planned for the future, but it was not clear who the regulator for 
this would be. 
 
Difficulties had been encountered in the interpretation of the IRMER regulations with respect to 
exposures ‘much greater than intended’ and unjustified exposures.  Clarification had been sought from 
the IRMER Inspectorate and the STH reporting criteria amended accordingly.  The changes would 
result in a higher number of incidents being reported externally via the Trust SUI group, but it was 
stressed that this was not as a result of an increased number of incidents. 

 
• Major Trauma 

 
CT protocols for major trauma had been successfully implemented. 

 
• MRI Quench Pipe Inspections 

 
Discussions were taking place with Estates regarding quench pipe inspections which were required in 
order to comply with the Pressure System Safety Regulations 2000 (PSSR).  The Regulations require 
a written scheme of examination and regular inspection by a competent person to ensure that the pipe 
is patent.  For this the competent person was provided by the insurers that the Trust uses for this type 
of inspection.  As such Bureau Veritas had been asked to contact the MRI Physicist, Dr P Wright, to 
make the appropriate arrangements. 
 

• Reported Incidents – Internal 
 

A total of 289 radiation incidents were between April 2013 and March 2014, three being of moderate 
severity and one major.  There were no catastrophic incidents. 

 
All high priority actions had been completed. 
 
It was confirmed that in relation to radiation incidents no patients had come to any permanent harm and that 
when making this judgement, clinicians assessed the increased risk of any radiation exposure over a number 
of years. 
 

8. UPDATE OF INCIDENTS REPORTED AS SERIOUS INCIDENTS AND NEVER EVENTS FROM 10 
OCTOBER TO 5 NOVEMBER 2014 

  
The Healthcare Governance Committee were presented with an update and highlighted the following: 

 
• Two new incidents had been reported: 

 
Insertion of Wrong Lens 
Following routine cataract surgery it was identified at a follow up clinic that the wrong lens had been 
inserted.  Initial investigations indicated that the lens inserted was the one that had been requested 
prior to the operation but this was then found to be incorrect.  A detailed investigation was ongoing. 

 
Delayed Diagnosis 
A CT scan was undertaken in 2009.  This showed multiple cysts within the right kidney and one was 
classified as a Bosniak cyst.  However, the Bosniak classification category, which helps in assessing 
the risk of malignancy, was not documented on the report and the patient was discharged back to the 
care of the GP.  In May 2011 the patient was referred back to Urology and an MRI taken in June 
identified widespread metastatic disease and the patient died in August that year.  A full investigation 
was underway. 
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• Ongoing Incidents 
 

Six SUIs were currently being investigated and the final reports were being compiled. 
 

• Three incidents had been closed: 
 

Kidney Transplant Post-Op Management 
Action taken: A renal-specific post-transplant anticoagulation protocol had been written, the 
“Management of the Deteriorating Kidney Transplant Recipient” had been added to the H@N 
protocols for transplant recipients. 
 
Orthopaedic Surgical Site Infections  
Action taken: Planned work to theatres 3 and 4 would comply with HTM standards, a re-audit of 
compliance with NICE guidance on normothermia would be undertaken, and a wound surveillance 
program was in place. 
 
Pressure Ulcer  
Action taken: Documentation audits to be undertaken for wound care, moving and handling and 
DNACPR and improvement action taken where needed. 

 
Mr Mike Reed, an Orthopaedic Surgeon from the North East with a specialist interest in Surgical Site 
Infection, had been invited to visit the Orthopaedic Directorate during December to review infection control 
processes and make recommendations as necessary. 
 

9. IMPROVING INCIDENT REPORTING 
  

The Healthcare Governance Committee were updated on improving the reporting of incidents the following 
key points were highlighted: 
 

• Sheffield Teaching Hospitals had been identified as having a low incident reporting rate to the 
National Reporting and Learning System. 
 

• This indicator was used on the CQC Intelligent Monitoring report and was graded as ‘Amber’. 
 

• A number of changes had been made to the Datix system which would result in a modest increase. 
 

• Ultimately the work aimed to ensure staff were identifying and reporting near misses as well as 
incidents resulting in harm. 

 
While it was acknowledged that the Trust needed to increase its incident reporting levels, the comparison of 
like for like figures over the same months for 2013 and 2014 show a significant increase.  In order to continue 
this trend it is important for the Healthcare Governance Team to understand what barriers exist which 
discourage staff from reporting incidents, and to continue to promote good practice.  Further research was 
being undertaken to identify these issues. 
 
The coding for incident reporting had been reviewed and that there were two categories: ‘clinical’ and ‘non-
clinical’.  There were then sub-codes beneath the main categories.  There were currently 20,000 incidents 
reported each year within STH, with more than half being clinical, the majority of these relate low risk 
incidents. 
 
NHS England had highlighted this as a cause for concern as the overall reporting rate per 100,000 
admissions had fallen when benchmarked against other organisations.  An action plan was required to 
provide assurance.   
 
A further paper would be presented at the February 2015 meeting. 
 

10. EMERGENCY PREPAREDNESS, RESILIENCE AND RESPONSE (IPRR) ASSURANCE PROCESS 
  

The Healthcare Governance Committee received an update on the EPRR Assurance Process and the 
following key points were highlighted: 
 

• A self-assessment against the relevant core standards had been undertaken which identified the 
level of compliance for each standard. 
 

• The total number of Core Standards was 51.  The Trust was fully compliant (green) for 37, with 10 
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not compliant (amber) but with evidence of progress included in the work plan for the next 12 
months.  The Trust had no red standards.  4 were not applicable. 
 

• Where the Trust was not fully compliant the action required and timetables were identified in the 
improvement plan. 

 
11. COMPLAINTS AND FEEDBACK DASHBOARD 
  

The Healthcare Governance Committee received the Complaints and Feedback report which highlighted the 
following key points: 
 

• This was the first month of a new style ‘dashboard’ report. 
 

• The number of new complaints received had decreased, from 110 in August 2014 to 109 in 
September 2014. 
 

• The Patient Services Team (PST) resolved 106 concerns in September 2014, compared to 110 
concerns in August 2014. 
 

• The overall number of complaints and concerns combined (complaints and PST enquiries) had 
decreased from 220 in August 2014 to 215 in September 2014. 
 

• The Trust had responded to 120 complaints in September 2014.  This was the highest number since 
March 2014.  47% of complaints were recorded as being upheld.  This was the second consecutive 
month since the ‘partially upheld’ category was removed in April 2014 where the number of not 
upheld complaints was greater than the number of upheld complaints. 
 

• Monthly response time performance in September 2014 was 86%, an increase from 78% in August 
2014. 
 

• Surgical Services and Emergency Care continued to be the Care Groups with the highest number of 
overdue complaints. 

 
Due to the recent restructures of the Care Groups, some of the figures may vary from previous reports.  This 
would adjust once the governance structures had settled.  It was also highlighted that trends were discussed 
in further detail in a suite of reports produced in addition to this overarching dashboard. 
 

 


