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PURPOSE OF THE REPORT 

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

 
KEY POINTS 

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

1. External Visits, Accreditations & Inspections 
2. Update on Peer Review: Acute Oncology  
3. Thrombosis Update 
4. Medical Gases 
5. Radiation Safety 
6. Serious Untoward Incident Update 

 
Other governance matters discussed by the Trust are included in separate papers submitted to 
the Board of Directors (for example the Care Quality Commission Inspection Reports) 
 
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  11 December 2013 
Board of Directors Dr David Throssell  18 December 2013 

D 
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1. EXTERNAL VISITS, ACCREDITATIONS & INSPECTIONS 
 

This report informed the Committee of recommendations received during the previous 2 
months following external visits, accreditations and inspections.  An action plan is produced if 
the external body highlights concerns about non-compliance with national standards.  

 
� British Standards Institute (BSI) visited Clinical Engineering (July 2013). No issues were 

identified, continuing certification was recommended and no action plan is required. 
 

� Local Education and Training Board conducted quality assurance on the Clinical Skills 
Centre in Medical Education (September 2013). All standards were met and no action plan 
is required. 

 
� NHS Quality Control North West inspected the Pharmacy Aseptic Unit at WPH (July 

2013). Low risk deficiencies were identified, an action plan is awaited.  
 
 
2. UPDATE ON PEER REVIEW:  ACUTE ONCOLOGY 

 
This paper notified the Committee that the area for improvement identified by the Cancer Peer 
Review Programme during their visit to the Trust on 19 June 2013 in relation to Acute 
Oncology Services has been resolved and will not be formally followed up any further. 

 
 
3. THROMBOSIS COMMITTEE UPDATE 
 

The purpose of this report was to highlight to the Committee of the progress for the STHFT 
Thrombosis Committee. 

 
The following key points were noted: 

 
• The national CQUIN target for assessment of adult-inpatient admissions for their risk of 

developing hospital-acquired thrombosis increased to 95% in April 2013.  In addition to this 
the requirement to undertake root-cause analysis of hospital-associated thrombosis was 
introduced, with incremental targets throughout the financial year. This process has been 
undertaken routinely since October 2011. 

• The local CQUIN target to determine whether patients in certain specialties have been risk-
assessed for VTE and prescribed appropriate thromboprophylaxis continued into 2013/14. 

• The use of the NHS Safety Thermometer to measure harm associated with venous 
thromboembolism has continued into 2013/14 

• A Thrombosis Nurse Specialist was appointed in November 2012 and improvements in the 
treatment pathway of patients diagnosed with a deep vein thrombosis have been 
undertaken as a result. 

• An additional pharmacist was appointed in September 2013 as part of the response to 
minimise the risks associated with the use of anticoagulants, including the introduction of 
the use of the new oral agents. 

• The Thrombosis Committee continues to review the risk register entry regarding 
anticoagulant therapy and support the haematology directorate in its work to minimise 
anticoagulation risks within Sheffield Teaching Hospitals. 
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4. MEDICAL GASES 
 

The purpose of this report was to summarise the work of the Medical Gases Committee. 
 

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 continues to meet four times per annum with 
high levels of multidisciplinary support from a variety of clinical, estates, corporate services 
and pharmacy staff. 

 
 Over the last twelve months the following items have been competed: 
 

• Medical Gases pipework Medaes valve Risk Assessment completed. 
• Medical Gases Policy and site-specific Operational Procedures finalised. 

Implementation underway 
• Medical Gases Out Of Hours cover – cross-site pharmacy rota now in place, estates 

staff being trained to take responsibility as medical gases “Authorised Person”. 
• Action Cards in the Event of Piped Medical Gases Failure updated 
• New Pipe Work to Link the B Floor Manifold 
• Installation of a New Manifold for Firth Wing 
• New CO2 manifold built as part of the RHH A floor development. 
• New vacuum plant and medical air compressor at Jessop Wing operational. 
• Medical gas cylinder risk assessment re-audit. 
• Problems caused by the bulk liquid oxygen supplier overfilling the VIE storage tanks, 

resulting in burst discs and loss of oxygen have been addressed. 
• One of the areas that was being addressed over the past year was the recent change in 

oxygen prescribing.  Audit results had showed the Trust performed better than the 
previous year but other hospitals had made better progress.  This issue is being 
addressed by the new Clinical Gases Committee.  The form for prescribing oxygen has 
now been updated and rolled out. 

 
The following Medical gases incidents were reviewed and actioned during the year: 

 
• NGH Theatre 1 – 6 Manifold Incident August 2012  
• Chesterman Manifold Cylinder Incident September 2012 
• CICU Gas Alarms Incident December 2012 
• Burst oxygen cylinder incident Chesterman 3 

 
 
5. RADIATION SAFETY UPDATE 
 

This paper summarised for the Committee the work of the Radiation Steering Group 
between April 2012 and March 2013. 

 
The purpose of the Radiation Safety Steering Group (RSSG) is to monitor the use of 
radiation (ionising and non-ionising) within the Trust in order to ensure the safety of staff, 
public and patients and to establish a framework to provide assurance that the Trust is 
compliant with the requirements of the Ionising Radiation Regulations 1999 (IRR 99), 
Ionising Radiation (Medical Exposure) Regulations 2000 (IR[ME]R 2000), Environmental 
Permitting Regulations 2010 (EPR2010), Management of Health and Safety at Work 
Regulations 1999, Control of Artificial Optical Radiation at Work Regulations 2010 and 
other relevant legislation. 

 
The Trust has well-established systems and processes in place for continuing safe use of 
ionising and non-ionising radiation and all areas meet with the requirements of radiation 
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safety legislation.  There are no issues of regulatory compliance to bring to the Trust’s 
attention at this time. 

 
 
6. SUI AND NEVER EVENT UPDATE 
 

The following key points were highlighted: 
 
One new incident was reported during the period following the October HCGC meeting. 
 
Missed Follow up  
 
A patient was receiving treatment and required surgery: in addition they required tests from a 
different specialty. There was no follow up with either service until late 2013 when further tests 
were undertaken..  The patient was admitted as an emergency but unfortunately they sadly 
died.  The family have met with Trust representatives. This had been discussed at the Serious 
Untoward Incident Group and agreed that learning from this incident will be shared across the 
Trust.   

 
Never Event Improvement Plan 
 
The Trust has commissioned an external review of theatre practice and activities to provide 
assurance and identify areas for improvement   
. 


