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FOREWORD 
 
 
This Quality Report details the quality improvement priorities taken forward during 2011/12 and 
describes the quality improvement priorities for the year ahead. 
 
It also reviews the quality of services provided by the Trust, and includes comments from our main 
Commissioners (NHS Sheffield), Sheffield Local Involvement Network (LINk), Trust Governors, and 
the Sheffield Health and Community Care Scrutiny Committee for Sheffield City Council. 

 
Although this is a Trust report that is intended for patients and the public some parts have to be 
written in the way required by Monitor, the Independent Regulator of Foundation Trusts, and the 
Department of Health.  To make the information clear to the reader we have included this required 
text in a box. 

 
This year the Trust will produce a summary version of this document to make the report content more 
accessible for a wider audience.  This will be available on the Trust website or from Sandi Carman 
(details below). 

 
It is hoped that this Quality Report tells you what you want to know about services provided by 
Sheffield Teaching Hospitals NHS Foundation Trust.  We believe it will be of interest and value to 
patients and the public as well as those who commission our services. 

 
If you have any comments on the content of the Quality Report, or how it is written, please contact: 

 
 
 
 
 

Mrs Sandi Carman 
Head of Patient and Healthcare Governance 
0114 2266489 
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PART 1 
 
1.1 STATEMENT ON QUALITY FROM THE CHIEF EXECUTIVE 

I am delighted to introduce the Sheffield Teaching Hospitals NHS Foundation Trust Quality 
Report 2011-2012.  This has been a significant year for the Trust as we became the provider 
organisation for Adult Community Services in the Sheffield area.  This initiative complements 
the overall strategic direction of the Trust to bring about an integrated pathway of care for 
patients. 
 
We have made significant progress over the year against our quality improvement priorities. 
Our successes include exceptionally low levels of MRSA blood stream infection, continued 
improvement in Stroke Care Services, and improvement in the diagnosis and treatment of 
venous thromboembolism. 
 
I am also pleased to report we were awarded the Dr Foster Trust of the Year (North) in 
recognition of our record in delivering excellent clinical outcomes in a safe environment. 
 
Despite the many successes during the year, there have been disappointments in some 
areas.  Most notably we have had more cases in 2011/2012 of Clostridium Difficile than our 
challenging target.  But we have been working hard to understand the nature of these 
infections to inform future actions and have seen a marked improvement in our Clostridium 
Difficile rates towards the end of the financial year. 
 
In November 2011 we received a Rule 43 letter from the Coroner following an inquest into the 
death of an older person.  These letters are written when the Coroner feels further 
improvement actions need to be implemented following a death.  This letter highlighted 
concerns regarding the completion of early warning scores and fluid balance charts and the 
need to ensure that any necessary action is then undertaken.  In our response to the Coroner 
we have detailed the changes made to the way we care for patients and we continue to 
monitor the progress of these actions. 
 
During 2011/2012 we have worked hard to find new and better ways to involve front line 
clinical staff in improving services for patients.  This Quality Report describes just some of 
these successes.   
 
2012/2013 will continue to see a significant period of transition and challenge for the 
organisation.  The Government has set out a National programme of financial reform for the 
NHS known as the Quality, Innovation, Productivity and Prevention (QIPP) initiative.  This 
centres around developing new and innovative ways to provide the same service but with less 
resource whilst maintaining quality.  Like all other NHS Trusts, Sheffield Teaching Hospital is 
now in the process of developing plans to address these challenges.  Our Efficiency 
Programme will seek to minimise the impact on patients and staff.  These are challenging 
times and we will work hard, through our efficiency programme, to fully engage our staff, 
patients, carers and the wider health and social care community to ensure that any changes 
have minimal impact on patients, staff and the quality of our services. 
 
As well as taking forward the quality improvement priorities detailed in this Quality Report, 
2012 will see the launch of our new Corporate Strategy which sets the direction for the 
organisation for the next five years.  The quality of our services over this period is paramount 
and therefore we have developed a supporting Quality Strategy to ensure that quality remains 
our top priority. 
 
 
To the best of my knowledge the information contained in this Quality Report is accurate. 
 
 
 
Sir Andrew Cash OBE 
Chief Executive 
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PART 1 
 
 
1.2 INTRODUCTION FROM THE MEDICAL DIRECTOR 

This is the third year that the Trust has published a report about the quality of its service.   
 
Quality Reports enable NHS Foundation Trusts to be held to account by the public, as well as 
providing useful information for current and future patients.  This Quality Report is an attempt 
to convey an honest, open and accurate assessment of the quality of the care patients 
received during 2011/2012.  Whilst it is impossible to include information about every service 
the Trust provides in this type of document, it is nevertheless our hope that the report we 
present here will give you confidence in our ability to deliver safe, effective and high quality 
care.   
 
We have consulted widely on which quality improvement priorities we should adopt for 
2012/2013 and hope that changes made to the report this year make it more informative and 
useful to the reader. 
 
As with previous Quality Reports we have developed the quality improvement priorities in 
collaboration with representatives from NHS Sheffield, the Local Involvement Network (LINk) 
and Sheffield Health and Community Care Scrutiny Committee.  This year the Trust has held 
five meetings with LINks representatives (Helen Rowe and Tony Whiting) from December 
2011 – May 2012.  This partnership approach has enabled feedback from LINks to be 
considered in the production of this Quality Report. 
 
This work is overseen by the Quality Report Steering Group, whose membership includes 
Trust staff including managers and clinicians and Trust Governor representatives. To 
recognise the recent addition of Community services the membership was reviewed to 
include a Community and Primary Care Services representative. All of the improvement 
priorities proposed apply equally to community and hospital based services. 
 
The remit of the Steering Group is to decide on the content of the Quality Report and ensure 
the Trust’s quality improvement priorities are practical and achievable and address key 
elements of quality including patient safety, the effectiveness of clinical treatment and the 
patient experience.  Meeting the regulatory standards set out by the Department of Health 
and Monitor, the Independent Regulator for Foundation Trusts, also forms part of this Group’s 
remit.   
 
In the production of this report we have also taken into account the comments and opinions 
from internal and external parties on the 2010/2011 Quality Report.  The proposed quality 
improvement priorities for 2012/2013 were agreed by the Trust Board of Directors on 24 May 
2012.  The final draft of the Quality Report was sent to external partner organisations for 
comments on xx April 2012 in readiness for the publishing deadline of the 31 May 2012. 

 
 
 
 
 

Professor Mike Richmond 
Medical Director 
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PART 2 PRIORITIES FOR IMPROVEMENT AND STATEMENTS OF ASSURANCE FROM THE 
 BOARD 

2.1 Priorities for Improvement 
 

2.1.1 Priorities for Improvement 2011/2012 - Overview 
 

Last year we set five priorities for improvement.  Our focus on these priorities 
have delivered many improvements; these are summarised below and are 
explained further in this section 

 
 Achieved Almost 

Achieved 
Behind 

Schedule 
Priority 1 – Improving the Care Received by 
Older People Using Our Services 

   

Improve nutritional assessment and treatment   X 
Reduce pressure ulcers    
Implement the dementia care pathway    

Priority 2 - Improving the Diagnosis and 
Treatment of Venous Thromboembolism  

   

95% of patients who have been identified as being 
at risk of thromboembolism (VTE) to receive 
appropriate preventative treatment. 

  

 
 

Priority 3 – Reducing Hospital Acquired Infection    

Monitor Methicillin Sensitive Staphylococcus Aureus 
(MSSA) 

   

Reduce Methicillin-Resistant Staphylococcus Aureus 
(MRSA) 

   

 Reduce Clostridium Difficile cases   X 

Priority 4 - Continued Improvement in Stroke 
Care Services 

   

Appropriate treatment on Stroke Unit    

Priority 5 – To Improve the Patient Experience by 
Reducing the Number of Operations Cancelled 
for Non-Clinical Reasons 

   

Reducing the number of operations cancelled for 
non clinical reasons 

  X 

 
 

2.1.2 Priority 1 – Improving the Care Received by Older People Using Our 
Services 

Nutritional Assessment 

Target 

70% of patients aged 65 or over to be screened using the Malnutrition 
Universal Screening Tool (MUST) and 60% of those who are identified as 
being at risk to then receive a subsequent nutritional assessment. 

 
Outcome 

40% of patients aged 65 or over received a Malnutrition Universal Screening 
Tool (MUST) screen on admission (sample Audit 161 patients February 
2012). 

 
Of those aged 65 or over and identified as being at risk i.e, MUST score of 2 
or more, 67% went on to receive an appropriate care plan. 

 
This unfortunately is a deterioration on the historical achievements for 
nutritional assessment, despite a focus on improvement. 
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The MUST screening tool is currently embedded in different places within the 
nursing documentation.  This has recently been streamlined and can now 
only be found on the weight chart.  The weight chart now encourages a 
review of the trend of weight as well as the MUST score and is easier to 
locate in the new core screening booklet.  The core screening booklet is for 
all inpatients and contains all the necessary charts required for admission 
rather than individual pieces of paper. It was noted during analysis of the data 
that wards who piloted this chart had higher completion rates for MUST.   

 
The core screening booklet is currently being reviewed by the Nurse 
Directors for sign off prior to launch.  Nurse Directors will also receive their 
audit results per directorate to disseminate to their clinical areas to 
encourage improvements.  This audit will be repeated in the coming year. 

 
Pressure Ulcers 

Target 

10% reduction in Grade 2 or above hospital acquired pressure ulcers 
 

Outcome 

Having achieved a reduction in the number of hospital acquired Grade 2 or 
above pressure ulcers during 2011/12, the Trust will continue to take forward 
work in this area.  Firstly, the Safety Thermometer, a safety measurement 
tool, which is being introduced nationally, will allow us to monitor the 
prevalence of pressure sores in our services as well as the incidence of 
pressure ulcers.  Secondly, building on the integration of services following 
the merger with Community services the focus will broaden from those 
pressure ulcers which develop in hospital to those pressure ulcers which 
develop whilst patients are in the care of the Trust irrespective of the setting. 

 
Hospital acquired pressure ulcers (Grade 2 or above)  
2010/11 – 320 cases 
2011/12 – 282 cases 

 
 

Dementia Care Pathway 

Target 

Design and implement a new multi professional care pathway for patients 
with dementia and implement a dedicated training programme 

 
Outcome 

During 2011 we produced an integrated multi professional care pathway for 
patients suffering with both dementia and delirium.  The pathway 
incorporates best practice as published by the National Institute for Health 
and Clinical Excellence and is easily accessible to staff through the Trust 
intranet site.  Implementation of the pathway commenced in December 2011 
and will be expanded across the Trust over the coming year. 
 
The pathway is supported by a dedicated training programme in dementia. 
The development of the programme has included collaboration with the 
University of Sheffield in order to run bespoke workshops for staff to enhance 
skills specific to their roles. 
 
Over 150 front line staff have already accessed this course since January 
2012 and more courses are planned. 
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Feedback from attendees has been very positive: 
 
“This course enhanced my professional practice by encouraging me to 
consider my own practice when caring for patients with dementia; informing 
me of the care pathway for patients with dementia and also the assessment 
of delirium” (attendee January 2012). 

 
“This course enhanced my professional practice by …. Making me see 
people with DEMENTIA as PEOPLE with dementia and helped me feel 
calmer about caring for patients and how to communicate more effectively 
and provide better care for them and their families” (attendee February 2012). 

 
 

2.1.3 Priority 2 – Improving the Diagnosis and Treatment of Venous 
Thromboembolism (VTE)  

 
Target 

95% of patients who have been identified as being at risk of 
thromboembolism (VTE) to receive appropriate preventative treatment. 

 
Outcome 

The Trust has made good progress in this area but did not achieve the target 
of 95% of patients who have been identified as being at risk of 
thromboembolism (VTE) receive appropriate preventative treatment. 
 
The national Commissioning for Quality and Innovation (CQUIN) target for 
VTE risk assessment requires that at least 90% of patients are assessed on 
admission to hospital for their risk of VTE.  STHFT has achieved this target 
since February 2011. 
 
A locally VTE CQUIN target was agreed that audited a sample from four 
high-risk surgical areas (general/colorectal, orthopaedics, gynaecology and 
urology).  To achieve the target, patients had to be risk assessed and receive 
appropriate preventative treatment.  The target was 75% in October to 
December 2011 (Quarter 3), and 90% in January to April (Quarter 4).  STHFT 
achieved both these of targets, with 78.25% and 90.25% overall respectively.   
 
During July to December 2011 (Quarters 2 & 3) a Trust-wide audit was 
carried out of the NICE Quality Standards for VTE.  Data was collected on 
656 patients from over 50 wards.  534 patients (81%) were assessed to be at 
increased risk of VTE and 93.4% of those patients received appropriate 
preventative treatment.  Action plans are currently being drawn up to improve 
compliance levels in those specialities that failed to meet the target.  Future 
monitoring will be through the CQUIN target which will continue into 2012/13, 
and the “Safety Thermometer” (a safety measurement tool) which will assess 
whether at-risk patients are managed correctly. 
 
Hospital acquired thrombosis (HAT) is defined as VTE occurring during a 
hospital admission or within 90 days of discharge.  We are now undertaking 
root cause analysis (detailed investigation) of HAT to identify the lessons that 
can be learned and ways to further improve the care we provide to patients.  
An intranet website is also being developed so that staff can access all the 
information about VTE prevention and treatment in one central place. 
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2.1.4 Priority 3 – Reducing Hospital Acquired Infection 

 
Methicillin Sensitive Staphylococcus Aureus (MSSA) 

 
Target 

To collect information on cases Trust attributable MSSA bloodstream 
infections.  Examine the information, device methods of reducing the number 
of cases. 
 
Outcome 

Having collected data for just over a year the Trust is beginning to 
understand both the prevalence of MSSA bloodstream infections and the 
specialties with which these infections are most commonly associated.  In 
the coming year work will be undertaken with these specialties aimed at 
reducing the incidence of MSSA bloodstream infections.  The focus will vary 
depending on the specialty but there will be a particular focus on improving 
the care of intravenous lines which deliver fluid to the heart and reducing the 
potential for infections in surgical wounds. 
 

Methicillin-Resistant Staphylococcus Aureus (MRSA) 
 

Target 

To maintain or reduce the number of MRSA Trust attributable bloodstream 
infections when compared with 2010/2011 figures. 

 
Outcome 

The Trust has continued to reduce the numbers of MRSA bloodstream 
infections to a point where they are virtually eliminated.  The challenge going 
into 2012/13 will be to maintain MRSA bloodstream infections at this low 
level.  To achieve this, the focus will remain on screening and decolonising 
those patients who are found to be colonised (have it on their skin) with 
MRSA. 

 
MRSA Bloodstream Infections 2010/11 – 9 cases 

2011/12 – 2 cases 
 

Clostridium Difficile 
 

Target  

To achieve a year on year reduction in a number of cases for Trust 
attributable Clostridium Difficile. 

 
Outcome 

Although the Trust has achieved a year on year reduction in the number of 
cases of C.difficile, it was very disappointing not to have achieved the target 
of 134 cases it was set.  In particular in the first half of the year the number of 
cases was higher than in previous years.  The implementation of a 
comprehensive action plan with a particular focus on the deep cleaning of 
wards, supported by further investment helped to achieve a significant 
reduction in the number of cases of C.difficile the Trust recorded each month.  
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Based on the performance that has been achieved in the second half of the 
year, 53 cases of C.difficile, the Trust are confident that the target of 134 will 
be achieved in 2012/13, by continuing to implement the strategies which 
have proved to be successful during 2011/12. 

 
 

2.1.5 Priority 4 - Continued Improvement in Stroke Care Services 
Target 

To ensure that over 80% of patients spend at least 90% of their time on the 
Stroke Unit and that high risk Transient Ischaemic Attacks (TIAs) are 
assessed and investigated within 24 hours. 
 
Outcome 

91% of patients spend at least 90% of their time on the stroke unit.  100% of 
high risk TIAs were assessed and investigated within 24 hours. 

 
 

2.1.6 Priority 5 – To Improve the Patient Experience by Reducing Number of 
Operations Cancelled for Non-Clinical Reasons 

Target 

768 cancellations or less in 2011/2012 
 

Outcome 

During 2011/12 the Trust cancelled 1001 operations on the day of surgery. 
 
Unfortunately we have not met the target this year as a result of the 
pressures from emergency admissions.  Emergency workload is 
unpredictable and the number of beds which are available each morning can 
change very quickly.  As a result Directorates will try to ensure as many 
elective procedures as possible are booked to take place.  This may mean 
that late cancellations then take place if the bed is required for an emergency 
admission.   
 
At very busy times this maximises the number of patients who have their 
procedure as planned and patients are advised that this may be the case.  To 
ensure that the number of on day cancellation is reduced in January 2012 we 
transferred 28 orthopaedic elective beds to the Royal Hallamshire site as this 
site is not affected by emergency workloads.  We will continue to monitor this 
through the Trust Performance Management systems. 

 
Year Cancelled Operations 

2008/2009 879 
2009/2010 690 
2010/2011 768 
2011/2012 1001 
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2.1.7 Priorities for Improvement 2012/2013 
 

This section describes the Quality Improvement Priorities that have been 
adopted for 2012/2013.  These have been agreed by the Quality Report 
Steering Group after discussion with patients, clinicians, Governors, LINk 
representatives overview and Overview and Scrutiny Committee and 
Commissioners.  These were approved by the Trust Board of Directors on 24 
May 2012.  The Trust has compared hospital and community service 
priorities for the coming year choosing five areas to focus on which span the 
domains of clinical effectiveness, patient experience, patient safety and 
quality-holistic care. 
 
These priorities reflect issues high on the National agenda.  In addition to 
these priorities for improvement there are many quality improvement 
proposals in the new Quality Strategy and the Commissioning for Quality and 
Improvement (CQUIN) Programme. 
 
Priorities for 2012/2013 Quality Report are: 

 
Clinical Effectiveness – reduced length of stay 

1. Reduce Length of stay 

Through a systematic process of review identify areas for 
improvement in length of stay across the organisation.  Establish 
improvement plans to achieve necessary reductions in length of stay 
compared to national benchmarks (Dr Foster Benchmark 
comparators). 

 
Patient Experience - communicate better 

2. Discharge Letters for GP's 

Improve the quality of immediate discharge letters sent to General 
Practitioners (GPs) by auditing the content of letters within each 
Directorate against an inventory of parameters agreed with NHS 
Sheffield. Deficiencies identified during this process will be 
addressed by action planning at Directorate and Trust level. 

 
3. Giving patients a voice - Make it easier to communicate with the 

organisation 

Making what we've got work well - to improve the response rate by 
20% for frequent feedback forms and comments cards.  By promoting 
the processes and demonstrating effectiveness.  For example 
through case studies and 'you said - we did' feedback. 
 

Safety - deliver harm free care 
4. Review Mortality rates at the weekend 

Review in detail the Trusts position with regards to Mortality at the 
weekend and identify any significant differences, review causes and 
implement improvements as required 

 
Quality:  Holistic Care - to promote a good experience for those with 
mental health problems or dementia 

5. Improve Dementia Awareness 

Undertake environmental audits across all appropriate directorates 
and put in place improvement plans to address areas of concern 
(Link to the Kings Fund Dementia work and ward essential 
maintenance programme) 
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2.1.8 Detailed Objectives Linked to Improvement Priorities 

 
Priority 1  
Clinical Effectiveness – reducing length of stay 

Our Aim 
 

Through a systematic process of review identify 
areas for improvement in length of stay across the 
organisation.  Establish improvement plans to 
achieve necessary reductions in length of stay 
compared to national benchmarks (Dr Foster 
Benchmark comparators) 

Past 
Performance 
 

Measurement of length of stay can be undertaken in a 
number of different ways.  We will review the most 
appropriate measurement tools over the duration of this 
project. 

For the purpose of this report we have used ‘Spells’ to 
measure performance.  A ‘spell’ can be classed as an 
episode of inpatient care but may involve different clinical 
teams and treating consultants. 

Although average length of stay is declining, we are 
aware that this can hide local variation in performance, 
this project aims to reduce this variation. 

Financial Year Average Spell LOS 
2009/10 3.2 days 
2010/11 3.1 days 
2011/12 2.9 days  

Key Objectives 
 

Ensure timely information to each clinical area to help 
understand length of stay at a speciality level and 
support the directorate teams to identify opportunities for 
improvement. 

Provide speciality level benchmark information to support 
performance improvement. 

As required identify areas for improvement and put in 
place clear, measurable improvement plans. 

Review lessons learnt from the ongoing Geriatric Stroke 
Medicine improvement work on patient flow and length of 
stay to assess the degree to which the learning can be 
spread to help improve other areas of the organisation. 

Measurement 
and Reporting 
 

Regular update reports will be provided to the Trust 
Executive Group and final outcomes will be reported in 
the Quality Report 2012/13 

Board Sponsor 
 

Professor Mike Richmond 

Implementation 
lead 

Dr Tom Downes (tbc) 
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Priority 2 
Patient Experience – communicate better 

Our Aim 
 

Improve the quality of immediate discharge letters 
sent to GPs by auditing the content of letters within 
each Directorate against an inventory of parameters 
agreed with NHS Sheffield. Deficiencies identified 
during this process will be addressed by action 
planning at Directorate and Trust level. 

Past 
Performance 
 

The quality of immediate discharge notes is variable, 
sometimes poor and has been a frequent cause for 
complaints from General Practitioners.  No formal audit 
of the quality of these documents has previously been 
made across the Trust. 

Key Objectives 
 

To formally audit the proportion of discharge notes sent 
to General Practitioners which: 

1. Are clearly legible 

2. State a clear diagnosis 

3. Identify the Consultant responsible for the patient’s 
care 

4. Set out follow-up arrangements and clearly explain 
any actions required by the General Practitioner after 
discharge 

5. Include a complete, legible and accurate drug list 

And where necessary to draw up an action plan to 
address areas of poor performance identified by the 
audit. 

Measurement 
and Reporting 
 

An audit, in each clinical directorate will take place during 
April - June, followed by the drawing up of action plans to 
address areas of poor performance in July - September.  
Performance will be re-audited in October – December 
(Quarter three) and January – March (Quarter four). 

Final outcomes will be reported in the Quality Report 
2012/2013. 

Board Sponsor 
 

Professor Mike Richmond 

Implementation 
lead 
 

Dr David Throssell 
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Priority 3 
Patient Experience – Listening to patients 

Our Aim 
 

Making what we've got work well.  To improve the 
response rate by 20% for frequent feedback forms 
and comments cards. By promoting the processes 
and demonstrating effectiveness. For example 
though case studies and 'you said - we did' 
feedback. 

Past 
Performance 

The following table summarises historical responses to 
requests for feedback 
 

 2010/11 2011/12 
Comment cards 434 591 
Website comments 170 172 
Picker patient survey 
responses 

Not available  2480 
 

Key Objectives To offer a broad range of methods to capture patient 
feedback. 

To provide directorates with rich, meaningful patient 
experience data at ward level. 

To identify trends and themes in patient feedback. 

To make service improvements based on feedback from 
patients. 

Measurement 
and Reporting 

Monthly complaints and feedback reports. 

Monthly update reports on Picker Frequent Feedback 
results. 

Quarterly Trust Wide Patient Experience Reports. 

Final outcomes will be reported in the Quality Report 
2012/2013. 

Board Sponsor Professor Hilary Chapman 

Implementation 
lead 

Patient Partnership Department. 
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Priority 4 
Safety – deliver harm free care 

Our Aim 
 

Review in detail the Trusts position with regards to 
Mortality at the weekend and identify any significant 
differences, review causes and implement 
improvements as required 

Past 
Performance 

 
 2010/11 2011/12 

Hospitals Standardised 
Mortality Ratio 

91 87 

Standardised Hospital 
Mortality Indicator 

Not 
applicable 

86 

Although the Trust has historically very good 
performance in this area it is important to understand any 
variation linked to weekend activity. 

Key Objectives The Trust will establish four projects linked to reducing 
mortality 

1. Enhancing 24/7/365 services 
2. Review systems for measurements 
3. Reducing harm and deterioration 
4. Promoting excellence in End of Life 

As part of this work the Trust will look specifically at 
mortality rates for weekend admissions and discharges. 

Measurement 
and Reporting 

Regular update reports will be provided to the Trust 
Executive Group and final outcomes will be reported in 
the Quality Report 2012/13 

Final outcomes will be reported in the Quality Report 
2012/2013. 

Board Sponsor Professor Mike Richmond 

Implementation 
lead 

Dr Andrew Gibson and Dr Des Breen 
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Priority 5 
Quality - promoting a good experience for those with mental health problems or 
dementia 

Our Aim 
 

Undertake environmental audits across all 
appropriate directorates and put in place 
improvement plans to address areas of concern 
(Link to the Kings Fund Dementia work and the ward 
essential maintenance programme) 

Past 
Performance 
 

Historically the Trust has not specifically considered the 
needs of Dementia Patients when undertaking 
refurbishment plans.   

Key Objectives 
 

Essential maintenance or ward development schemes 
ensure the work is influenced by best practice identified 
from the Kings Fund Dementia environmental audit.  
Develop a model ward to be used as an exemplar of 
good practice for other sites (Brearley 7). 

Actively promote attendance on the Dementia Care 
training courses. 

Continue to embed the role out of the dementia care 
pathway and review compliance across the Trust. 
 

Measurement 
and Reporting 

CQUIN etc. 

Final outcomes will be reported in the Quality Report 
2012/2013. 

Board Sponsor Professor Mike Richmond  

Implementation 
lead 

Dr Rob Ghosh [need to confirm] 
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2.1.9 How did we choose these priorities?  
 

 
Discussions and meetings with LINks representatives, Trust 

Governor representatives, Clinicians, Managers, and 
members of the Trust Executive Group 

and Senior Management team 

Topics suggested analysed and grouped into four key themed areas 
 

Clinical Effectiveness 
Patient Experience 

Patient Safety 
Quality:  Holistic Care 

and priority workstreams proposed

 
 

Priority work streams used as a basis for wider discussions with all 
Stakeholders 

 
Review by Trust Executive Group to enable the Chief Nurse and 

Medical Director to inform the Board 
on our priorities 

 
 

Board of Directors  
sign off these priorities in May 2012 
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The Trust considers equality, diversity and human rights in every aspect of what it does and regards 
the components of equality, diversity and human rights as essential when considering delivery of a 
high quality services. 

 
[paragraph to be added from Liz Johnson once final priorities agreed] 
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2.2 Statements of Assurance from the Board 

This section contains formal statements from the following services delivered by 
Sheffield Teaching Hospitals NHS Foundation Trust. 
 
a) Services provided. 
b) Clinical Audit. 
c) Research. 
d) Care Quality Commission registration. 
e) Commissioning for Quality and Innovation Indicators CQUINs. 
f) Data Quality standards. 
g) Patient Safety Alerts. 
h) Annual Staff Survey. 
i) Annual Patient Survey (in patient and out patient) 
j) Complaints 
k) Eliminating mixed sex accommodation 
 
For the first six sections (a – f) the wording of these statements and the information 
required are set by Monitor and the Department of Health.  This enables the reader to 
make a direct comparison between different Trusts for these particular services and 
standards. 

 
 

a. SERVICES PROVIDED 
 

During 2011/2012 Sheffield Teaching Hospitals NHS Foundation Trust provided 
both core and sub-contracted general hospital services locally, tertiary services 
regionally and specialist services nationally.  Sheffield Teaching Hospitals has 
reviewed all the data available to them on the quality of care in these NHS 
services.  The income generated by the NHS services reviewed in 2011/2012 
represents 100% of the total income generated from the provision of NHS 
services by Sheffield Teaching Hospitals for 2011/2012. 

 
(Outstanding query KPMG) 

 
 
 

b. CLINICAL AUDIT 
 

During 2011/2012 xx,xx national clinical audits and xx national confidential 
enquiries covered NHS services that Sheffield Teaching Hospitals provides.  
During that period Sheffield Teaching Hospitals participated in xx% national 
clinical audits and xx% national confidential enquiries of the national clinical 
audits and national confidential enquiries which is was eligible to participate in. 
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The national clinical audits and national confidential enquiries that Sheffield Teaching 
Hospitals participated in during 2011/2012 are shown in Table 1 as follows: 

 
Audits & Confidential Enquiries Participation 

N/A = Not 
applicable 

% Cases 
Submitted 

Perinatal mortality and Neonatal (CMACE) Yes 100% (89/89) 

Neonatal intensive and special care (NNAP) Yes 100% (864/864) 

Children   

British Thoracic Society: Paediatric pneumonia N/A  

British Thoracic Society: Paediatric asthma N/A  

College of Emergency Medicine: Paediatric fever N/A  

RCHP Childhood epilepsy N/A  

PICANet: Paediatric intensive care N/A  

Congenital Heart Disease: paediatric cardiac 
surgery (adult) 

Yes 100% (30/30)* 

RCPH: Diabetes N/A  

Acute Care   

British Thoracic Society: emergency use of oxygen Yes 100% (47/47) 

British Thoracic Society: Adult community acquired 
pneumonia 

Yes 100% (27/27) 

British Thoracic Society: Non invasive ventilation 
(NIV) - adults 

Yes 100% (30/30) 

British Thoracic Society: pleural procedures Yes 100% (55/51) 

ICNARC NCAA: Cardiac Arrest No See statement 

College of Emergency Medicine: Severe Sepsis & 
Septic Shock 

Yes 100% (30/30) 

ICNARC CMPD: Adult critical care units Yes 100% (1400/1400) 

NHS Blood & Transplant: potential donor audit Yes Data available 

30/04/12 

National Audit of Seizure Management No  See Statement 

Long Term Conditions   

Diabetes: National Diabetes Audit Yes 97% (5285/5424) 

National  Inflammatory Bowel Disease: Ulcerative 
Colitis & Crohns Diseases 

Yes 100% (40/40) 

Parkinson's UK: National Parkinson’s Audit Yes 100% (41/40) 

British Thoracic Society: COPD Yes 100% (60/60) 

British Thoracic Society: adult asthma Yes 100% (39/39) 

British Thoracic Society: Bronchiectasis Yes 100% (36/20) 

Elective Procedures   

NJR: hip and knee replacements Yes 77% (1125/1467)* 

Elective Surgery (National PROMS Programme) Yes TBC after 01/04/12 
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Audits & Confidential Enquiries Participation 

N/A = Not 
applicable 

% Cases 
Submitted 

NHS Blood & Transplant: intra-thoracic transplants Yes 100% (95/95) 

Liver Transplant (NHSBT UK Transplant Registry) N/A  

NIAP: Adult cardiac interventions: coronary 
angioplasty 

Yes 100% (1550/1550)* 

National Vascular Database: peripheral vascular 
surgery 

Yes 48% (215/446)* 

Carotid interventions Yes 86% (63/73)* 

Adult cardiac surgery: CABG and valvular surgery Yes 100% (875/875)* 

Cardiovascular Disease   

MINAP : AMI & other ACS Yes 100% (1450/1450)* 

Heart Failure Audit Yes 63% (475/760)* 

Pulmonary Hypertension Audit Yes 100% (1140/1140)* 

SINAP: acute stroke Yes 100% (863/80)* 

Cardiac Rhythm Management Yes 100% (1000/1000)* 

Renal disease   

Renal Registry: renal replacement therapy Yes TBC after 01/04/12 

NHSBT UK registry: Renal Transplant Yes TBC after 01/04/12 

Cancer   

NLCA: lung cancer Yes 93% (444/480) 

NBOCAP: bowel cancer Yes 98% (315/320)* 

DAHNO:head and neck cancer Yes TBC 

NOGCA: Oesophago-gastric cancer audit Yes TBC 

Trauma   

NHFD: hip fracture Yes TBC mid April 2012 

TARN: severe trauma Yes TBC after 01/04/12 

Psychological conditions   

POMH: Prescribing in mental health services N/A  

NAS: National Audit of Schizophrenia N/A  

Blood transfusion   

National Comparative Audit of Blood Transfusion: 
Bedside Transfusion 

Yes 100% (130/130)* 

National Comparative Audit of Blood Transfusion: 
Medical Use of Blood 

Yes 100% (163/163)* 

Health Promotion   

National Health Promotion in Hospitals Audit: Risk 
Factors 

No See statement 

End of Life   

NCDAH: Care of dying in hospital Yes 98% (59/60)  

NCEPOD Yes 91% (29/32) 
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Please note the following: 
 
Data for projects marked with an asterisk* require further validation.  Where data are provided 
these are best estimates at the time of compilation.  However, data for all continuous projects 
and confidential enquiries continues to be reviewed and validated during April, May or June 
and therefore final figures may change. 

 
 

Supporting Statements: 
 
 

ICNARC NCAA:  Cardiac Arrest: 
 
The Trust did not participate in the National Cardiac Arrest Audit because the Trust 
Resuscitation Committee decided that it would not be of sufficient value for the Trust 
to participate.  The Trust is currently considering the implications of involvement in 
the audit for 2012/13. 
 
 
National Health Promotion in Hospitals Audit:  Risk Factors: 
 
The Trust did not participate in the National Health Promotion in Hospitals Audit:  Risk 
Factors because the Trust decided that it would not be of sufficient value for the Trust 
to participate.  The Trust is currently considering the implications of involvement in 
the audit for 2012/13. 
 

 

National Audit of Seizure Management: 
 

The Trust did not participate in the National Audit of Seizure Management because 
the Trust decided that it would not be of sufficient value for the Trust to participate 
within 2011/12. 
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CLINICAL AUDIT (continued) 

The national clinical audits and national confidential enquiries that Sheffield Teaching 
Hospitals participated in, and for which data collection was completed during 2011/2012, are 
listed above in Table 1 alongside the number of cases submitted to each audit or enquiry at   
a percentage of a number of registered cases required by the terms of that audit or enquiry.   
 
The reports of xx national clinical audits were reviewed by the Trust in 2011/2012, xx of these 
reports were reviewed by Committees of the Board and xx reviewed by Senior Teams in 
clinical areas.  Sheffield Teaching Hospitals intends to take a number of actions to improve 
the quality of healthcare provided, some the examples of which are included below. 

 
The reports of xxx local clinical audits were reviewed by the provider in 2011/2012 and 
Sheffield Teaching Hospitals intends to take a number of actions to address the outcomes 
examples of which are included below. 
 
 
MINAP (Myocardial Ischaemia National Audit Project)  

A myocardial infarction (MI), or heart attack, occurs when a coronary artery suddenly 
becomes blocked or at least partially blocked by a blood clot, causing some of the heart 
muscle being supplied by that artery to become infarcted (that is, to die).  Heart attacks are 
divided into two types, according to their severity and associated ECG changes, non-ST 
elevation MI (NSTEMI) and ST elevation MI (STEMI).  The latter is usually the more severe 
type. 
 
Centres were initially invited to participate in MINAP on a voluntary basis and STH were in the 
first cohort of participants.  It then became incorporated into the National Service Framework 
for Coronary Heart Disease, issued in 2000 and participation / performance measured against 
national targets.  
 
For the last 10 years MINAP has presented a report for the general public on the performance 
of hospitals, ambulance services and cardiac networks in England and Wales on the care of 
patients with myocardial infarction (heart attack).  
 
The Tenth Report, published on 1 September 2011 included analyses of performance for 
Sheffield Teaching Hospitals (NGH site) between April 2010 and March 2011 as compared 
against nationally and internationally agreed standards.  
 
STEMI treatment includes emergency reperfusion treatment with primary angioplasy or 
thrombolytic drugs.  Delay to either treatment is associated with poorer outcomes.  
 
The aim of MINAP is to provide comparative data to help clinicians and managers monitor 
and improve the quality and outcomes of their local services so that they match the best in 
the world. 
 
Data is collected on all eligible patients and entered electonically into the Central Cardiac 
Audit Database (CCAD).  Reports can be generated internally by authorised users to assess 
data completeness and performance against targets.  This is a continuous audit i.e. data 
collection is on an ongoing basis.  A data validation study is carried out by MINAP each 
January to test data quality and the results of this plus data completeness and performance 
are reported to the Care Quality Commission and shown in the Quality and Risk Profile for the 
Trust. 
 
Our results show that we are achieving the national target of 75% for Primary Percutaneous 
Coronary Intervention (pPCI) within 150 minutes of calling for help. This is a surgical 
procedure used for the treatment of Myocardial Infarction.  There are no other specific 
targets, though we are close to the national average for all other criteria measured.  STHFT 
also performs well on prescribing of secondary prevention discharge medication to reduce the 
risk of death and further heart attack at approximately 99% compared with a national target of 
90%. 
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CLINICAL AUDIT (continued) 
 
National Hip Fracture Database 

The National Hip Fracture Database is a clinically led web based audit of hip fracture care 
and secondary prevention.  The key standards measured in the audit are based on the Blue 
Book (British Orthopaedic Association:  The care of patients with fragility fracture) and 
includes prompt admission to orthopaedic care; surgery within 48 hours; nursing care aimed 
at minimising the development of pressure ulcers; routine access to ortho-geriatric medical 
care; assessment and appropriate treatment to promote bone health; and falls assessment.  
 
A minimum data set is routinely entered for patients admitted to the trust with a fractured neck 
of femur with data analysis provided by the national team.  The 2011 National Report was 
based on patients admitted from the 1 April 2010 to 31 March 2011. 
 
The results show that for the majority of standards we are in line with or above the national 
average e.g. the trust is 10th in the country (176 hospitals meeting case threshold of 100) for 
surgery within 36 hours, 96% have surgery within 48 hours (national average 86%).  
 
To continue to improve care for this group of patients a dedicated hip fracture ward was 
opened in November 2011 and a specialist nurse will be appointed in April 2012 to further 
improve practice in line with key standards, including minimising the risk of developing 
pressure ulcers. 
 
 
National Lung Cancer Audit (NLCA) 

The purpose of this national audit is to improve outcomes for people diagnosed with lung 
cancer and mesothelioma.  This is achieved by attaining a better understanding of care 
delivered during referral, diagnosis and care. 
 
Data is collected continuously with national reports published annually.  The 2011 report 
covers patients first seen in the calendar year 2010. 
 
As part of the governments commitment to transparency and open data (July 2011), clinical 
audit data, will be available on the data.gov.uk website from national audits included in the 
National Clinical Audit and Patient Outcomes Programme, for reports published from April 
2012.  The NLCA was a pilot for this type of data release in December 2011.  
 
A variety of data was published including case mix adjusted results for four key outcome 
measures for patients diagnosed with lung cancer:  

• proportion of patients receiving active treatment (surgery, chemotherapy or 
radiotherapy) 

• proportion of patients with histologically confirmed non small cell lung cancer 
receiving surgery,  

• proportion of patients with small cell lung cancer receiving chemotherapy  
• median survival for patients diagnosed with lung cancer.  

 
Sheffield Teaching Hospitals performance was better than comparator trusts for small cell 
lung cancer receiving chemotherapy and in line with comparator trusts for the other three 
measures. 
 
The other notable result is that Sheffield Teaching Hospitals now delivers a median survival 
that is not statistically different from comparator trusts which represents a major improvement 
over the last 12 years. 
 
The reports of 57 local clinical audits were reviewed by the provider in 2011/2012 and 
Sheffield Teaching Hospitals intends to take a number of actions to address the outcomes 
examples of which are included below. 
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CLINICAL AUDIT (continued) 
 

Respiratory Mental Health: Referrer Satisfaction 

The Respiratory Mental Health Team (RMHT) offers assessment and treatment for people 
who are experiencing co-existing mental health problems (mainly anxiety and depression) 
and chronic respiratory illness.  
 
The team consists of mental health nurses and occupational therapists, who work within 
primary care in order to reduce psychological distress, improve self-management, maximise 
quality of life and reduce the number of unplanned hospital admissions.  
 
The audit was undertaken to identify whether the team is meeting quality of service 
standards. It was also an opportunity to collate qualitative information about the service.  

 
Recommendations 
The following recommendations are made as a result of the audit: 

 
Recommendation  

1.1.  All referrers without access to SystmOne will 
receive a letter confirming that their referral 
has been received and processed.  

1.2.  All involved Healthcare Professionals (HCP’s) 
without access to SystmOne will receive a 
summary of the RMHT assessment and a 
brief summary of the plan of care.  

1.3.  All involved HCP’s will receive a discharge 
summary.  

1.4.  A member of the RMHT will attend the 
respiratory team meetings held within primary 
and secondary care to improve 
communication and collaborative working 
across the respiratory services.  

1.5.  Members of the RMHT will attend Case 
Management meetings at regular intervals in 
order to improve communication.  

1.  Communication improvements:  
 

1.6.  The RMHT will “advertise” its services to GP 
practices.  

2.  The RMHT will offer training to referrers. Including: identifying mental health problems, 
standardised assessments (PHQ9 and GAD7), and how to provide basic self-help 
material.  

3.  The team will continue to discuss service need with senior management and the 
business case for expanding the team to meet demand  

4.  A brief summary of this audit will be produced and made available to all HCP’s referring 
to the service and to GP practices across Sheffield to raise awareness. 

 

Conclusion 

The audit has identified that the main area for improvement is communication.  From 
September 2011 the RMHT is using SystmOne (Primary Care and Community patient record 
system) and therefore some areas where improved communication is needed will be 
addressed.  A significant number of recommendations are being made to improve 
communication and partnership working.  
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CLINICAL AUDIT (continued) 
 
 
Audit compliance with NICE TA 133 Omalizumab for severe persistent allergic asthma 

The aim of the audit is to assist Sheffield Teaching Hospitals Foundation Trust (STHFT) to 
determine whether the service is implementing, and is in compliance with, the NICE technology 
appraisal Omalizumab for severe persistent allergic asthma. 

 
 

Recommendation Action 

Improve documentation, in particular: drug 
history, smoking history and drug compliance 
 
 
 
Improve communication with STHFT 
 

Production of an Omalizumab prescription 
protocol sheet to allow for clear 
documentation of all NICE criteria in patients’ 
notes 
 
A checklist for this will be incorporated into the 
above protocol sheet. 

 
 

Conclusion 

The severe asthma service within the Sheffield Teaching Hospitals appears to be highly 
compliant with the most recent NICE guidance for Omalizumab, as interpreted locally.  Areas for 
improvement involve clearer documentation of previous drug history and compliance, for which a 
specific protocol sheet will be designed.  Recommend re-audit in 1-3 years. 
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The Diagnosis and Management of DKA 

Diabetic ketoacidosis (DKA) is a life-threatening but easily manageable condition if detected and 
treated quickly and appropriately.  
 
Sheffield Teaching Hospitals Foundation Trust (STHFT) have developed an evidence based 
guideline for the management of DKA.  This requires a proforma to be filled in which details 
management such as fluid, insulin and electrolyte initiation and provides guidance criteria for 
referral to critical care. 
 
The aim of the audit was to identify and appropriately treat patients who have diabetic 
ketoacidosis. 
 
 

Recommendation Action 
Patient education about diabetes and DKA Production or distribution of patient information 

leaflet to the patient’s home. 
GP notification of DKA event Automatic letter to GP advising appointment for 

diabetes education with recommendations 
about ‘sick day rules’ – when to contact 
healthcare professionals, Blood Glucose (BG) 
goals and use of supplemental short-acting 
insulin during illness, means to suppress fever 
and treat infection, initiation of liquid diet 
containing carbohydrates and salt, never 
discontinue insulin. 

Early nurse review, urgent doctor review Nurse review should incorporate BG and 
urinalysis, if positive, urgent review by doctor. 

Appropriate critical care referral Ensure patients that meet HDU/ITU criteria are 
referred/reviewed. 

Record of biochemical markers with fluid 
prescription 

Document last BG and potassium result next to 
each prescription of fluid on the sliding scale. 

Appropriate monitoring of biochemical 
markers after initiating treatment 

Ensure UE two hours post-initiation of treatment 
are handed over and documented. 

Modification of existing proforma Incorporate a checklist of the above into the 
DKA proforma. 

Ensure adherence to standards is 
improving 

Re-audit in one year. 

 
 

Conclusion 

DKA is a life-threatening condition which needs swift treatment to avoid mortality.  We 
recommend better patient education, early nursing review of key parameters followed by urgent 
review by doctors, appropriate referral to critical care, careful monitoring of biochemical 
parameters after initiation of treatment, and a re-audit in one year. 

 
 
 
 
c. CLINICAL RESEARCH 

The number of patients receiving NHS services provided or sub-contracted by 
Sheffield Teaching Hospitals in 2011/2012 that were recruited during that period to 
participate in research approved by a Research Ethics Committee was 6646 (2010/11 
– 8865) 
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d. CQUIN FRAMEWORK 

A proportion of Sheffield Teaching Hospitals income in 2011/2012 was conditional on 
achieving quality improvement and innovation goals agreed between Sheffield Teaching 
Hospitals NHS Foundation Trust and any person or body they entered into a contract, 
agreement or arrangement with for the provision of NHS services, through the 
Commissioning for Quality and Innovation payment framework.  Further details of the 
agreed goals for 2011/2012 and for the following 12 month period are available on line at 
(Outstanding query KPMG). 
 
In 2011/2012 1.5% of our contractual income (£10.1 million) was conditional on achieving 
Quality Improvement and Innovation goals agreed between Sheffield Teaching Hospitals 
and NHS Sheffield. 

 
 
 

e. CARE QUALITY COMMISSION 

Sheffield Teaching Hospitals NHS Foundation Trust is required to register with the Care 
Quality Commission (CQC) and its current registration status is fully compliant.  Sheffield 
Teaching Hospitals had no conditions on registration. 
 
The Care Quality Commission has not taken enforcement action against Sheffield 
Teaching Hospitals during the period 1 April 2011 – 31 March 2012.  Sheffield Teaching 
Hospitals has participated in special reviews or investigations by the Care Quality 
Commission relating to the following areas during 2011/2012. 
 
a. Dignity and Nutrition Inspection 

On 23 March 2011 CQC conducted an unannounced visit to the Trust as part of a 
national inspection programme on dignity, respect and nutrition for older people.  The 
Trust was asked to provide information including the Provider Compliance 
Assessment documents for Outcome 1 and Outcome 5.  Feedback from the visit was 
very positive  and no concerns were raised. 

b. Jessop Wing responsive visit 
The CQC undertook a responsive review on 25 October 2011 to follow up various 
improvements identified by the Trust in our response to previous maternity outlier 
alerts issued by the CQC surveillance team.  The maternity outlier alerts related to 
emergency caesarean and neonatal readmissions rates.  The inspection was 
undertaken as the CQC wished to review the Trust’s compliance with: 

• Outcome 4: Care and welfare of people who use services 
• Outcome 14: Supporting staff 
• Outcome 16: Assessing and monitoring the quality of service provision 
• Outcome 21: Records 

No gaps in assurance or areas of concern were identified during the assessment. 

c. Accident and Emergency review visit 
The CQC carried out an unannounced Themed Inspection at A & E on 5 January 
2012.  The inspection focused on Outcome 13 (Staffing) and Outcome 4 (Care and 
welfare of people who use services).  The Inspector found the Trust to be compliant 
with the standards and no areas of concern were identified. 
 

d. Termination of Pregnancy visit 
CQC conducted an unannounced Themed Review of the Termination of Pregnancy 
regulated activity at the Royal Hallamshire Hospital on 21 March 2012.  No concerns 
were raised. 
 
Sheffield Teaching Hospitals has implemented a Compliance Framework designed to 
provide a mechanism to monitor compliance with the 16 Essential Standards of 
quality and safety defined by the Care Quality Commission.  
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f. DATA QUALITY 
Sheffield Teaching Hospitals submitted records during 2011/2012 to the Secondary User 
Service (SUS) for inclusion in the Hospital Episode Statistics (HES), which were included 
in the latest published data.  The percentage of records in the published data which 
included  the patients’ valid NHS number was 
 
99.8% for admitted patient care 
99.7% for outpatient care 
98.3% for Accident and Emergency care 
 
The percentage of records in the published data which included the patient’s valid General 
Practitioner Registration Code was 
 
100% for admitted patient care 
100% for outpatient care 
100% Accident and Emergency care 

 
Sheffield Teaching Hospitals Information Governance Assessment Report overall score 
2011/2012 was 71% and was graded green. 

 
 
Sheffield Teaching Hospitals will be taking the following actions to improve data quality: 
 
1. Continue to feedback to directorates errors for incorrect GPs. 

2. Explore establishing a process for updating the patient master index with information on 
patient’s GPs taken from the National Summary Care Record 

3. Hold individual meetings with directorates to reinforce/clarify the correct recording of 
activity 

4. Run directorate specific training sessions on recording of the 18 week pathway 
information 

5. Review all local policies for clinical coding to ensure these comply with national 
guidance 

6. Formalise the audit programme for clinical coding 

7. Re issue guidance on the recording of outpatient activity following agreements reached 
with the PCT 

 
The Data Quality Group has become well established during 11/12 and has instituted a 
number of changes to the management of data quality issues.  The majority of data error 
reports are now provided electronically on the Information Services Website and can be easily 
accessed by users.   
 
The responsibility for correcting errors has been passed to directorates with the data quality 
leads for each area having an overview of the issues and responsibility for ensuring that 
errors are corrected.  A series of training sessions have been held with individual groups of 
staff to resolve any issues they have.  This is an on going process and will continue in 12/13.  
Also, the clinical audit department now has an auditor who is carrying out a rolling programme 
of audits across all the specialties.  The department also now has a qualified clinical coding 
trainer who is carrying out refresher training. 
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DATA QUALITY (continued) 

Sheffield Teaching Hospitals was subject to payment by results clinical coding audit during 
the reporting period by the Audit Commission and the error rate reported in the latest 
published audit for that period for diagnosis and treatment coding (clinical coding) were: 
 
14.0% primary diagnosis incorrect 
6.9% secondary diagnosis incorrect 
7.0% primary procedures incorrect 
6.3% secondary procedure incorrect 
 

The results should not be extrapolated further than the actual sample audited.  Areas audited 
were Cardiology, General Surgery, Chest Medicine, Obstetrics, Plastics, Ophthalmology, 
Gastroenterology, Gynaecology and Rheumatology. 
 
The following paragraphs and information are included as a response to feedback from LINk’s 
representatives, the Trust’s External Auditors and senior staff suggestions. 

 
 

g. PATIENT SAFETY ALERTS 
The National Patient Safety Agency analyses reports on patient safety incidents received 
from NHS staff and use this to produce alerts aimed at improving patient safety.  Tables 1 
and 2 below detail the Alerts and Rapid Response Reports which have been received 
during the year 2011/2012. 
 
 

TABLE 1: Alerts completed and closed during 2011/2012 

NPSA Ref National Patient Safety Authority – Alert Title 
2010/PSA014 Reducing treatment dose errors with low molecular weight heparins 

 
2010/PSA001 Safer use of intravenous gentamicin for neonates 

 
2010/RRR009 
 

Reducing harm from omitted and delayed medicines in hospital 
 

2010/RRR015 Prevention of over infusion of intravenous fluid and medicines in neonates. 
 

2010/RRR016 Laparoscopic surgery: Failure to recognise post-operative deterioration 
 

2010/RRR017 The Transfusion of blood and Blood Components in an Emergency 
 

2010/RRR018 Preventing fatalities from Medication Loading Doses 
 

2010/RRR019 Safer ambulatory syringe drivers 
 

2011/RRR001 Essential care After an Inpatient Fall 
 

2011/PSA002 Reducing the Harm Caused by Misplaced Nasogastric Feeding Tubes 
 

2011/RRR002 Keeping newborn babies with a family history of Medium Chain Acyl 
Dehydrogenase Deficiency (MCADD) safe in the first few hours and days of its life. 
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TABLE 2: Outstanding alerts to be completed during 2012/13 

NPSA Ref: NPSA Title NPSA Deadline 
2009/PSA004A 
+ 
2011/PSA001 
(updated alert) 

Safer spinal (intrathecal), epidural and regional devices 
 
Action: Trials are currently taking place with equipment which 
fulfils the requirements of the alert prior to order being placed 
and the alert being closed 

1/4/12 

2011/RRR003 
 

Minimising Risks of Mismatching Spinal, Epidural and 
Regional Devices with Incompatible Connectors 
 
This alert has arisen following the implementation of 
2009/PSA004A (above) in other Trusts. The approach taken 
at STH will ensure that this type of incident does not arise as it 
is being coordinated within the previous alert. 
 
In response to NPSA Alert 2011/PSA001 (and 
2009/PSA004A) a number of manufacturers placed devices 
on the market with non luer lock connections to reduce the 
risk of wrong route errors.  In some hospitals equipment has 
been supplied with incompatible connectors.  The approach 
taken within STHFT is to purchase one connector for use 
throughout the Trust which will eliminate this risk.  Trials of the 
preferred connector are due to be completed in mid April 2012 
for full implementation at the end of the month.  Whilst this will 
eliminate the risk the completed action will be shortly after the 
deadline identified. 
 
Analysis of the ‘Central Alert System’ has shown that many 
other Trusts will not be able to achieve the deadline for similar 
reasons.  In response the NPSA have indicated that the target 
will remain unchanged but Trusts should add the issue to their 
Risk Register until compliance is achieved. 

31/3/12 

 
 
h. ANNUAL STAFF SURVEY 

Staff Engagement   
The Trust recognises the importance of staff engagement to both productivity and good 
patient care.  During 2011 a Staff Engagement Steering Group chaired by the Chief 
Executive was established to oversee the implementation of the staff engagement 
strategy.  This included monitoring progress on the three workstreams which are integral 
to effective staff engagement i.e. Health and Wellbeing, the Staff Journey (experience) 
and Staff Involvement.   
 
In addition the ‘Let’s talk‘ communication events, started on a Trust wide basis during 
2009, have been held in some directorates and work is ongoing to address the issues 
raised via these and the staff survey.   
 
Health and Wellbeing 
The inaugural Health and Wellbeing festival was held during the summer of 2011 which 
gave staff the opportunity to access a variety of information and advice to help improve 
their health and wellbeing.  This was much appreciated by staff and was followed by a 
‘Shortest Day’ festival in December.  Feedback has actively been sought from staff to 
identify what health and wellbeing support they would like to see provided as a result of 
this more exercise classes are now available on site and local diet classes will be 
commencing shortly.  Plans are already afoot for another festival for a ‘Longest day’ in 
June. 
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A joint Sheffield Hallam University/STHFT research study for providing staff health 
checks is currently being piloted which has been nominated for an award in the annual 
2012 British Medical Journal (BMJ) awards.  A fast track musculoskeletal service for staff 
is being piloted in the Jessop Wing during 2012 and there are also plans to improve the 
mental health service for staff off with stress/anxiety and/or depression 
 
Staff experience 
This group has sought staff views on what makes staff feel valued and was actively 
involved in the development of the simplified appraisal system introduced in the Trust in 
June 2011 which has resulted in more staff having an annual appraisal.  A values and 
behaviourally based appraisal system is being introduced in the Trust in 2012, initially for 
senior leaders.  All staff were asked for their feedback on the potential values to be 
adopted via an electronic survey.  Almost 3,000 staff responded and these views were 
taken into consideration prior to the adoption.  (Approximates 1/5 of the workforce). 
 
Staff involvement 
A consultation exercise was undertaken with over 600 consultants in the trust to identify 
how the Trust could improve communication and engagement with Consultants 
particularly with a view to increased participation in corporate issues and service 
transformation.  A number of suggestions have been acted upon including regular 
meetings between Consultants, the Chief Executive and Medical Director.  The chief 
executive has also held more ‘Chat with the Chief’ road shows across the trust during 
2011/12 which all staff were invited to attend and which particularly sought feedback on 
the new draft corporate strategy – ‘Making a difference’.  An internal communications 
survey was carried out in the Spring to seek staff views on how to improve 
communications in the Trust.  Just over 3,100 staff responded and the insight gained has 
informed the Trust communications and engagement strategy.  
 
Leadership and Management Development 
The new programme for senior leaders in the trust in collaboration with Sheffield Hallam 
University was launched in the summer 2011 and 3 cohorts have commenced. 
 
There has been an average of 23 people per cohort, who undertake the Insights 
personality assessment, the Leadership Framework 360 feedback process and attend a 
work based learning module at Sheffield Hallam University. 

 
Our first ILM level 3 programme commenced in September, cohort 2 is due to commence 
in April, The Effective Management series started in January, covering a management 
topic e.g. governance every month; these are usually attended by 30 – 40 people.  This is 
a rolling programme.  
 
Future initiatives include developing a coaching and mentoring capacity within the trust 
during 2012 
 
Staff survey 
The Trust’s progress on staff engagement is measured every year via the annual staff 
survey.  The results show an improvement across the factors with no significant 
deterioration in any area, which is reflected in the Trust’s overall Staff engagement score.  
This has increased meaning that STHFT is now average for staff engagement when 
compared to other acute trusts.  
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Some key results for the 2011/12 staff survey are shown below. 
 

Top four ranking scores 

Key Finding 
(KF) 

2010 
STHFT 

2010
NHS 

2011 
STHFT 

2011 
NHS 

Improvement/ 
deterioration 

Staff experiencing physical 
violence from staff in last 12 
months (%) 

1 1 0 1 improvement 

Staff working unpaid extra hours 
(%) 

57 59 55 65 improvement 

Staff experiencing harassment/ 
bullying/abuse from staff (%) 

14 15 12 16 improvement 

Staff intending to leave jobs 2.38 2.53 2.45 2.59 deterioration 
 

 
Bottom four ranking scores 

Key finding 2010 
STHFT 

2010 
NHS 

2011 
STHFT 

2011 
NHS 

Improvement 
/deterioration 

Able to contribute to 
improvements at work (%) 

50 62 52 61 improvement- 

Appraised in last 12 months (%) 53 78 67 81 improvement 
 

Staff having well structured 
appraisals in last 12 months (%) 

22 33 26 34 improvement 

Staff appraised with a personal 
development plan (%) 

41 66 55 68 improvement 

 
Most improved 

Key finding STH 2010 STH 2011 
Effective team working 3.49 3.63 
Staff appraised in last 12 months 53 67 
Staff appraised with personal development plan 42 55 
Having equality training in last 12 months 25 34 

 
It is clear that the uncertainty due to the forthcoming changes in the NHS is continuing to 
impact on how staff feel.  However it is pleasing to note that 79% of staff are satisfied 
with the quality of work and patient care they are able to deliver which compares well with 
the average for acute trusts (74%).  
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i. ANNUAL PATIENT SURVEY (INPATIENTS AND OUTPATIENTS) 

The Trust undertakes a wide range of activities to find out what patients feel about the 
services they receive.  Survey work during 2011/2012 has included participation in the 
National Survey programme for inpatients, outpatients and cancer services along with an 
extensive programme of local surveys undertaken using a range of methods including 
paper based surveys, mystery shopping and the real time frequent feedback system in 
which views of patients about a wide range of services are gathered by volunteers. 
 
The findings from the National Outpatient Department Survey show that 95% of patients 
who responded said that they would recommend our hospital to family or friends.  Our 
Trust’s results were similar to other Trusts in most areas of outpatient care.  The one 
exception was about patients experience before their outpatient appointment where 
Sheffield scored better than most other Trusts with respondents reporting pleasing results 
about being given a choice of appointment times. 
 
Areas for further attention that have been highlighted through the national outpatient 
survey include the need to keep patients better informed about waiting times in clinics 
and the need to ensure that staff provide clear explanations of test results.  These issues 
will be taken forward in the coming year through the outpatient service improvement 
programme. 
 
We are awaiting publication of the national inpatient survey results that enable us to 
compare our performance with other Trusts.  Initial findings indicate that 94% of 
respondents would recommend our hospital to family or friends.  Our results are 
significantly better than in the 2010 survey with fewer patients reporting that they waited 
for 4 hours or more in A & E for admission to a bed on a ward, and also because fewer 
respondents said they had shared a sleeping area with the patients of the opposite sex. 
 
Results of the first national cancer survey were received by the Trust in April 2011.  
Overall results for Sheffield Teaching Hospitals were very good; the Trust was one of only 
12 trusts nationally to achieve zero red ratings across the 59 questions in the  survey.  
Many comments were received and were fed back to each cancer team.  Most comments 
were very positive and many named individual members of staff.  Negative comments 
related to a variety of issues, with a considerable number relating to food. 

 
j. COMPLAINTS 

Improving the experience and learning from complaints. 
 
During 2011/12 the Patient Services Team who are responsible for overseeing the 
complaints service have focused on; improving the process of responding to 
complainants and improving the information available to staff to follow up and 
demonstrate that actions have been taken as a result of the things we have learned from 
complaints. 
 
The experience of making a complaint has been reviewed through a complainant survey. 
101 questionnaires were sent out to complainants asking them about how well they felt 
the Trust responded to their complaint, how easy to understand and how satisfied they 
were with the overall process.  We received a 35% response rate to our survey.  86% of 
respondents indicated that they felt it was easy to make a complaint and knew what 
would happen when they had done so. 57% felt that their response was open and honest 
and 88% knew what to do if they remained unhappy after receiving their response. 
 
The Trust places a high value on complaints as a resource to support service 
improvement.  Agreeing and undertaking actions as a result of complaints investigations 
where mistakes have been made or services have not been delivered as we might have 
hoped, is the most important factor in ensuring that we improve services as a result of 
learning from complaints.  During 2011/2012 the Patient Services Team has introduced a 
system for recording, reporting and following up every action that has been agreed as a 
result of complaint investigations. 
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COMPLAINTS (continued) 

 
In addition to analysis of information obtained through complaints, we routinely review 
other types of unsolicited feedback including patient’s comments on our ‘Tell Us What 
You Think’ reply slips and on websites.  As at the end of February we had received 1400 
complaints and 564 feedback comments.  70% of the general feedback we received was 
in the form of compliments rather than complaints. 

 
 

k. ELIMINATING MIXED SEX ACCOMMODATION 

We remain committed to ensuring that men and women do not share sleeping 
accommodation except when it is in the patient’s overall best interest, or reflects their 
personal choice.  We monitor our compliance with this by asking patients throughout the 
Trust about their experience of sharing sleeping accommodation.  Where a number of 
patients perceive that they have been sharing sleeping accommodation inappropriately 
we have asked patient representatives to visit the area and check compliance.  The 
results of these visits are discussed at the Patient Experience Committee. 
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PART 3 
 
 
3.1 Quality Performance Information 2011/2012 (QUARTER 3) 

Many of the indicators listed below are included to meet the requirements of the Department of 
Health and Monitor.  For ease of reading we have added a Green, Amber and Red rating to 
identify good, adequate or poor performance. 
 
Patient Safety 

Measure of quality performance 2009/10 2010/11 2011/12 
 
Never Events 

Sheffield Hospital performance 

Data Source – National Patient Safety Agency 
 
There were 3 Never Events during 2011/2012.  One of these 
occurred during surgery. 
The Trust had previously taken action to comply with the 
NPSA Rapid Response Report 2010/RRR012 “reducing the 
risk of retained swabs after vaginal birth and perineal 
suturing”.  However there were 2 retained swab incidents 
reported, post delivery, within 6 weeks.  This led to a full scale 
review of processes within the labour ward and obstetric 
theatre.  The other incident was also a retained swab during 
vascular surgery.  This case differed as the surgical team 
were aware that the swab had been retained before the 
patient’s wound was closed.  However following the length of 
time of surgery and their serious condition it was determined 
that to transfer to the intensive care unit was a higher priority 
and arrangements would be made for further surgery over the 
proceeding days. 

 
 

0 
 
 

G 

 
 

2 
 
 

R 

 
 

3 
 
 

R 

 
Accident and Emergency maximum waiting time of 4 
hours from arrival to admission/transfer/discharge 

Sheffield Hospital Performance 

National Standard 

The Trust continues to work towards the Quality Standards 
for Accident and Emergency.  This performance data is 
available on the Trust’s external website. 

 
 

 

98.3% 

98.0% 
 
 

G 

 
 

 

97.6% 

95.0% 
 
 

G 

 
 
 

95.5% 

95.0% 

 

G 

Clostridium difficile year on year reduction 

Sheffield Teaching Hospitals performance 

Sheffield Teaching Hospitals Target 

 

Data Source: Health Protection Agency 

 
 

202 

375 
 

G 

 
 

184 

304 
 

G 

 
 

178 

134 
 

R 

 
MRSA blood stream infections 

Trust attributable cases in Sheffield Teaching Hospitals 

Sheffield Teaching Hospitals target 

Data Source Health Protection Agency  

 
 

16 

32 
 

G 

 
 

9 

13 
 

G 

 
 

2 

10 
 

G 
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Measure of quality performance 2009/10 2010/11 2011/12 
Number of safety incidents reported  
 
Percentage resulting in severe harm or death 
 
In April 2010 STHFT amended the definitions used for 
grading the consequence of incidents this increased the 
number of incidents categorised as ’major’.  Data from the 
National Reporting and Learning System indicates that the 
percentage of this type of incident across a cluster of similar 
hospitals is also 0.5% 

9883 

0.2% 
 

G 

10472 

0.6% 
 

A 

8622 

0.5% 
 

G 

 
Clinical Effectiveness 
 

Measure of quality performance 2009/10 2010/11 2011/12 
Hospital Standardised Mortality Ratio (HSMR) 

Sheffield Teaching Hospitals performance 

National Benchmark 

Mortality or death rates are calculated using the number of 
deaths at a hospital Trust compared with the number of 
patients who would be expected to die, taking into account 
age, complexity of illness, deprivation and sex.  The baseline 
for England is set at 100 and an HSMR figure lower than 100 
indicates that fewer patients died than expected.  A figure 
higher than 100 means that more patients died than 
expected.   

Data Source Hospital Episode Statistics (HES) 

 

92.3% 

100% 
 
 
 
 

G 

 

91.0% 

100% 
 
 
 
 

G 

 

87% 

100% 
 
 
 
 

G 

Standardised Hospital Mortality Indicator (SHMI) 
 
Sheffield Teaching Hospitals SHMI value 

National Benchmark 

The Summary Hospital-level Mortality Indicator (SHMI) is a 
new indicator for non-specialist acute trusts.  It covers all 
deaths of patients admitted to hospital that occur in a hospital 
setting, and those that occur up to 30 days after discharge 
from hospital. 

SHMI is the ratio between the actual number of patients who 
die following a treatment at the trust ad the number that would 
be expected to die on the basis of average England figures, 
given the characteristics of the patients treated there. 

   

86 

100 

 

 

 

G 

Percentage of patients who were readmitted to hospital 

Emergency readmission to hospital within 28 days of 
discharge 

Sheffield Teaching Hospitals performance 
 
Certain categories of admission and readmission are 
excluded from the baseline consistent with the national 
definitions.  In particular, delivery and other obstetric 
admissions are excluded, as are all patients with a diagnosis 
of cancer. 

Data Source 

 

 
 

6.5% 

 

A 

 

 
 

6.8% 

 

A 

 

 
 

6.9% 

 

A 

Percentage of hip replacements we do in the Trust are 
revisions 

Sheffield Teaching Hospitals performance 

 
 

24.6% 

 
 

22.1% 

 
 

21.3% 
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Measure of quality performance 2009/10 2010/11 2011/12 
Patients who receive Primary Percutaneous Coronary 
Intervention within 150 minutes of calling for help 

Sheffield Teaching Hospitals achievement 

National Standard 

Data Source MINAP audit 

 
 

N/A 

N/A 

 
 

N/A 

N/A 

 
 

72.8% 

75% 

G 

Patient reported outcome scores for: 

i) Groin hernia surgery (inguinal hernia) 
ii) Varicose vein surgery 
iii) Hip replacement surgery 
iv) Knee replacement surgery 

   
 

tbc 

Percentage of admitted patients risk assessed for venous 
thromboembolism  

Sheffield Teaching Hospitals Performance 

National Standard 

As part of the CQUIN scheme, the Department of Health 
requires that at least 90% of hospital patients are risk 
assessed for VTE.  We have met this target since February 
2011.  Data Source 

 
 
 

 
 

90% 

90% 
 

G 

 
 

90% 

90% 
 

G 

 
Patient Experiences 
 

Measure of quality performance 2009/10 2010/11 2011/12 
Percentage of patients that would recommend our 
hospitals to a relative or friend 

Sheffield Hospitals: yes definitely 
   yes probably 
   Total 
 
National Average: yes definitely 
   yes probably 
   Total 
 
Data Source Picker average of 75 Trusts 

 
 

69.6% 
22.6% 
92.2% 

 
 
 
 
 

G 

 
 

74.5% 
16.6% 
91.1% 

 
67.2% 
24.9% 
91.8% 

 
G 

 
 

tbc 
tbc 
tbc 

 
 
 
 

Patients who require admission who waited less than 18 
weeks from referral to hospital treatment 

Sheffield Teaching Hospitals achievement 

National Standard 

Data Source Patient Administration System (PAS) 

 
 

90% 

90% 

G 

 
 

93% 

90% 

G 

 
 

92% 

90% 

G 

Patients who do not need to be admitted to hospital who 
wait less than 18 weeks for GP referral to hospital 
treatment 

Sheffield Teaching Hospitals achievement 

National Standard 

Data Source Patient Administration System (PAS) 

 
 
 

97% 

95% 
 

G 

 
 
 

98% 

95% 
 

G 

 
 
 

96% 

95% 
 

G 
Percentage of patients who wait less than 31 days from 
diagnosis to receiving their treatment for cancer 

Sheffield Teaching Hospitals achievement 

National Standard 

Data Source Exeter national cancer waiting times database 

 
 

98% 

96% 

G 

 
 

97% 

96% 

G 

 
 

96% 

96% 

G 
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Measure of quality performance 2009/10 2010/11 2011/12 

Percentage of patients who waited less than 62 days 
from urgent referral to receiving their treatment for 
cancer 

Sheffield Teaching Hospitals achievement 

National Standard 

Data Source Exeter national cancer waiting times database 

  
 

86% 

85% 

G 

 
 

90% 

85% 

G 

Percentage of patients who have waited less than 2 
weeks from GP referral to their first outpatient 
appointment for urgent suspected cancer diagnosis 

Sheffield Teaching Hospitals achievement 

National Standard 

Data Source Exeter national cancer waiting times database 
 

 
 
 

93% 

93% 

G 

 
 
 

93% 

93% 

G 

 
 
 

95% 

93% 

G 

Responsiveness to inpatient personal needs 

Sheffield Teaching Hospitals Achievement 

Data Source: CQC Patient Survey 

The NHS Outcomes Framework for 2012/13 includes an 
organisation’s responsiveness to patients needs as a key 
indication of the quality of patient experience.  This score is 
based on the average of answers to five questions in the 
CQC national inpatient survey: 

• Were you involved as much as you wanted to be in 
decisions about your care and treatment? 

• Did you find someone on the hospital staff to talk to about 
your worries and fears? 

• Were you given enough privacy when discussing your 
condition or treatment? 

• Did a member of staff tell you about medication side 
effects to watch for when you went home? 

• Did hospital staff tell you who to contact if you were 
worried about your condition or treatment after you left 
hospital? 

 

69 
 
 

A 

 

71.9 
 
 

G 

 

72 
 
 

G 

Percentage of staff who would recommend the provider 
to friends or family needing care 

Sheffield Teaching Hospitals achievement  

NHS figure is average for acute trusts) 

 
 

75 

62 

 
 

75 

62 

 
 

73 

62 
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PART 4 
 
 
4.1 RESPONSE TO EXTERNAL PARTNER ORGANISATIONS COMMENTS 2010/2011 

The comments received on the 2010/2011 Quality Report. 
 
LINk, NHS Sheffield, Trust Governors and the Sheffield City Council Health and Scrutiny 
Committee commented in the 2010/2011 Quality Report.  The following table summarises the 
Trust’s response to those comments.  Last years comments in full can be found here (insert 
link) 
 
We would like to thank all individuals involved for taking the time to review our Quality Report 
and for the helpful feedback provided. 
 

NHS Sheffield comments 
 

Abridged Comments Our Response 
Care in A & E.  A new range of national 
indicators of clinical performance in A & E 
services has been introduced for 
2011/2012, and it will be important that the 
Trust gives priority to these.  Complying 
with the 95% requirement for patients to 
be seen and treated within four hours 
remains a particular challenge. 
 

The Trust continues to focus on maintaining 
high performance against the Quality 
Standards for Accident and Emergency.  This 
has involved specific improvement projects 
and environment redesign (Capital Scheme) 

Waiting times in outpatient clinics.  
Elsewhere in this document, the Trust has 
reported on the action it has been taking 
during 2010/2011 to improve 
communication with patients around 
waiting times in outpatient clinics.  It will 
be very important that this action is seen 
through to a conclusion in 2011/2012, with 
demonstrable improvements in patient 
experience. 
 

In recognition of the changes required to 
improve the patient experience of outpatient 
services a Trustwide Outpatient 
Transformation Programme has been 
established; covering aspects such as 
environment, patient experience, waiting 
times and customer service standards. 

Communication with GPs.  Under the 
CQUIN scheme for 2010/2011, the Trust 
has improved the timeliness of outpatient 
clinic letters sent to GPs after a patient 
attends clinic.  It will be a key priority for 
NHS Sheffield and for GP commissioners 
in particular – that similar progress can be 
made during 2011/2012 to improve both 
the timeliness and the content of letters 
sent by the Trust to GPs when a patient is 
discharged from inpatient care. 
 

The Trust has met its requirements under the 
CQUIN scheme for 2010/11 in relation to 
communication with GPs. 
 
For 2012/13 the trust plans to improve the 
quality of immediate discharge notes sent to 
GPs by auditing the content of these 
documents within each Directorate against an 
inventory of parameters agreed with NHS 
Sheffield. Deficiencies identified during this 
process will be addressed by action planning 
at Directorate and Trust level. 

Sheffield Local Involvement Network 
 

Comments Our Response 
LINk recommend that in the next Quality 
Account as part of the reporting on this 
priority the place that older people were 
discharged to (own home, intermediate 
care, permanent care residential/nursing 
etc) is included, along with readmission 
data. 
 

Review of place of discharge will be part of 
the 2012/13 improvement priority relating to 
reduction in Length of Stay. 
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NHS Sheffield comments 
 

Abridged Comments Our Response 
Data is not presented as performance 
over time and therefore it is difficult to be 
able to make comparison and evaluation 
of year on year performance.  This is 
especially vital for choice to be made by 
the public as outlined in the legislation 
going through Parliament currently. 

For each of the new priorities where this is 
available we will provide data on performance 
over time. 

The Quality Report includes two years of data 
for each of the Performance Measures.  (Part 
3). 
 

LINk recommend; The use of a separate 
column of a ‘traffic-light’, where 
performance is rated red (poor), amber 
(adequate or not particularly good) or 
green (good) this would be a way of 
providing a considerable amount of 
information with a clear indication of the 
level of performance.  Traffic light 
indicators are widely used and could be 
easily incorporated into the Quality 
Account. 

Included in the performance table in the 
Quality Report 2011/12 

LINk also recommends; presenting the 
quality measures in context by telling a 
story and thus avoiding presenting a 
random assortment of indicators.  It would 
be helpful to accompany all information 
with an explanation of whether it 
represents good or poor performance.  
Also to ensure that tables and graphs are 
constructed reliably and have clear titles 
and legends. 

This will be linked to the writing of the Quality 
Report, although the mandated nature of the 
Quality Reports prevents full compliance with 
this request. 

In order to present a balanced and 
representative picture of the quality of 
services, the Trust should highlight both 
positive and negative data. 

The guidance on the Quality Report has a set 
of mandated reporting criteria and is included 
in the report regardless of whether they are 
positive or negative 

Staff feedback, the views of staff are an 
important marker of an organisation’s 
managerial competence, workforce well-
being and hence its ability to deliver high-
quality care.  Staff views should be shown 
in the quality accounts.  The CQC annual 
national surveys of NHS staff provide a 
readily available source of data on the 
views of NHS staff. 

Included in the Quality Report 2011/12 

We would like to see information included 
on how many complaints there have been, 
how they were resolved and at what 
stage.  This is very current in people’s 
minds due to the recent Ombudsman 
report on services in hospital for the older 
patient. 

Included in the Quality Report 2011/12 
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NHS Sheffield comments 
 

Abridged Comments Our Response 
In the dialogue that LINk engaged in prior to the 
compilation of this Quality Account we specifically 
requested a summary of Patient Safety Alerts 
received during the year and the action taken on 
them.  This information is not included in the draft 
we have seen.   

This was included in the 2010/11 Quality 
Report and will be replicated in the 2011/12 
Quality Report. 
 

LINk requests that these reports re made 
publically available via your website.  These can 
then contribute to the “ongoing dialogue” which is 
recommended within the guidance that the Trust 
undertakes with LINk and Scrutiny. 

Not progressed as well as we would have 
liked this year.  However, the outcomes of all 
our quality improvement priorities will be 
publicly available in the 2011/12 Quality 
Report. 
 

Sheffield Health and Community Care Scrutiny Committee 
 

We would have found it useful if more comparative 
information had been included, particularly around 
priority 5 – reducing the number of cancelled 
operations. 
 

Where available we have included 
comparative information relating to the new 
quality improvement priorities for 2012/13. 
 
 

In future we would like to see patient public and 
staff feedback incorporated in the quality account. 
 

To be incorporated into the Report and 
included in the 2011/12 Quality Report. 
 

The key is ensuring that these priorities translate 
into improvements for patients and we look 
forward to monitoring progress over the year.  We 
hope that the Trust will make their quarterly 
progress to the Trust Executive Group available to 
us and members of the public to help us to do this. 
 

Not progressed as well as we would have 
liked this year.  However, the outcomes of all 
our quality improvement priorities will be 
publicly available in the 2011/12 Quality 
Report.  We aim to develop this further during 
2012/13. 
 

Trust Governors Involvement 
 

It was noted that Trust Governor representatives were involved throughout the development of the 
2010/11 Quality Report and therefore actions and suggestions for inclusion had been responded to 
during Project Team meetings, this included structural changes, experiential feedback and 
significant input to the priority setting.  Therefore no specific request for actions were included in 
the comments received. 
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4.2 STATEMENTS FROM OUR PARTNERS ON THE QUALITY REPORT 2011/2012 

 
• NHS Sheffield 
• Sheffield Local Involvement Network 
• Sheffield Health and Community Care Scrutiny Committee 
• Trust Governor Statements 

 
 
 
4.3 STATEMENT OF DIRECTORS RESPONSIBILITY 
 

Statement of directors’ responsibilities in respect of the quality report  
 
The directors are required under the Health Act 2009 and the National Health Service (Quality 
Accounts) Regulations 2010 as amended to prepare Quality Accounts for each financial year.  
 
Monitor has issued guidance to NHS foundation trust boards on the form and  content of 
annual quality reports (which incorporate the above legal requirements) and on the 
arrangements that foundation trust boards should put in place to support the data quality for 
the preparation of the quality report.  
 
In preparing the quality report, directors are required to take steps to satisfy themselves that:  
 
• the content of the Quality Report meets the requirements set out in the NHS Foundation 

Trust Annual Reporting Manual 2011-12;  
 

• the content of the Quality Report is consistent with internal and external  sources of 
information including:  

 
 Board minutes and papers for the period April 2011 to June 2012  

 Papers relating to Quality reported to the Board over the period April 2011 to June 
2012  

 Feedback from the commissioners dated XX/XX/20XX  

 Feedback from governors dated XX/XX/20XX  

 Feedback from LINks dated XX/XX/20XX  

 The trust’s complaints report published under regulation 18 of the Local Authority 
Social Services and NHS Complaints Regulations 2009, dated XX/XX/20XX;  

 The [latest] national patient survey XX/XX/20XX  

 The [latest] national staff survey XX/XX/20XX  

 The Head of Internal Audit’s annual opinion over the trust’s control environment  
dated XX/XX/20XX  

 CQC quality and risk profiles dated XX/XX/20XX  

• the Quality Report presents a balanced picture of the NHS foundation trust’s 
performance over the period covered;  

• the performance information reported in the Quality Report is reliable and accurate;  

• there are proper internal controls over the collection and reporting of the measures of 
performance included in the Quality Report, and these controls are subject to review to 
confirm that they are working effectively in practice;  
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STATEMENT OF DIRECTORS RESPONSIBILITY (continued) 
 
• the data underpinning the measures of performance reported in the Quality Report is 

robust and reliable, conforms to specified data quality standards and prescribed 
definitions, is subject to appropriate scrutiny and review; and the Quality Report has 
been prepared in accordance with Monitor’s annual reporting guidance (which 
incorporates the Quality Accounts regulations) (published at www.monitor-
nhsft.gov.uk/annualreportingmanual) as well as the standards to support data quality for 
the preparation of the Quality Report (available at www.monitor-
nhsft.gov.uk/annualreportingmanual)).  

 
The directors confirm to the best of their knowledge and belief they have complied with the above 
requirements in preparing the Quality Report.  
 
By order of the Board  
 
 
..............................Date.............................................................Chairman  
 
 
 
..............................Date............................................................Chief Executive  
 

 
 
4.4 INDEPENDENCE ASSURANCE REPORT 
[To be completed following external audit of the Quality Report by KPMG] 
 
 


	 
	Clinical Effectiveness – reduced length of stay 
	Patient Experience - communicate better 
	Safety - deliver harm free care 

