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RECOMMENDATIONS 
 
The HR & OD Committee are asked to note the contents of this report. 

 
 
APPROVAL PROCESS  
 
Meeting  Date Approved Y/N  
TEG 17th February 2021  
HR & OD committee 8th March 2021  

 
Status: A = Approval  

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

2 Against the f ive aims of the STHFT Corporate Strategy 2017-2020 
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1. INTRODUCTION 
 
At Sheffield Teaching Hospitals NHS Foundation Trust (STHFT) we aim to provide safe, high 
quality care to our patients, providing optimal staffing on our wards and departments is 
critical to meeting this aim.  
 
Guidance circulated by NHS England, in May 2014 clarified that the Board of Directors will 
be advised of those wards where staffing capacity and capability falls short of the plan, the 
reasons for the gap and the impact and actions being taken to address it.  This can be 
presented as an exception report, providing the Trust website publishes ward by ward data.  
Ward by ward data is available on the Trust internet site under the Safe Staffing section. 
These data are in the process of being updated following the COVID19 incident response. 
 
In Lord Carter’s Review (2016)5 Operational productivity and performance in English NHS 
Acute Hospitals: Unwarranted variations.; an approach of reporting Care Hours per Patient 
Day was recommended in order to provide a single comparable metric for recording and 
reporting nursing and care staff deployment. Revised guidance for the use of Care Hours 
Per Patient Day (CHPPD) by acute providers was produced by NHS Improvement (NHSI) in 
August 20186 Care hours per patient day (CHPPD): guidance for acute and acute specialist 
trusts.  The guidance mandates the use of planned versus actual CHPPD to measure 
deployment of the workforce and this report reflects this methodology, further information on 
how this is calculated is included in Appendix 1.  
 
 
2. CURRENT TRUST POSITION 
 
The average planned and actual Registered Nurse/Midwife CHPPD rates for  January 2021 
for the Trust and individual hospital in-patient sites is listed below in Figure 1.   
 
Figure 1  

 
 
 
 
 
NB The spreadsheet used f or the national data collection f or CHPPD automatically  rounds data.  This may  result in occasional small 
discrepancies 
 

 
The total Care hours per patient day (CHPPD) can be used as a measure to compare 
available staffing with peers; however this needs to be done with caution as the specific 

                                                 
5 Operational productivity and performance in English NHS acute hospitals: Unw arranted variations.  An independent report for 
the Dept of Health by Lord Carter of Coles.  February 2016.   
6 NHS Improvement (August 2018): Care hours per patient day (CHPPD): guidance for acute and acute specialist trusts. 
 

https://www.sth.nhs.uk/patients/safe-staffing
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/499229/Operational_productivity_A.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/499229/Operational_productivity_A.pdf
https://improvement.nhs.uk/documents/3177/CHPPD_guidance_-_acute.pdf
https://improvement.nhs.uk/documents/3177/CHPPD_guidance_-_acute.pdf
file:///C:/Users/SorrellJ2/AppData/Local/Microsoft/Windows/INetCache/Content.Outlook/X2J996MV/Monthly%20Staffing%20Report%20May%202020%20(3)%20KJ.docx%23Appendix_1
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configuration of services in any organisation will determine what level of CHPPD a Trust 
would require.  Figure 2 below (which includes all nursing and midwifery staff, including 
support staff) shows the latest data available on the Model Hospital dashboard (November 
2020) indicating the Trust’s position against the national average and its peers in the 
Shelford Group. 
 
Figure 2  
National Average 9.5 CHPPD 
Shelford Average 10.4 CHPPD 
STH Average 9.2 CHPPD 

 
The planned staffing level is based on optimal staffing levels and where actual staff is below 
this on a shift, the Trust has a number of mechanisms to ensure the staffing on that shift 
remains at a safe and appropriate level as outlined in section 3 below.  When staff are 
moved from one area to support another area the ward sister/charge nurse is required to 
inform the Central Nursing Team so that the shifts can be “resource balanced” this means 
that the RN / RM or CSW who has moved to a different area will be showing in the “actual” 
figures for the area they have moved to support.  This system should happen for any staff 
movement even when it is for less than a full shift, but due to the complexities and size of the 
organisation there are occasions when this process is not consistently followed.   
 
It should be noted that the COVID 19 pandemic has made the staffing of wards with nursing 
staff even more complex.  The planned staffing level was calculated for specific case loads 
of patients, since March 2020 the caseload of patients on some wards has changed 
significantly and for some wards frequently. Due to workload pressures, the Trust has not 
undertaken the 6 monthly Acuity and Dependency review.  In order to maintain appropriate 
levels of staffing whilst retaining the previous planned staffing levels, senior nursing staff are 
reviewing the staffing needs for their wards on a daily basis and adjusting accordingly.  This 
may mean that there is a greater variation in the percentage difference between the planned 
and actual staffing, than is normally the case.  In addition during the last few months, levels 
of COVID 19 related nursing staff absence continued to increase.  Staff have been 
redeployed between areas frequently and whilst every effort has been made to capture all 
those moves on the electronic roster, this has been challenging.  As such for this month 
confidence in the accuracy of specific ward data is lower than normal.  The Trust site level 
data will be accurate as the issue has been capturing individual staff movement between 
areas rather than attendance at specific place of work. 
 
For the month of January 2021, 21 wards or clinical areas have triggered a 15% deficit 
between planned and actual RN CHPPD.  This was the previous figure agreed by STH using 
the planned versus actual methodology.  As work to identify the impact of staffing deficits on 
quality of care continues, this trigger will be reviewed to ensure that it is still reflective of 
areas of concern to escalate to the Board.  There has been no nationally agreed trigger set.    
 
Nursing teams continue to respond flexibly to the ongoing level 4 incident of the COVID19 
pandemic.   Neuro Critical Care moved on to J2 mid-January 2021 so the RHH ITU could 
take over K floor thereby increasing their bed numbers.  
 
Absence amongst nursing and midwifery teams has been consistently high and combined 
with increased occupancy this has impacted on the staffing resource available. Trust 
average sickness for January was 8.8% and other leave was 4%.   
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Figure 3  

 
 
 
3. MAINTAINING SAFE STAFFING LEVELS  
 
The Trust’s Nursing and Midwifery Staffing Escalation Policy builds on existing practice, 
which details how to address any shortfalls in staffing, for example, unexpected absence. An 
escalation approach via the senior nurses and midwives on duty or via relevant on-call 
teams is clearly defined. Ultimately, if a significant Nursing / Midwifery problem remains 
unresolved; the Chief Nurse would be contacted.  This is a series of dynamic systems and 
processes that function 24 hours per day, 365 days per year to achieve the aim of delivering 
safe, high quality care. In order to further enhance this process, a daily nurse staffing 
meeting is now embedded; the meeting is chaired by a Nurse Director / Deputy Nurse 
Director / Matron and considers the plans for staffing over the next 24 hours.   
 
 
4.  WARD ASSURANCE DASHBOARD  
 
In October 2018, NHS Improvement issued guidance in relation to developing processes to 
ensure best practice in effective staff deployment7 Developing workforce safeguards: 
Supporting providers to deliver high quality care through safe and effective staffing.  This 
guidance states that CHPPD can help identify nursing and care staff utilisation and together 
with quality and outcome indicators should be reported to the Board monthly.  
 
The metrics that trigger surveillance are any 2 of the below in any combination in the month: 
 
•  Catastrophic fall 
•  Category 3 or 4 pressure ulcer associated with a lapse in care 
•  Non accreditation or IPC engagement concern 
 
Using these agreed metrics for January 2021 – 0 wards have triggered surveillance. 
 
                                                 
7 NHS Improvement (October 2018) Developing Workforce safeguards: Supporting providers to deliver high quality care 
through safe and effective staffing 

http://nww.sth.nhs.uk/STHcontDocs/STH_Pol/CorporateManagement/NurseStaffingEscalationPolicy.doc
https://improvement.nhs.uk/documents/3320/Developing_workforce_safeguards.pdf
https://improvement.nhs.uk/documents/3320/Developing_workforce_safeguards.pdf


 

7 | P a g e 

5. VACANCY POSITION  
 
In January 2021, 12 Registered Nurse job offers and 3 newly qualified RN job offers have 
been made across the Trust.  
 
88 International recruits have now joined STHFT since November 2019 and all 88 have 
successfully completed the Objective Structured Clinical Examination (OSCE) and have 
substantively registered with the Nursing and Midwifery Council (NMC).  International 
recruitment will continue through 2021 with 13 recruits arriving in January 2021 and 20 
expected in February 2021. 
 
The roster templates in areas where the nursing associates are now registered have been 
adjusted accordingly. 
 
The Registered Nurse vacancy position (figure 4) shows the actual vacancy position for the  
68 areas required for the national safe staffing reporting (e.g. Accident & Emergency, 
operating theatres, community, and outpatient areas are not included in this report)  
The actual vacancy position for these 68 clinical areas shows a vacancy position of   47.04  
Whole Time Equivalent (WTE) staff ( 1.65%); there are  186.83 WTE ( 9.52%) vacant 
Registered Nurse/ Midwife posts however Care Support Workers are over-recruited by   
139.79 WTE (-4.79 -15.69%).   
Below, Figure 4 shows the actual vacancy trend for Registered Nurses / Midwives and Care 
Support Workers.   
 
Figure 4: Nurse / Midwife and Care Support Workers Actual Vacancy Trend  
 

 
 
See figure 5 below for recruitment / vacancy information for the registered nursing/midwifery 
workforce for the 68 safe staffing in-patient areas by care group. 
 
Figure  5: Actual  Registered Nurse / Midwife Vacancy Rates by Care Group  

 

 

2020/21 Recruitment & Vacancy Tracker    
Jan-20 Feb-20 Mar-20 Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Trend

Qualified Current Actual 
Vacancies  (WTE)

335.21 339.73 298.84
NOT 

COMPLET
ED RE C-19

NOT 
COMPLET
ED RE C-19

220.77 217.33 259.43 264.01 218.77 194.62 223.81 186.83

Unqualified Current Actual 
Vacancies (WTE)

-83.04 -114.93 -118.26
NOT 

COMPLET
NOT 

COMPLET
-350.62 -373.58 -221.91 -202.04 -86.76 -68.39 -44.08 -139.79

Total Current Care Group 
Combined Actual Vacancies

(WTE)
252.17 224.80 180.58

NOT 
COMPLET
ED RE C-19

NOT 
COMPLET
ED RE C-19

-129.85 -156.25 37.52 61.97 132.01 126.23 179.73 47.04
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6. CONCLUSION 

This report provides the staffing metrics based on CHPPD data for the month of January 
2021.    
 
The report also provides an overview of the current nursing and midwifery vacancy position.   
 
The HR & OD Committee are asked to note the contents of this report.  
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Appendix 1  
CALCULATING PLANNED AND ACTUAL CHPPD 

 
CHPPD is a simple calculation which divides the number of actual nursing/midwifery (both registered 
and unregistered) hours available on a ward per 24 hour period by the number of patients on the ward 
that day. It therefore nominally represents the average number of nursing hours that are available to 
each patient on that ward. 
 
Twice a year each inpatient clinical area assesses the care needs of patients in their 
ward/department, using an evidence based tool to help determine the Nurse/Midwifery staffing 
required to provide safe, compassionate and effective care to meet the needs of those patients, in 
Nursing the tool is the Safer Nursing Care Tool (SNCT)  and in Midwifery it is Birthrate+©. Working 
with Birthrate Plus®  8 The result of this assessment, together with professional judgement is used to 
inform the number of Nursing and Care Staff needed on each shift.  This forms the basis of the 
templates entered onto the eRostering system to calculate the planned staffing hours each calendar 
month.  
 
The actual number of hours worked by permanent Nursing/Midwifery/Care Staff and those worked by 
temporary Nursing/Midwifery/Care Staff on a ward or department during that calendar month is 
extracted from the eRostering and NHSP systems. Both these systems should be up-to-date and 
accurate, however the logistics of extracting data from 65 clinical areas involving over 3000 individual 
members of staff are complex and there is a degree of manual adjustment required in addition to the 
data extract.  As a result the data will be accurate at a Trust and Hospital level but this is more difficult 
to achieve at a ward level.   
 
Calculating CHPPD requires taking the actual hours from the safe staffing return and the daily patient 
count at midnight aggregated over the course of the month for each ward or department.  
 
STH’s current reporting for CHPPD includes Registered Nurses/Registered Midwives (RNs/RMs) and 
Clinical Support Workers (CSWs), it is anticipated that in the future where Allied Health Professionals, 
such as physiotherapists are included in a ward establishment (and e roster) that they will also be 
included in the care hours per patient day reported.   
 
CHPPD is different to the previously used planned hours versus actual hour’s methodology in that it 
allows comparisons between staffing levels of different sized wards/departments; it is a single 
comparable figure using patient and staffing data, rather than considering each in isolation and it 
enables the differentiation between RN and CSW skill mix for reporting purposes.  It will be expected 
that the CHPPD will differ between wards and specialties to reflect the different needs of the patients 
being cared for; Critical Care areas for instance are likely to have much higher CHPPD than other 
areas because their patients will be receiving either 1:1 care (CHPPD would be a minimum of 24) or 
1:2 care (CHPPD would be a minimum of 12). 
 

Example:  
 

RN hours worked (24 hour) + CSW hours worked (24 hour) 

÷ 
  Average daily count of patients in beds at 23.59 for the month 

 

The limitations of using the 23.59 daily count for patients is acknowledged within the guidance as this 
single figure does not take into account hour by hour fluctuations in ward activity and is particularly 
limiting to those wards/departments that undertake large amounts of day case type activity, or have a 
high throughput such as assessment units, however, it offers a consistent point of time for 
benchmarking.  CHPPD data will need to be used in triangulation with other methods for assessing 
staffing demand and patient acuity and dependency and should not  be used in isolation. Furthermore 
it does not take into consideration the competencies and level of experience required and other 
activities required on wards for example mentorship, preceptorship, training and appraisal completion. 

                                                 
8 Birthrate Plus® Consultancy Ltd|Safe Staff ing for Maternity Services 

CHPPD = 

file:///C:/Users/SorrellJ2/AppData/Local/Microsoft/Windows/INetCache/Content.Outlook/X2J996MV/Monthly%20Staffing%20Report%20May%202020%20(3)%20KJ.docx%23Appendix_11
http://shelfordgroup.org/library/documents/130719_Shelford_Safer_Nursing_FINAL.pdf
https://www.rcm.org.uk/sites/default/files/Birthrate%20Plus%20Report_1.pdf
https://www.rcm.org.uk/sites/default/files/Birthrate%20Plus%20Report_1.pdf

