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1.1 Statement on Quality 
from the Chief Executive

The NHS is facing a period of 
transformation in order to be able to 
create a sustainable future which can 
meet the growing demand for care 
within the resources it has available .

At Sheffield Teaching Hospitals NHS 
Foundation Trust we have already 
embarked on this journey of change but 

with a very clear focus on maintaining or improving the 
quality of care we provide whilst exploring how this can 
be delivered more cost effectively .

This Quality Report outlines some of those areas where 
we have already had good success thanks to the 
innovation, dedication and skills of our teams . It also sets 
out our priorities for 2017-18 along with areas where we 
need to continue to improve .

During 2016-17 our priority was once again to deliver 
good clinical outcomes and a high standard of patient 
experience . It was pleasing therefore that after a robust 
inspection process involving over 80 inspectors, the Care 
Quality Commission recognised the hard work, care and 
compassion of our 16,500 staff by awarding the Trust 
an overall rating of ‘Good .’ Many services were rated as 
outstanding and we were one of only 18 Trusts out of 134 
to be rated ‘Good’ across all the inspection domains of: 
safe, effective, responsive, caring and well led .

However, we are never complacent and continually 
look to adopt best practice, drive innovation and most 
importantly learn and improve when we do not meet the 
high standards we have set for ourselves . We have already 
taken action on a number of areas where the Care Quality 
Commission felt we could make improvements . One such 
area is the new End of Life Care strategy which has been 
developed to ensure everyone working in the organisation 
has a clear understanding of what we aspire to deliver for 
our patients towards the end of their life .

Our drive for continual improvement is embodied within 
the Trust’s Corporate Strategy ‘Making a Difference’ 
which is supported by a Quality Strategy and Governance 
Framework . The Corporate Strategy was refreshed during 
the year after consultation with partners, staff and 
patients . The feedback we received felt the vision, aims 
and values set out in the strategy were strong and should 
remain .

There are five overarching aims:

• Deliver the best clinical outcomes .

• Provide patient centred services .

• Employ caring and cared for staff .

• Spend public money wisely .

• Deliver excellent research, education and innovation .

We want to implement quality improvement initiatives 
that further enhance the safety, experience and clinical 
outcomes for all our patients .

There are some important clinical indicators which help 
us monitor how we are delivering in terms of clinical 
outcomes . Mortality rate is an important clinical quality 
indicator, and I am pleased to report that we have had 
a consistently ‘as expected’ mortality rate for the past 
few years . Our Hospital Standardised Mortality Ratio 
for both weekday and weekend emergency admissions 
is also ‘within expected range’ . During 2016-17 we also 
continued to review weekend mortality rates and further 
develop seven day services . Our Trust is a leader in this 
area which we feel is important in terms of the care we 
provide .

We consider rigorous infection prevention and control and 
clean facilities to be fundamental to our care standards . 
We continue to work hard to minimise the chances of 
patients acquiring hospital acquired infections, such as 
Norovirus and MRSA . During 2016-17 we had only 2 
cases of MRSA bacteraemia and the number of cases of 
C.Difficile remained relatively low although slightly higher 
than the previous year . We successfully managed and 
contained a measles outbreak which originated in the 
community and impacted on our patients and staff .

During the winter months, flu can pose a real health risk 
for patients and so during 2016-17 we vaccinated the 
highest ever number of our staff (76%) against flu so that 
we limited the risk of spreading the virus . We also offered 
patients who came in as emergencies the vaccination and 
our district nurses vaccinated almost all of their patients . 
We intend to build on this approach in 2017-18 .

Our patients tell us that keeping waiting times as short as 
possible is important to them . With regard to our overall 
performance in 2016-17, I am pleased to report that 
we have met the majority of our national standards for 
waiting times and other activities . The average waiting 
time for care at the Trust is eight weeks or less and the 
majority of cancer treatment waiting time standards are 
met consistently . Meeting the standards moving forward 
and providing patients with safe, appropriate care within 
the shortest possible timeframe will continue to be a 
driver for us in 2017-18 .

Whilst we did not consistently achieve the national 95% 
4 hour wait time standard, on average we did treat, 
discharge or admit 8 out of 10 patients who came to 
the emergency department within the required 4 hour 
timeframe . Like most other NHS trusts last year, meeting 
the rise in demand for emergency care during the winter 
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months was further exacerbated by an increase in delayed 
transfers of care for those patients who could not be 
discharged from hospital, despite being medically fit, 
because the necessary social or health care was not 
available . We worked closely with our local health and 
social care partners to try and manage the position . Our 
community and hospital teams responded magnificently 
by developing innovative ways of working which 
supported all our patients who needed care during this 
time . Despite extraordinary emergency care demands, our 
teams ensured we continued to meet the national Referral 
to Treatment waiting time standard which was exemplary 
in the circumstances .

During 2016-17 we launched our ‘Making it Better’ 
programme which looks at how we can maintain 
quality standards but cut our costs by encouraging and 
supporting our staff to make change where they think we 
could do things better . This work is important because 
although after a lot of hard work, we achieved a small 
financial surplus, we enter 2017-18 faced with one of the 
most challenging financial positions we have ever had . 
By exploring where we can do things differently, make 
efficiencies or work collectively we aim to deliver quality 
care but within the resources available to us .

The programme encompasses several areas including 
surgery, outpatients and emergency care . Thanks to 
the innovation of our staff we have already seen some 
fantastic results .

For example our pre-operative assessment teams have 
introduced an electronic assessment system to save 
patients extra visits to hospital and free up nurses to 
spend more time discussing issues with patients . A new 
lung surgery technique has cut patients recovery time to 
just 4 days because it uses a minimally invasive surgical 
technique which is enabling patients to recover faster and 
go home safely sooner .

We have also focussed on making our patients’ experience 
of care as positive as possible . We are piloting ‘social 
eating’ on some wards . Therapy and ward staff are 
supporting patients to eat together at mealtimes which is 
encouraging mobilisation out of bed, social contact and 
helping patients to have a good nutritional intake .

In partnership with patients, our community teams 
have developed the Okay to Stay plans which 
enable patients with complex long-term conditions to 
stay at home . As well as including vital medical 
information, the simple plan paints a picture for any 
visiting health professional of how the patient manages 
at home - who supports them, and what medication 
they need if unwell . It also helps the patient to recognise 

a deterioration in their condition . The plan is reviewed 
every three months and the patient retains a printed 
copy so that it can be shared with health professional . 
If a patient calls the Out of Hours service they are also 
immediately alerted to the patient’s plan, they can make a 
home visit and with the plan, make an informed decision 
to keep the patient at home . The GP can refer them to 
the 24-hour Community Nursing Team or Community 
Intermediate Care Service .

We’ve seen a 40% reduction in hospital admissions for the 
patients involved in the Okay to Stay plan project . Patients 
said they felt more confident, supported and more aware 
of when they needed to go to hospital and when they 
could stay at home with support .

A new remote British Sign Language interpreting service 
has been introduced which means that patients who are 
hearing impaired now have speedy access to a signer 
to help them communicate with hospital staff . The 
new system has reduced the number of operations and 
appointments which had to be cancelled where a face-to-
face interpreter wasn’t available and is more cost effective .

During 2016-17 we have continued to push forward our 
five year ‘Transforming through Technology’ programme . 
We have made increasing use of electronic whiteboards 
to improve patient flow, handover and observation 
recording . For example we are now using the whiteboards 
in the Jessop Wing to capture observations for mothers 
which automatically calculate and manage the patient’s 
MEOWS (Modified Early Obstetric Warning Score) . In 
addition, the maternity wards are able to use patient card 
icons to track and manage the birth status and birth type 
for each mother .

We have also begin to pilot electronic prescribing . 
E-prescribing aims to reduce errors due to handwritten 
prescriptions, flags up any reasons why the patient cannot 
have a certain drug and enables quicker turnaround of 
prescriptions and discharge from hospital .

As well as using technology to make improvements to the 
way we work internally, we are working with our partners 
to maximise technology links between local NHS trusts . 
Following on from the connecting of systems for test 
results, we are working with the other trusts across South 
Yorkshire to build a health information exchange that 
in the first instance will enable us to provide controlled 
access to electronic discharge summaries for patients at 
each of our hospitals so that we are able to provide better 
joined up care across the region .
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Our quality improvement work is not limited to the 
confines of our own organisation . As a member of the 
Working Together Partnership, which brings together 
seven NHS trusts in our region, a number of shared 
improvements to patient care and efficiency have been 
achieved . Following hot on the heels of the work to 
enable specialists to securely access test results that have 
been carried out in neighbouring hospitals, a project is 
now underway to link cancer referral systems across the 
seven Trusts which will mean faster referrals and removal 
of administrative duplication caused by different existing 
systems .

The Sheffield City Region is also home to one of seven 
national ‘Test Bed’ innovation centres which aim to 
modernise how the NHS delivers care . The ‘Perfect Patient 
Pathway’ test bed, hosted by our Trust, aims to create 
the perfect patient pathway for those suffering from 
long term health conditions such as diabetes, mental 
health problems, respiratory disease, hypertension and 
other chronic conditions . Working in partnership with GE 
Finnamore, IBM and 13 smaller innovators, the local health 
and care system has set up an integrated intelligence 
centre to help get people the help they need, when they 
need it most and is piloting new technologies in patients’ 
homes to help them manage their health conditions .

On a system-wide level we are excited by the potential 
changes we can explore for health and social care as part 
of the South Yorkshire and Bassetlaw Sustainability and 
Transformation Plan (STP) . This new approach will outline 
how health and care services are planned by place or 
location, rather than around individual trusts and care 
providers . The Sheffield Place Based Plan will be one of 
the ways we deliver the shared ambitions outlined in 
the South Yorkshire and Bassetlaw Sustainability and 
Transformation Plan (STP) at a local level .

Within the plan there are eight priority areas:

• Healthy lives, living well and prevention

• Primary and community care

• Mental health and learning disabilities

• Urgent and emergency care

• Elective care and diagnostics

• Maternity and children’s services

• Cancer

• Non clinical support functions

Over the next few years we look forward to this increased 
collaboration fostering further quality improvements for 
our patients .

Further information about this and other developments 
during 2016-17 can also be found in the Annual Report 
and on our website: www .sth .nhs .uk/news .

Of course none of these improvements are possible 
without the support of all 16,500 individuals who work 
for the Trust and our amazing volunteers and charities 
whose dedication and commitment is a source of great 
strength for our organisation .

It was exceptionally pleasing that national and local survey 
results during 2016-17 consistently showed that the 
majority of our patients and staff would recommend the 
Trust as a place to receive care and to work . For another 
consecutive year we saw an improvement in our staff 
survey results although we acknowledge we still need 
to do more in some areas . Our staff also won a number 
of quality and safety awards throughout the year and 
the Friends and Family Test for patients and staff gives a 
valuable insight into where our future focus needs to be .

During the last 12 months we have continued to 
encourage more of our staff to be actively engaged 
and involved in decisions, setting the future direction of 
the organisation and innovations . We are committed to 
continuing this important work during 2017-18 because 
we believe our staff are key to the delivery of excellent 
patient care .

We feel it is very important that we value everyone who 
works in the organisation and the efforts they go to every 
day to make a difference to our patients .

There is no doubt that in 2017-18, the environment in 
which we work will continue to be challenging, but I am 
confident that by fostering our culture of learning and 
continual improvement we will provide our patients with 
the safe, high quality care and experience they deserve .

The following pages give further detail about our progress 
against previous objectives and outline our key priorities 
for the coming year . To the best of my knowledge the 
information contained in this quality report is accurate .

Sir Andrew Cash OBE 
Chief Executive

17 May 2017

1 .1 STATEMENT ON QUALITY FROM THE CHIEF EXECUTIVE
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1.2 Introduction from the Medical Director

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 
care patients received during 2016-17 . 

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 goes some way to 
reassure our patients and the public of our commitment to 
deliver safe, effective and high quality care .

The Quality Report Steering Group oversees the 
production of the Quality Report . The membership 
includes Trust managers, clinicians, governors, and a 
representative from Healthwatch Sheffield . The remit 
of the steering group is to decide on the content of 
the Quality Report and identify the Trust’s quality 
improvement priorities whilst ensuring it meets the 
regulatory standards set out by the Department of Health 
and NHS Improvement .

As a Trust, we have considered carefully which quality 
improvement priorities we should adopt for 2017-18 . As 
with previous Quality Reports, the quality improvement 
priorities have been developed in collaboration with Trust 
governors and with representatives from NHS Sheffield 
Clinical Commissioning Group (CCG), Healthwatch 
Sheffield and the Healthier Communities and Adult Social 
Care Scrutiny and Policy Development Committee .

In developing this year’s Quality Report we have taken 
into account the comments and opinions of internal and 
external parties on the 2015-16 Report . The proposed 
quality improvement priorities for 2017-18 were agreed by 
the Healthcare Governance Committee, on behalf of the 
Trust’s Board of Directors, on 27 February 2017 . The final 
draft of the Quality Report was sent to external partner 
organisations for comments in April 2017 in readiness for 
the publishing deadline of the 16 May 2017 .

Dr David Throssell 
Medical Director
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2.0 Priorities for Improvement

This section describes progress against the three priorities 
for improvement during 2016-17 and provides an update 
on progress in relation to improvement priorities from 
previous years (2012/13-2015/16) . In addition, priorities 
for 2017-18 are outlined, along with an explanation of the 
process for their selection .

2.1 Priorities for improvement 2016-17
Progress against the three priorities for improvement 
during 2016-17 is outlined below:

Priority one 
To further improve the safety and quality of care provided 
to our patients by emphasising the importance of staff 
introducing themselves and checking the patient’s identity 
against documentation .

Background
The ‘Hello my name is…’ campaign has been adopted 
by many trusts as a simple but effective way to ensure 
that staff clearly introduce themselves to patients . The 
Trust supports the campaign and aims to take this a step 
further by also introducing the correct identification of 
the patient following introductions . This, along with a 
‘no unnecessary interruptions’ message, forms the basis 
of this quality improvement priority to improve safety, 
through providing a ‘Patient Safety Zone’ .

The project is not intended to script how staff should 
interact with patients, but to put in place core minimum 
standards for staff introductions and patient identification . 
In addition, the reduction of interruptions during staff 
-patient interactions, for example by using ‘room in use’ 
signs or by agreeing what are acceptable interruptions, 
aims to ensure a good patient experience and a safe 
environment .

In order to achieve Patient Safety Zone (PSZ) certification, 
wards or departments need to demonstrate compliance as 
follows:

• As a minimum, staff introduce themselves 90% of the 
time .

• Patient identity is positively checked 100% of the time 
through appropriate checks against documentation and 
the wristband (if worn) .

• 95% of staff- patient interactions are not interrupted .

Objective
During 2016-17, the Renal Unit and Brearley 7 aimed to 
achieve certification as Patient Safety Zones . These areas 
were selected as they expressed interest in the project 
during a Listening into Action event . In addition, the Renal 

Unit represents a microcosm of the hospital’s patients, 
such as acute admissions, long stay surgical patients and 
patients who are receiving long term care .

Achievements against objective
Whilst five outpatient areas have achieved Patient Safety 
Zone compliance during 2016-17, the Renal Unit and 
Brearley 7 did not achieve compliance and demonstrated 
that the more complex environment of inpatient areas 
presents additional challenges . For example, many 
interactions take place at the patient’s bedside rather than 
in a private room and this makes reducing interruptions 
more difficult . Therefore, during 2017-18, further work will 
be undertaken to ensure the applicability of the Patient 
Safety Zone to inpatient areas .

The five outpatient areas achieving certification during 
2016-17 are:

• Audiological Science

• Neurophysiology

• Ophthalmic Imaging

• Diagnostic Cardiology Unit RHH

• Diagnostic Cardiology Unit NGH

The PSZ project has been recognised as exemplary 
practice by the Care Quality Commission (CQC) and UK 
Accreditation Service . In November 2016 the Trust’s 
Patient Safety Zone project team were winners of a Trust 
‘Thank You Award’ in recognition of their work .

For 2017-18 there will be continued roll out and 
embedding of the Patient Safety Zone across the Trust, 
aiming to have 10 new areas certified . Work to adapt the 
Patient Safety Zone to inpatient areas will continue but the 
primary focus for 2017-18 will be on outpatient areas .

This objective is therefore being rolled over and expanded 
to be completed during 2017-18 .

Priority two
To further improve End of Life Care .

Background
There has been a significant change in the way end of 
life care is delivered in hospitals following the Neuberger 
Review ‘More Care, Less Pathway’ (2013) . In response, the 
Trust developed new local guidance aiming to ensure a 
personalised approach to caring for patients who may die 
in the next few hours or days . The guidance is based on 
the Five Priorities for Care of the dying person, as defined 
by the Leadership Alliance for the Care of Dying People .
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These are:

• The possibility that a person may die within the coming 
days and hours is recognised and communicated 
clearly, decisions about care are made in accordance 
with the person’s needs and wishes and these are 
reviewed and revised regularly .

• Sensitive communication takes place between staff and 
the person who is dying and those important to them .

• The dying person, and those identified as important to 
them, are involved in decisions about treatment and 
care .

• The people important to the dying person are listened 
to and their needs are respected .

• Care is tailored to the individual and delivered with 
compassion - with an individual care plan in place .

• The local guidance aims to support staff in applying 
the Five Priorities for Care to ensure that these become 
embedded in everyday practice .

Objectives
Following implementation of the guidance on three 
wards, it was our aim during 2016-17 to roll out the 
guidance across the Trust . It was also planned to measure 
the impact of the guidance against the Five Priorities for 
the Care of Dying People .

To ensure that the views of dying patients and their 
relatives are firmly embedded in our work, a survey 
seeking the views of the relatives of patients who had 
died was planned to be implemented during 2016-17 .

Achievements against objectives
Before rolling out the guidance, an audit of patients’ 
hospital notes was carried out on the three wards where 
the guidance had been implemented, to assess its impact . 
The audit reviewed documentation in relation to the Five 
Priorities for Care, both before and after the guidance was 
introduced .

Improvements in documentation were noted around 
the involvement of senior clinicians in recognising the 
last few days to hours of life and discussions with the 
people important to the patient . In addition, following 
the introduction of the guidance, more patients had a 
documented daily medical review and people who were 
important to the patient were more likely to be asked 
about their needs .

Whilst some improvements were noted, overall there 
was not a significant change demonstrated following the 
introduction of the guidance and therefore the guidance 
was not rolled out as planned during 2016-17 . Instead, 

staff will now be consulted to assess their views on and 
use of the guidance and, during 2017-18, the guidance will 
be reviewed and changed as necessary .

A Trust End of Life Care Strategy was developed in 
2016-17 and this cites the Five Priorities for Care . The 
strategy is central to our vision and ambitions for 
end of life care and the next step is to develop an 
implementation plan to put the principles of the strategy 
into practice . Two newly appointed clinical leads for End 
of Life Care will take forward the implementation plan 
which will be developed in consultation with staff across 
the Trust during March 2017 . The plan will then be rolled 
out from April 2017 with the aim of getting key elements 
in place by October 2017 . Monitoring and evaluation will 
be built in to this plan in order to provide evidence of 
implementation and outcomes .

A survey of end of life care commenced in May 2016 and 
will run until May 2017 . The survey covers all aspects of 
end of life care and is given personally to the next of kin 
of deceased patients when they attend their appointment 
with Bereavement Services to collect the death certificate . 
The survey has been positively received and results will be 
carefully reviewed during 2017-18, when actions will be 
agreed in relation to any areas for improvement which are 
highlighted .

Our work to improve end of life care involves a longer 
term programme and this objective is therefore being 
rolled over and expanded throughout 2017-18 and 
2018-19, reviewing the End of Life Care Guidelines and 
implementing the End of Life Care Strategy . 

Priority three
To further improve the environment at Weston Park 
Hospital .

Background
The hospital environment is an important element of 
patient experience and a patient’s first impressions can 
influence their perceptions of the service, as well as their 
perceptions of the standard of care that they receive . 
Although, in general, the feedback from patients about 
the service they receive at Weston Park Hospital (WPH) is 
hugely positive, comments made by patients suggests that 
the environment at WPH is an area for improvement . In 
addition, the environment at WPH was highlighted by the 
Care Quality Commission (CQC) during their inspection in 
2015 as requiring improvements .

2 .1 PRIORITIES FOR IMPROVEMENT
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In response to the feedback from patients and the CQC, 
a programme of work has commenced to update and 
refurbish clinical areas . The refurbishment programme 
commenced in 2015 with the development of an 
Assessment Unit at Weston Park Hospital . Opening in 
December 2015, the unit provides a bespoke environment 
for the clinical assessment of acutely unwell patients .

An Estates Group has been in place since September 
2016 and meets on a regular basis . The group includes 
key individuals from the Specialised Cancer Services 
Directorate, Estates, Strategy and Planning and a Patient 
Governor, as well as input from patient groups and other 
key stakeholders .

Objective
The focus of the current phase of the programme is 
the refurbishment of the two inpatient wards . The 
refurbishments will significantly increase the space 
available and provide opportunities for more flexible use 
of the different types of beds . With more single rooms 
with en suite facilities, the new wards will ensure we are 
able to better preserve the privacy and dignity of patients 
and their families .

Achievements against objective
Ward 2 refurbishment was completed in December 
2016, now providing a modern, bright environment with 
artwork chosen by patients themselves .

The refurbishment of Ward 3 has commenced with 
completion scheduled for September 2017 . The design 
will largely mirror that of Ward 2, but with some specific 
adaptations such as the inclusion of a HEPA (high-
efficiency particulate arrestance) air- filtered single room 
for immunocompromised patients .

Improvement work in the theatres area has been 
completed during 2016-17 . This has included enhanced 
security arrangements, improved signage and storage 
and a refurbished recovery area . The patient environment 
has also been improved in the theatres area including 
improvements to the décor, updating of the seating area 
and new flooring .

Going forward, a draft Strategic Outline Case for the 
further improvement of the environment at Weston 
Park Hospital was discussed at the Trust’s Capital 
Investment Team in February 2017 . This focuses on the 
further development of clinical facilities with a focus 
on outpatient areas . As the scope of the objective has 
expanded the progress will now be monitored via the 
Capital Investment Team and the Board . Due to this the 
objective will no longer be reported in the Quality Report .

2.2 Update on progress against 
previous priorities for improvement 
(2012/13 - 2015/16)
This section provides an update on continued work 
in relation to previous Quality Report priorities for 
improvement . Progress against previous priorities will 
continue to be reported until either the priority objective 
is achieved or the work is now on-going .

Improvement priorities 2015-16
To improve how complaints are managed and 
learned from.
In 2014 a comprehensive review of the Trust’s complaints 
management process was undertaken . Following a 
successful pilot in General Surgery and Urology during 
2015-16, a number of changes to the complaints process 
have been embedded during 2016-17 . These include 
routinely telephoning complainants wherever possible to 
acknowledge receipt of and to discuss their complaint .

In addition, a number of further initiatives have been 
implemented during 2016-17 as follows:

From 1 April 2016, the Trust began working to new, tiered 
response time targets in place of the previous flat 25 
working days target for all formal complaints . As part of 
this new approach, a new triage model was introduced, 
which is used to grade the complexity of a complaint 
from Level 1 (low risk) to Level 4 (high risk) . These new 
risk levels determine the length of time allocated for 
responding to the complaint, in agreement with the 
complainant as shown below:

Level 1 - 10 day target for complaints that can be resolved 
more quickly .

Level 2 - 25 day target for complaints of medium 
complexity .

Level 3 -  40 day target for more complex complaints .

Level 4 - 60 day target for very complex complaints, or 
when an external investigation is required, such 
as an inquest .

These new targets have been fully embedded and the 
Trust works to a target of responding to 85% complaints 
within the agreed timescale . The performance this year 
was 89%, achieving the target for the second consecutive 
year .

2 .2 UPDATE ON PROGRESS
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From April 2016, a new complainant satisfaction survey 
was introduced, with surveys being sent to complainants, 
by either post or email, two weeks after the response to 
their complaint .

Between April and September 2016, 287 complainants 
responded to the survey, a response rate of 29% . The 
highest scoring question was:

It was easy to make a complaint

The lowest scoring question was:

I am confident that improvements have been made 
as a result of my complaint 

There is a programme of on-going work to ensure that 
service improvements are made as a result of complaints 
and to embed learning and improving as a result of 
complaints . This work includes the training outlined 
below .

In addition to the survey, a sample of complainants who 
chose to provide their contact details through the survey 
are interviewed either by telephone or face to face . 
Additionally, the relevant complaint files are audited with 
the outcome of the survey, interviews and audits then 
being analysed and compared .

Between April 2016 and March 2017, a total of 17 
complainants were interviewed and their complaint 
files audited . A report will be submitted to the Patient 
Experience Committee in May 2017 summarising the 
findings from the interviews and audits .

To support the new complaints process, a comprehensive 
programme of training was developed and has 
been running since September 2015 . The training is 
underpinned by an ethos of welcoming and acting on 
feedback . During 2016-17, 35 training sessions have been 
held, attended by 348 staff . 316 staff provided evaluations 
of the training, with over 97% stating that they would be 
extremely likely or likely to recommend the training .

The programme is planned to continue throughout 
2017-18 .

To improve staff engagement by using  
the tools and principles of Listening into  
Action (LiA).
Listening into Action (LiA) was introduced in the Trust 
in the autumn of 2014 as a way of bringing about 
changes that would have a positive impact on patients 
and staff through engagement strategies . Since the 
launch of LiA there have been 60 schemes covering 26 
clinical directorates across all care groups with a total 
of 8,288 staff being involved . Each scheme has had the 
commitment and involvement of the operations directors, 
nurse directors and clinical directors .

Making a Difference for Patients
In 2016 phase 3 incorporated 16 schemes, the majority 
of which were directly improving services for patients 
and their relatives as well as the service we provide . The 
current phase, phase 4, has 27 schemes and is due to 
conclude in April 2017 . Some examples of the outcomes 
are detailed below:

• Orthopaedics Seamless Surgery Team has reduced 
their mean on- day cancellations from 6 .3% in March 
2015 to 3 .5% in June 2016 . This has been achieved by 
improving communication with the patients .

• The Weston Park Hospital Elective Admissions Teams 
implemented a new pre-hydration protocol for 
chemotherapy patients, resulting in 82% of patients’ 
regimens being completed and the patient ready for 
discharge before the target time of 9am . The target 
of starting the pre-hydration protocol by 2pm on 
admission is now 62 .5% . This enables more patients 
to be discharged on the day . This work is continuing 
as part of the Microsystem Coaching Academy ward 
collaborative and measurement will continue as part of 
this .

• The Firth 8 Little and Often Team introduced snacks 
between meals for post-operative cancer patients . 
This scheme started because patients were not able 
to obtain sufficient nutrition through the three meal 
system due to their reduced physical capacity for 
meals . As a result, patients are provided with nutritious 
snacks between meals so that their nutritional intake is 
increased .

The impact of Listening into Action is currently being 
measured in a number of ways . Each scheme develops 
targets and desired outcomes at the start and these are 
revisited at the end of the scheme .

2 .2 UPDATE ON PROGRESS
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We hold development events for teams along their 
journey to help them plan and deliver their schemes . 
At every event we ask staff for feedback on how 
motivated the session has made them feel . Chart one 
shows accumulated data from teams who attended the 
launch, Compass Check and Pass It On Events since LiA’s 
introduction . A total of 592 respondents, with 1,809 
responses replied to the following three questions:

• How would you rate today’s events?

• Do you feel that today has been a good use of your 
time?

• Do you feel that the LiA way will help us to improve 
patient care and how we work together?

The impact of LiA is also being measured by a Pulse 
Check . This consists of 15 questions focussing on how 
much staff feel they are engaged and supported to do 
their job, which link to the key areas of the staff survey . It 
is simple and quick to administer and complete . This was 
performed at the start of the journey as a baseline across 
the Trust, and then again in August 2015, January 2016 
and September 2016 with all the staff involved with LiA . 
To date 694 people have completed a Pulse Check .

When the Trust scores are benchmarked against the 
average score for all other trusts who have adopted LiA 
it is clear to see that the Trust has performed better than 
other organisations . The data demonstrates that staff 
who get involved in LiA feel better led, more involved, 
motivated and positive about their work and the Trust .

Moving forward, there will be one cohort of phased LiA 
schemes each year, with support provided for emergent 
schemes and teams outside of this cohort . A refresh of the 
Staff Engagement Strategy will be undertaken in 2017 .

To improve the safety and quality of care 
provided by the Trust in all settings, with 
the aim of reducing preventable harm and 
improving quality
In July 2014 the Trust committed to a three year ‘Sign up 
to Safety’ campaign . The Trust’s overall aim is to further 
improve the reliability and responsiveness of care given 
to patients, which in turn will achieve a 50% reduction in 
harm . Progress against the five goals which underpin the 
campaign is outlined below:

1 Cultural change that ensures that patient safety 
will be embedded within all aspects 
of clinical care.
The Trust has introduced bespoke training packages in 
Human Factors, providing staff with the skills to undertake 
simulation exercises and to improve the investigation of 
and learning from serious incidents . During 2016-17 there 
have been four training days, which have been attended 
by 85 staff . Following on from these, several staff groups 
have undertaken their own simulation exercises, either 
in the simulation suite or in their own clinical areas . 
This training is also provided within some directorate 
nurse training days and included in change management 
projects so all staff understand the implications of Human 
Factors for practice . The same format is used by the 
medical education department when organising ‘away 
days’ for all first foundation year doctors and regional core 
medical trainee courses .

2 Improved recognition and timely 
management of deteriorating patients 
leading to improved care.
To improve the recognition of deteriorating patients the 
Sheffield Hospitals Early Warning Score (SHEWS) and 
subsequent escalation plan were revised in 2015-16 . This 
has increased the sensitivity of the protocol resulting in 
patients being escalated sooner, which leads to improved 
care .

An audit of patients’ pre-cardiac arrest SHEWS in 2016 
was undertaken . This provides assurance that the 
Management of the Deteriorating Patient Policy is being 
adhered to . The audit ensures that where any learning is 
identified this is discussed with local governance teams 
and reviewed through local governance processes .

Audit of patients’ pre- General Intensive Therapy Unit 
admission shows good compliance with the SHEWS 
process . Discussions within the Trust are on-going to 
consider an electronic solution to improve the accuracy 
and completeness of recording of clinical observations and 
timely escalation to the medical team .

Excellent

Good 

Average

Below average

Poor

Chart 1 - Delegate responses (by score) from  
LiA events phases 1-3 indicating satisfaction
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3 Improved recognition and timely management of 
patients presenting with, or developing, Red Flag 
Sepsis and Acute Kidney Injury (AKI).
Care bundles for Red Flag Sepsis and AKI have continued 
to be rolled out and developed throughout 2016-17 . The 
AKI bundle is currently supported by a team that provides 
expert advice and training, as well as formal teaching 
sessions . This flexible approach has enabled training to be 
continued to be delivered throughout the busy periods, 
particularly over the winter months . The prompts added 
to the Laboratory Information Management System 
which highlight ‘at risk’ patients have enabled the nurse 
specialists to target areas for further improvement . The 
team are collating information and evidence with a view 
to developing improved fluid balance recording and 
monitoring in the coming year .

In 2016-17 the Trust appointed a consultant sepsis 
lead and a sepsis nurse who, together with project 
management input from the Service Improvement Team, 
have developed a number of workstreams to improve the 
quality of care given to patients . The workstreams have 
focussed on:

• Education .

• Electronic triggers for staff .

• Clinical coding .

• Liaison with the Pharmacy department .

The workshops are to be initially implemented across the 
Acute and Emergency Medicine Care Group as well as the 
Renal Unit and the Surgical Assessment Centre . Following 
successful implementation, workstreams will be phased 
into all other areas of the Trust .

4 Absolute reduction in the cardiac arrest rate
The Trust continues to maintain a reduction in the 
cardiac arrest rate . Audits following every cardiac arrest 
have provided the Trust with quality data, which is 
now being submitted to the National Cardiac Arrest 
Database . Over this coming year, the data will enable 
comparison with other organisations and allow for shared 
learning . A review of ‘Do Not Attempt Cardio Pulmonary 
Resuscitation’ (DNACPR) forms was completed during the 
year with positive results; of the sample records reviewed 
it was found that all were discussed with the patient 
or the family . The review found that 86% of patients 
expected to have had a DNACPR considered, had died 
with one in place . We are liaising with the HM Coroner’s 
Medical Examiner in order for the Trust to undertake 
timely reviews in areas highlight by the Coroner as part of 
their reviews of patient care .

5 Improved communication in the introduction 
of structured processes to improve the transfer 
of patient information.
The Patient Safety Zone (PSZ) initiative ensures that 
the correct checks are made with patients prior to the 
delivery of their care, whilst staff are assured that they are 
not subject to unnecessary interruptions by colleagues . 
The ‘Patient Safety Zone’ is a quality objective which 
will continue to be rolled out into other areas through 
2017-18 . 

‘Safety Huddles’ are brief meetings that take place over 
a short time period (generally less than 10 minutes) and 
are focussed on a specific element of patient safety . 
These have been trialled on a small number of wards to 
ensure that any immediate safety concerns are shared 
amongst the ward staff . Currently 11 inpatient wards 
have signed up in 2016-2017, with a further 11 expressing 
an interest to be included in the next year . Results so far 
have demonstrated a significant reduction in patient falls 
and pressure ulcers . Data continues to be monitored, and 
teams achieving key milestones are celebrated through 
internal and external communications . Work is ongoing to 
increase the number of Safety Huddles across the Trust, 
with a trial to be developed for virtual huddles to be 
introduced in the community setting .

Improvement priorities 2014-15

To ensure every hospital inpatient knows  
the name of the consultant responsible for 
their care during their inpatient stay and the 
name of the nurse responsible for their care  
at that time.
A recommendation from the Mid Staffordshire 
NHS Foundation Trust Public Inquiry report and the 
government’s formal response ‘Hard Truths’ specified 
that every hospital patient should have the name of 
their consultant and the nurse responsible for their care 
displayed above their beds .

In July 2015, the Trust introduced a mix of tent boards and 
wall mounted boards at patients’ bedside which captures 
each patient’s named nurse and consultant . The type of 
board used was dependent on the different locations and 
patients’ needs .

Between October and December 2016 a Trust wide 
evaluation of the use of the boards commenced . A total 
of 140 staff and 140 patients took part in the evaluation . 
The results show that the majority of staff and patients 
across the Trust are completing the tent boards . An action 
plan has been produced by the Nurse Executive Group to 
further improve practice where necessary .
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Overall, patients and ward staff feel positive about the 
boards although the findings suggest that patients and 
staff prefer verbal communication . One key issue is where 
the tent boards are located . Both staff and patients spoke 
about the boards being in the way and obscured by 
hospital equipment or inpatient belongings . To overcome 
these issues a number of wards have chosen to use the 
white board or the small boards located at the back of the 
patient’s bed .

To review mortality rates at the weekend 
and to focus improvement activity where 
necessary.
The Trust has continued to review mortality by day of the 
week during 2016-17 . 

The Trust continues to work collaboratively with the 
regional group to identify mortality related issues on a 
local and regional basis and has increased the number of 
individuals who are trained in case note review .

The number of deaths within the Trust is too small to 
be able to calculate any meaningful and valid statement 
about our ‘weekend’ effect but the Trust continues to be 
involved in the national High-Intensity Specialist-Led Acute 
Care project . The Trust is instrumental in the development 
of regional and national metrics in respect of mortality in 
acute hospitals . The emerging Framework for Learning 
from Deaths published by the CQC and NHS Improvement 
will require the Trust to adapt its current processes and 
work on this is well underway .

Along with reviewing case notes we have also been given 
access to the Sheffield Coroner’s records of narrative 
verdicts between 2014 and 2015 . This data has now been 
collected and transcribed into a digital format and analysis 
is underway to see how this aligns with the findings from 
the case note review . The work confirms that the common 
themes declared by the Coroner in narrative verdicts are 
the same themes as those identified by the Trust’s work 
on cardiac arrests and these concern communications, 
handover, delay in diagnosis and escalation of care .

To review the impact of waiting times on the 
patient experience (specifically patients waiting 
over 18 weeks for treatment).
The national 18 week wait target specifies that the length 
of time between the patient’s first referral and their 
treatment should be no longer than 18 weeks . Between 
April and June 2016 a survey was sent by post to a sample 
of patients who had waited over 18 weeks for their 
initial procedure or treatment . In total 310 patients were 
surveyed across 31 specialties . 

The purpose of the survey was to understand how 
waiting impacts on the life and the day-to-day activities of 
patients .

The survey was anonymous and questionnaires were 
coded to ensure the responses could be tracked back to 
the appropriate specialty . 89 patients from 28 specialities 
responded, giving a response rate of 29% . Results are 
detailed below:

 Question Yes No

Has your mobility deteriorated 
whilst you have been waiting 
for your appointment/operation/
procedure? (for whom this 
question applies)

21% 
(14/68)

79% 
(54/68)

Has your ability to care for 
yourself deteriorated whilst 
you have been waiting for 
your appointment/operation/
procedure? (for whom this 
question applies)

15% 
(11/72)

85% 
(61/72)

Has your ability to perform your 
usual activities deteriorated 
whilst you have been waiting 
for your appointment/operation/
procedure? (for whom this 
question applies)

32% 
(25/77)

68% 
(52/77)

Has your pain or discomfort 
increased whilst you have been 
waiting for your appointment/
operation/procedure? (for whom 
this question applies)

37% 
(29/79)

63% 
(50/79)

Have you become more anxious 
and or depressed whilst you 
have been waiting for your 
appointment/operation/
procedure? (for whom this 
question applies)

45% 
(37/83)

55% 
(46/83)

Did you receive any updates 
from us regarding your wait? (for 
whom this question applies)

21%  
(17/80)

79% 
(63/80)

Individual directorates have been sent their results, 
including all comments made by patients . The directorates 
are now considering ways to improve their service, 
including ways to keep patients informed .
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Improvement priorities 2013-14
Cancelled Operations
In 2016-17 the on-day cancellation rate for elective surgery 
remains at around 6 .1% . Although we are still short of 
our target to reduce this figure to 4%, the percentage of 
cancellations continues to decrease slightly year-on-year . 
Some on-day cancellations are unavoidable (e .g . patients 
presenting with an infection), but work has shown that 
even accepting these, a rate of 4% is achievable and 
would represent good practice . The main reasons for 
cancelled operations during 2015-16 were:

• Patient unfit - Patients arriving with an infection, or 
having results of standard tests outside of the expected 
ranges (e .g . high blood pressure) .

• Patient did not attend - The patient did not arrive for 
the scheduled appointment .

• Operation not required - Symptoms that have improved 
or disappeared .

• Lack of theatre time - Previous patients on the list 
taking longer than expected; changes to the order of a 
list resulting in (or as a result of) delays .

Through the Seamless Surgery Programme, launched 
across the Trust in July 2016, there have been considerable 
efforts to reduce cancelled operations and theatre lists . 
The Seamless Surgery Programme is designed to create 
a best practice elective pathway where the referral to 
recovery process is right first time . Work is taking place 
in all surgical directorates to address the principles of 
seamless surgery . The following work has taken place in 
many surgical directorates since the launch:

• Root cause analysis of patient and list cancellations on 
a weekly basis to understand and fix the root causes .

• Reminder calls for patients at four days prior to surgery 
to ensure they are fit, ready, willing and able to attend .

• Text message reminders to patients seven days prior to 
elective surgery reminding of the date, time, location 
and the cost to the NHS of not attending for surgery .

• Improved forward planning of theatre lists to ensure 
equipment and appropriate staffing can be organised 
to reduce potential on day problems .

• Theatre list orders finalised 48 hours before taking 
place to avoid on day delays and potential cancellations 
for lack of time .

• A Policy for Management of On-Day Cancellations has 
been developed, which when followed, ensures all 
steps are taken to avoid an on day cancellation .

To further build on these, during 2017-18 the following 
work will be undertaken to continue to seek improvements 
and this will be overseen by the Seamless Surgery Board, 
chaired by the Medical Director:

• Monthly analysis of the key reasons for on-day 
cancellations to raise awareness of trends/key issues .

• Full adherence to the Management of On Day 
Cancellations Policy in all cases .

• Standardise and spread of the weekly root cause analysis 
at directorate level

• Collate the outcomes from the directorate analysis 
centrally, to support organisational learning and 
improved processes .

• Fully implement reminder calls and text messages for all 
elective patients .

• Standard scheduling processes across all teams, using 
this Standard Operating Procedure to enable better 
communication with patients and clinical teams, reducing 
the chances of list and patient cancellations .

The challenge of reducing the volume of on-day 
cancellations is critical to providing the best elective surgical 
pathway, so the focus will continue to remain on this during 
the next year .

Pressure Ulcers
Further work led by the Tissue Viability Service is 
progressing to reduce the prevalence of pressure ulcers 
to 5% . The target of 5% was agreed as part of the 
CQUIN negotiation for 2013-14 . This work included the 
identification of patients at risk of developing a pressure 
ulcer, early intervention and targeted work with clinical 
areas .

As shown in the table opposite the overall proportion of 
pressure ulcers has reduced to 5 .94% during 2016-17 . This 
is due to the proportion of pressure ulcers acquired whilst 
receiving care from the Trust reducing to 1 .57% and the 
proportion of patients with pressure ulcers prior to receiving 
care from the Trust (Inherited) also reducing to 4 .38% .

During 2016-17, a community-wide audit took place to look 
at pressure ulcer prevention and management . A total of 
288 patient records were audited . The results are currently 
being analysed and any areas for improvement will be 
identified and actioned .

Reducing pressure ulcers will remain a priority for the 
Trust during 2017-18 . Further educational programmes are 
planned including education on the recently introduced 
‘React to Red’ campaign to raise awareness of Grade 1 
(early stage) pressure damage to prevent deterioration to 
Grade 2 .
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In Primary Care, 36 Pressure Ulcer Prevention (PUPs) 
champions have been trained as ‘Train the Trainers’ for 
‘React to Red’ . These champions cover 18 out of the 21 
community nursing teams . The PUPs are cascading the 
training to their teams, and also into the residential homes 
covered by their teams . ‘React to Red’ training was added 
to PALMS as an e-Learning programme in November 
2016 and 227 pre-questionnaires have been completed . 
The ‘React to Red :Train the Trainer’ programme has been 
rolled out to all areas with intermediate care beds and to 
nursing homes, where 70 PUPs have been trained .

Link Champion roles for tissue viability have also been 
launched in the acute setting . To date 90 champions have 
attended an annual study day developed and delivered 
by the acute team . The study day includes a strong focus 
on pressure ulcer prevention and management . The acute 
Tissue Viability Team also supports a rolling secondment 
opportunity for a ward staff nurse to work with the team 
to develop their skills .

Each educational programme is being evaluated to review 
impact and improvement . To support education for all 
staff, educational aids are now accessible on the Trust 
Tissue Viability intranet page to support all nurses in 
pressure ulcer grading, distinguishing between pressure 
and moisture damage, anatomical sites, processes for 
reporting and investigating pressure ulcers and risk 
assessment .

As part of the new electronic patient record, Lorenzo, 
tissue viability records and referral systems are being 
piloted to support early ward referrals and improved 
documentation and communication . In primary care 
new electronic care plans for pressure ulcer prevention 
have been added to SystmOne, and use of these is being 

monitored through audit .

Progress has been made with the development of a Trust 
wide Pressure Ulcer Prevention and Management Policy . 
Once ratified and initiated, a number of smaller projects 
will progress throughout the year, for example work to 
improve the management of moisture lesions and heel 
pressure ulcers .

A clear process has been established in both acute 
and community settings for the investigation of the 
development of serious pressure ulcers . Actions identified 
as part of an individual investigation or trend in pressure 
ulcers are then implemented at either directorate or Trust 
level via the Pressure Ulcer Prevention and Management 
Steering Group .

The acute team remain actively involved in the Total Bed 
Management Project, which will see the Trust replace 
all existing beds over the next five years . The team have 
provided expert advice to inform the project, including 
outlining specific requirements for beds and mattresses for 
patients to promote comfort and to reduce incidence of 
pressure ulcers .

Improvement priorities 2012-13

Optimise Length of Stay
The Trust has been continuing to develop its arrangements 
to optimise ward flow and reduce length of stay . The 
strategic direction for this work is provided by the 
Excellent Emergency Care workstream, part of the Trust 
Transformation Programme, ‘Making it Better’ . Work 
during 2016-17 has included:

Monthly survey data 
for the period

2012-13

Oct 12 - 
Mar 13

2013-14

Oct 1 - 
Mar 14

2014-15

Oct 14 - 
Mar 15

2015-16 

Oct 15 - 
March 16

2016-17

Oct 15 - 
March 16

Proportion with pressure ulcers 
acquired whilst receiving care from 
the Trust

1 .77% 1 .41% 1 .79% 1 .81% 1 .57%

Proportion with pressure ulcers prior 
to receiving care from the Trust 
(Inherited)

4 .18% 4 .31% 4 .36% 5 .03% 4 .38%

Overall proportion 5 .98% 5 .72% 6 .15% 6 .84% 5 .94%

Table 1
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• Improving Ward Flow: Over 20 wards, including 
assessment units, are holding regular coached 
multidisciplinary improvement meetings, focused on 
the redesign of ward processes . There are examples 
of good practice around improved ward flow and 
multiple disciplinary team working; board rounds; 
standardisation of ward round processes; use of 
whiteboard and handover . In 2017-18 the focus will 
be on agreeing the good practice standards for ward 
flow using internal experience and evidence in the NHS 
England paper Safer, Faster, Better and supporting all 
wards to measure their practice against these standards 
and develop plans to achieve them .

• Timely Emergency Assessment: Our aim is to achieve 
timely and effective assessment, diagnosis and 
treatment with a positive experience for patients, family 
and staff . The ‘Vital Room’, chaired by a Trust Deputy 
Medical Director, brings together a diverse group of 
specialities and professions who are involved in acute 
assessment to support, share, problem solve and make 
decisions to achieve consistent use of best practice 
learning .

• Developing safe and effective alternatives for 
admission: We are testing whether a combination of 
the Glasgow Admission and Prediction Score (GAPS) 
and ambulatory pathways will allow the patients to be 
fast tracked from A&E and also reduce the need for 
admission . A number of interventions are being tested 
to reduce the need for hospital admission, e .g . Okay to 
Stay plans, COPD in home assessment .

• Pathway Improvement: Learning from the Elderly 
Care Big Room . The FLOW programme is using team 
coaching skills and improvement science at a care-
pathway level to improve patient flow through the 
healthcare system . Pathways are defined at a condition 
level, e .g . skin cancer, stroke, COPD reflecting how 
patients actually experience care .

• Measures: Repeated annual analysis for each specialty 
to track performance against Dr Foster data for case-
mix adjusted length of stay and ward level metrics 
(weekly admission, discharge and ward based length of 
stay information is sent routinely to nurse directors and 
operations directors) .

2.3 Priorities for Improvement 2017-18
This section describes the Quality Improvement Priorities 
that have been adopted for 2017-18 .

For 2017-18, a new approach to the selection of objectives 
has been agreed by the Quality Report Steering Group, 
whose members include representatives from Sheffield 
Healthwatch and the Trust’s governors . This new approach 
will enable a combination of short, medium and longer 
term objectives to run in any one year, allowing greater 
flexibility in the selection of objectives .

From 2017-18, in any one year there will be:

• Two x two-year objectives, one in its first year and one 
in its second and final year .

• One x one-year objective, for completion within year .

The objectives for 2017-18 have been agreed by the 
Quality Report Steering Group in conjunction with 
patients, clinicians, governors, Healthwatch and Sheffield 
Clinical Commissioning Group . These were approved by 
the Healthcare Governance Committee, on behalf of the 
Trust’s Board of Directors, in April 2017 . The objectives 
include two objectives from 2016-17, which will extend 
their scope and reach throughout 2017-18, plus one new 
objective as follows:

• Introduce Electronic Care Planning across the Trust to 
improve the quality of care planning (new objective to 
be completed during 2017-18) .

• Further improve the safety and quality of care provided 
to our patients through initiatives such as the Patient 
Safety Zone and Safety Huddles (2016-17 objective 
continuing and completing during 2017-18) .

• Further improve End of Life Care (2016-17 objective 
continuing during 2017-18 and completing during 
2018-19) .

These three areas span the domains of patient safety, 
clinical effectiveness and patient experience .
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2.4 Detailed objectives linked to improvement priorities for 2017-18

Priority 1

Our Aim
Introduce Electronic Care Planning across the Trust to improve the quality of care 
planning .

Past Performance

The Department of Health defines care planning as:

“…a process which offers people active involvement in deciding, agreeing and 
owning how their condition will be managed. It is underpinned by the principles 
of patient-centeredness and partnership working... It is an on-going process of 
two-way communication, negotiation and joint decision-making in which both 
the person... and the health care professionals make an equal contribution to 
the consultation.”

It has been identified by Nurse Directors and the CQC that care planning across 
the Trust does not always fully reflect the individual needs of patients . To improve 
this an extensive scoping and consultation exercise was undertaken to develop 
a way forward for care planning in the Trust . Feedback from the consultation 
overwhelmingly pointed towards a return to a well-established nursing model of 
care planning - Roper, Logan and Tierney’s Activities of Daily Living . This is aimed 
to improve individual care plans, sharing of information and interaction with 
patients/carers .

An electronic version of this model has been built in the Trust electronic patient 
record, Lorenzo and debated at various forums for approval . This was then 
piloted for a six week period from week commencing 31 October 2016 on wards 
E1/2, RHH and Firth 9, NGH . The wards continue to use e-Care planning whilst a 
qualitative evaluation of the project takes place during January 2018 .

The intended outcomes of the care planning pilot were:

• To have fully individualised care plans for patients

• To improve the quality of documentation

• To enable evaluation of the care to be done at the bedside in collaboration with 
the patients (using laptops on wheels, LOWs)

• To facilitate contemporaneous documentation using LOWs

The pilot scheme evaluated well, gaining interest from other disciplines .

Key Objectives

The Electronic Care Planning roll out will be completed by December 2017 . 
To support the implementation a staff training programme, including specific 
training resources, will be drawn up .

To support other disciplines outside of nursing with the change in practice a 
Standard Operating Practice for medical, administration and AHP staff has been 
developed .

Measurement and Reporting
A full roll-out of electronic care planning across the Trust . The ongoing process of 
roll-out will be reported through 2017-18 to the Trust Nurse Executive Group

Board Sponsor
Professor Hilary Chapman 
Chief Nurse

Implementation Leads
Deanne Driscoll - Innovation & Technology Lead Nurse
Simon Tierney Wigg - Clinical Implementation Lead
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Priority 2

Our Aim
To further improve the safety and quality of care provided to our patients 
through initiatives such as the Patient Safety Zone and Safety Huddles .

Past Performance

During 2016-2017 five outpatient areas have submitted data, and have received 
certification as a Patient Safety Zone (PSZ) .

These teams have challenged their safety culture by ensuring that:

• as a minimum they introduce themselves to the patient 90% of the time;

• as a minimum they get the patient to confirm their identity with the 
appropriate checks against documentation and the wristband (if worn) 90% of 
the time;

• reduced the number of unnecessary interruptions by using ‘room in use 
signs’ - agreeing what are acceptable and valid interruptions; ensuring that 
as a minimum 90% of staff patient interactions are not being interrupted 
unnecessarily and discussing the audit and Patient Safety Zone principles at 
staff meetings .

The Patient Safety Zone project has been recognised by CQC and UKAS . In 
November 2016 the project team became winners of the Trust’s ‘Thank You 
Awards’

Key Objectives

This project aims to reinforce to staff the importance of introductions, correct 
patient identification and limiting unnecessary interruptions . For 2017-18 there 
will be continued roll out and embedding of the Patient Safety Zone across the 
Trust, with the aim to have 10 areas certified . Work with inpatient areas will 
continue, but the primary focus for 2017-18 will be on outpatient areas .

To scale up this initiative it has been identified that a project manager is required 
and the recruitment process is underway . The Clinical Effectiveness Unit has 
drafted a Patient Safety Zone implementation plan and will continue to support 
the PSZ until March 2018 .

To build on existing patient safety work within inpatient areas, a structured 
process to improve the transfer of time critical patient information will continue 
to be implemented . As part of this we will continue to roll out ‘Safety Huddles’, 
a small meeting focussed on patient safety, to ensure that patient safety is at 
the forefront in every clinical handover . The use of ‘Safety Huddles’ will be an 
opportunity to improve team working, communication and learning from adverse 
events (such as falls) . We aim to have a minimum of 30% of all inpatient areas 
using ‘Safety Huddles’ by March 2018 .

Measurement and Reporting
Weekly audits until initial certification then monthly for re-certification . Currently 
reported to Clinical Effectiveness Unit then the Patient Safety Zone core team for 
approval of certification .

Board Sponsor
Dr David Throssell 
Medical Director

Implementation Leads

Implementation Team:
Sue Butler - Head of Patient and Healthcare Governance
Andy Ward - Haematology Laboratory Manager
Julia Hanvere - Matron
Christine Cafferty - Clinical Effectiveness Facilitator
Richard Clark - Clinical Skills Teacher
Sharon Baker - Blood Tracking Implementation Manager
Rachel Smith - Patient Safety Project Manager
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Priority 3

Our Aim To further improve End of Life Care .

Past Performance

Over the past 18 months there has been a significant change in the way end 
of life care is delivered in hospitals . Nationally this has included the removal of 
the Liverpool Care Pathway, and locally the Sheffield End of Life Care Pathway 
(EOLCP), in line with Department of Health policy following the Neuberger 
Review (More Care, Less Pathway) .

New local guidance focusing on looking after patients who may die in the next 
few hours or days of life has been implemented (October 2015) and subsequently 
evaluated through a notes audit across three wards . The purpose of the audit 
was to assess the impact of the new guidance on documentation around the Five 
Priorities of Care for end of life care for Trust patients . The evaluation examined 
documentation pre and post guidance implementation .

Although the audit did show a small number of improvements, it was concluded 
that overall there were no significant changes after the guidance was introduced .

Key Objectives

In light of the audit results, as part of the End of Life Care Strategy 
implementation plan development, staff across STH will be consulted on 
regarding their views of and use of the guidance . We will then review the 
guidelines, if necessary, as part of the implementation plan roll out .

An End of Life Care Strategy for the Trust has been written in conjunction with 
the End of Life Care Project working group . This strategy cites the Five Priorities 
of Care as central to the vision and ambitions for end of life care at the Trust . The 
strategy aligns with the Leadership Alliance in defining end of life care as ‘Care 
given in the last 12 months of life’ .

The next step is to develop an implementation plan for how this strategy will 
be operationalised in the Trust . The newly appointed clinical leads will lead 
on this . This plan will be developed in consultation with staff across the Trust . 
Consultation will take place in March . The implementation plan will be rolled 
out in April with the aim of getting key elements in place by October 2017 . 
Monitoring and evaluation will be built in to this plan in order to give evidence 
of assurance . As part of this, complaints in relation to End of Life Care will be 
reviewed .

A bereavement survey has been running in the Trust since May 2016 with a 
plan to run for a full 12 months . This is an attempt at getting the family and 
carers voice included in feedback about our care for dying patients, trying to 
understand if we look after patients in the way they want to be cared for and if 
our care meets the Five Priorities of Care . The results of the local bereavement 
survey will be reviewed during 2017-18, which will enable the Trust to look 
at themes relating to treatment at the end of life, highlighting any areas for 
improvement .

Measurement and Reporting
Results will be reported to the End of Life Care project working group, which 
directly reports to the Healthcare Governance Committee .

Board Sponsor
Dr David Throssell 
Medical Director

Implementation Lead
Dr Ellie Smith - Specialist Palliative Care Clinical Lead for End of Life Care
Dr Paul Whiting - Trust Wide Clinical Lead for End of Life Care

2 .3 DETAILED OBJECTIVES LINKED TO IMPROVEMENT PRIORITIES
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2.5 How did we choose these priorities?

Discussions and meeting with Healthwatch representative, Trust governors, clinicians, 
managers, and members of the Trust Executive Group and senior management team .

Topics suggested, analysed and developed into the key objectives for consultation:

1 Introduce Electronic Care Planning across the Trust to improve the quality of care 
planning .

2 To further improve the safety and quality of care provided to our patients through 
initiatives such as the Patient Safety Zone and Safety Huddles .

3 To further improve End of Life Care .

Key objectives used as a basis for wider discussion with the Healthier Communities 
and Adult Social Care Scrutiny and Policy Development Committee, Healthwatch 

representative, Trust governor representatives, clinicians, managers, and members of 
the Trust Executive Group and senior management .

Review by Trust Executive Group to enable the Chief Nurse and Medical Director to 
inform the Board on our priorities .

The Healthcare Governance Committee, on behalf of the Trust’s Board of Directors, 
agreed these priorities in April 2017 .
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2.6  Statements of assurance from the 
board

This section contains formal statements for the following 
services delivered by Sheffield Teaching Hospitals NHS 
Foundation Trust .

a) Services Provided .

b) Clinical Audit .

c) Clinical Research .

d) Commissioning for Quality and Improvement (CQUIN) 
Framework .

e) Care Quality Commission .

f) Data Quality .

g) Patient Safety Alerts .

h) Staff Engagement .

i) Annual Patient Surveys .

j) Complaints .

k) Mixed Sex Accommodation .

l) Coroners’ Regulation 28 (Prevention of Future Death) 
Reports

m) Never Events .

n) Duty of Candour .

o) Safeguarding Adults .

For the first six sections the wording of these 
statements and the information required are set by NHS 
Improvements and the Department of Health . This enables 
the reader to make a direct comparison between different 
Trusts for those particular services and standards .

a. Services Provided
During 2016-17, the Sheffield Teaching Hospitals NHS 
Foundation Trust provided and/or sub-contracted 50 
relevant health services . The Sheffield Teaching Hospitals 
NHS Foundation Trust has reviewed all the data available 
to them on the quality of care in 50 of these relevant 
health services .

The income generated by the relevant health services 
reviewed in 2016-17 represents 100% of the total income 
generated from the provision of relevant health services by 
the Sheffield Teaching Hospitals NHS Foundation Trust for 
2016-17 .

The data reviewed in Part 3 covers the three dimensions 
of quality - patient safety, clinical effectiveness and patient 
experience .

b. Clinical Audit
During 2016-17, 44 national clinical audits and 3 national 
confidential enquiries covered relevant health services 
that Sheffield Teaching Hospital NHS Foundation Trust 
provides .

During that period Sheffield Teaching Hospital NHS 
Foundation Trust participated in 100% of national clinical 
audits and 100% of national confidential enquiries of the 
national clinical audits and national confidential enquiries 
which it was eligible to participate in . The national clinical 
audits and national confidential enquiries that Sheffield 
Teaching Hospital NHS Foundation Trust was eligible to 
participate in during 2016-17 are documented in Table 
two .

The national clinical audits and national confidential 
enquires that Sheffield Teaching Hospital NHS Foundation 
Trust participated in, and for which data collection was 
completed during 2015-16, are listed below alongside the 
number of cases submitted to each audit or enquiry as a 
percentage of the number of registered cases required by 
the terms of that audit or enquiry .

2 .6  STATEMENTS OF ASSURANCE FROM THE BOARD
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Audits and Confidential Enquires

Participation

N/A = Not 
applicable

% Cases Submitted

Acute Care

Asthma (paediatric and adult) care in emergency departments Yes 100%

Case Mix Programme (CMP) Yes 100%

Endocrine and Thyroid National Audit Yes 100%*

Major Trauma Audit Yes 94 .7*

Medical and Clinical Outcome Review Programme, 
National Confidential Enquiry into Patient Outcome and Death (NCEPOD:

Acute Pancreatitis Yes 100%

Psychical and Mental healthcare of mental patients in acute hospitals Yes 100%

Non-Invasive ventilation Yes 91%

National Emergency Laparotomy Audit (NELA) Yes 40%*

National Joint Registry (NJR) Yes 94%*

National Neurosurgery Audit Programme Yes 100%*

National Ophthalmology Audit Yes 100%

Nephrectomy audit Yes 37%*

Percutaneous Nephrolithotomy (PCNL) Yes 100%*

Cystectomy Yes 100%*

Stress Urinary Incontinence Audit Yes 100%*

Urethroplasty Yes 27 .5%*

Radical Prostatectomy Audit Yes 75 .2%*

Severe Sepsis and Septic Shock - care in emergency departments Yes 100%

Blood and Transplant

National Comparative Audit of Blood Transfusion programme:

Re-audit of the 2016 audit of red cell and platelet transfusion in adult 
haematology patients

Yes 100%*

Audit of Patient Blood Management in Scheduled Surgery Yes 100%

Blood and Transplant

Bowel Cancer (NBOCAP) Yes 99%*

Head and Neck Cancer Audit Yes 100%

National Lung Cancer Audit (NLCA) Yes 100%

National Prostate Cancer Audit (NPCA) Yes 29%*

Oesophago-gastric Cancer (NAOGC) Yes 94%*

Table 2
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Long Term Conditions

Adult Asthma Yes 99%

Chronic Kidney Disease in primary care N/A N/A

Inflammatory Bowel Disease (IBD) programme Yes
6% 

See supporting 
statement on page 89

National Audit of Dementia Yes 100%

National Diabetes Audits:

National Diabetes Audit :Insulin Pump Yes 100%

National Diabetes Foot care Audit Yes 60%

National Diabetes Inpatient Audit Yes 100%

National Pregnancy in Diabetes Audit Yes 100%

National Core Diabetes Yes 100%

Renal Replacement Therapy (Renal Registry) Yes 100%

UK Cystic Fibrosis Registry Yes 100%

Heart

Acute Coronary Syndrome or Acute Myocardial Infarction (MINAP) Yes 100%

Adult Cardiac Surgery Yes 100%

Cardiac Rhythm Management (CRM) Yes 100%

Congenital Heart Disease (CHD) Yes 100%

Coronary Angioplasty/National Audit of

Percutaneous Coronary Interventions (PCI)
Yes 100%

National Audit of Pulmonary Hypertension Yes 95%*

National Cardiac Arrest Audit (NCAA)** Yes 100%

National Heart Failure Audit Yes 82 .3%

National Vascular Registry:

National Carotid Interventions Audit Yes 55%

Abdominal Aortic Aneurysm (AAA) Yes 69%

Peripheral Vascular Surgery - Lower limb angioplasty/stenting Yes 23%

Peripheral Vascular Surgery - Lower limb bypass Yes 60%

Peripheral Vascular Surgery - Lower limb amputation Yes 40%
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Mental Health

Learning Disability Mortality Review Programme (LeDeR Programme) Yes 100%

Mental Health Clinical Outcome Review N/A N/A

Prescribing Observatory for Mental Health (POMH-UK) N/A N/A

Older people

Falls and Fragility Fractures Audit programme (FFFAP):

National Hip Fracture Database Yes 96 .7%

Sentinel Stroke National Audit programme (SSNAP) Yes 90%+***

Other

Elective Surgery (National PROMs Programme) Yes 60 .4%

Women’s and Children’s Health

Child Health Clinical Outcome Review Programme N/A N/A

Diabetes (Paediatric) (NPDA) N/A N/A

Maternal, Newborn and Infant Clinical Outcome Review Programme Yes 100%

National Maternity and Perinatal Audit (NMPA) Yes 100%

Neonatal Intensive and Special Care (NNAP) Yes 100%

Paediatric Intensive Care (PICA Net) N/A N/A

Paediatric Pneumonia N/A N/A

Please note the following

*Data for projects marked with * require further validation . 
Where data has been provided these are best estimates at 
the time of compilation . 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 .

** National Cardiac Arrest Audit (NCAA) participation 
commenced July 2016 .

*** This is normally reported in ‘bands’ in the SNNAP quarterly 
reports .

Supporting Statement
IBD Registry
There has been a decline in the submission numbers 
reported for 2016-17 due to the introduction of patient 
consent for the use of data to be used for the registry . 
Processes are currently under review for increasing 
submission for 2017-18 .
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The reports of 36 national clinical audits were reviewed 
by the provider in 2016-17 and Sheffield Teaching Hospital 
NHS Foundation Trust intends to take actions to improve 
the quality of healthcare provided, examples of which are 
included below:

National Audit of Rheumatoid and Early 
Inflammatory Arthritis
The Trust has participated in the National Audit of 
Rheumatoid and Early Inflammatory Arthritis for the past 
three years .

The overall aim of the audit is to improve the quality of 
care provided by specialist rheumatology services in the 
management of early inflammatory arthritis . It uses criteria 
derived from the NICE Clinical Guidelines for Rheumatoid 
Arthritis (CG79), NICE Quality Standards for Rheumatoid 
Arthritis (QS33) and the recently published Best Practice 
Tariff (BPT) for early inflammatory arthritis which aligns 
with NICE Quality Standards . Using these criteria, together 
with patient recorded outcome and experience measures 
(PROMs/PREMs), the audit assesses the current quality 
of care and compares the quality of care and disease 
outcomes of patients with early inflammatory arthritis 
between individual secondary care rheumatology units .

Locally the Trust has demonstrated excellent 
improvements in the proportion of patients seen within 
three weeks of referral, and starting Disease-modifying 
anti-rheumatic drugs (DMARDS) within six weeks of 
referral in year two of the audit, with much better results 
than the national average in both categories .

A new triaging process has been introduced . This includes 
a core data set from referring GP to appropriately triage 
patients with a possible early inflammatory arthritis into 
the correct urgent access clinics . The Trusts Rheumatology 
team have been asked by the British Society of 
Rheumatology to provide peer support to assist other 
units in meeting this target .

Acknowledgement should also be made of the 
high degree of engagement and support from the 
rheumatological community for this complex audit . These 
successes set the scene for further service improvements 
and the long term viability of the audit .

NCAPOP Sentinel Stroke National Audit 
Programme (SSNAP)
The Sentinel Stroke National Audit Programme (SSNAP) is 
a programme of work which aims to improve the quality 
of stroke care by auditing stroke services against evidence 
based standards, and national and local benchmarks . 

SSNAP aims to collect a minimum dataset for every stroke 
patient, including acute care, rehabilitation, 6-month 
follow-up, and outcome measures in England, Wales and 
Northern Ireland .

Overall, the Trust has remained stable at SSNAP level D . 
However, this is not reflective of the stroke pathway at 
RHH . Recent detailed analysis of SSNAP data highlights 
that the stroke pathway at RHH is performing at a higher 
SSNAP level (B/A) than the overall Trust score of D . This 
is because significant numbers of stroke patients present 
at Accident & Emergency at NGH . From the Trust Infoflex 
database, figures for 2015-2016 show that 45% of the 
total number of stroke patients admitted to the Trust 
presented at A&E and this has a significant impact on our 
overall SSNAP results .

The executive team within stroke services are currently 
discussing the development of a training programme 
in stroke for A&E staff, in the initial assessment and 
management of stroke patients who present at the 
NGH, and a specialist stroke clinician based at NGH . This 
would help address some of the key elements of SSNAP, 
including early scanning, thrombolysis and prompt transfer 
of stroke patients to the stroke unit (within 4 hours of 
presentation to hospital), and support those patients who 
are inpatients at the NGH .

As part of the overall stroke plan, there has been a 
reduction in the number of stroke beds within the acute 
hospital setting, and the development of a dedicated 
acute stroke unit and a dedicated stroke rehabilitation 
unit, with an amalgamation of the beds from Beech Hill 
Community Unit . This is to understand better which 
patients could be best managed in an off-site stroke 
unit, and also to integrate the stroke team, and maximise 
its effectiveness and efficiency in the provision a better 
quality service for patients .

The Community Stroke Team has been reorganised to 
reflect the national recommendations of providing an early 
supported discharge service . The service now comprises 
of two pathways, pathway one: six weeks early supported 
discharge for less dependent patients and pathway 2: up 
to 12 weeks for more complex patients .

Public consultation has also been undertaken regarding 
the hyper acute phase of the stroke pathway . The 
outcome of the consultation is due to be published in the 
summer of 2017 .
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NCAPOP - Bowel Cancer National Audit (NBOCA) 
2016 (April 2014 - March 2015)
Bowel cancer is a major cause of illness, disability and 
death in the UK . The National Bowel Cancer Audit 
(NBOCA) describes and compares the care and outcomes 
of patients diagnosed with bowel cancer in England and 
Wales . The audit is now well established and has collected 
data in its professional form since 2005 . The NBOCA is 
commissioned by the Healthcare Quality Improvement 
Partnership (HQIP) and funded by NHS England and 
the Welsh Government . The audit is carried out by the 
Clinical Effectiveness Unit (CEU) of the Royal College of 
Surgeons of England in partnership with the Association 
of Coloproctology of Great Britain and Ireland (ACPGBI), 
and NHS Digital . The 2016 Annual Report is the seventh 
report produced by the above collaborative and includes 
data on over 30,000 patients diagnosed with bowel 
cancer between 1 April 2014 and 31 March 2015 . The 
overall case ascertainment for England was 93 per cent . 
The aim of the audit is to measure the quality of care and 
outcomes of patients with CRC in England and Wales .

The results show that, as in recent years, patients with 
colorectal cancer enjoy a good standard of care . The 
highest lymph node yield is consistently achieved (a 
surrogate marker of the quality of cancer surgery) in 
England & Wales . The 90-day and 2-year mortality rates 
show that surgery is being performed safely and in the 
appropriate case-mix . Laparoscopic surgery remains lower 
than average but this is expected to increase in future 
reports with the introduction of two new surgeons . The 
data submitted is of high quality .

Confidential Enquiries
The Trust has in place a process for the management of 
National Confidential Enquiry into Patient Outcome and 
Death Reports (NCEPOD) and puts action plans together 
as reports are issued . It is a standing agenda item at the 
Clinical Effectiveness Committee which provides a forum 
for updates, and if any action plan requires an audit this is 
included on the Trust Clinical Audit Programme .

Data is also continually collected and submitted to 
MBRRACE-UK (Mothers and Babies: Reducing Risk United 
Kingdom) . The Trust has a 100% participation rate .

Local Clinical Audits
The reports of 343 local clinical audits were reviewed by 
the provider in 2016-17 and Sheffield Teaching Hospital 
NHS Foundation Trust intends to take the following 
actions to improve the quality of healthcare provided:

TA127 Natalizumab for the treatment of adults with 
highly active relapsing-remitting multiple sclerosis 
(RES-MS).

Natalizumab is a humanised monoclonal anti intergrin 
antibody that prevents lymphocytes crossing through 
the blood brain barrier into the central nervous system 
reducing relapses in multiple sclerosis, overall by 66% . 
Other relapses are milder and it has been shown to slow 
progression over the period of the clinical trials . In 2007 
NICE permitted its use in patients with very active disease 
as defined by two disabling relapses (i .e those requiring 
treatment) in one year and also disease activity shown by 
either gadolinium enhancement on MRI or by presence 
of new white matter lesions . It can be used either first 
line in those presenting with aggressive disease and 
also those who continue to relapse on other disease 
modifying therapies . It should be stopped when found 
to be ineffective . For example, no significant reduction in 
relapses or secondary progressive disease with inability to 
walk for more than 6 months .

An audit of current practice found a 100% compliance 
rate . The results clearly show that the medication is being 
started in the appropriate patient group and in line with 
NICE guidelines .

Re-audit of Herceptin in combination with 
chemotherapy in the first line palliative treatment 
of metastatic gastric cancer (NICE TA 208)

 Herceptin was used in a phase III clinical trial in 
combination with chemotherapy as a first line palliative 
treatment for patients with metastatic gastric cancer who 
were Herceptin receptor positive (with IHC score 3) . It was 
found that patients who received Herceptin had a longer 
time until disease progression as well as living longer . 
NICE approved this regime in November 2010 and it has 
become standard practice for palliative treatment .

Results demonstrated a 100% compliance with the NICE 
standards for the treatment of metastatic/locally advanced 
gastric or gastro-oesophageal adenocarcinoma with 
Herceptin in combination with palliative chemotherapy .

Audit of intraoperative neuro-monitoring of spinal 
cord during corrective spinal deformity surgery.

Intraoperative neurophysiological monitoring 
(IONM) or intraoperative neuromonitoring is 
the use of electrophysiological methods such as 
electroencephalography (EEG), electromyography (EMG), 
and evoked potentials to monitor the functional integrity 
of certain neural structures (e .g ., nerves, spinal cord and 
parts of the brain) during surgery . The purpose of IONM is 
to reduce the risk to the patient of unintended iatrogenic 
damage to the nervous system, and/or to provide 
functional guidance to the surgeon and anaesthetist .
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Neurophysiological monitoring of spinal cord function 
is an increasingly commonly performed procedure 
to improve surgical outcomes from corrective spinal 
deformity surgery . The service is offered by many Clinical 
Neurophysiology and Medical Physics departments . 
Although widely performed, protocols vary considerably 
around the UK . To ensure quality, minimum standards 
were produced by the two professional societies in 2013 . 
The aim of the audit was to measure adherence to the 
National Standards for intraoperative neuro-monitoring .

The Trust demonstrated full compliance with the exception 
of two standards where local protocols rather than the 
national recommendations have been accepted . Nationally 
these two standards are guidance only . Suggesting they 
may be supportive in some clinical circumstances . The 
Trust has developed evidenced based protocls for these 
two standards and adopted these locally as best practice .

c) Clinical Research
The number of patients receiving relevant health services 
provided or sub-contracted by Sheffield Teaching Hospital 
NHS Foundation Trust in 2016-17 that were recruited 
during that period to participate in research approved by a 
research ethics committee was 16,085 .

International Clinical Trials Day is held annually to 
commemorate the day that James Lind began his 
investigations into the causes of scurvy, the first ever 
clinical trial, and the day provides a focal point to raise 
awareness of clinical research . In 2016, Sheffield Teaching 
Hospitals NHS Foundation Trust hosted a daytime event 
to celebrate the involvement and participation of patients 
in Clinical Research . Approximately 100 delegates 
attended the day, which showcased the Patient and Public 
Involvement work that takes place within the trust and 
our excellent Clinical Research Facilities dedicated to high 
conducting high quality Clinical Research .

Following on from the success of the International Clinical 
Trials Day, in 2017 the Trust is hosting a day event for 
members of the public, focussing on how research makes 
a difference and benefits patients . The day will involve 
clinical researchers giving presentations to attendees 
about their fascinating research, and a patient will talk 
about their experience of participating in research . 
Attendees will also have the opportunity to visit a series of 
interactive stands over lunch .

d) Commissioning for Quality and 
Improvement (CQUIN Framework)
A proportion of Sheffield Teaching Hospitals NHS 
Foundation Trust income in 2016-17 was conditional 
on achieving quality improvement and innovation goals 
agreed between the Trust and any person or body they 
entered into a contract, agreement or arrangement with 
for the provision of relevant health services, through 
the Commissioning for Quality and Innovation payment 
framework .

Further details of the agreed goals for 2016-17 and for 
the following 12 month period are available electronically 
at www .england .nhs .uk/nhs-standard-contract/cquin/
cquin-16-17 .

In 2016-17, 2 .5% of our contractual income (£16 .2 million) 
was conditional on achieving Quality Improvement and 
Innovation goals agreed between Sheffield Teaching 
Hospitals and NHS Sheffield CCG / NHS England . During 
2015-16 the Trust was not conditional on achieving 
quality improvement and innovation goals through the 
Commissioning for Quality and Innovation payment 
framework . However the Trust had the opportunity 
to participate in a Local Incentive Scheme with NHS 
Sheffield CCG .

For 2016-17 the Commissioning for Quality and Innovation 
payment framework has included:

• Improved patient experience by addressing ward 
environment issues raised by patients through Friends 
and Family test (FFT) feedback .

• The development of patient centred care planning in 
Community Services .

• Introduction of a range of initiatives to improve staff 
health and wellbeing .

e) Care Quality Commission (CQC)
Sheffield Teaching Hospitals NHS Foundation Trust is 
required to register with the Care Quality Commission 
and its current registration status is fully compliant . 
Sheffield Teaching Hospitals NHS Foundation Trust had no 
conditions on registration .

The Care Quality Commission has not taken enforcement 
action against Sheffield Teaching Hospitals NHS 
foundation Trust during 2016-17 .

Sheffield Teaching Hospitals NHS Foundation Trust has not 
participated in any special review or investigations by the 
CQC during 2016-17 .
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The Trust’s services were assessed by the CQC in December 
2015 and the final report was published in June 2016 . We 
were pleased to achieve an overall rating of ‘Good’ with 
many areas and services highlighted as ‘Outstanding’ . This 
means that our Trust is one of only 18 (out of 174 Trusts) 
to have achieved green in every one of the five domains 
which the Care Quality Commission use to rate a NHS 
organisation .

Safe Caring Effective Well led Responsive Overall

GOOD GOOD GOOD GOOD GOOD GOOD

The other main findings included:

• There was effective leadership of the Board and across 
the organisation . The Trust has a clear vision and 
corporate strategy, which is known and understood by 
staff . The Trust’s values are clearly embedded across the 
organisation .

• Appropriate systems and procedures are in place to 
keep patients safe, including safeguarding and infection 
control .

• Systems are in place to ensure that patients received 
evidence-based care . Monitoring showed the Trust 
performed well when compared with other hospitals .

• Feedback from patients and relatives was positive about 
the care they received .

• Inspectors found effective systems in place to support 
the needs of individual patients, including those living 
with dementia .

There were a number of services which inspectors rated 
as outstanding including: Critical Care, Maternity and 
Gynecology, Community Health Services, Outpatients and 
Diagnostics as well as Community Dental Services .

Inspectors also identified outstanding practice including:

At Weston Park Hospital specialised cancer services 
provided a patient-centred holistic approach to patient care 
where the whole multidisciplinary team worked together to 
ensure the patient’s experience of the service was the best 
that it could be .

At the same location, the teenage cancer unit had a 
number of innovations which had been funded through 
charitable funds . These included a ‘couples retreat’ for end 
of life patients and their partners . They could spend time 
away from home and explore issues about coming to the 
end of life .

The Trust has a number of initiatives that have been 
nationally recognised as good practice . For example, Active 
Recovery was an innovative service . It was the first in 
England to provide this model of care and had been cited 

by the Royal College of Physicians as an exemplar of good 
practice .

Another example was the duty floor anaesthetist role in 
theatre, developed in Sheffield, which was going to be 
used by the Royal College of Anaesthetists as a beacon of 
good practice .

For community inpatients, feedback received from patients 
was consistently positive about the way nursing and 
therapy staff treated them . Patients told inspectors that 
staff go the extra mile . Staff and patients confirmed that 
the unit had a flexible approach to care .

As we would expect following a robust inspection of such 
a large and complex organisation as ours, there are some 
areas where further improvements are recommended in 
the report . Almost all of the areas highlighted are ones 
that we had already begun to address, such as a major 
refurbishment of Weston Park Hospital to improve the 
facilities for patients and staff .

We are already undertaking much work to improve End of 
Life Care . Full details can be found on page 84 .

Our staffing is continually monitored to ensure appropriate 
levels are maintained and, despite national shortages facing 
all hospital trusts, in the last 12 months we have been 
successful in attracting more than 400 newly registered 
nurses and midwives and 370 support workers .

The Trust developed a detailed action plan in response 
to all areas for improvements . The implementation of 
the actions is being overseen by the Trust’s Healthcare 
Governance Committee .

f) Data Quality
Sheffield Teaching Hospitals NHS Foundation Trust 
submitted records during 2016-17 to the Secondary Uses 
service for inclusion in the Hospital Episode Statistics which 
are included in the latest published data .

The percentage of records in the published data:

• which included the patient’s valid NHS number was:

99 .8% For admitted patient care

99 .9% For outpatient care

98 .9% Accident and Emergency Care

• which included the patient’s valid General Medical 
Practice Code was:

99 .7% For admitted patient care

99 .7% For outpatient care

99 .9% Accident and Emergency Care
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Sheffield Teaching Hospitals NHS Foundation Trust 
Information Governance Assessment Report overall score 
for 2016-17 was 74% and was graded as green and 
satisfactory .

Sheffield Teaching Hospitals NHS Foundation Trust was 
not subject to the Payment by Results clinical coding audit 
during 2016-17 by the Audit Commission .

Sheffield Teaching Hospitals NHS Foundation Trust will be 
taking the following actions to improve data quality:

The development of a new team to support and drive 
forward a co-ordinated Data Quality agenda across the 
organisation . This includes the Lorenzo system application 
support team, and the development of reporting 
dashboards to support improvement to Data Quality .

Establishment of a new Data Quality Steering Group, 
chaired by the Assistant Chief Executive, to develop 
and support Data Quality improvement across the 
organisation .

Collaborate with the Organisational Change office and the 
IT Trainers to develop and deliver a robust and effective 
Data Quality strategy .

g) Patient Safety Alerts
The National Patient Safety Agency analyses reports on 
patient safety incidents received from NHS staff and 
uses this to produce resources (alerts or rapid response 
requests) aimed at improving patient safety .

Table 3 below details the Alerts and Rapid Response 
Reports which have been responded to during the year 
2016-17 .

h) Staff Engagement
We strive to recruit and retain the best staff and place 
a high priority on the health and wellbeing of staff . The 
dedication and skill of our employees are what make our 
hospitals and community services successful .

Our PROUD values and behaviours will continue to 
underpin the way we lead and support our staff through 
change in the next five years . If we are to flourish as an 
organisation we will need to rely on these values and 
ensure they guide how we work and deliver services .

Reference Title Issued
Deadline 
(action 

complete)
Closed

NHS/PSA/RE/2016/003
Patient Safety Incident Reporting And Responding 
To Patient Safety Alerts

20/4/2016 03/06/2016 03/06/2016

NHS/PSA/W/2016/004
Risk Of Death And Severe Harm From Failure To 
Recognise Acute Coronary Syndromes In Kawasaki 
Disease Patients

11/5/2016 22/06/2016 12/05/2016

NHS/PSA/RE/2016/005
Resources To Support Safer Care Of The 
Deteriorating Patient (Adults And Children)

12/7/2016 31/01/2017 16/08/2016

NHS/PSA/RE/2016/006
Nasogastric Tube Misplacement: Continuing Risk Of 
Death And Severe Harm

22/7/2016 21/04/2017  Open

NHS/PSA/RE/2016/007
Resources To Support The Care Of Patients With 
Acute Kidney Injury

17/8/2016 17/02/2017 07/02/2017

NHS/PSA/D/2016/008
Restricted Use Of Open Systems For Injectable 
Medication

7/9/2016 07/06/2017  Open

NHS/PSA/D/2016/009
Reducing the risk of oxygen tubing being connected 
to air flowmeters

4/10/2016 04/07/2017  Open

NHS/PSA/W/2016/010
Central Alerting System: Risk Of Death And Severe 
Harm From Error With Injectable Phenytoin

9/11/2016 21/12/2016 21/12/2016

NHS/PSA/W/2016/011
Risk Of Severe Harm And Death Due To 
Withdrawing Insulin From Pen Devices

16/11/2016 11/01/2017 11/01/2017

Table 3 - Alerts and Rapid Response Reports
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Our PROUD values are:

Patients First 
Ensure that the people we serve are at the heart of what 
we do

Respectful 
Be kind respectful, fair and value diversity

Ownership 
Celebrate our successes, learn continuously and ensure we 
improve

Unity 
Work in partnership with others

Deliver 
Be efficient, effective and accountable for our actions

We recognise the importance of positive staff 
engagement and good leadership to ensure good quality 
patient care . During 2016-17 our Staff Engagement 
Strategy had a particular focus on continuing to improve 
staff involvement through the ongoing Listening 
into Action programme, improving recognition and 
appreciation and increasing mandatory training rates for 
all staff across the Trust

The Trust is committed to developing good leaders and 
ensuring good staff engagement and wellbeing . Engaging 
leadership is integral to the Trust Institute of Leadership 
and Management (ILM) programmes which continue to 
be very successful . A staff engagement session is also 
included on induction for all newly qualified nurses . This 
year a staff engagement site on the Trust intranet has 
been further developed to provide staff with easy access 
to information on staff engagement initiatives .

During 2016-17, the implementation of the Trust Staff 
Engagement Strategy and the Trust Health and Wellbeing 
Strategy have provided a particular focus on improving 
staff involvement and wellbeing for all staff . We continue 
to look at new ways of supporting our staff and during 
2017-18 the benefits we offer our staff are to be reviewed 
to ensure we remain an attractive employer .

Staff Involvement
The Trust participated in the staff Friends and Family 
Test in quarters 1, 2 and 4, as well as undertaking a full 
census staff survey in quarter 3 . Engagement events have 
been held across the Trust during 2016-17, particularly in 
clinical areas to discuss the findings of the staff Friends 
and Family Test results . These events have resulted in 
staff making suggestions, leading to improvements for 
both staff and patients . It is pleasing to note that the 
Trust is now recognised as a centre of good practice in 
its approach and use of the staff Friends and Family Test 

data, leading to improvements in both staff and patient 
experience . The Trust Staff Engagement Coordinator and 
Staff Surveys Coordinator have been invited to share good 
practice at several NHS England events .

The Trust Executive Group have continued to spend time 
in clinical and non-clinical departments regularly as part of 
the Back to the Floor programme to take the opportunity 
to chat with staff and listen to their feedback . The 
Chairman meets regularly with the Staff Governors and 
the Board of Directors have a planned programme of visits 
across the Trust to meet staff and recognise their efforts .

The Trust was pleased to welcome Professor Michael 
West of Aston University in October 2016, at a Women in 
Medicine event, where he shared his positive experience 
of Compassionate Leadership .

The Trust continues to hold a variety of events to 
encourage staff involvement and promote the sharing of 
good practice such as departmental timeouts, the Sharing 
of Good Practice Festival, and Leadership forums .

NHS Staff Survey
Staff engagement is measured every year through the 
annual NHS Staff Survey, which includes an overall score 
for staff engagement . This year a full census staff survey 
was undertaken with over 7,100 responses received with 
the vast majority of staff completing the survey online .

The Trust staff engagement score increased to 3 .82, as 
reported in the benchmarked NHS Staff Survey, which was 
above the whole NHS average .

It is encouraging to note that 81% of our staff would 
recommend the Trust to family and friends for treatment, 
this is above the NHS average for combined acute and 
community trusts of 68% . Additionally 67% of our staff 
would recommend the Trust as a place to work, this 
again is above the NHS average for combined acute and 
community trusts of 59% .

Response rate

2015-16 2016-17
Trust 

Improvement/ 
DeteriorationTrust

National 
Average

Trust
National 
Average

51% 41% 46% 43%
5% 

Deterioration
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Key Finding

2015-16 2016-17

Trust 
Improvement/
DeteriorationTrust

National 
Combined 
Acute & 

Community 
Average

Trust

National 
Combined 
Acute & 

Community 
Average

KF25
% of staff experiencing harassment, bullying 
or abuse from patients, relatives or the public 
in the last 12 months

26 27 22 26
4% 

improvement

KF26
 % of staff experiencing harassment, bullying 
or abuse from staff in the last 12 months

21 24 20 23
1% 

improvement

KF6
 % of staff reporting good communication 
between senior management and staff

29 30 39 32
10% 

improvement

KF16  % of staff working extra hours 66 72 68 71
2% 

deterioration

KF1
Staff recommendation of the organisation as 
a place to work or receive treatment

3 .80 3 .71 3 .91 3 .71
0 .11 

improvement

Top five ranking scores

N .B . Please note in 2016 Sheffield Teaching Hospital NHS Foundation Trust was benchmarked in the 
Combined Acute & Community Group . Where there are numerical scores this is a scale from 1 to 5 .

Key Finding

2015-16 2016-17

Trust 
Improvement/
DeteriorationTrust

National 
Combined 
Acute & 

Community 
Average

Trust

National 
Combined 
Acute & 

Community 
Average

KF4 Staff motivation at work 3 .83 3 .92 3 .86 3 .94
0 .03 

improvement

KF7
% of staff able to contribute towards 
improvements at work

63 71 67 71
4% 

improvement

KF9 Effective team working 3 .66 3 .77 3 .74 3 .78
0 .08 

improvement

KF13
Quality of non-mandatory training, learning 
or development

3 .88 4 .15 4 .03 4 .07
0 .15 

improvement

KF24
% of staff/ colleagues reporting the most 
recent experience of violence

69 52 63 67
6% 

deterioration

Bottom five ranking scores

Of the 32 key findings in the staff survey there were improvements in 12 of these since last year .  
N .B . Where there are numerical scores this is a scale from 1 to 5 .
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Biggest Improvements since 2014

Key Finding
Trust 
2015

National 
Combined 
Acute & 

Community 
Average

Trust 
2016

National 
Combined 
Acute & 

Community 
Average

KF13
Quality of non-mandatory training, learning or 
development

3 .88 4 .04 4 .03 4 .07

KF18

Percentage of staff attending work in the last 3 
months despite feeling unwell because they felt 
pressure from their manager, their colleagues, or 
themselves

65 58 54 55

KF10 Support from immediate managers 3 .60 3 .72 3 .76 3 .74

KF6
Percentage of staff reporting good communication 
between senior management and staff

29 30 39 32

KF32 Effective use of patient/ service user feedback 3 .51 3 .65 3 .70 3 .68

NB There have been no other statistically significant 
deteriorations in any of the 32 key findings since last year . 
Indicators presented as a numerical score are out of 5 .

Once again a staff engagement score has been calculated 
for every Directorate within the Trust which enables us to 
identify both good practice and areas for improvement .

The Trust has also worked with our staff survey provider 
to further develop a tool to investigate the staff survey 
results and this will be once again be used to further 
inform the directorate staff engagement action plans 
which underpin the overall Trust staff engagement action 
plan . The action plans are monitored through the Staff 
Engagement Executive .

The Trust has a Staff Engagement Lead and a Staff 
Engagement Coordinator who work with staff in 
Directorates to promote the sharing of good practice 
across the Trust, both of whom have been asked to share 
the Trust’s work on both staff engagement and staff 
Friends and Family Test (FFT) at NHS England events in the 
last year .
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Key Finding
Your Trust 

in 2016

Average 
(median) for 
combined 
acute and 

community 
trusts

Your Trust 
in 2015

KF25
Percentage of staff experiencing harassment, 
bullying or abuse from patients, relatives or the 
public in the last 12 months

White 20% 28% 22%

BME 21% 26% 28%

KF26
Percentage of staff experiencing harassment, 
bullying or abuse from staff in the last 12 months

White 19% 24% 20%

BME 23% 26% 24%

KF21
Percentage of staff believing that the 
organisation provides equal opportunities for 
career progression or promotion

White 90% 89% 93%

BME 71% 74% 61%

Q17b
In the last 12 months have you personally 
experienced discrimination at work from 
manager/team leader or other colleagues?

White 5% 5% 5%

BME 15% 13% 19%

Work Race Equality Standard (WRES)

The Trust has established a diversity post and has secured 
some quality improvement funding to support this agenda 
and provide further training for managers . The Trust 
continues to have a LiA scheme for diversity and inclusion 
focusing on staff with a disability .

The Trust held a BME event in November 2016 which 
was well attended and we continue to work with 
Yvonne Coghill Director of the Workforce race equality 
programme at NHS England, to make progressive step 
changes in 2017 .

The Learning and Development department has been 
proactive this year in introducing apprenticeships across 
the Trust and working across South Yorkshire to develop 
and train for a new band 4 nursing role . The department 
is working with local schools and colleges to ensure the 
workforce is reflective of the population we serve .

Leadership and Management Development
The new Senior Leaders programme was developed in 
partnership with Sheffield Hallam University and launched 
in January 2016 . There were 23 participants on the 
course and all completed successfully . We received good 
feedback from the delegates .

The Frontline Leadership programme was also developed 
in partnership with Sheffield Hallam University and 
was primarily for our Clinical Leads . We received good 
feedback from the delegates .

The Institute of Leadership and Management programme 
continued to be provided during 2016-17, numbers 
for each cohort have been increased from 25 to 30 
to meet the increasing demand . In total we have had 
approximately 290 participants through this programme 
and again received good feedback from delegates .

A new format for the Effective Management Series has 
been developed to offer a management development 
pathway for aspiring and new managers into the 
organisation . This offers a selection of sessions that begin 
with Introductory, Intermediate and on to Advanced 
that can be selected as pure development, as part of 
an induction, or as ongoing development for existing 
managers . This is still organised as a step-in step-out 
programme to encourage all managers across the 
organisation to attend sessions that are relevant or of 
interest to them .

We are still working across the region to further develop 
the coaching database which will act as a central 
resource for coaches to connect and build upon coaching 
relationships . Mye-coach was launched within the 
Trust in August 2016 and we currently have 16 Coaches 
registered with the system, 61 members of staff registered 
for Coaching and/or Mentoring and 10 live coaching 
programmes .

Within the department two further team members are 
now trained to deliver the ‘Manager as Coach’ programme 
and this is embedded within current Leadership and 

2 .6  STATEMENTS OF ASSURANCE FROM THE BOARD



103

Management Development programmes as well as being 
developed as a standalone offer to foster a coaching 
conversation approach for managers . In addition we 
have three trained facilitators for Mentorship and a new 
programme ‘Mentorship for Growth’ has been developed 
and will be rolled out in 2017, this will add to the capacity 
for Coaching and Mentoring within the Mye-coach system 
and broaden the offer across the region .

Insights Discovery
The Leadership Team continues to make use of the 
Insights Discovery Tool during programmes such as ILM, 
Leading for Success . Increasingly teams across the Trust 
are using the tool as the ‘What Makes You Tick’ offer has 
increased and become extremely popular for the general 
population of the Trust in order to enhance engagement 
and team effectiveness . We have now produced well over 
1,700 profiles across the organisation and the demand for 
this becomes greater . The Trust is the leading NHS Trust 
Client Practitioner for Insights and we are often asked to 
offer support to other organisations . There has also been 
an increase in bespoke ‘Next Steps for Leadership’ follow 
up sessions using the tool for Leadership Teams across the 
organisation . In addition, three members of the leadership 
Team are now accredited to deliver the Insights Discovery 
Transformational Profiles and Insights Discovery Full 
Circle (a 360 tool) . This offers a more robust and rounded 
application of the tool and is again embedded within the 
ILM programme, as well as being offered as a standalone 
offer ‘Insights Discovery Colourful Leadership’ .

NHS Healthcare Leadership 360
The leadership team have processed 29 applications 
for the 360 tool and have facilitated feedback for 19 
individuals in this period; the outstanding 10 are being 
monitored and coordinated internally by the team to 
ensure full completion of the commissioned reports .

Health and Wellbeing
The fast track physiotherapy service continues to be 
popular with staff , the Occupational Health department 
was strengthened during 2016-2017 with the introduction 
of a psychological service for complex staff cases and 
an occupational therapist who undertakes functional 
assessments . These have been successful in enabling staff 
to return to work earlier after periods of sickness absence . 
All staff were offered a free flu jab with the department 
being nominated for a ‘flu fighter’ award .

Mindfulness session provided by the chaplains and 
personal resilience sessions for staff have been well 
received along with the introduction of the free codes for 
the Headspace Mindfulness App .

The Mentally Healthy Workforce approach is embedded 
within current Leadership and Management Development 
programmes and Sheffield Hallam University were invited to 
run some Health and wellbeing line manager training on site .

The Trust has made significant progress on promoting healthy 
eating in the last year with initiatives such as ‘Free fruit with a 
main meal’ and will make further progress next year with the 
reduction of sugary drinks sold on site .

The Trust was pleased to be one of 12 trusts in the country 
selected for NHS England’s Healthy NHS workforce 
programme, and as a result of this, free health checks were 
introduced for the over 40s  . The Trust has bid to remain part 
of this programme in 2017-18 .

In February/March 2017 we asked staff, via the staff FFT 
and focus groups to identify the top three things they 
would like the Trust to address to support their wellbeing . 
This information together with the NHS England Healthy 
Workforce survey undertaken in the Trust last July will inform 
the future health and wellbeing provision for the Trust .

i) Annual Patient Surveys
Seeking and acting on patient feedback remains a high 
priority . The Trust continues to undertake a wide range 
of patient feedback initiatives regarding the services they 
receive . Survey work during 2016-17 included participation 
in the National Survey Programme for inpatient, A&E, cancer 
and maternity services, results from these surveys will be 
available in late 2017 .

Local Satisfaction Surveys
Throughout 2016, a series of local satisfaction surveys 
have been introduced covering inpatient, outpatient and 
community patients, as well as a specific End of Life Care 
Survey . The Trust has scored well on questions relating to 
cleanliness; being treated with respect and dignity, and 
communication from clinical staff .

National Surveys
During 2016-17, the Care Quality Commission published 
results from the 2015 National Inpatient Survey and the 2015 
National Cancer Survey .

National Inpatient Survey 2015
The National Inpatient Survey 2015 was carried out across 
149 acute and specialised NHS trusts . All adult patients (aged 
16 and over) who had spent at least one night in hospital, 
and were not admitted to maternity or psychiatric units 
during July 2015, were eligible to be surveyed . 1186 eligible 
patients from this Trust were sent a survey, and 535 were 
returned, giving a response rate of 45% . This is compared to 
the national response rate of 47% .
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Compared to 2014, the Trust scored significantly better on 
one question in the 2015 National Inpatient Survey, and 
significantly worse on one question .

Question where the Trust scored significantly better in 2015:

Question 2014 2015

Leaving hospital: How long 
was the delay? (due to wait for 
medicines/to see doctor/for 
ambulance)

6 .6/10 7 .1 / 10

Questions where the Trust scored significantly worse in 
2015:

Question 2014 2015

Leaving hospital: Were you 
given notice about when you 
were going to be discharged?

7 .6 / 10 7 .0 / 10

Compared to other trusts participating in the National 
Inpatient Survey, the Trust scored similar to most other 
trusts on all questions except one, where we scored worse:

Question All Trusts STH

The hospital and ward: Did you 
ever use the same bathroom or 
shower area as patients of the 
opposite sex?

8 .1 / 10 7 .7 / 10

In response to this result, the requirements in relation to 
single sex facilities allow for bathrooms to be shared where 
they contain specialist equipment . The need for specialist 
equipment is not captured in the survey and this could 
explain the results . It is noted that this is the same for all 
trusts nationally . Work will now be undertaken to improve 
information that explains the reasons why patients may 
need to share bath/shower rooms which have specialist 
equipment, and this may improve future responses to this 
question .

In terms of the question relating to overall experience, 
the Trust scored slightly higher (8 .2) than the national 
average (8 .1) .

Results and comments from the National Inpatient 
Survey have been considered alongside other patient 
experience data, and workstreams are either planned or 
in place to address priority areas where improvements 
can be made .

National Cancer Survey 2015
The National Cancer Survey 2015 was carried out across 
146 acute hospital NHS trusts on all adult patients 
(aged 16 and over) with a primary diagnosis of cancer, 
discharged following an inpatient episode or day case 
attendance for cancer related treatment in the months 
of April, May and June 2015 . 2,284 eligible patients from 
the Trust were sent a survey, and 1,499 were returned, 
giving a response rate of 66% .

This is compared to the national response rate of 66% .

The Trust did not score below the expected range for 
any question in the 2015 National Cancer Survey, scoring 
within the expected range for 41 questions, and scoring 
above the expected range for 8 questions . Areas where 
the Trust scored above the expected range include: the 
length of time waiting for the test to be done, treatment 
options being completely explained; being given 
information about support groups, and the patient being 
told who to contact post discharge .

Directorates and teams providing care for patients 
with cancer have used the patient comments from the 
National Cancer Survey, which provide substance and 
context to scores, to produce an action plan to improve 
services for patients . Actions include:

• Chemotherapy Day Unit staff are to pilot patient 
pre assessment events which are separate to 
appointments, where patients are given all the 
information with regards to treatment and side 
effects .

• A leaflet is to be developed to raise awareness of 
taking part in clinical trials .

• Raising awareness about access to benefits advisors 
at the Cancer Information Centre through a patient 
pack which covers all support services available for 
patients in Sheffield . This is promoted through posters 
in outpatient departments .
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j) Complaints
The Trust values complaints as an important source 
of patient feedback . We provide a range of ways in 
which patients and families can raise concerns or make 
complaints . All concerns whether they are presented in 
person, in writing, over the telephone or by email are 
assessed and acknowledged within three days and where 
possible, we aim to take a proactive working approach to 
solving problems as they arise .

During 2016-17, we received 1,629 informal concerns 
which we were able to respond to within two working 
days . If telephone calls, emails or face to face enquiries 
are received by the Patient Services Team (PST) and if staff 
feel they can be dealt with quickly by taking direct action, 
or by putting the enquirer in touch with an appropriate 
member of staff, such as a Matron or Service Manager, 
contacts are made and the enquiry is recorded on the 
complaints database as an informal concern .

A
p

ri
l

M
ay

Ju
n

e

Ju
ly

A
u

g
u

st

S
ep

t

O
ct

N
o

v

D
ec

Ja
n

Fe
b

M
ar

ch

To
ta

l

New informal 
concerns received

129 146 131 144 125 133 150 147 123 148 130 136 1,629

New formal 
complaints received

124 120 139 113 129 132 133 133 106 121 124 136 1,522

All concerns 
combined

253 266 270 256 254 265 283 280 229 269 254 272 3,151

Chart 2 - Trust Complaints Response Times

0%

20%

40%

60%

80%

100%

A
pr-16

M
ay-16

Jun-16

Jul-16

A
ug

-16

Sep
-16

O
ct-16

N
ov-16

D
ec-16

Jan-17

Feb
-17

M
ar-17

2016/17
Response

Time

Trust target

If the concern or issue is not dealt with within two days, 
or if the enquirer remains concerned, the issue is re-
categorised as a complaint and processed accordingly .

During 2016-17 1,1522 complaints requiring a more 
detailed and in-depth investigation were received . 
Table four provides a monthly breakdown of formal 
complaints and informal concerns received . Of the 
complaints closed during 2016-17, 50% (755/1,499) 
were upheld by the Trust . The Parliamentary and Health 
Service Ombudsman (PHSO) investigate complaints made 
regarding government departments and other public 
sector organisations and the NHS in England . They are the 
final step of the complaints process, giving complainants 
an independent and last resort to have their complaint 
reviewed . During 2016-17 the PHSO closed 22 cases 
regarding the Trust 36% (8/22) of which were partially 
upheld . The Trust has not received any fully upheld 
decisions during 2016-17 .
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Chart 3 - Subjects raised in formal complaints

Regular complaints and feedback reports are produced 
for the Board of Directors, Patient Experience Committee, 
care groups and directorates showing the number of 
complaints received in each area and illustrating the 
issues raised by complainants . A monthly dashboard 
report focuses on key performance indicators for 
complaints handling and other feedback, supported by 
a more detailed quarterly report . The reporting process 
ensures that at all levels the Trust is continually reviewing 
information, so that any potentially serious issues, themes 
or areas where there is a notable increase in the numbers 
of complaints received can be thoroughly investigated and 
reviewed by senior staff .

Chart 3, below, shows the breakdown of complaints by 
theme . The findings show that the top four themes are 
the same as those identified last year . There appears to be 
an increase in a number of themes this year, however this 
is as a result of an overall increase in complaints activity . 
When presented as a percentage, complaints relating to 
‘communication with patient’ have increased by 3% this 
year, while complaints relating to ‘attitude’ have increased 
by 2% . The rest of the themes identified are the about 
the same as last year . ‘Communication with patient’ 
accounted for 11% of all subjects raised during 2016-17, 
compared with 7% during 2015-16 . All other themes 
have not seen a significant change proportionately when 
compared to last year .
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There continues to be an ongoing programme of 
work across the Trust to improve staff attitude and 
communication, with initiatives such as customer care 
training and the implementation of the PROUD values .

We remain committed to learning from and taking action 
as a result of complaint investigations . A selection of 
actions taken as a result of complaints is featured in 
quarterly and annual reporting .

Friends and Family Test
The Trust continues to participate in the Friends and 
Family Test (FFT), which is carried out in inpatient, 
outpatient, A&E, maternity, and community services . 
The FFT asks a simple, standardised question with a six 
point scale, ranging from ‘extremely likely’ to ‘extremely 
unlikely’ . During 2016/17, the total percentage patients 
who scored ‘extremely likely’ and ‘likely’ across all 5 
elements of the FFT was 93% .

The Trust has also chosen to ask a follow-up question 
in order to understand why patients select a particular 
response . The FFT allows us to look in more detail at 
patient feedback at individual ward and service level 
where our scores consistently compare well nationally, 
with good response rates being achieved . The FFT also 
provides us with a high volume of free-text comments as 
well as voice messages .

The Trust uses a number of different methods to carry out 
the FFT depending on the patient group and care setting . 
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Postcards remain a reliable method of collecting the views 
of patients therefore this method continues to be used in 
most inpatient areas and within maternity services .

During 2016-17, a review was undertaken identifying 
the inpatient wards with the lowest 12 month response 
rates . The outcome of this review was presented to the 
Patient Experience Committee in August 2016 and a 
number of wards were selected to trial the use of SMS 
text messaging and Interactive Voice Messaging (IVM), 
as opposed to postcards, to see if this improves their 
response rate . After two months since implementing these 
changes, 20 out of 29 wards saw an improvement in 
response rates, albeit not all are achieving the 30% target .

Interactive Voice Messages and SMS Text Messages 
are the main methods of carrying out the FFT in A&E, 
outpatients and community .

Although there are no national targets for response rates, 
the Trust is committed to maintaining good response rates 
for the FFT to ensure feedback data is robust . Therefore, 
the Trust works to a response rate target for inpatients 
of 30%, and A&E and maternity services of 20% . In 
addition, from November 2016, the Trust set response 
rate targets for both the outpatient (9%) and community 
(17%) elements of the FFT . These response rate targets 
were based on previous performance to ensure existing 
standards are maintained . In addition they take into 
account England average response rates for these services 
(4% for community and 6% for outpatients for 2016-17) 
and the number of responses, as both are high activity 
services . For 2016-17, 10,582 responses were received for 
community services and 71,079 for outpatients .

Over the past 12 months inpatients (30%), A&E (24%), 
maternity (31%), and outpatients (9%) all achieved their 
locally set response rate target . Community (16%) was 
slightly below the 17% target .

FFT results are monitored through monthly reports that 
present response rates, positive and negative scores 
and links to patient comments (written comments and 
voice comments) for all wards and departments . When 
the Trust’s response rate targets are not being met, the 
relevant areas are highlighted in the monthly reports .

During 2016-17, new FFT promotional posters were 
designed for all areas to ensure the information provided 
is consistent and more eye-catching than that which was 
previously in use .

Throughout the year there has been on-going work to 
review the overall negative score for the community 
services care group . This has involved reviewing the 
methods used for carrying out the FFT in individual 
services, and ensuring services are correctly allocated to 
the relevant location, for example, although Beech Hill 

and podiatric surgery are within our Community Services Care 
Group, they are in fact inpatient services, and therefore are 
now coded to the inpatient FFT, and not the community FFT . 

Likewise, podiatry nail surgery and community lymphedema 
services also sit within our Community Services Care Group, 
but are outpatient services, and are now coded to the 
outpatient FFT .

Although the overall negative score for community services 
continues to be higher than the national average, as the Chart 
four below shows, there has been an improvement during 
2016-17, compared to 2015-16 . This work will is ongoing to 
ensure the community FFT score continues to improve .

k) Mixed Sex Accommodation
The Trust remains committed to ensuring that men and 
women do not share sleeping accommodation except when it 
is in the patient’s overall clinical best interest, or reflects their 
personal choice . Unfortunately, on one occasion during this 
year there was a breach of the standard .

l) Coroners’ Regulation 28 
(Prevention of Future Death) Reports
When reviewing a death the Coroner has a duty to consider 
whether a person or an organisation should be taking 
steps to prevent similar deaths under Regulation 28 of the 
Coroner’s (Investigations) Regulations 2013 . A Coroner 
will issue a Prevention of Future Death (PFD) report when 
there is a concern that the circumstances creating a risk of 
further deaths could recur or continue to exist . The person 
or organisation must then respond in detail regarding the 
action taken or to be taken, or must explain why no action is 
proposed .

The Trust has directly received three PFD reports during 
2016-17 . These relate to the following:

• The Trust’s response to a request to transfer a patient 
requiring urgent neurosurgery .

• Nutritional support during inpatient stay and subsequent 
discharge communications with nursing home in 2014 .

• Medical staff on-call arrangements and availability of 
emergency epistaxis packs .

Chart 4 - Community FFT Negative Score
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All three cases have been reviewed and a response 
submitted which includes details of the actions to be taken 
in order to mitigate the risk of similar situations arising in 
the future . 

A further PFD in relation to this Trust was sent direct to the 
Secretary of State for Health . This related to the following: 

• Training of staff in relation to the use of oxygen 
cylinders during the transfer of patients requiring 
oxygen .

This case has been reviewed and actions have been taken 
to mitigate the risk of similar situations arising in the 
future . 

m) Never Events 2016-17
Never Events are defined as ‘serious incidents that are 
wholly preventable as guidance or safety recommendations 
that provide strong systemic protective barriers are 
available at a national level and should have been 
implemented by all healthcare providers’ .

During 2016-17 six Never Events occurred at the Trust . 
These were in relation to the following: 

• Spinal surgery performed at the wrong level 

• Retained swab

• Wrong side oral biopsy

• Unplanned removal of ovary

• Incorrect lens inserted

• Cataract surgery performed on wrong eye

The learning from serious incidents and Never Events is 
shared through different forums within the Trust . The 
Never Events highlighted in this report all involve processes 
undertaken within operating services and the reports will 
be reviewed at both the Safer Surgery Steering Group and 
the Safety & Risk Management Board to ensure that wider 
learning and actions are developed and implemented .

n) Duty of Candour
In 2016-17 the Patient and Healthcare Governance team 
continued to roll out training for staff on the statutory 
Duty of Candour requirements, which form part of the 
regulatory compliance of the Trust . Both the CQC and 
a 360 Assurance audit found that the knowledge of 
staff about Duty of Candour, including being open and 
transparent, was good throughout the Trust .

The process for recording incidents that trigger Duty of 
Candour has been integrated into the Datix system to 
provide ongoing assurance that the requirements are 
being met . During this period 231 incidents were identified 
as being both ‘patient safety’ and graded as moderate, 
major or catastrophic . Of these, 120 were highlighted as 
requiring the statutory Duty to be implemented, with 114 
of these identifying who was leading the process . 

110 incidents highlighted that Duty of Candour did not 
apply despite reaching the appropriate severity code .

A further analysis of the ‘did not apply’ incidents was 
undertaken, and it was found that 30 incidents were 
linked to staffing levels and 27 were either no harm, e .g . 
delays with access to notes, or that patients had been 
admitted with a pre-existing condition e .g . pressure sores . 
On 42 occasions the reason for not implementing Duty 
of Candour had not been completed, however when 
analysed by date, it was found that the largest number of 
blank fields were from earlier in the year . Since October 
2016 it is no longer possible for Datix users to state 
that Duty of Candour does not apply without giving an 
explanation .

The Trust has made significant progress in improving the 
reporting of incidents and, consequently, the number 
of incidents reported has increased year on year over 
the last 3 years . Incidents meeting the statutory Duty of 
Candour requirements represent less than 2% of the total 
number of incidents reported and are normally raised 
immediately with the patients/relatives by the treating 
clinicians . This is then followed up with a letter to the 
patient/relative providing details of the outcomes from 
the incident investigation and lessons learnt . Spot check 
audits have recently commenced to provide assurance that 
directorates are complying with the Duty of Candour and 
these will be continuing in the forthcoming year .

The Trust will continue to monitor and support staff 
compliance in relation to the Duty during 2017-18 . This 
includes the development of an e-training package on 
Duty of Candour which is currently under development; 
this will be rolled out in 2017-18 .

o) Safeguarding Adults
The Trust is part of a wider network of agencies including 
the Sheffield Local Authority, Sheffield Health and Social 
Care NHS Foundation Trust, the South Yorkshire Police, 
South Yorkshire Fire and Rescue, and NHS Sheffield 
CCG, who make up the Sheffield Adult Safeguarding 
Partnership . The Safeguarding Adults Executive Board 
leads and holds these individual agencies to account, to 
ensure adults in Sheffield are protected from abuse and 
neglect .

The Trust has policies, guidance and processes in place to 
identify and report all types of abuse of patients, carers, 
family members or staff . This includes the reporting of 
domestic violence and abuse . The Trust’s Safeguarding 
Adults team works in close collaboration with the Trust’s 
Safeguarding Children’s team, the maternity services 
Vulnerabilities team, Emergency Department (ED) and 
Human Resources to identify and support adults at risk 
who are subject to domestic violence and abuse .

2 .6  STATEMENTS OF ASSURANCE FROM THE BOARD
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Prescribed Information 2014-15 2015-16 2016-17

The value and banding of the summary hospital-level mortality 
indicator (SHMI) for the trust for the reporting period

National Average: 1 .00

Highest performing trust score: 1 .16

Lowest performing trust score: 0 .69

(Figures for Oct 15- Sept 16)

0 .91

Banding: 
as expected

0 .96*

Banding: 
as expected

(Oct 15 
Sept 16)

0 .99

Banding: 
as expected

The percentage of patient deaths with palliative care coded at either 
diagnosis or specialty level for the Trust for the reporting period.

National average: 29 .7%

Highest trust score: 56 .3%

Lowest trust score: 0 .4%

(Figures for Oct 15 - Sept 16)

The Sheffield Teaching Hospitals NHS Foundation Trust considers that 
this data is as described as the data are extracted from the Information 
Centre SHMI data set .

The SHMI makes no adjustment for palliative care because there is 
considerable variation between trusts in the way that palliative care 
codes are used . Adjustments based on palliative medicine treatment 
specialty would mean that those Organisations coding significantly for 
palliative medicine treatment specialty would benefit the most in terms 
of reducing the SHMI value (the ratio of Observed/Expected deaths 
would decrease because the expected mortality would increase) . 
Hence, SHMI routinely reports % patient deaths with palliative care 
coding as a contextual indicator to assist with interpretation of data .

The Sheffield Teaching Hospitals NHS Foundation Trust is taking the 
following actions to improve this rate, and so the quality of its services, 
by:• Working in partnership with NHS England and the Yorkshire and 
Humber Improvement Academy to implement the Self-assessment on 
Avoidable Mortality and identify and action areas for improvement

• Ensuring consistent Mortality and Morbidity reviews are undertaken 
across the Trust .

• Monitoring the mortality data at a diagnosis level to ensure any areas 
for improvement are constantly reviewed and where appropriate 
ensure actions are taken to address .

*The SHMI reported in last year’s Quality Report was qualified by 
the annotation that this was derived from the most recent rolling 12 
month period i .e . Oct 2014 - Sept 2015 . SHMI results are published five 
months and three weeks in arrears because of the need to validate the 
data nationally . The value for April 2015 - March 2016 was released on 
22nd September 2016 and reported as 0 .96 . This can be validated via 
the NHS Choices website .

23 .8% 27 .3% 28 .3%

These are the Trust priorities which are encompassed in 
the mandated indicators that the organisation is required 
to report and have been agreed by the Board of Directors .

The indicators include

• 6 that are linked to patient safety;

• 11 that are linked to clinical effectiveness; and

• 13 that are linked to patient experience .

3.1 Quality performance information 2016-17

3 .1 QUALITY PERFORMANCE INFORMATION
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Prescribed Information 2014-15 
Final

2015-16 
Provisional

2016-17 
Provisional

Patient Report Outcome Measures (PROMs)

The Trust’s EQ5D patient reported outcome measures scores for:

April 16- 
Sept 16

Groin hernia surgery

Sheffield Teaching Hospitals’ score:

National average:

Highest score:

Lowest score:

0 .050

0 .084

0 .149

0 .000

0 .083

0 .087

0 .158

0 .022

0 .084

0 .089

0 .134

0 .016

Varicose vein surgery

Sheffield Teaching Hospitals’ score:

National average:

Highest score:

Lowest score:

0 .090

0 .094

0 .154

-0 .009

0 .104

0 .096

0 .140

0 .033

0 .097

0 .099

0 .152

0 .016

Hip replacement surgery primary

Sheffield Teaching Hospitals’ score:

National average:

Highest score:

Lowest score:

0 .402

0 .436

0 .524

0 .365

0 .422

0 .442

0 .516

0 .323

0 .442

0 .449

0 .525

0 .330

Hip replacement surgery revision

Sheffield Teaching Hospitals’ score:

National average:

Highest score:

Lowest score:

0 .302

0 .277

0 .375

0 .185

*

0 .282

0 .369

0 .221

*

0 .285

*

*

Knee replacement surgery primary

Sheffield Teaching Hospitals’ score:

National average:

Highest score:

Lowest score:

0 .327

0 .315

0 .418

0 .225

0 .303

0 .322

0 .396

0 .245

0 .395

0 .337

0 .430

0 .261

Knee replacement surgery revision

Sheffield Teaching Hospitals’ score:

National average:

Highest score:

Lowest score:

0 .251

*

0 .322

0 .186

*

*

0 .360

0 .187

*

0 .289

*

*

3 .1 QUALITY PERFORMANCE INFORMATION
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PROMs scores represent the average adjusted health gain for each 
procedure . Scores are based on the responses patients give to specific 
questions on mobility, usual activities, self-care, pain and anxiety after 
their operation as compared to the scores they gave pre-operatively . 
A higher score suggests that the procedure has improved the patient’s 
quality of life more than a lower score .

* Denotes that there are fewer than 30 responses as figures are only 
reported once 30 responses have been received .

The Sheffield Teaching Hospitals NHS Foundation Trust considers that this 
data is as described as the data is taken from the NHS Digital PROMs data 
set . The Sheffield Teaching Hospitals NHS Foundation Trust is taking the 
following actions to improve this score, and so the quality of its services, 
by reviewing:

The process for administering the pre-operative questionnaire and 
improving participation rates

• The Orthopaedic Enhanced Recovery Programme - Hip and Knee

• Post-operative complications and delayed discharges

• Post-operative wound infections

3 .1 QUALITY PERFORMANCE INFORMATION



112

Prescribed Information 2014-15 2015-16 2016-17

Readmissions

The percentage of patients aged:

0 to 15; and

16 or over,

readmitted to a hospital, which forms part of the Trust within 28 days of 
being discharged from a hospital which forms part of the Trust during the 
reporting period .

Comparative data is not available

The Sheffield Teaching Hospitals NHS Foundation Trust considers that 
this data is as described as the data is taken from the Trust’s Patient 
Administration System up to October 2015 and then from Lorenzo .

The Sheffield Teaching Hospitals NHS Foundation Trust intends to take 
the following actions to improve this percentage, and so the quality of its 
services, by reviewing the reasons for readmissions and working with our 
partners in the wider Health and Social Care community to prevent avoidable 
readmissions . This will be delivered through the Right First Time City Wide 
Health and Social Care Partnership . During 2016-17 the project was further 
expanded and all directorates have been looking in detail at the types of 
patients that are readmitted and developing plans to improve the position .

For example Urology have focused on the opening of the Urology 
Assessment Unit and redesigned their processes to reduce the potential for 
readmissions, focusing on catheter and urinary tract infections pathways .

* Please note that these figures are different to previously reported . Following 
migration to a new Patient Administration System in September 2015, and further 
clarification of the definitions for data extraction, the Trust has undertaken a refresh 
of all reported years .

0%*

13 .5%*

0%*

14 .3%*

0%

14 .7%

Responsiveness to personal needs of patients

The Trust’s responsiveness to the personal needs of its patients during the 
reporting period .

National average: 73% (this is currently based on Picker average, not 
national)

The Sheffield Teaching Hospitals NHS Foundation Trust considers that 
this data is as described as the data is provided by National CQC Survey 
Contractor .

The Sheffield Teaching Hospital NHS Foundation Trust continues to take 
action to improve this rate, and so the quality of its services, by implementing 
a new local inpatient survey during 2016-17 . The new survey is sent to 2000 
inpatients one month in each quarter . Each quarter, patients from the sample 
are asked six core questions, including one on privacy and dignity and follow-
up questions which are themed and change each quarter, as follows:

• April 2016 - Noise, food, and staff .

• July 2016 - Discharge .

• October 2016 - Communication .

• January 2017 - Environment .

Local inpatient survey results to questions relating to responsiveness to 
personal needs of patients during 2016-17 are as follows:

Did you always feel safe while on the ward? - 85%

Did hospital staff treat you with respect and dignity? - 89%

Did you always get the help you needed to eat? - 83%

75 .1% 76 .9% 74 .7%
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Prescribed Information 2014-15 2015-16 2016-17

Friends and Family Test - Staff who would recommend the Trust (from 
Staff Survey)

The percentage of staff employed by, or under contract to, the Trust during 
the reporting period who would recommend the Trust as a provider of care 
to their family or friends .

National average: Combined acute & community trusts - 68%

All trusts - 69%

Highest performing trust score: Combined acute & community trusts: 91%

Lowest performing trust score: Combined acute & community trusts: 48%

The Sheffield Teaching Hospitals NHS Foundation Trust considers that this 
data is as described, as the data is provided by the national CQC survey 
contractor .

The Sheffield Teaching Hospitals NHS Foundation Trust continues to take 
the following actions to improve this percentage, and so the quality of its 
services, by seeking staff views and involving them in improving the quality 
of patient services via Listening into Action, Microsystems Academy, Staff 
Friends and Family Test and our ongoing staff engagement work .

78% 76% 81%

Friends and Family Test - Patients who would recommend the Trust

The percentage of patients who attended the Trust during the reporting 
period who would recommend the Trust as a provider of care to their family 
or friends .

The Friends and Family Test scores are now recorded taking the percentage 
of respondents who ‘would recommend’ our service which is taken from 
ratings 1 (Extremely Likely) and 2 (Likely) .

During 2016/17, the total percentage patients who scored ‘extremely likely’ 
and ‘likely’ across all 5 elements of the FFT was 93% .

The Sheffield Teaching Hospitals NHS Foundation Trust considers that this 
data is as described, as the data is collected by Healthcare Communications, 
verified by UNIFY and reported by NHS England .

The Sheffield Teaching Hospital NHS Foundation Trust continues to take the 
following actions to improve this rate, and so the quality of its services:

• A monthly report is circulated across the Trust enabling staff to keep on 
top of scores and response rates, as well as to review the comments that 
patients have left about their experience .

• The Patient Experience Committee monitors FFT scores for all elements 
of the FFT each month and takes the necessary action should the positive 
score fall in any particular area of the Trust .

• Monthly FFT scores are compared with the 12 month Trust score as well as 
the 12 month National score to monitor performance

• Community Services continually achieves a higher negative score (taken 
from ratings 4 -Unlikely and 5 -Extremely Unlikely), than the national 
average . Each individual service has continually reviewed their FFT scores 
to help improve the overall community score . This has been monitored and 
progress reported to the Patient Experience Committee each month . This 
has resulted in an improvement over the past 11 months with February 
2017 (2 .6%) achieving the lowest negative score since the Trust first 
started reporting the community FFT in April 2015 . This will continue to be 
monitored .

*Commenced FFT in October 2014 .

92% All areas 
92%

Inpatient 
96%

A&E 
83%

Maternity 
96%

Outpatient* 
94%

Community* 
86%

All areas 
93%

Inpatient 
96%

A&E 
86%

Maternity 
96%

Outpatient* 
94%

Community* 
88%
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Prescribed Information 2014-15 2015-16 2016-17

Patients risk assessed for venous thromboembolism (VTE)

The percentage of patients who were admitted to hospital and who were 
risk assessed for venous thromboembolism during the reporting period .

Comparative data is not available

The Sheffield Teaching Hospitals NHS Foundation Trust considers that 
this data is as described as we have processes in place to collect the data 
internally which is regularly monitored . We then report the data externally to 
the Department of Health .

The Sheffield Teaching Hospitals NHS Foundation Trust continues to take 
the following actions to improve this percentage, and so the quality of its 
services, by:

• ensuring VTE risk assessment is undertaken for every patient admitted to 
the Trust

• providing feedback to Clinical Directorates on their performance against 
the target of 95%

•undertaking analysis and investigation of patients with a diagnosis of VTE 
which are thought to be hospital associated

95 .18% 95 .18% 92 .5%

Rate of Clostridium Difficile

The rate per 100,000 bed days of cases of C.difficile infection reported within 
the Trust amongst patients aged two or over during the reporting period .

Comparative data is not available

*The rate shown is provisional until the Public Health England denominator 
rates are published . The denominator used is the 2015-16 figure as this is 
unlikely to change significantly .

During 2016-17 there have been 110 cases of C.difficile infection attributable 
to the Trust . The national threshold for 2016-17 was 87 Trust attributed 
cases .

All Trust attributable cases now have a root cause analysis to identify if there 
has been any lapse in care . At publication 27 cases have been highlighted as 
possibly having a lapse in care . Quarter 4 cases are still being reviewed .

The Sheffield Teaching Hospitals NHS Foundation Trust considers that this 
data is as described as the data is provided by the Public Health England .

The Sheffield Teaching Hospitals NHS Foundation Trust continues to take 
a range of actions to improve this rate, and so the quality of its services, 
by having a dedicated plan as part of its Infection Prevention and Control 
Programme to continue to reduce the rate of C.difficile experienced by 
patients admitted to the Trust .

16 .2 14 .4 20 .3*

3 .1 QUALITY PERFORMANCE INFORMATION
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Prescribed Information 2014-15 2015-16 2016-17

Rate of patient safety incidents

The number and, where available, rate of patient safety incidents reported 
within the Trust during the reporting period, and the number and percentage 
of such patient safety incidents that resulted in severe harm or death

14,605 17,714*

(April- Oct 
16)

9,740**

Number of Incidents reported

The incident reporting rate is calculated from the number of reported 
incidents per thousand bed days and the comparative data used is from the 
first 6 months of 2016

Cluster** average: 40 .76

Highest performing Trust score: 71 .1

Lowest performing Trust score: 21 .15

33 .4 33 .4 36 .99**

The number and percentage of patient safety incidents that resulted in severe 
harm or death .

Cluster** reporting data: 18 .64 (0 .3%)

Highest reporting Trust: 98 (1 .3%)

Lowest reporting Trust: 1 (<0 .1%)

* The figures for 2015-16 are different to those documented in last year’s 
Quality Report as they have now been validated .

**Full information for the financial year 2016-17 is not available from the 
National Reporting and Learning System (NRLS) until November 2017 .

The Sheffield Teaching Hospitals NHS Foundation Trust considers that this 
data is as described as the data is taken from the National Reporting and 
Learning System (NRLS) .

The Sheffield Teaching Hospitals NHS Foundation Trust intends to increase 
the incident reporting rate .

To note: As this indicator is expressed as a ratio, the denominator (all 
incidents reported) implies an assurance over the reporting of all incidents, 
whatever the level of severity . There is also clinical judgement required 
in grading incidents as ‘severe harm’ which is moderated at both a Trust 
and national level . This clinical judgement means that there is an inherent 
uncertainty in the presentation of the indicator which cannot at this stage be 
audited .

44 
(0 .3%)

23 
(0 .1%)

18  
(0 .1%)

3 .1 QUALITY PERFORMANCE INFORMATION
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Mandated Indicators in the Risk Assessment Framework and the Single Oversight Framework

Measures of Quality Performance 2014-15 2015-16 2016-17

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

Q1, Q2 
and Q3 

data used

Sheffield Teaching Hospitals NHS Foundation Trust achievement 97% 97% 96%

National Standard

Data Source: Exeter National Cancer Waiting Times Database

96% 96% 96%

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

Q1, Q2 
and Q3 

data used

Sheffield Teaching Hospitals NHS Foundation Trust achievement 85% 83% 80%*

National Standard

Data Source: Exeter National Cancer Waiting Times Database

* Includes reallocation of some breaches from the Trust to referring trusts 
in Q1, Q2 and Q3 in 2016-17

85% 85% 85%

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

Q1, Q2 
and Q3 

data used

Sheffield Teaching Hospitals NHS Foundation Trust achievement 94% 93% 94 .6%

National Standard

Data Source: Exeter National Cancer Waiting Times Database

93% 93% 93%

All cancers: 31-day wait for second or subsequent treatment, 
comprising:

Q1, Q2 
and Q3 

data used

Surgery

Sheffield Teaching Hospitals NHS Foundation Trust achievement 95% 95% 97%

National Standard 94% 96% 96%

Anti-cancer drug treatments

Sheffield Teaching Hospitals NHS Foundation Trust achievement 100% 99% 99%

National Standard 98% 98% 97%

3 .1 QUALITY PERFORMANCE INFORMATION
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Measures of Quality Performance 2014-15 2015-16 2016-17

Radiotherapy

Sheffield Teaching Hospitals NHS Foundation Trust achievement 98% 98% 97%

National Standard

Data Source: Exeter National Cancer Waiting Times Database

94% 94% 94%

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

Sheffield Teaching Hospitals NHS Foundation Trust achievement 92 .7% * 86 .77%

National Standard

*At the end of September 2015, the Trust introduced a new Accident 
and Emergency tracking system, as part of the move to a new Electronic 
Patient Record. This has presented various technical difficulties and 
challenges to accurately did capture data on patients wait in A&E. Due 
to this we did not report our A&E waiting time data nationally during 
2015-16

95% 95% 95%

MRSA blood stream infections

Trust attributable cases in Sheffield Teaching Hospitals NHS Foundation 
Trust

2 0 2

Trust assigned cases in Sheffield Teaching Hospital NHS Foundation Trust 4 0 2

Sheffield Teaching Hospitals NHS Foundation Trust threshold

The Trust assigned category was introduced for the 2013-14 year and is 
the figure used to determine cases for which the Trust is held responsible 
and where fines may be attached.

0 0 0

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

Sheffield Teaching Hospitals NHS Foundation Trust achievement 86 .3% 87 .3% 85 .4%

National Standard 90% 90% 90%

3 .1 QUALITY PERFORMANCE INFORMATION
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Measures of Quality Performance 2014-15 2015-16 2016-17

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 NHS Foundation Trust achievement 94 .8% 95 .9% 93 .16%

National Standard 95% 95% 95%

Maximum time of 18 weeks from point of referral to treatment in 
aggregate - patients on an incomplete pathway

Sheffield Teaching Hospitals NHS Foundation Trust achievement 92 .8% 93 .5% 93 .5%

National Standard 92% 92% 92%

Certification against compliance with requirements regarding 
access to healthcare for people with a learning disability

Does the NHS Foundation Trust have a mechanism in place to identify 
and flag patients with learning disabilities and protocols that ensure that 
pathways of care are reasonably adjusted to meet the health needs of 
these patients?

Yes Yes Yes

Does the NHS foundation trust provide readily available and 
comprehensible information to patients with learning disabilities about 
treatment options, complaints procedures and appointments?

No Yes Yes

Does the NHS foundation trust have protocols in place to provide suitable 
support for family carers who support patients with learning disabilities?

Yes Yes Yes

Does the NHS foundation trust have protocols in place to routinely include 
training on providing healthcare to patients with learning disabilities for 
all staff?

Yes Yes Yes

Does the NHS foundation trust have protocols in place to encourage 
representation of people with learning disabilities and their family carers?

Yes Yes Yes

Does the NHS foundation trust have protocols in place to regularly audit 
its practices for patients with learning disabilities and to demonstrate the 
findings in routine public reports?

No Yes Yes

Never Events (Count)

Sheffield Teaching Hospital NHS Foundation Trust Performance 2 4 6

3 .1 QUALITY PERFORMANCE INFORMATION
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Measures of Quality Performance 2014-15 2015-16 2016-17

Hospital Standardised Mortality Ratio (HSMR)

Sheffield Teaching Hospital NHS Foundation Trust Performance 97%* 103%** 105% 
(Jan 15- 
Dec 16)

National Benchmark

Data source: Dr Foster

*Please note that this is a different figure to that reported previously .

**This figure is different from last year as it represents the whole year 
(April 2015 - March 2016) rather than Jan 2015-Dec 2015 as reported in 
last year’s Quality Report .

100% 100% 100%

Data Completeness for Community Services

Referral to treatment information:

Sheffield Teaching Hospitals NHS Foundation Trust achievement 66% 62% 65%

National Standard 50% 50% 50%

Referral information

Sheffield Teaching Hospitals NHS Foundation Trust achievement 100% 100% 100%

National Standard 50% 50% 50%

Treatment activity information

Sheffield Teaching Hospitals NHS Foundation Trust achievement 100% 100% 100%

National Standard 50% 50% 50%

3 .1 QUALITY PERFORMANCE INFORMATION
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Governor Involvement in the Quality 
Report Steering Group
As in previous years, the governors have contributed to 
this report by choosing the priorities for the coming year .

The three main priorities identified last year will be rolled 
over . These priorities are significant and need an extended 
time to complete and although considerable progress has 
been made, these projects are more long term .

The items in this report are representative of the goals the 
Trust is aiming for and recognising where effort needs to 
be concentrated .

The four governors on the Quality Report Steering Group 
are satisfied that their contributions have been listened to 
and have influenced the executive’s thinking . Governors 
recognise the amount of work that goes into producing 
this report and we are content that our involvement is 
valued .

Kath Parker 
Governor 
16th April 2017

Statement from NHS Sheffield  
Clinical Commissioning Group
NHS Sheffield Clinical Commissioning Group (CCG) has 
reviewed the information provided by Sheffield Teaching 
Hospitals NHS Foundation Trust (STHFT) in this report . In 
so far as we have been able to check the factual details, 
the CCG view is that the report is materially accurate and 
gives a fair representation of the Trust’s performance .

STHFT provides a very wide range of general and 
specialised services, and it is right that all of these services 
should aspire to make year-on-year improvements in 
the standards of care they can achieve . The report fairly 
articulates where this has been achieved and also where 
this has been more challenging .

During 2016/17 the Trust has improved performance and 
achieved a number of key Constitutional standards and 
key quality performance measures such as incomplete 
18ww targets and diagnostic wait targets . However, 
the Trust has continued to experience challenges in the 
delivery of the 95% A&E target during the year .

4 .1 STATEMENTS FROM OUR PARTNERS ON THE QUALITY REPORT

The final publication of the Care Quality Commission 
report following the regulatory visit made to STHFT in 
December 2015 was published in July 2016 . The Trust 
achieved a rating of Good in all of the five domains and 
therefore overall . The report highlighted a number of 
services as outstanding . This clearly demonstrates STHFTs 
commitment to delivering safe, effective and high quality 
services . Where areas of improvement were highlighted, 
work is already underway to address this and this has also 
helped shaped the priorities for 2017/18 .

The CCG’s overarching view is that Sheffield Teaching 
Hospitals NHS Foundation Trust continues to provide, 
overall, high-quality care for patients, with dedicated, 
well-trained, specialist staff and good facilities . This 
quality report evidences that the Trust has achieved 
positive results in a number of its key objectives for 
2016/17 . Where issues relating to clinical quality have been 
identified in year, the Trust has been open and transparent 
and the CCG has worked closely with the Trust to provide 
support where appropriate to allow improvements to be 
made .

The CCG jointly agreed the identified priority areas for 
improvement in 2017/18 . Our aim is to pro-actively 
address issues relating to clinical quality so that standards 
of care are upheld whilst services

continue to evolve to ensure they meet the changing 
needs of our local population . The CCG will continue 
to set the Trust challenging targets whilst at the same 
time incentivise them to deliver high quality, innovative 
services .

Submitted by Beverly Ryton on behalf of:

Mandy Philbin 
Deputy Chief Nurse

 and

Duncan Campbell 
Deputy Director of Contracting

4th May 2017 .



121

4 .1 STATEMENTS FROM OUR PARTNERS ON THE QUALITY REPORT

Statement from Sheffield City Council 
Healthier Communities and Adult Social 
Care Scrutiny Policy Development 
Committee
Sheffield City Council Healthier Communities and Adult 
Social Care Scrutiny and Policy Development Committee 
welcome the opportunity to consider your draft Quality 
Report in line with NHS (Quality Accounts) Regulations 
2010 . We view this as a valuable aspect of health service 
provision scrutiny that looks at the things that are 
important to the public of Sheffield . We thank you for 
taking the time to share draft Sheffield Teaching Hospitals 
NHS Foundation Trust Quality Report 2016/17 with the 
Scrutiny Committee sub-group .

The scrutiny committee are encouraged by the activity 
on 2015-16 ‘priority two: To Further Improve End of Life 
Care’ and following Trust recognition of need for further 
continued improvement to see it as a priority 2017/18 to 
be completed 2018/19 . We welcome the new approach 
of short, medium and longer term objectives, with two 
objectives running as priorities over two years to extend 
scope for continued improvement .

The Scrutiny Committee are pleased to see the Care 
Quality Commission (CQC) has not taken enforcement 
action against Sheffield Teaching Hospitals NHS 
Foundation Trust during 2016/17, and that implementation 
of actions post CQC assessment December 2015 
continues .

Last year Healthier Communities and Adult Social Care 
Scrutiny and Policy Development Committee expressed 
concern at the disparity between white and BME 
experiences in the Work Race Equality Standard (WRES) 
particularly standards KF21 and Q17b . We note the trust 
has put resources into a diversity post, activity to support 
diversity and inclusion, and we welcome the approach to 
make step changes in 2017 .

April 2017

Statement from Healthwatch Sheffield
Healthwatch Sheffield welcomes the opportunity to 
review and comment on Sheffield Teaching Hospitals’ 
Quality Accounts 2016/17 .

We note that the Trust has made some good progress 
on its objectives from previous years . We note that there 
is slower than expected progress with Priority One (To 
further improve the safety and quality of care . . .) and have 
discussed this with STH . We welcome that patient safety 
and reducing errors remains a priority for 2017/18, and 
will continue to work with the Trust to monitor this .

We welcome the improvements in the environment 
at Weston Park and are confident this, along with the 
next phase in the work, will have long term benefits for 
patients .

We are pleased that Improving End of Life Care - such 
an important area of work - will remain a priority for the 
Trust over the next two years to implement improvements 
in the new End of Life Care strategy .

We are pleased to have worked with the Trust during the 
year on its improvements to managing and responding 
to complaints and will continue to do so in 2017/18 . 
We also welcome initiatives to address complaints and 
dissatisfaction arising from communications issues, as our 
feedback from patients and carers also highlights this as a 
source of dissatisfaction .

It is good to see the extent of engagement and the 
positive results from the staff surveys .

In conclusion, we feel that this report is a good 
representation of the Trust’s current position and reflects 
the fact that it is aware of its strengths and those areas 
where it needs to improve .

We thank the Trust for the opportunity to comment on 
this document and look forward to working with them in 
future .

May 2017
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4 .2 STATEMENT OF DIRECTORS‘ RESPONSIBILITIES FOR THE QUALITY REPORT

Statement of Directors‘ Responsibilities for the 
Quality Report

The directors are required under the Health Act 2009 and 
the National Health Service (Quality Accounts) Regulations 
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 NHS 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 2016-17 and supporting 
guidance

• the content of the Quality Report is not inconsistent 
with internal and external sources of information 
including:

- board minutes and papers for the period April 2016 
to May 2017

- papers relating to quality reported to the board over 
the period April 2016 to May 2017

- feedback from commissioners dated 16 May 2017

- feedback from governors dated 16 April 2017

- feedback from local Healthwatch organisations 
dated May 2017

- feedback from Overview and Scrutiny Committee 
dated April 2017

- the Trust’s complaints report published under 
regulation 18 of the Local Authority Social Services 
and NHS Complaints Regulations 2009, 
dated 16 May 2017

- the latest national patient survey 16 May 2017

- the latest national staff survey published 2017

- the Head of Internal Audit’s annual opinion of the 
trust’s control environment dated 16 May 2017

- CQC inspection report dated 9 June 2016 .

• 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

• 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 manual and supporting 
guidance (which incorporates the Quality Accounts 
regulations) as well as the standards to support data 
quality for the preparation of the Quality Report .

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

Tony Pedder OBE 
Chairman

17 May 2017

Sir Andrew Cash OBE 
Chief Executive

17 May 2017
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We have been engaged by the Council of Governors of 
Sheffield Teaching Hospitals NHS Foundation Trust to 
perform an independent assurance engagement in respect 
of Sheffield Teaching Hospitals NHS Foundation Trust’s 
Quality Report for the year ended 31 March 2017 (the 
“Quality Report”) and certain performance indicators 
contained therein . 

Scope and subject matter
The indicators for the year ended 31 March 2017 subject 
to limited assurance consist of the national priority 
indicators as mandated by NHS Improvement:

• percentage of incomplete pathways within 18 weeks 
for patients at the end of the reporting period; and

• percentage of patients with a total time in A&E of four 
hours or less from arrival to admission, transfer or 
discharge

Respective responsibilities of the Directors  
and auditors
The Directors are responsible for the content and the 
preparation of the Quality Report in accordance with 
the criteria set out in the NHS Foundation Trust Annual 
Reporting Manual issued by NHS Improvement .

Our responsibility is to form a conclusion, based on limited 
assurance procedures, on whether anything has come to 
our attention that causes us to believe that:

• the Quality Report is not prepared in all material 
respects in line with the criteria set out in the NHS 
Foundation Trust Annual Reporting Manual and 
supporting guidance;

• the Quality Report is not consistent in all material 
respects with the sources specified in NHS 
Improvement’s Detailed Guidance for External 
Assurance on Quality Reports 2016/17; and

• the indicators in the Quality Report identified as having 
been the subject of limited assurance in the Quality 
Report are not reasonably stated in all material respects 
in accordance with the NHS Foundation Trust Annual 
Reporting Manual and supporting guidance and the 
six dimensions of data quality set out in the Detailed 
Guidance for External Assurance on Quality Reports .

We read the Quality Report and consider whether 
it addresses the content requirements of the NHS 
Foundation Trust Annual Reporting Manual and 
supporting guidance, and consider the implications for our 
report if we became aware of any material omissions .

4 .3 INDEPENDENT AUDITOR’S REPORT TO THE COUNCIL OF GOVERNORS OF 
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We read the other information contained in the Quality 
Report and consider whether it is materially inconsistent 
with:

• Board minutes for the period April 2016 to April 2017;

• Papers relating to quality reported to the Board over 
the period April 2016 to April 2017;

• Feedback from Commissioners, dated May 2017;

• Feedback from governors, dated April 2017;

• Feedback from local Healthwatch organisations, dated 
May 2017;

• Feedback from Sheffield City Council Healthier 
Communities and Adult Social Care Scrutiny and Policy 
Development Committee in its scrutiny capacity, dated 
April 2017;

• The Trust’s complaints report published under 
regulation 18 of the Local Authority Social Services and 
NHS Complaints Regulations 2009

• The national patient survey;

• The national NHS staff survey;

• Care Quality Commission inspection report, dated June 
2016;

• The Head of Internal Audit’s annual opinion over the 
trust’s control environment for the period April 2016 to 
March 2017; and

• Any other information included in our review .

We consider the implications for our report if we become 
aware of any apparent misstatements or material 
inconsistencies with those documents (collectively the 
“documents”) . Our responsibilities do not extend to any 
other information .

We are in compliance with the applicable independence 
and competency requirements of the Institute of 
Chartered Accountants in England and Wales (ICAEW) 
Code of Ethics . Our team comprised assurance 
practitioners and relevant subject matter experts .

This report, including the conclusion, has been prepared 
solely for the Council of Governors of Sheffield Teaching 
Hospitals NHS Foundation Trust as a body, to assist the 
Council of Governors in reporting Sheffield Teaching 
Hospitals NHS Foundation Trust’s quality agenda, 
performance and activities . We permit the disclosure of 
this report within the Annual Report for the year ended 
31 March 2017, to enable the Council of Governors to 
demonstrate that it has discharged their governance 
responsibilities by commissioning an independent 
assurance report in connection with the indicators . 
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To the fullest extent permitted by law, we do not accept 
or assume responsibility to anyone other than the Council 
of Governors as a body and Sheffield Teaching Hospitals 
NHS Foundation Trust for our work or this report, except 
where terms are expressly agreed and with our prior 
consent in writing .

Assurance work performed
We conducted this limited assurance engagement in 
accordance with International Standard on Assurance 
Engagements 3000 (Revised) – ‘Assurance Engagements 
other than Audits or Reviews of Historical Financial 
Information’ issued by the International Auditing and 
Assurance Standards Board (‘ISAE 3000’) . Our limited 
assurance procedures included:

• evaluating the design and implementation of the key 
processes and controls for managing and reporting the 
indicators;

• making enquiries of management;

• testing key management controls;

• limited testing, on a selective basis, of the data 
used to calculate the indicator back to supporting 
documentation;

• comparing the content requirements of the NHS 
Foundation Trust Annual Reporting Manual to the 
categories reported in the Quality Report; and

• reading the documents .

A limited assurance engagement is smaller in scope than a 
reasonable assurance engagement . The nature, timing and 
extent of procedures for gathering sufficient appropriate 
evidence are deliberately limited relative to a reasonable 
assurance engagement .

Limitations
Non-financial performance information is subject to more 
inherent limitations than financial information, given the 
characteristics of the subject matter and the methods 
used for determining such information .

The absence of a significant body of established practice 
on which to draw allows for the selection of different 
but acceptable measurement techniques which can result 
in materially different measurements and can impact 
comparability . The precision of different measurement 
techniques may also vary . Furthermore, the nature and 
methods used to determine such information, as well 
as the measurement criteria and the precision of these 
criteria, may change over time . It is important to read 
the Quality Report in the context of the criteria set out in 
the NHS Foundation Trust Annual Reporting Manual and 
supporting guidance .

The scope of our assurance work has not included 
governance over quality or non-mandated indicators 
which have been determined locally by Sheffield Teaching 
Hospitals NHS Foundation Trust .

Conclusion
Based on the results of our procedures, nothing has come 
to our attention that causes us to believe that, for the year 
ended 31 March 2017:

• the Quality Report is not prepared in all material 
respects in line with the criteria set out in the NHS 
Foundation Trust Annual Reporting Manual and 
supporting guidance;

• the Quality Report is not consistent in all material 
respects with the sources specified in NHS 
Improvements’ Detailed Guidance for External 
Assurance on Quality Reports 2016/17; and

• the indicators in the Quality Report subject to 
limited assurance have not been reasonably stated 
in all material respects in accordance with the NHS 
Foundation Trust Annual Reporting Manual and 
supporting guidance .

Cameron Waddell 
For and on behalf of Mazars LLP

Salvus House 
Aykley Heads 
Durham 
DH1 5TS

22 May 2017

4 .3 INDEPENDENT AUDITOR’S REPORT TO THE COUNCIL OF GOVERNORS OF 
SHEFFIELD TEACHING HOSPITALS NHS FOUNDATION TRUST ON THE QUALITY REPORT
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We have audited the financial statements of Sheffield 
Teaching Hospitals NHS Foundation Trust for the year 
ended 31 March 2017 under the Local Audit and 
Accountability Act 2014 . The financial statements 
comprise the Statement of Comprehensive Income, the 
Statement of Financial Position, the Statement of Changes 
in Taxpayers’ Equity, the Statement of Cash Flows, and 
the related notes . The financial reporting framework that 
has been applied in their preparation is applicable law and 
International Financial Reporting Standards as adopted by 
the European Union, and as interpreted and adapted by 
the Government Financial Reporting Manual 2016-17 as 
contained in the Department of Health Group Accounting 
Manual 2016-17, and the Accounts Direction issued under 
section 25(2) of Schedule 7 of the National Health Service 
Act 2006 . 

We have also audited the information in the Remuneration 
and Staff Report that is subject to audit, being: 

• the table of salaries and allowances of senior managers 
and related narrative notes;

• the table of pension benefits of senior managers and 
related narrative notes; 

• the table of employee expenses and average number of 
persons employed;

• the table of exit packages; and

• the table of pay multiples and related narrative notes .

This report is made solely to the Council of Governors of 
Sheffield Teaching Hospitals NHS Foundation Trust, as a 
body, in accordance with section 24(5) of Schedule 7 of 
the National Health Service Act 2006 and for no other 
purpose . To the fullest extent permitted by law, we do not 
accept or assume responsibility to anyone other than the 
Council of Governors of the Trust, as a body, for our audit 
work, for this report or for the opinions we have formed .

Respective responsibilities of the accounting 
officer and the auditor
As described more fully in the Statement of Accounting 
Officer’s Responsibilities, the accounting officer is 
responsible for the preparation of financial statements 
which give a true and fair view . Our responsibility is to 
audit, and express an opinion on, the financial statements 
in accordance with applicable law and International 
Standards on Auditing (UK and Ireland) . Those standards 
require us to comply with the Auditing Practice’s Board’s 
Ethical Standards for Auditors .

INDEPENDENT AUDITOR’S REPORT TO THE COUNCIL OF GOVERNORS OF  
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The Chief Executive as accounting officer is also 
responsible for putting in place proper arrangements 
to secure economy, efficiency and effectiveness in the 
Trust’s use of resources, to ensure proper stewardship and 
governance, and to review regularly the adequacy and 
effectiveness of these arrangements .

We are required under section 1 of Schedule 10 of the 
National Health Service Act 2006, to satisfy ourselves 
that the Trust has made proper arrangements for 
securing economy, efficiency and effectiveness in its 
use of resources .  We are not required to consider, 
nor have we considered, whether all aspects of the 
Trust’s arrangements for securing economy, efficiency 
and effectiveness in its use of resources are operating 
effectively .

Our assessment of the risks of material 
misstatement
During the course of the audit we identified the following 
risks that had the greatest effect on our overall audit 
strategy:

• revenue and expenditure recognition; and

• property valuation .

Our assessment and application of materiality
We apply the concept of materiality both in planning 
and performing our audit, and in evaluating the effect 
of misstatements on the financial statements and our 
audit .  Materiality is used so we can plan and perform 
our audit to obtain reasonable, rather than absolute, 
assurance about whether the financial statements are 
free from material misstatement . The level of materiality 
we set is based on our assessment of the magnitude 
of misstatements that individually or in aggregate, 
could reasonably be expected to have influence on the 
economic decisions the users of the financial statements 
may take based on the information included in the 
financial statements . The overall materiality level we set 
for the Sheffield Teaching Hospitals NHS Foundation 
Trust’s financial statements was £15 .602 million, which is 
approximately 1 .5% of operating expenditure . Operating 
expenses from continuing operations was chosen as the 
appropriate benchmark for overall materiality as this is 
a key measure of financial performance for users of the 
financial statements .

We agreed with the Audit Committee that we would 
report to the Committee all audit differences in excess of 
£0 .25 million, as well as differences below that threshold 
that, in our view, warranted reporting on qualitative 
grounds .
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Scope of the audit of the financial statements
An audit involves obtaining evidence about the amounts 
and disclosures in the financial statements sufficient to 
give reasonable assurance that the financial statements 
are free from material misstatement, whether caused by 
fraud or error . This includes an assessment of whether 
the accounting policies are appropriate to the Trust’s 
circumstances and have been consistently applied and 
adequately disclosed, the reasonableness of significant 
accounting estimates made by the accounting officer 
and the overall presentation of the financial statements . 
In addition we read all the financial and non-financial 
information in the annual report to identify material 
inconsistencies with the audited financial statements . If 
we become aware of any apparent material misstatements 
or inconsistencies we consider the implications for our 
report .

We scoped our audit approach in response to the risks 
outlined above as follows:

Risk
Revenue and expenditure recognition
Auditing standards include a rebuttable presumption 
that there is a significant risk in relation to the timing of 
income recognition, and in relation to judgements made 
by management as to when income has been earned . For 
public sector organisations the same risk also applies to 
the recognition of non-pay expenditure and contractual 
obligations .

The pressure to manage income and non-pay expenditure 
to deliver forecast performance in a challenging financial 
environment increases the risk of fraudulent financial 
reporting leading to material misstatement and means 
that we are unable to rebut the presumption .

Audit approach
Our approach involved a range of substantive procedures 
including: 

• Testing a sample of income and non-pay expenditure 
including tests to ensure transactions are recognised in 
the correct year;

• Reviewing intra-NHS reconciliations and data matches 
provided by the Department of Health; 

• Reviewing management oversight of material 
accounting estimates and changes to accounting 
policies;

• Reviewing judgements about whether the criteria for 
recognising provisions are satisfied; and

• Testing a sample of adjustment journals, selected on 
the basis of risk characteristics .

Property valuation
Land, buildings and dwellings account for £358 .678 
million of the £428 .710 million Property, Plant and 
Equipment balance .

Management engage the Valuation Office Agency (VOA), 
as an expert, to assist in determining the value of property 
to be included in the financial statements . Changes in 
the value of property may impact on the Statement of 
Comprehensive Income depending on the circumstances 
and the specific accounting requirements of the Annual 
Reporting Manual and the Department of Health Group 
Accounting Manual .

Our approach involved:
• Updating our understanding on the approach taken by 

the Trust in its valuation of land and buildings;

• Reviewing the scope and terms of the engagement 
with the valuer and how management used the 
valuation report to value land and buildings in the 
financial statements;

• Obtaining information on the methodology and the 
valuer’s procedures to ensure objectivity and quality; 

• Testing a sample of assets to valuations; and

• Considering evidence of regional valuation trends .

Scope of the review of arrangements for 
securing economy, efficiency and effectiveness 
in the use of resources
We have undertaken our review in accordance with the 
Code of Audit Practice prepared by the Comptroller and 
Auditor General (C&AG), having regard to the guidance on 
the specified criterion issued by the C&AG in November 
2016, as to whether the Trust had proper arrangements to 
ensure it took properly informed decisions and deployed 
resources to achieve planned and sustainable outcomes 
for taxpayers and local people . The C&AG determined 
this criterion as that necessary for us to consider under 
the Code of Audit Practice in satisfying ourselves whether 
the Trust put in place proper arrangements for securing 
economy, efficiency and effectiveness in its use of 
resources for the year ended 31 March 2017 .

We planned our work in accordance with the Code 
of Audit Practice . Based on our risk assessment, we 
undertook such work as we considered necessary to form 
a view on whether, in all significant respects, the Trust 
had put in place proper arrangements to secure economy, 
efficiency and effectiveness in its use of resources .

INDEPENDENT AUDITOR’S REPORT
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Opinion on financial statements
In our opinion the financial statements:

• give a true and fair view of the state of Sheffield 
Teaching Hospitals NHS Foundation Trust’s affairs as at 
31 March 2017 and of its income and expenditure for 
the year then ended;

• have been prepared properly in accordance with the 
Department of Health Group Accounting Manual 
2016-17; and

• have been properly prepared in accordance with the 
requirements of the National Health Service Act 2006 .

Opinion on other matters
In our opinion:

• the part of the Remuneration and Staff Report subject 
to audit has been prepared properly in accordance with 
the requirements of the NHS Foundation Trust Annual 
Reporting Manual 2016-17; and

• the information given in the annual report for the 
financial year for which the financial statements are 
prepared is consistent with the financial statements .

Matters on which we report by exception
We report to you if:

• in our opinion the Annual Governance Statement does 
not comply with the NHS Foundation Trust Annual 
Reporting Manual 2016-17;

• we refer a matter to the Secretary of State under 
section 30 of the Local Audit and Accountability Act 
2014 because we have a reason to believe that the 
Trust, or an officer of the Trust, is about to make, or has 
made, a decision involving unlawful expenditure, or is 
about to take, or has taken, unlawful action likely to 
cause a loss or deficiency; 

• we issue a report in the public interest under 
Schedule 7 of the Local Audit and Accountability Act 
2014; or

• the Trust has not put in place proper arrangements to 
secure economy, efficiency and effectiveness in its use 
of resources .

In particular we are required to consider whether 
we have identified any inconsistencies between our 
knowledge acquired during the audit and the directors’ 
statement that they consider the annual report is fair, 
balanced and understandable and whether the annual 
report appropriately discloses those matters that we 
communicated to the audit committee which we consider 
should have been disclosed .

We are also required to report to you if, in our opinion, 
the Annual Governance Statement is misleading or is not 
consistent with our knowledge of the Trust and other 
information of which we are aware from our audit of the 
financial statements . We are not required to assess, nor 
have we assessed, whether all risks and controls have 
been addressed by the governance statement or that risks 
are satisfactorily addressed by internal controls .

We have nothing to report in these respects .

Certificate
We certify that we have completed the audit of the 
financial statements of Sheffield Teaching Hospitals NHS 
Foundation Trust in accordance with the requirements 
of chapter 5 of part 2 of the National Health Service Act 
2006 and the Code of Audit Practice .

Cameron Waddell 
For and on behalf of Mazars LLP

Salvus House 
Aykley Heads 
Durham 
DH1 5TS

22 May 2017
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