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PURPOSE OF THE REPORT 

The purpose of this report is to inform the Trust Executive Group (TEG) / HR&OD Committee / 
Healthcare Governance Committee of the outcomes of the June 2018 assessment of staffing 
levels using the Safer Nursing Care Tool (SNCT), and other methodologies to triangulate the 
results. 

 

KEY POINTS 

 Provide an overview of Nurse staffing within ward areas 

 Complies with the requirements relating to reporting on nurse staffing contained within Hard 
Truths: The Journey to Putting Patients First (Department of Health, 2014) 

 Considers updated nurse staffing reporting recommendations contained within recent 
publications 

 The overall results for the Trust in June 2018 indicates that the authorised funded 
establishment (AFE) for inpatient beds was   2532.82 Whole Time Equivalents (WTE) 

 The SNCT data suggests that the required AFE was 2516.95 WTE giving a surplus of 
15.87  WTE across the Trust 

 Active on-going recruitment is underway to fill vacancies.  

 
IMPLICATIONS2 

AIM OF THE STHFT CORPORATE STRATEGY 2017-2020 TICK AS APPROPRIATE 

1 Deliver the Best Clinical Outcomes  

2 Provide Patient Centred Services  

3 Employ Caring and Cared for Staff  

4 Spend Public Money Wisely  

5 Deliver Excellent Research, Education & Innovation  
 

RECOMMENDATIONS 

TEG / HR & OD Committee / Healthcare Governance Committee are asked to debate the contents 
of this report and discuss and approve the recommendations. 

 

APPROVAL PROCESS 

Meeting Date Approved Y/N 

Trust Executive Group 6.2.19 Y 

HR / OD Committee  11.2.12 Y 

Healthcare Governance Committee 18.2.19 Y 

                                                
1 Status: A = Approval 

 A* = Approval & Requiring Board Approval 
 D = Debate 
 N = Note 
2
 Against the five aims of the STHFT Corporate Strategy 2017-2020 
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1. INTRODUCTION 
 
The purpose of this report is to inform the Trust Executive Group and the Healthcare Governance 
Committee of the outcomes of the June 2018 assessment of staffing levels using the Safer Nursing 
Care Tool (SNCT) (The Shelford Group 2013), and other methodologies (Hurst, 2003) to triangulate 
the results and give an indication of the Trust’s position in relation to the guidance published by the 
Royal College of Nursing (Royal College of Nursing, 2010). Due to the complexities of realigning the 
workforce data with the eroster in response to the Hadfield wing moves this report has been 
signicantly delayed.  Furthermore the planned 6 monthly review due in January 2019 has now been 
moved to February 2019. 
 
 Sections 1-11 of this report gives context and background to the report and these sections 
are updated annually to reflect changes in legislation and/or new national guidance. 
 
The RCN suggests that to determine appropriate levels of staffing, best practice is to triangulate the 
results of different methodologies and to evaluate these regularly against patient outcome data.  The 
models currently used within the Trust are SNCT, Professional Judgement and Care Hours per 
Patient Day (CHPPD).  The latter reflects the new guidance, Good Practice Guide: Rostering (NHS 
Improvement, 2016) (NHSI) to assist Trusts in eliminating unwarranted variation in nursing and care 
staff deployment as recommended following the Carter report (Lord Carter of Coles, 2016) by 
introducing a single means of recording and reporting deployment.  
 
The Trust has been reporting CHPPD since May 2016, but the interpretation and significance of this 
measurement is still being evaluated nationally and so the Trust is currently not able to comment on 
the results. However, STHFT CHPPD is now displayed monthly on the Model Hospital Nursing and 
Midwifery dashboard, alongside all other Trusts.  Trusts and organisations are advised to be mindful 
of using this measure to compare different types of wards, and further guidance on this is still 
awaited from NHSI. Further changes to the reporting of nurse staffing and the format of Board of 
Director reports is anticipated as a result of the Carter Review and on-going work on the 
development of the Model Hospital Nursing and Midwifery dashboards.  The data displayed on the 
model hospital is typically a minimum of 3 months out of date currently; however STHFT have 
reported CHPPD data within the monthly staffing reports since April 2018.   
The patient outcomes measured in the SNCT are infection rates, medication errors, falls, pressure 
sores, and complaints, collectively known as Nurse Sensitive Indicators (NSIs).  From April 2018, 
the NSI system of reporting was replaced with the Nursing and Midwifery Quality Dashboard, this 
system uses the same data source as NSIs i.e. the Datix reporting system. Each 
ward/directorate/care group will be assessed on progress against the goals set by Nurse Directors 
for each of the indicators. 
 
Following the publication of the National Quality Board (NQB) report (National Quality Board, 2013) 
on nursing and midwifery staffing, Trusts are now mandated to report on staffing capacity and 
capability every six months at their public Board meetings.   
 
 
2. HOW TO ENSURE THE RIGHT PEOPLE, WITH THE RIGHT SKILLS, ARE IN THE RIGHT 

PLACE AT THE RIGHT TIME 
 

The 2013 National Quality Board document entitled “How to ensure the right people, with the right 
skills, are in the right place at the right time; a guide to nursing, midwifery and care staffing capacity 
and capability” sets out ten expectations for NHS providers and commissioners in relation to nursing 
and midwifery staffing, this document was updated in 2016 (National Quality Board, 2016) refreshing 
nurse staffing guidance and bringing it together in the context of Carter’s report findings; the updated 
national nursing, midwifery and care staff framework, Leading Change Adding Value (NHS England, 
2016); and the Five Year Forward View (NHS England, 2014).  Next Steps on the NHS 5 Year 
Forward View (NHS England, 2017) also updates the key improvements expected in relation to the 
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workforce, for 2017/18 and 2018/19, which includes developing and supporting new roles, and 
continued good rostering practice.   
 
The expectations were updated to consider a triangulated approach to staffing decisions, and offers 
guidance for local providers on using other measures of quality to understand how staff capacity 
may affect the quality of care. These are: 
 

 Expectation 1; Right Staff. 

 Expectation 2; Right Skills. 

 Expectation 3: Right Place and Time. 
 
The Care Quality Commission (CQC) uses this guide in its approach to monitoring, inspecting and 
rating providers.  The expectations set out in the guide are used to inform their judgements and 
ratings for providers.  

 
 
3. HARD TRUTHS COMMITMENTS REGARDING THE PUBLISHING OF STAFFING DATA 
 
Following the publication of the National Quality Board guidance and Hard Truths: The Journey to 
Putting Patients First (Department of Health, 2014), Jane Cummings, Chief Nursing Officer England, 
NHS England and Mike Richards, Chief Inspector of Hospitals, Care Quality Commission, wrote to 
all Trusts and Foundation Trusts on the delivery of commitments associated with publishing staffing 
data regarding nursing, midwifery and care staff, giving the following guidance:-  
 

 A Board report describing the staffing capacity and capability, following an establishment 
review, using evidence based tools where possible and to be presented to the Board every 
six months. 

 Information about the nurses midwives and care staff deployed for each shift compared to 
what has been planned to be displayed at ward level. 

 A Board report containing details of planned and actual staffing on a shift-by-shift basis at 
ward level for the previous month.  This report to be presented to the Board every month.  

 The monthly report must also be published on the Trust’s website, and Trusts will be 
expected to link or upload the report to the relevant hospital(s) webpage on NHS Choices.   

 

Safe Staffing information for STHFT is available via the intranet, see Safe Staffing 
 
 
4. SAFE STAFFING FOR NURSING IN ADULT INPATIENT WARDS IN ACUTE HOSPITALS 

 
In July 2014 the National Institute for Health and Care Excellence (NICE) published the first of a 
planned series of guidelines on safe staffing; adult inpatient wards (National Institute for Health and 
Care Excellence, 2014).  This guideline recommends a systematic approach at ward level to ensure 
that patients receive the nursing care they need, regardless of the ward to which they are allocated, 
the time of the day, or the day of the week.  This guidance describes patient, staff or environmental 
factors that should be taken into consideration when determining ward establishments as well as 
those that may affect staffing requirements on a day-by-day, shift-by-shift basis.  A series of 
outcome measures are identified together with nursing ‘Red Flags’.  These ‘Red Flags’ are events 
which indicate the need to escalate concerns about the staffing level on a ward, for example, a 30 
minute delay in administering pain relief.   
 
The guideline identifies organisational and managerial factors that are required to support safe 
staffing for nursing and makes recommendations for monitoring and taking action if there are not 
enough nursing staff available to meet the nursing needs of patients on the ward.  STHFT’s policy is 
available on the Trust intranet; see Nursing and Midwifery Staffing Escalation Policy. 
 

https://www.sth.nhs.uk/patients/safe-staffing
http://nww.sth.nhs.uk/STHcontDocs/STH_Pol/CorporateManagement/NurseStaffingEscalationPolicy.doc
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NICE endorsed the SNCT as a nurse staffing decision support toolkit to be used alongside its 
guideline on safe staffing for nursing in acute hospitals in October 2014.  
 
The development of safe staffing guidance planned for other care settings was suspended by NICE 
in 2015.  
In addition to updated guidance issued by the National Quality Board, NHS Improvement 
commissioned 7 work streams to develop Safe Sustainable Staffing guidance documents for 
different care settings during 2016.   
 
In January 2018, on behalf of the National Quality Board NQB, NHS Improvement developed “Safe, 
sustainable and productive staffing: An improvement resource for adult inpatient ward in acute 
hospitals” document (NHS Improvement on behalf of NQB, 2018).  The resource builds on published 
NICE guidance and related evidence reviews and in addition to the requirement for Trust Boards to 
carry out as a minimum an annual staffing review which is aligned to ‘operational planning’ (or more 
frequently if service changes are planned), suggests that:  
 

 A systematic, evidence based approach is used to determine staffing numbers and skill mix 
– STH uses the SNCT 

 The use of professional judgement to meet specific need identified locally 

 Benchmark with peers through the Model Hospital Dashboard e.g. Care Hours per Patient 
Day (CHPPD) 

 Take into consideration national guidelines 
 

Guidance documents were developed and published at the end of January 2018 for learning 
disability services  (NHS Improvement on behalf of NQB, 2018), maternity services  (NHS 
Improvement on behalf of NQB, 2018), mental health services  (NHS Improvement on behalf of 
NQB, 2018), and district nursing services  (NHS Improvement on behalf of NQB, 2018).  The 
guidance documents for neonatal, children and young peoples’ services (NHS Improvement on 
behalf of NQB 2018), and urgent and emergency care services (NHS Improvement on behalf of 
NQB 2018), were published in June 2018.  

 
5. OPERATIONAL PRODUCTIVITY AND PERFORMANCE (Carter Review) 
 
In February 2016, the final report by Lord Carter of Coles, on the review commissioned by the 
Department of Health; Operational productivity and performance in English NHS acute hospitals: 
Unwarranted variations (Lord Carter of Coles, 2016) was published and several of its 
recommendations relate to the optimisation of the nursing resource.  It highlighted the increase in 
demand for nurses since the publication of the Robert Francis, QC’s, mid Staffordshire report 
(Francis QC, 2013) and the Hard Truths report (Department of Health, 2014) and the difficulty Trusts 
experience in the recruitment and retention of staff together with the reliance on temporary staffing 
to cover vacancies.  Data were gathered from 32 Trusts initially and comparisons drawn to indicate 
variations in the following 3 areas that were identified as a focus for nursing: 
 

 The recording and reporting of nursing and care staff deployment – to be measured by 
calculating the CARE HOURS PER PATIENT DAY; 

 The use of e-Rostering systems – to ensure that nursing staff are rostered effectively across 
the week to meet patient need, thereby reducing some of the demand for temporary staffing; 

 Specialling (enhanced care, often one to one care) of patients – to review the process 
adopted to determine the need for providing enhanced care for patients. 

 
Work is underway on these three areas at STHFT as follows: 
 

 Information related to Care Hours per Patient Day is included in this report and will, at some 
point in the future, include the care delivered by other staff disciplines e.g. Allied Health 
Professionals and Medical Staff.  From April 2016 information on Care Hours per Patient Day 
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has been collected and this information has been submitted nationally as part of the Safe 
Staffing return since June 2016. 

 E-rostering is in place for nursing and it is anticipated that the introduction of the interface 
with the NHS Professionals bank nurse booking system will assist in optimising the use of 
temporary staffing.  The system was introduced in January 2017 on 5 wards and has 
currently been rolled out within 3 Care Groups.  It was anticipated that the interface would be 
in use Trust-wide by September 2018. However there have been some issues with the 
coding used by NHSP and the Health roster that is affecting wider trust roll out. We are 
awaiting a solution from Allocate. The Trust is working to ensure compliance with the good 
practice guide for the use of e-rostering systems (NHS Improvement, 2016). 

 Further work led by a group of Nurse Directors building on good practice from other Trusts, 
has been undertaken to consider how care is provided to patients at risk of harm who have 
traditionally been specialled.  The Safe and Supportive Observation Policy (Enhanced Care, 
Specialling) has been approved for use by TEG.  Assessment documentation is being tested 
for use as part of the eCare plan and training in the use of the documentation was 
undertaken at the beginning of June 2018.  A project lead has been appointed and is taking 
the work forward, an evaluation report should be provided in Quarter 1 2019/20 
 
 

6. SAFER NURSING CARE TOOL  
 

The SNCT was originally developed in conjunction with the Association of UK University Hospitals 
(AUKUH) and was subsequently reviewed and updated in 2013.   
 
The tool comprises 2 parts: 
 

 An Acuity and Dependency Tool which has been developed to help acute NHS hospitals 
measure patient acuity and / or dependency to inform evidence-based decision making on 
staffing and workforce.  The decision matrix allows staff to measure the acuity (how ill a 
patients is) and dependency (how dependent a patient is on nursing staff to have their 
normal needs met, such as moving, going to the toilet, eating and drinking) of patients in a 
ward.  It incorporates the rules to follow to ensure that data are captured accurately and how 
to use this information to calculate the optimal level of staff needed in a particular ward using 
nursing multipliers to ensure the delivery of safe patient care. 

 Nurse Sensitive Indicators (NSIs) had been identified as quality indicators of care with 
specific sensitivity to nursing intervention and were used alongside the information captured 
using the Acuity and Dependency Tool to develop evidence-based workforce plans to 
support existing services or the development of new services.  As NSIs were replaced by the 
Nursing and Midwifery Quality Dashboard in April this year this data will now be used 
alongside acuity and dependency information to monitor the relationship between ward 
staffing and nursing outcomes.  . 

 
Expectation 2 of the National Quality Board recommendations state that nurses, midwives and care 
staff have sufficient time to fulfil responsibilities that are additional to their direct caring duties; 
therefore staffing establishments should take account of the need to allow nursing, midwifery and 
care staff the time to undertake continuous professional development and to fulfil mentorship and 
supervisory roles.  
 
In addition, when planning the staffing of wards there is a need for an allowance to be made for 
periods of leave to ensure that there are sufficient nurses available to provide the planned level of 
nurse staffing.   
 
At STHFT the level of cover built into ward establishments is 24.3% (474 hours) per Whole Time 
Equivalent staff member: 
 
 

http://nww.sth.nhs.uk/STHcontDocs/STH_Pol/ClinicalGovernance/SafeAndSupportiveObservationPolicy.docx
http://nww.sth.nhs.uk/STHcontDocs/STH_Pol/ClinicalGovernance/SafeAndSupportiveObservationPolicy.docx
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 15.3% (298 hours) annual leave;  

 4% (78 hours) sickness; 

 2.5% (49 hours) study leave; 

 2%  (39 hours) parenting leave;  

 0.5% (10 hours) special leave;   
 
This headroom calculation is specific to STHFT and was agreed by the Nurse Executive Group and 
approved by the Trust Executive Group. 
Authorised funded establishments should also afford staff in leadership roles the time to assume 
supervisory status which is evidenced to improve staff engagement and improve patient outcomes.  
The SNCT includes an allowance for ward leaders to undertake their leadership roles in a 
supervisory capacity for 40% of their time, and the multipliers in use within STHFT include the 
24.3% level of cover identified above. 
 
6.1 SNCT AT SHEFFIELD TEACHING HOSPITALS NHS FOUNDATION TRUST 

  
STHFT has been involved in the development of the SNCT since 2006 and has robust processes in 
place, described in a standard operating procedure, for undertaking bi-annual assessments of the 
nursing establishments of inpatient care areas across the Trust over a four week period.  To 
overcome seasonal variation and to allow national benchmarking, June and January have been 
selected as the assessment months.  The 2013 multipliers account for the nursing staff required to 
manage patient flow (i.e. the number of admissions, discharges, transfers, escorts and deaths) 
within the multiplier, and different multiplier values have been developed and validated for use in 
Assessment Units.  In addition, an adjustment is made to factor in the period of time patients in the 
Renal Unit spend on haemodialysis as this increases their acuity/dependency level. 
 
During these months daily assessments of patients are undertaken using criteria definitions (revised 
and updated in 2013).  Each patient is scored at one of five levels of care.  Each level of care has an 
assigned multiplier which represents the number of nursing staff required to provide care to the 
patient over a 24 hour period according to their level of acuity or dependency:  
 

Level Level Descriptor 

0 
Normal patients who can be cared for on a general 
ward 

1a 
Acutely ill patients who can be cared for on a general 
ward 

1b 
Stable patients with an increased dependency on 
nurses 

2 
Patients in ward areas awaiting transfer to High 
Dependency care 

3 
Patients in ward areas awaiting transfer to Intensive 
Care 

 

The scores for every patient are then added together to calculate the nursing establishment needed 
to provide the required level of care to each patient, and collectively, for the inpatient area 
concerned.  Comparisons are drawn between this information and the Authorised Funded 
Establishment (AFE) for each ward which is adjusted to reflect the number of nurses who provide 
direct care to patients.  Housekeepers, ward clerks, support workers to junior doctors are not 
included in the calculation as they do not provide direct nursing care to patients. 
 
Historically, the recording of patient acuity and dependency was undertaken manually and the 
results of the assessments entered into an in-house database.  The introduction of eWhiteboards on 
in-patient wards in 2015 allowed for real-time monitoring of a patient’s hospital stay and progress 
and a facility to allow the recording of acuity and dependency has been built into the eWhiteboard.  
The functionality of the system was tested in 2016, and following further adjustments patient acuity 
and dependency is now recorded and reported on the eWhiteboard, Trust-wide, with the exception 
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of the Stroke Pathway and Rehabilitation Centre (Beech Hill) who are not equipped with 
eWhiteboards. 
 
The outcomes of the SNCT are to inform appropriate levels of nursing staff and since 2006 good 
progress has been made across the organisation to address issues such as increases/decreases in 
demand or acuity.  Directorates have taken the opportunity afforded to them by reductions in length 
of hospital stay to close or reconfigure small wards.  These wards often presented as “over staffed” 
in the SNCT due to the need to have a specific number of registered nurses on duty at all times 
even if the care needs of patients did not warrant this.  In other directorates, it has been possible to 
safely and appropriately reduce nurse staffing levels in one area and increase them in another 
based on patient acuity. 
 
6.1.1 Quality Indicators 

 
It is acknowledged that SNCT data should not be acted upon in isolation and quality aspects of 
patient care, particularly outcomes, must be taken into account.  Nationally this was undertaken by 
means of Nurse Sensitive Indicators (NSIs), which were infection rates (hospital acquired MRSA 
infection and colonisations and C.Difficile rates); formal complaints related to nursing care, falls, 
medication errors and pressure ulcer rates. Whilst NSI’s have now been replaced by the Nursing & 
Midwifery Quality Dashboard the indicators and data source remain the same. 
 
At STHFT the collection and reporting of the Nursing & Midwifery Quality Dashboard is undertaken 
throughout the year not just during the SNCT data collection months and is reported, discussed and 
actions agreed at the monthly Nurse Executive Group.  For the purpose of this report the Nursing & 
Midwifery Quality Dashboard rates relate to incidents recorded against each Care Group during the 
data collection period, June 2018, and compared against those recorded in each Care Group over 
the same collection period last year (June 2017). 
 
The use of the Trust’s Nursing & Midwifery Quality Dashboard, (see screenshot below), has been 
tested as an accurate means for reporting NSIs.  The dashboard provides visibility of 
ward/directorate/care group performance against nursing and midwifery quality indicators and is now 
live across the Trust.  In order to monitor and improve patient safety, each Care Group has 
established goals aimed at reducing patient harm and improving patient experience in each of the 
indicators on the Nursing and Midwifery Quality Dashboard.  These goals have been developed with 
each Care Group Nurse Director and the Deputy Chief Nurse and finally approved by the Chief 
Nurse. Exception reports are to be produced monthly to monitor progress against the goals and 
action plans developed to address areas of concern i.e. when the number of incidents recorded in a 
ward/directorate/care group exceeds the pre-determined improvement goals.  The Nurse Executive 
Group is in the process of agreeing a methodology to use to identify where lapses in care may affect 
the quality of care delivered in wards/departments this methodology once agreed will inform future 
reports. 
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A ward needs 6 nurses in the morning, 4 nurses in the afternoon and 3 nurses on nights.  Shifts 
in the day are 7.5hrs and at night are 9.22hrs. The ward is in use every day. 
 

Day staffing 
10 nurses x 7 days x 7.5 shift length (525)   = 14 WTE 
       37.5   (37.5) 
 

Night staffing 
3 nurses x 7 days x 9.22 shift length (193.6) = 5.16 WTE  
     37.5    (37.5) 
 
This gives a total of 14 WTE + 5.16 WTE + 24.3% (4.66 WTE) = 23.81 WTE 
 
The total staffing requirement for the ward including cover would be 23.81 WTE 

7. PROFESSIONAL JUDGEMENT 
 

Allied to the use of the SNCT at STHFT is the use of Professional Judgement to confirm appropriate 
nurse staffing levels.  This consultative approach to the determination of nurse staffing requirements 
was first developed in 1979 by Telford (Telford, 1979) and is a bottom up approach used to 
determine ward staffing requirements, based on the judgement of experienced nurses to agree the 
number and grade of staff required to provide care on a specific ward.  This is agreed with Senior 
Nurse Managers and together with the agreed allowance for uplift, the standard formula used to 
calculate the whole time equivalents (WTEs) required to staff the ward is: 
 

No. of nurses x No. of days x shift length + 24.3% 
37.5 

Worked example 
Within STHFT, many of the wards have moved from traditional 7.5 hour shifts to 12 hour shifts and 
this impacts on the requirements as follows: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

A ward needs 6 nurses in the morning, 4 nurses in the afternoon and 3 nurses on nights.  Shifts in the 
day are a combination of 12 hours and 7.5hours and at night are 12 hours. The ward is in use every 
day. 
 

Day staffing 
4 nurses x 7 days x 12 shift length (336)   = 8.96 WTE + 2 nurses x 7 days x 7.5 shift length = 2.83 + 
WTE 
 
 

Night staffing 
3 nurses x 7 days x 12   shift length (193.6) = 6.72 WTE  
     37.5    (37.5) 
 
This gives a total of 8.96+2.83 + 6.72 WTE + 24.3% (4.5 WTE) = 23.00 WTE 
 
The total staffing requirement for the ward based on this shift pattern including cover would be 23.00 
WTE 
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As well as considering the acuity and dependency of the patients normally cared for by the ward 
speciality, other factors which can affect staffing requirements include: 
 

 The layout and design of the ward - wards with multiple single rooms or bays may require 
higher staffing capacity and capability; 

 The number of housekeepers and other support staff available - employing ward clerks and 
housekeepers on wards can assist nurses, midwives and care staff by undertaking tasks not 
directly related to patient care; 

 Patient throughput - high throughput needing more staff to help maintain patient flow. 

 The provision of supervisory time required by the Ward Manager to undertake the 
management requirements of the post, together with the amount of time required to support, 
supervise and mentor students and newly appointed staff. 

 
In view of the changes some wards have made to their shift patterns and to ensure that the staffing 
demand templates within the eRostering system are aligned to the budgeted AFE, reviews are 
taking place with individual Nurse Directors – see Section 15. 
  
 
8. CARE HOURS PER PATIENT DAY 

 
Historically Trusts have used the nurse per bed ratio to inform nurse staffing levels, however, this 
methodology is relatively simplistic, and with the completion of the implementation of eRostering at 
STHFT during 2014/15, a more reliable method of calculating the nursing hours per patient was 
used as a third method of determining staffing requirement and is included in this report.   
 
The methodology uses the planned number of nursing hours in a 24 hour period and divides this by 
the number of patients on the ward to give the nursing hours per patient day based on the funded 
establishment.  This can then be compared to the actual nursing hours available and comparisons 
can be drawn between actual and planned by ward.  
 
From 1 June 2016, the Safe Staffing data collected and submitted monthly to NHS Digital has also 
included the actual care hours per patient day for each ward in addition to the planned and actual 
nursing hours available.  For this purpose, CHPPD is calculated by adding the hours of registered 
nurses to the hours of clinical support workers and dividing this by the total number of patients 
occupying an inpatient bed at 23:59 hours each day of the month.  As highlighted in OPERATIONAL 
PRODUCTIVITY AND PERFORMANCE (Carter Review), this information is planned to be 
enhanced in the future by the addition of data relating to the care delivered by other staff disciplines 
such as allied health professionals and medical staff.   
 
Work to attribute CHPPD to the SNCT nursing multipliers is underway to allow a comparison of the 
required Care Hours per Patient (according to their level of acuity and dependency) with the care 
hours provided as this will allow for a more accurate determination of patient need and effective 
deployment of staff to ensure this is met. 
 
 
9. SKILL MIX 

 
The minimum skill mix recommended by the Royal College of Nursing (RCN) is a ratio of 65/35 
registered nurses/clinical support workers.  The target agreed within STHFT is that there should be 
an average ratio of 70/30 registered nurses/clinical support workers across all inpatient areas (this is 
greater than the minimum as it incorporates the higher skill mix required in critical care and other 
specialist areas). 
 
The ratio of registered nurses to clinical support workers may be lower where other staff are 
involved in delivering care, for example, Assistant Practitioners, Allied Health Professionals and 
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Operating Department Practitioners contribute significantly towards meeting patient needs; the latter 
two of which are registered professionals in their own right. 
 
 
10. SAFETY THERMOMETER 

 
The NHS Safety Thermometer (NHS Digital Safety Thermometer) allows teams to measure harm 
and the proportion of patients that are ‘harm free’ during their hospital stay.  This helps teams to 
assess, learn and improve the safety of the care they provide measuring 4 harms (Pressure ulcers, 
falls, catheter associated urinary tract infections and risk factors associated with venous 
thromboembolism).  Patients experiencing no harms are classified as receiving harm-free care, 
however, the tool does not attribute where the harm occurred.  For example, a patient who was 
admitted to hospital with a pressure ulcer (an inherited pressure ulcer) would still be considered to 
have suffered harm within the hospital.  The Safety Thermometer was introduced in 2012 and it is 
mandated in the NHS Standard Contract under Schedule 6B since April 2015 that acute trusts 
collect NHS Safety Thermometer data each month. At STHFT patients are assessed in relation to 
the harms identified above on the first Wednesday of every month and care groups that have not 
achieved the national target of 95% harm-free care have been highlighted in this report and the 
number of patients with harm identified. 
 
 
11. NURSE RECRUITMENT 

 
Since the publication of the Mid-Staffordshire NHS Foundation Trust Public Inquiry (Francis QC, 
2013), many hospitals have increased their nursing establishment and this, coupled with national 
reductions in pre-registration commissions, has led to a general shortage in the number of nurses 
available to recruit.  To address this, there is an active Trust nurse recruitment group comprised of 
key members of Human Resources, senior nurses and Learning and Development staff.  The Trust 
continues to work with our higher education providers to maximise the numbers of qualifying student 
nurses that we recruit and with Health Education England / Yorkshire and the Humber to ensure the 
optimum level of pre-registration commissions for nursing.  
 
In partnership with Sheffield Hallam University, a Return to Practice (RTP) programme to attract 
former nurses back into the profession has been in place since March 2016. 
 
The Trust’s internet site and job adverts have been refreshed to ensure the Trust is seen as an 
attractive employer.  Career Fairs have been held for a number of years to attract nurses into the 
Trust and further work on nurse recruitment is on-going throughout 2018, including the use of social 
media and marketing.   Most Care Groups have held (or are planning) bespoke open recruitment 
events to showcase their areas with active social media campaigns supported by the 
communications department. There is Nurse Director representation on the Making it Better 
workforce group working in collaboration with the Organisational Development Director to implement 
the Sheffield Teaching Hospitals NHS Foundation Trust People strategy. 
 
A monthly rolling plan to recruit Band 5 and Band 2 staff is now embedded to try to ensure that all 
posts within funded establishments are filled.  This process is constantly under review to ensure 
STHFT continues to attract high calibre candidates. The recruitment group are currently developing 
the “offer” that STHFT make to our new starters. 
Whilst recruiting staff to permanent posts, we continue to work with NHS Professionals (NHSP) who 
are the main supplier of nurses on a temporary basis (often described as “bank” nurses) to ensure 
that we fill any vacant shifts.  The Trust continues to work with NHSP on the CSW Development 
programme, in which CSWs are jointly recruited by NHSP and Trust staff and are supported 
throughout a 6 month training package on the wards and departments, there is a continuous rolling 
plan for recruitment to the training programme.  A similar programme is planned for RTP nurses 
within Medicine and Pharmacy Services (MAPS) Care Group and Combined Community and Acute 
Care Group, albeit with very small numbers. 
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The Trust Executive Group following a recommendation by the Nurse Executive Group approved 
exploring the option of  recruitment of international nurses, particularly for the hard to recruit care 
groups, such as MAPS, and Geriatric and Stroke Medicine (within the Combined community and 
acute care group) and for nurses with certain skills such as theatre nursing.  The procurement 
process has commenced with a group comprising of a lead Nurse Director, Central Nursing, Human 
Resources and colleagues from Procurement, this process is anticipated to take at least a further 18 
months before RNs are appointed via this route. The same group is also exploring an option of 
“earn, learn and return” whereby RNs from other countries are offered a long term learning and 
development placement within STHFT and then return to their own country when the training is 
completed. 
 
 
12. OVERALL RESULTS 
 
The overall results for the Trust in June 2018 indicate that the authorised funded establishment 
(AFE) for inpatient beds was 2532.82 WTE and the SNCT data suggests the required AFE was 
2516.95 WTE giving a surplus of 15.87 WTE (0.63%) across those areas in the Trust.  This is an 
improvement on the position reported in January 2018 and June 2017. The reduced AFE in June 
compared to the January 2018 SNCT assessment reflects the closure of the additional capacity to 
accommodate winter pressures. 
 
The vacancy and staff unavailability position across inpatient beds is identified in the table below.   
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Date 
AFE 

(WTE) 
SNCT 
(WTE) 

Difference 
(WTE) 

Skill 
Mix 

*Vacancy 
(WTE) 

Bank 
(WTE) 

Sick 
Leave 

Parenting 
Leave 

June 
2018 

2532.82 2516.95 +15.87 69% -206.90 248.63 5.4% 3.5% 

January 
2018 

2622.96 2719.12 -96.16 69% -224.03 300.22 6.2% 4.2% 

June 
2017 

2560.43 2604.16 -43.73 70% -149.63 215.29 5.2% 3.2% 

January 
2017 

2562.74 2674.87 -112.13 70% -182.51 254.36 7.5% 3.7% 

 
*Active on-going recruitment is underway to fill vacancies and identified additional posts required. The 245.02 WTE qualified vacant posts 
were supported by the over recruitment of 38.12 WTE Care Support Workers  
 

Historical Information 
 
Comparison with previous positions over the past 3 years in June is illustrated in the table and chart 
below.  The results have been adjusted to take account of the changes in service provision and the 
reconfiguration of the Care Groups and do not include data from wards that have closed.  Overall, 
the percentage of dependent patients in 2018 is higher than in 2017 and 2016, however, the 
proportion of patients requiring the normal level of ward cares appears to have decreased with a 
corresponding rise in the number of acutely ill/dependent patients. 
 

Date 
Surplus / 

Deficit 

% of patients 

Level 0 Level 1a Level 1b Level 2 Level 3 

June 2018 +15.87 23 18 51 5 3 

June 2017 -43.73 26 16 50 6 2 

June 2016 +52.13 38 11 44 5 2 
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The overall skill mix ratio for the Trust was 69% Registered Nurses to Support Workers, which is in 
line with Trust standards and higher than the national expectation of 65/35 Registered Nurses to 
Support Workers in a general ward.  The results are reflective of the higher skill mix ratios required 
for Critical Care areas. 
 
Anecdotally, it has been suggested nationally that the number of patients who require an increased 
level of supervision on adult inpatient wards i.e. ‘specialling’ has increased.  Further work has been 
undertaken to determine the care needs for this group of patients, develop strategies to manage 
their care and ensure the additional nursing resource required is identified appropriately (Section 5).  
 
The overall nurse to patient ratio for the Trust was 1 RN for every 4.9 patients during the day and 1 
RN for every 7.8 patients at night.  These ratios vary between each Care Group. 
 
Care Hours per Patient Day 
 
The latest data on the Model Hospital Dashboard (April 2018) indicates the Trust position for all 
inpatient wards and is in line with the national average but below that of peers in the Shelford Group. 
 

National Average 7.6 CHPPD 

Shelford Group Average 9.5 CHPPD 

STHFT Average 7.6 CHPPD 

 
Safety Thermometer 
 
During June 2018 the Trust was assessed, through Safety Thermometer data, as delivering 92.05% 
harm-free care within in-patient areas. 
 
 
13. NURSE STAFFING BY CARE GROUP 
 
Using the data gathered in the nurse staffing assessment, the overall summary indicates whether or 
not the care groups are staffed appropriately against the SNCT criteria.  The greatest variation 
identifies that Medicine and Pharmacy Services (MaPs) and the Combined Community and Acute 
(CCA) Care Groups have the greatest deficit.   
 
Further detail about each care group is detailed below.  

Level 0 Level 1a Level 1b Level 2 Level 3

Jun-16 37.70% 11.25% 43.75% 5.25% 2.04%

Jan-17 31.26% 13.72% 46.64% 6.19% 2.19%

Jun-17 26.37% 16.20% 49.56% 5.66% 2.21%

Jan-18 22.56% 16.84% 52.64% 5.70% 2.28%

Jun-18 22.81% 17.78% 51.35% 5.42% 2.65%
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Operating Services, Critical Care and Anaesthesia (OSCCA) 
 
Within STHFT, Critical Care areas in OSCCA are currently staffed to 100% occupancy using the 
nurse to patient ratios recommended in the Guidelines for the Provision of Intensive Care Services. 
(2016).  This guidance also identifies that units with over 10 beds will require additional RNs on each 
shift as well as supernumerary clinical co-ordinators to enable the delivery of safe care.   
 
In June 2018 there was an overall bed occupancy of 81% within this Care Group compared to 91% 
in June 2017.  The bed occupancy for Level 3 patients equated to 78% which affected the results, 
showing a surplus of 45.33 WTE against the AFE.  On a day-by-day basis any surplus staff are 
being utilised to support staffing in other areas of the Trust. 
 
A total of 6.15 WTE bank nurses were used in the month of June to supplement staffing levels to 
accommodate vacancies.  The skill mix ratio for this Care Group was 87% Registered Nurses to 
Support Workers, which is appropriate for a critical care setting.  
 

O
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Date 
AFE 

(WTE) 
SNCT 
(WTE) 

Difference 
(WTE) 

Skill 
Mix 

Vacancy 
(WTE) 

Bank 
(WTE) 

Sick 
Leave 

Parenting 
Leave 

June 
2018 

211.20 165.87 +45.33 87% -20.41 6.15 8.7% 5.3% 

January 
2018 

211.2 169.15 +42.05 87% -15.75 3.65 9.1% 6.9% 

June 
2017 

211.2 179.87 +31.33 87% -12.01 3.26 4.7% 2.5% 

January 
2017 

211.2 173.73 +37.47 87% -9.46 4.01 7.7% 4.3% 

 
Historical Information 
Comparison with the position in June over the past 3 years is illustrated in the chart below.  
 

  
 
 
Professional Judgement 
 
Using this methodology, the establishment required was 209.45 WTE, a surplus of 1.75 WTE 
against the AFE. The overall nurse to patient ratio for the Care Group was 1 RN for every 1.33 
patients during the day and 1 RN for every 1.33 patients at night.  
 

Level 0 Level 1a Level 1b Level 2 Level 3

Jun-16 0.00% 0.68% 0.00% 60.11% 39.21%

Jan-17 0.00% 0.53% 0.00% 62.70% 36.77%

Jun-17 0.79% 0.26% 0.65% 56.94% 41.36%

Jan-18 0.13% 1.20% 1.34% 61.63% 35.70%

Jun-18 0.72% 1.16% 1.16% 51.66% 45.30%
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Care Hours per Patient Day 
 
The planned CHPPD was 28.53 hours per patient compared to the actual of 25.43 hours.  The 
difference between the planned and actual CHPPD was due to having fewer Level 3 patients than 
planned, allowing the safe redeployment of staff.. 
 
Safety Thermometer  
  
The Safety Thermometer data for OSCCA showed the Directorate delivered 94.87% harm free care 
on 6th June 2018.  There were 2 patients recorded with 1 harm – 1 new venous thromboembolism 
(VTE) and 1 inherited pressure ulcer. 
 
Nursing & Midwifery Quality Dashboard  
 
The number of incidents for the month of June 2018 compared to June 2017 is indicated in the table 
below.  Figures in bold highlight the indicators where the care group exceeded the pre-determined 
goal in June 2018 or had a red flag in June 2017. 
 

Quality Indicator June 2017 June 2018 

Pressure ulcers 9 6 

Medication Incidents 8 13 

C.Difficile infection 0 1 

MSSA infection 0 1 

 
Acute & Emergency Medicine (AEM) 
 
The figures below only include AMU and MAC as the emergency department is currently 
participating in testing a specialist safer nursing care tool which will appear in future reports. 
 
There was a small deficit between the AFE and that recommended by the SNCT of 2.64 WTE in 
June 2018.  However, in June 2018, significant changes were being made to both the environment 
and patient pathway and the results may not include all the patients who were cared for in the 
ambulatory care facility. Bank usage is greater than the combined SNCT deficit and vacancy 
position as the ambulatory care facility was moved to another ward to accommodate the structural 
work being undertaken in June 2018. 
 
The skill mix ratio for this care setting is 77% RNs to CSWs. 
 

A
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Date 
AFE 

(WTE) 
SNCT 
(WTE) 

Difference 
(WTE) 

Skill 
Mix 

Vacancy 
(WTE) 

Bank 
(WTE) 

Sick 
Leave 

Parenting 
Leave 

June 
2018 

103.68 106.32 -2.64 77% -15.29 21.75 5.7% 5.5% 

January 
2018 

104.86 103.7 +1.16 76% -15.72 18.78 3.1% 6.9% 

June 
2017 

104.86 102.15 +2.71 76% -21.11 12.73 2.4% 4.7% 

January 
2017 

104.9 106.28 -1.38 76% -10.59 12.02 4.2% 4.2% 

 
Historical Information 
 
Comparison with the position in June over the past 3 years is illustrated in the chart below.  
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Professional Judgement 
 
Using this methodology, the establishment required was 104.46 WTE, a deficit of 0.78 WTE against 
the AFE. The overall nurse to patient ratio for the Care Group was 1 RN for every 4 patients during 
the day and 1 RN for every 4.7 patients at night 
 
Care Hours per Patient Day 
 
The planned CHPPD was 9.3 hours compared to the actual of 9.6 hours. 
 
Safety Thermometer 
 
The Safety Thermometer data shows the Care Group delivered 95.24 % harm free care on 6 June 
2018.   
 
Nursing & Midwifery Quality Dashboard  
 
The number of incidents for the month of June 2018 compared to June 2017 is indicated in the table 
below.  Figures in bold highlight the indicators where the care group exceeded the pre-determined 
goal in June 2018 or had a red flag in June 2017. 
 

Quality Indicator June 2017 June 2018 

Patient falls 10 13 

Pressure ulcers 1 0 

Complaints 0 2 

Medication incidents  8 0 

MSSA infection 1 0 

 
 
Medicine and Pharmacy Services (MaPS) 
 
The deficit between the AFE and that recommended by the SNCT was 27.03 WTE for June 2018.   
 
The shortfall from the SNCT and WTE vacancies has partly been addressed by the use of 56.54 
WTE bank nurses during this period.  In addition some of this shortfall has been met by 
appropriately skilled staff being deployed from other roles such as Clinical Education, or other areas 
such as Critical Care or non-Emergency Care wards at the Royal Hallamshire Hospital.  The skill 
mix for this care group is 64% RNs to CSWs. 

Level 0 Level 1a Level 1b Level 2 Level 3

Jun-16 46.53% 23.57% 28.77% 1.01% 0.11%

Jan-17 30.53% 39.12% 29.27% 1.07% 0.00%

Jun-17 22.93% 62.78% 13.19% 1.09% 0.00%

Jan-18 7.95% 73.94% 16.90% 1.21% 0.00%

Jun-18 15.69% 77.46% 6.06% 0.79% 0.00%
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The Care Group continues to promote flexible working patterns and together with Acute and 
Emergency Care has introduced a rotation pathway for staff nurses who are new to the Trust. 
 

M
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Date 
AFE 

(WTE) 
SNCT 
(WTE) 

Difference 
(WTE) 

Skill 
Mix 

Vacancy 
(WTE) 

Bank 
(WTE) 

Sick 
Leave 

Parenting 
Leave 

June 
2018 

336.99 364.02 -27.03 64% -31.65 56.54 4.7% 3.5% 

January 
2018 

374.38 427.22 -52.84 64% -51.62 52.85 5.9% 4.7% 

June 
2017 

365.56 400.37 -34.81 65% -34.29 60.28 5.3% 2.1% 

January 
2017 

365.24 431.03 -65.79 64% -48.27 75.87 7.3% 2.8% 

 
Historical Information 
 
Comparison with the position in June over the past 3 years is illustrated in the chart below.  
 

 
 
Professional Judgement 
Using this methodology, the establishment required for the Care Group was 328.94 WTE, a surplus 
of 8.05 WTE. The overall nurse to patient ratio for the Care Group was 1 RN for every 6.4 patients 
during the day and 1 RN for every 9.3 patients at night.   
 
Care Hours per Patient Day 
 
The planned CHPPD was 5.99 hours compared to the actual of 6.24 hours. 
 
Safety Thermometer 
 
The Safety Thermometer data shows the Care Group delivered 94.13% harm free care on 6 June 
2018.  There were 16 patients recorded with 1 harm – 13 with inherited pressure ulcers 2 patients 
with hospital acquired pressure ulcers. 
 
Nursing & Midwifery Quality Dashboard  
 
The number of incidents for the month of June 2018 compared to June 2017 is indicated in the table 
below.  Figures in bold highlight the indicators where the care group exceeded the pre-determined 
goal in June 2018 or had a red flag in June 2017. 

Level 0 Level 1a Level 1b Level 2 Level 3

Jun-16 45.83% 14.79% 35.22% 4.16% 0.00%

Jan-17 40.52% 13.97% 41.31% 4.20% 0.00%

Jun-17 42.50% 13.53% 40.39% 3.58% 0.00%

Jan-18 36.84% 20.61% 39.60% 2.94% 0.00%

Jun-18 40.39% 13.94% 42.64% 3.03% 0.00%

0.00%
5.00%

10.00%
15.00%
20.00%
25.00%
30.00%
35.00%
40.00%
45.00%
50.00%

%
 P

e
r 

A
cu

it
y 

Le
ve

l 

Medicine and Pharmacy Services Care Group 



 

17 | P a g e  

 
 

 

Quality Indicator June 2017 June 2018 

Patient falls 54 49 

Pressure ulcers 12 10 

Medication Incidents 19 16 

Complaints 0 1 

C.Difficile infection 4 1 

MSSA infection 2 1 

 
 
Combined Community and Acute Care Group 
 
The Combined Community and Acute Care Group include the elderly care and stroke medicine 
wards together with 31 inpatient beds at the Stroke Pathway and Rehabilitation Centre (SPARC), 
Beech Hill.   
 
SPARC is an intermediate care facility that provides rehabilitation for patients who have suffered a 
stroke.  These patients have been transferred from acute inpatient beds and as the focus is on 
rehabilitation prior to their return home, these patients are not acutely ill and their care needs are 
less than those of an acute hospital inpatient.  It should be noted that the ratio of registered nurses 
to clinical support workers is less than would be found in an acute inpatient setting as a proportion of 
the non-registered staff are therapy assistants and other staff involved in delivering care.  This would 
also include Physiotherapists and Occupational Therapists, both of which are registered 
professionals in their own right and contribute significantly towards meeting patient needs.  These 
arrangements impact on the overall skill mix for the Care Group, which is lower than the national 
expectation for acute wards. 
 
The deficit between the AFE and that recommended by the SNCT is 26.11 WTE for June 2018 and 
this shortfall, together with 8.45 WTE vacancies are being addressed by the use of 42.24 WTE bank 
nurses.  The skill mix for this care group is 56% RNs to CSWs. 
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Date 
AFE 

(WTE) 
SNCT 
(WTE) 

Difference 
(WTE) 

Skill 
Mix 

Vacancy 
(WTE) 

Bank 
(WTE) 

Sick 
Leave 

Parenting 
Leave 

June 
2018 

366.79 392.20 -26.11 56% -8.45 42.24 5.1% 3.4% 

January 
2018 

424.22 470.77 -46.55 58% -46.03 43.35 4.8% 4.8% 

June 
2017 

389.46 445.59 -56.13 59% -3.10 41.69 6.6% 2.2% 

January 
2017 

396.11 447.35 -51.24 59% -7.86 56.1 8.8% 2.2% 

 
Historical Information 
 
Comparison with the position in June over the past 3 years is illustrated in the chart below.   
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Professional Judgement 
 
Using this methodology, the establishment required was 362.4 WTE, a surplus of 4.39 WTE against 
the AFE. The overall nurse to patient ratio for the Care Group was 1 RN for every 5.9 patients during 
the day and 1 RN for every 9 patients at night.  
 
Care Hours per Patient Day 
 
The planned CHPPD was 7.02 hours compared to the actual of 7.12 hours. 
 
Safety Thermometer   
 
The Safety Thermometer data shows the Care Group delivered 87.61% harm free care on 6 June 
2018.  Across the Care Group there were 28 patients recorded with 1 harm; 19 of which related to 
inherited pressure ulcers, 4 to hospital acquired pressure ulcers, 3 catheter related urinary tract 
infections, 1 fall with harm and 1 new VTE.  
 
Nursing & Midwifery Quality Dashboard  
 
The number of incidents for the month of June 2018 compared to June 2017 is indicated in the table 
below.  Figures in bold highlight the indicators where the care group exceeded the pre-determined 
goal in June 2018 or had a red flag in June 2017. 
 

Quality Indicator June 2017 June 2018 

Patient falls 71 73 

Pressure ulcers 14 20 

Medication Incidents 15 18 

Complaints 3 5 

C.Difficile infection 4 1 

MSSA infection 0 1 

 
The Geriatric and Stroke Medicine wards within the Care Group continue to participate in the falls 
work stream to try to reduce patient falls.  Safety huddles relating to falls were introduced within the 
Care Group, initially on one ward in autumn 2016, and subsequently adopted by all wards. 
 
 

Level 0 Level 1a Level 1b Level 2 Level 3

Jun-16 26.46% 6.86% 65.96% 0.72% 0.00%

Jan-17 20.26% 7.30% 71.90% 0.53% 0.00%

Jun-17 10.65% 10.54% 78.64% 0.17% 0.00%

Jan-18 9.20% 15.58% 75.22% 0.00% 0.00%

Jun-18 12.47% 15.86% 70.95% 0.72% 0.00%
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Head and Neck 
 
The results for June 2018 indicate a surplus of 33.57 WTE between the AFE and the SNCT 
assessment.  Neuro Critical Care has 20 beds that are used flexibly to accommodate Level 2 and 
Level 3 patients and are staffed to occupancy of 85%.This Care Group use bank staff to address the 
vacancies in nursing, and also deploy non-ward based nurses. 
 
The skill mix for this care group is 67% RNs to CSWs. 
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Date 
AFE 

(WTE) 
SNCT 
(WTE) 

Difference 
(WTE) 

Skill 
Mix 

Vacancy 
(WTE) 

Bank 
(WTE) 

Sick 
Leave 

Parenting 
Leave 

June 
2018 

277.86 244.29 +33.57 67% -25.27 9.45 4.1% 3.7% 

January 
2018 

274.31 266.41 +7.9 69% -15.24 9.44 4.2% 5.8% 

June 
2017 

270.00 281.33 -11.33 69% -9.37 9.95 4.7% 6% 

January 
2017 

269.73 293.31 -23.58 70% -21.46 11.79 6.3% 5.2% 

There appears to be a significant rise in the number of patients assessed at Level 1a (acutely ill)and 
a corresponding decrease in those at Level 1b (dependant), further training is planned prior to the 
next data collection to ensure consistency in the application of the criteria definitions. 
Historical Information 
 
Comparison with the position in January over the past 3 years is illustrated in the chart below.  
 

 
 
Professional Judgement 
 
Using this methodology, the establishment required was 270.43 WTE, a surplus of 7.43 WTE 
against the AFE. The overall nurse to patient ratio for the Care Group was 1 RN for every 5.1 
patients during the day and 1 RN for every 8.1 patients at night.  
 
Care Hours per Patient Day 
 
The planned CHPPD was 10.52 hours compared to the actual of 9.7 hours. 
 
 
 

Level 0 Level 1a Level 1b Level 2 Level 3

Jun-16 34.06% 5.11% 47.47% 10.37% 2.98%

Jan-17 29.06% 8.39% 44.39% 14.92% 3.23%

Jun-17 31.71% 6.30% 45.92% 13.86% 2.20%

Jan-18 34.37% 6.68% 42.17% 13.07% 3.71%

Jun-18 37.91% 16.54% 29.11% 11.46% 4.97%
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Safety Thermometer  
 
The Safety Thermometer data shows the Care Group delivered 94.01% harm free care on 6 June 
2018.  Across the Care Group 5 patients were recorded with 1 harm, 3 of which related to inherited 
pressure ulcers, 1 patient fall with harm and 1 new venous thromboembolism. 
 
Nursing & Midwifery Quality Dashboard  
 
The number of incidents for the month of June 2018 compared to June 2017 is indicated in the table 
below.  Figures in bold highlight the indicators where the care group exceeded the pre-determined 
goal in June 2018 or had a red flag in June 2017. 
 

Quality Indicator June 2017 June 2018 

Patient falls 23 15 

Pressure ulcers 2 3 

Medication Incidents 5 10 

C.Difficile infection 0 2 

MSSA infection 0 1 

 
 
Laboratories, Engineering, Gynaecology, Imaging, Obstetrics and Neonatology (LEGION) 
 
The data show that within Gynaecology there is a surplus of 0.94 WTE in June 2018 against the 
AFE. Operational changes were made to the service in 2016 to flexibly reduce bed numbers, 
attempting to meet fluctuating occupancy levels and in addition, 8 beds are now used to 
accommodate elderly medical patients, which have significantly impacted on the dependency levels 
as indicated below.  
 
The skill mix for this Directorate is 67% RNs to CSWs. 
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Date 
AFE 

(WTE) 
SNCT 
(WTE) 

Difference 
(WTE) 

Skill 
Mix 

Vacancy 
(WTE) 

Bank 
(WTE) 

Sick 
Leave 

Parenting 
Leave 

June 
2018 

33.6 32.66 +0.94 67% -2.63 0.57 6.2% 0% 

January 
2018 

21.93 35.28 -13.35 67% Nil 2.16 5.8% 6.1% 

June 
2017 

26.53 35.91 -9.38 70% +2.35 3.26 1.8% 5.9% 

January 
2017 

26.53 32.04 -5.51 69% +1.3 0.04 1.8% 3.6% 

 
Historical Information 
 
Comparison with the position in June over the past 3 years is illustrated in the chart below. 
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Professional Judgement 
 
Using this methodology, the establishment required was 33 WTE a deficit of 0.6 WTE against the 
AFE.  The overall nurse to patient ratio for the Care Group was 1 RN for every 5.8 patients during 
the day and 1 RN for every 8.7 patients at night.  
 
Care Hours per Patient Day 
 
The planned CHPPD was 5.4 hours compared to the actual of 6.3 hours. 
 
Safety Thermometer  
 
The Safety Thermometer data shows the Care Group delivered 100% harm free care on 6 June 
2018. 
 
Nursing & Midwifery Quality Dashboard  
 
In the month of June 2018 there was 1 patient fall recorded which was within the Directorates pre-
determined monthly goal.  This is compared to 4 patient falls recorded in June 2017. 
 
South Yorkshire Regional Services (SYRS) 
 
The data shows that within SYRS there is a surplus of 21.6 WTE in June 2018 which may be 
attributed to lower than anticipated occupancy levels in the Cardiac Intensive Care Unit (CICU) – 
92%.  This Critical Care area is currently staffed to 100% occupancy using the nurse to patient ratios 
recommended in the Guidelines for the Provision of Intensive Care Services. (2016).  This guidance 
also identifies that units with over 10 beds will require additional RNs on each shift as well as 
supernumerary clinical co-ordinators to enable the delivery of safe care. There was only 1 day in the 
data collection month when all the beds were occupied by patients requiring care in a Level 3 bed. 
 
The skill mix for this care group is 77% RNs to CSWs. 
 
 
 
 
 
 
 

Level 0 Level 1a Level 1b Level 2 Level 3

Jun-16 53.10% 12.66% 30.27% 3.97% 0.00%

Jan-17 57.91% 17.00% 25.10% 0.00% 0.00%

Jun-17 40.23% 15.82% 43.95% 0.00% 0.00%

Jan-18 41.04% 14.94% 41.83% 2.19% 0.00%

Jun-18 42.75% 24.82% 32.43% 0.00% 0.00%
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Date 
AFE 

(WTE) 
SNCT 
(WTE) 

Difference 
(WTE) 

Skill 
Mix 

Vacancy 
(WTE) 

Bank 
(WTE) 

Sick 
Leave 

Parenting 
Leave 

June 
2018 

403.19 381.59  -21.60 77% -12.56 29.8 6.3% 2.6% 

January 
2018 

405.8 400.23 +5.57 77% -17.27 22.48 5.7% 2.7% 

June 
2017 

404.16 392.9 +11.26 78% -4.46 22.49 4.1% 3.8% 

January 
2017 

403.71 389.5 +14.21 78% -10.3 24.64 6.7% 4.7% 

 
Historical Information 
 
Comparison with the position in June over the past 3 years is illustrated in the chart below. 
 

 
 
Professional Judgement 
 
Using this methodology, the establishment required was 400.68 WTE, which is a surplus of 2.51 
WTE against the AFE.  This figure assumes that CICU is operating to its maximum occupancy level. 
The overall nurse to patient ratio for the Care Group was 1 RN for every 3.5 patients during the day 
and 1 RN for every 6.5 patients at night.   
 
Care Hours per Patient Day 
 
The planned CHPPD was 12.23 hours compared to the actual of 12.29 hours. 
 
Safety Thermometer  
 
The Safety Thermometer data shows the Care Group delivered 94.52% harm free care on 6 June 
2018.  Across the Care Group there were 12 patients recorded with 1 harm, 5 of which were related 
to inherited Pressure Ulcers, 5 to hospital acquired pressure ulcers and 2 patient falls with harm. 
 
Nursing & Midwifery Quality Dashboard  
 
The number of incidents for the month of June 2018 compared to June 2017 is indicated in the table 
below.  Figures in bold highlight the indicators where the care group exceeded the pre-determined 
goal in June 2018 or had a red flag in June 2017. 
 
 

Level 0 Level 1a Level 1b Level 2 Level 3

Jun-16 41.76% 10.33% 32.51% 10.92% 4.48%

Jan-17 33.20% 14.09% 35.96% 11.77% 4.98%

Jun-17 25.66% 17.83% 40.23% 11.38% 4.91%

Jan-18 19.23% 20.46% 44.17% 10.79% 5.35%

Jun-18 19.29% 22.25% 43.42% 9.84% 5.20%
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Quality Indicator June 2017 June 2018 

Patient falls 35 31 

Pressure ulcers 13 11 

Medication Incidents 14 17 

C.Difficile infection 1 0 

MSSA infection 2 1 

 
 
Specialised Medicine, Rehabilitation and Cancer Services  
 
The results for this Care Group show a deficit of 13.95 WTE against the AFE in June 2018. 
 
Temporary staffing is being used to offset the higher than usual number of vacancies within this 
Care Group and recruitment to vacant posts continues. 
 
The skill mix for this care group is 73% RNs to CSWs. 
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 Date 

AFE 
(WTE) 

SNCT 
(WTE) 

Difference 
(WTE) 

Skill 
Mix 

Vacancy 
(WTE) 

Bank 
(WTE) 

Sick 
Leave 

Parenting 
Leave 

June 
2018 

323.23 337.18 -13.95 73% -35.22 25.69 5.1% 4.9% 

January 
2018 

324.37 343.22 -18.85 72% -25.21 23.67 5.6% 4% 

June 
2017 

334.46 297.57 +36.89 73% -29.84 17.41 5.4% 3.8% 

January 
2017 

330.12 315.93 +14.19 73% -24.75 18.7 8.6% 4.3% 

 
Historical Information 
 
Comparison with the position in June over the past 3 years is illustrated in the chart below.  
  

 
 
Professional Judgement 
 
Using this methodology, the establishment required was 319.06 WTE, a surplus of 4.17 WTE 
against the AFE.  The overall nurse to patient ratio for the Care Group was 1 RN for every 4.1 
patients during the day and 1 RN for every 7.6 patients at night.  
 
Care Hours per Patient Day  
 
The planned CHPPD across the Care Group was 7.84 hours compared to the actual of 7.61 hours. 

Level 0 Level 1a Level 1b Level 2 Level 3

Jun-16 27.43% 17.92% 49.40% 3.27% 1.98%

Jan-17 23.95% 25.63% 42.09% 5.49% 2.84%

Jun-17 18.48% 23.28% 51.60% 4.26% 2.38%

Jan-18 16.46% 13.58% 60.39% 6.66% 2.91%

Jun-18 8.38% 19.67% 61.28% 7.30% 3.37%
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Safety Thermometer   
 
The Safety Thermometer data shows the Care Group delivered 82.75% harm free care in June 
2018.  Across the Care Group there were 30 patients recorded with one harm on 6 June 2018 and 
20 of these patients had inherited pressure ulcers, it should be noted that specialist treatment for 
pressure ulcers is provided within spinal injuries 3 with hospital acquired pressure ulcers, 3 patient 
falls with harm, 2 with new VTEs and 2 with a catheter related urinary tract infection.  
 
Nursing & Midwifery Quality Dashboard  
 
The number of incidents for the month of June 2018 compared to June 2017 is indicated in the table 
below.  Figures in bold highlight the indicators where the care group exceeded the pre-determined 
goal in June 2018 or had a red flag in June 2017. 
 

Quality Indicator June 2017 June 2018 

Patient falls 32 31 

Pressure ulcers 2 14 

Medication Incidents 27 27 

Complaints 1 1 

C.Difficile infection 0 1 

MSSA infection 0 1 

 
 
Surgical Services 
 
There is a deficit of 12.12 WTE between the AFE and the requirements for the SNCT in June 2018.   
 
The trend identified in 2016 continues with an increase in the number of dependent patients, 
however, alongside this there has been a decrease in the number of patients categorised as 
requiring normal ward care – Level 0.  The Care Group address the shortfall in nursing staff by the 
use of bank and agency staff.  However, they also deploy non-ward based staff such as educators 
and service improvement staff to work clinically when necessary.  
 
The skill mix for this care group is 67% RNs to CSWs. 
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Date 
AFE 

(WTE) 
SNCT 
(WTE) 

Difference 
(WTE) 

Skill 
Mix 

Vacancy 
(WTE) 

Bank 
(WTE) 

Sick 
Leave 

Parenting 
Leave 

June 
2018 

295.39 307.51 -12.12 67% -25.04 32.0 5.6% 4.1% 

January 
2018 

300.99 303.3 -2.31 66% -20.76 30.54 8.6% 4.3% 

June 
2017 

273.3 283.72 -10.42 68% -10.42 19.04 4.5% 2.4% 

January 
2017 

275.3 293.85 -18.55 68% -20.34 19.38 6.9% 4.8% 

 
Historical Information  
 
Comparison with the position in January over the past 3 years is illustrated in the chart below.  
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Professional Judgement 
 
Using this methodology, the establishment required was 285.21 WTE, a surplus of 10.18 WTE 
against the AFE. The overall nurse to patient ratio for the Care Group was 1 RN for every 4.9 
patients during the day and 1 RN for every 7.6 patients at night.  
 
Care Hours per Patient Day  
 
The planned CHPPD across the Care Group was 8.54 hours compared to the actual of 7.96 hours. 
 
Safety Thermometer   
 
The Safety Thermometer data shows the Care Group delivered 95.47% harm free care in June 2018 
 
Nursing & Midwifery Quality Dashboard  
 
The number of incidents for the month of June 2018 compared to June 2017 is indicated in the table 
below.  Figures in bold highlight the indicators where the care group exceeded the pre-determined 
goal in June 2018 or had a red flag in June 2017. 
 

Quality Indicator June 2017 June 2018 

Patient falls 23 15 

Pressure ulcers 2 5 

Medication Incidents 23 27 

Complaints 3 7 

C.Difficile infection 0 1 

MSSA infection 1 0 

 
 
Musculo-Skeletal Group (MSK) 
 
There is a deficit of 3.72 WTE between the AFE and the requirements for the SNCT in June 2018.  
 
There has been a decrease in the number of patients at level 0 and a corresponding increase in the 
number of acutely ill and dependent patients since June 2017.  
 
The skill mix for this care group is 61% RNs to CSWs. 
 
 
 

Level 0 Level 1a Level 1b Level 2 Level 3

Jun-16 43.77% 13.18% 43.02% 0.03% 0.00%

Jan-17 39.14% 14.46% 46.29% 0.11% 0.00%

Jun-17 27.54% 22.74% 49.56% 0.16% 0.00%

Jan-18 29.46% 16.63% 53.15% 0.76% 0.00%

Jun-18 25.67% 12.32% 60.96% 1.05% 0.00%
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M
S

K
 

Date 
AFE 

(WTE) 
SNCT 
(WTE) 

Difference 
(WTE) 

Skill 
Mix 

Vacancy 
(WTE) 

Bank 
(WTE) 

Sick 
Leave 

Parentin
g Leave 

June 
2018 

180.79 184.61 -3.72 61% -30.38 24.44 4.7% 2.2% 

January 
2018 

180.9 199.85 -18.95 61% -16.43 29.02 10.5% 2.6% 

June 
2017 

180.9 184.75 -3.85 62% -23.0 25.18 6.8% 3% 

January 
2017 

179.9 191.85 -11.95 63% -30.78 31.81 8.5% 2.1% 

 
Historical Information 
 
Comparison with the position over the past 3 years is illustrated in the chart below.   
  

 
 
Professional Judgement 
 
Using this methodology, the establishment required was 172.53 WTE, a surplus of 8.36 WTE 
against the AFE. The overall nurse to patient ratio for the Care Group was 1 RN for every 6.6 
patients during the day and 1 RN for every 9.5 patients at night.  
 
Care Hours per Patient Day  
 
The planned CHPPD across the Care Group was 6.64 hours compared to the actual of 6.56 hours. 
 
Safety Thermometer   
 
The Safety Thermometer data shows the Care Group delivered 94.52% harm free care on 6June 
2018.  Across the Care Group 9 patients were recorded with 1 harm, 7 of which related to inherited 
pressure ulcers and 2 with hospital acquired pressure ulcers. 
 
Nursing & Midwifery Quality Dashboard  
 
The number of incidents for the month of June 2018 compared to June 2017 is indicated in the table 
below.  Figures in bold highlight the indicators where the care group exceeded the pre-determined 
goal in June 2018 or had a red flag in June 2017. 
 
 

Level 0 Level 1a Level 1b Level 2 Level 3

Jun-16 50.47% 6.05% 43.39% 0.09% 0.00%

Jan-17 35.82% 6.54% 56.91% 0.73% 0.00%

Jun-17 34.93% 8.93% 56.09% 0.04% 0.00%

Jan-18 19.72% 3.80% 76.48% 0.00% 0.00%

Jun-18 24.52% 2.35% 73.13% 0.00% 0.00%
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Quality Indicator June 2017 June 2018 

Patient falls 35 20 

Pressure ulcers 4 7 

Medication Incidents 4 11 

Complaints 3 1 

 
 
14. FUTURE DEVELOPMENTS   
 
Work is on-going in relation to the Safer Nursing Care Tool and it is anticipated that there will be a 
set of specific criteria definitions and multipliers developed and validated for use in the following 
areas: 
 

 Long-stay elderly care wards (including patients whose transfer of care is delayed); 

 Emergency Departments; 

 The care of patients who require specialling. 
 
STHFT has been involved with further developments led by NHS Improvement to provide guidance 
on safe and sustainable staffing levels within adult inpatients in acute care, published in January 
2018 and the urgent and emergency care guidance published in June 2018. 
 
 
15. FURTHER ACTIONS 
 
Significant progress continues to be made to ensure that data gathered to measure the Safer 
Nursing Care of patients within STHFT are accurate, reliable, valid and timely.  As a result of this it 
is clear that a number of issues need to be considered and addressed  
 

 The use of the eWhiteboards to record patient acuity and dependency has been welcomed 
by ward staff, and although a period of testing the system was undertaken in October and 
December 2016, technical problems continued to be experienced in June 2018.  This 
resulted in a degree of retrospective data cleansing for this report.  Further modifications to 
the system are to be made prior to data collection in February2019.  Staff are encouraged to 
record patient acuity and dependency on a daily basis, however this has proved challenging 
in areas with a high patient throughput i.e. wards with ambulatory care areas.  Results in 
these areas may not accurately reflect the patient acuity/dependency and further work is 
ongoing to ensure accurate data capture. 
 

 Workshops are planned for later this year to ensure a sufficient cohort of experienced 
nursing staff is available to validate the acuity and dependency assessments on each ward 
in the future. This was well attended and further training   has been arranged for February 
2019 
 

 TEG approved the commencement of an international overseas recruitment process. 
 

 A Band 7 has been recruited to launch the enhanced Specialling project to ensure that the 
risk assessment process is followed correctly and accurate data  relating to the nurse staffing 
requirements for Specialling patients is collated. 
 

 The Acute Medical Unit incorporates an urgent assessment facility which has been provided 
in addition to their existing bed complement.  Further work is required to ensure all the 
ambulatory care activity is captured in the February 2019 data collection period to inform the 
substantive staffing model. 
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 MAPS, MSK and IGSM are currently to piloting a Band 3 ward administrative post, the aim of 
which is to free up nursing time to care. 
 

 Within the SYRS care group length of stay has been reduced in thoracic surgery through the 
launch of day of surgery admissions in a dedicated facility on the thoracic unit, 
implementation of enhanced recovery in thoracic and cardiac surgery.  The adoption of 
consultant of the week models has been a key influencing factor. 

 

 Reports are provided to the Nurse Directors from the rostering team. The reports include, 
unavailability reports (to identify if any approved absence exceeds the agreed 24.3%), 
accrued hour’s reports and autoroster percentage figures for each rota and give an indication 
of the efficiency and productivity of rotas being produced.  Their value in supporting this aim 
will be evaluated by the Nurse Directors in conjunction with the rostering team.   
 

 The first STH cohort of 61 trainee Nursing associates commenced their training in January 
2019 
 

 A business case is being developed by payroll services in partnership with the Deputy Chief 
Nurse to invest in a system that will deliver real time assessment of nurse staffing and patient 
dependency and allow for more efficient use of the nursing resource to ensure high quality 
patient care and meet the requirements of the NICE safe staffing guidance. 
 

 Work is continuing to reduce the levels of sickness / absence seen across the Trust, the 
recently revised Managing Attendance Policy is being applied consistently and attendance 
levels in some care groups are already improving. 
 
 

16. Conclusion 
 
To summarise, there is a deficit between the staffing requirement to meet the needs of patients in 
the adult inpatient wards and the staffing resource currently available, when the current vacancies 
are taken into account.  Deficits between AFEs and care requirements identified in the SNCT 
assessment are addressed by the redeployment of staff on a daily basis and by the use of bank and 
agency staff to supplement the substantive nursing workforce.  To maintain this position, active 
recruitment continues for both Registered Nurses and Clinical Support Workers in order to address 
vacancies as they arise and to fill additional posts created as a result of reconfiguration or service 
developments.  Robust systems, policies and procedures are employed to ensure staff are deployed 
and redeployed to meet patient demand on a shift by shift basis.   

 
The triangulation of the Safer Nursing Care Tool, professional judgement and RN to patient ratios, 
demonstrates that the Trust has a reliable framework in place to ensure nurse staffing levels are 
commensurate with workload and patient outcomes and TEG / HR and OD Committee / Healthcare 
Governance Committee / are asked to note the contents of this report.  
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