
 

 
 

BOARD OF DIRECTORS – PUBLIC MEETING 

AGENDA 

Thursday 28 July 2022 10:00 – 12.30 
Arundel Suite, Arundel Building, Brighton General Hospital/MS Teams 

 

No. Approx. 
time 

Item  Director 

Please note this meeting will be live-streamed on the internet so care should be taken not to use 
people’s names in questions unless their permission has been given in advance. 

     

 10.00 Employee and Team of the Month awards Verbal Chair 

     

  MEETING ADMINISTRATION   

     

1 10.10 Welcome and introduction, apologies and 
declarations of interest 

Verbal Chair 

     

2 10.15 Minutes of the previous meeting 26 May 2022 Enclosure Chair 

     

3 10.20 Matters arising and actions log  Enclosure Chair 

     

  STRATEGY   

4 10.25 Corporate Objectives and BAF Q1 2022/23 
To review/discuss 

Enclosure CEO 

     

5 10.40 Care Without Carbon Delivery Plan 
To approve 

Enclosure CEO/Susie 
Vernon 

     

  PERFORMANCE    

     

6 10.55 Integrated Performance Report Month 2 
To review/discuss 

Enclosure 
 

Executive 
Directors 

     

  QUALITY    

     

7 11.35 Guardian of Safe Working Q1 2022/23 
To receive 

Verbal CMO  
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  GOVERNANCE   

     

8 11.40 Research and Innovation Annual Report 
To receive 

Enclosure CMO/ 
Ian Male 

     

9 11.50 Freedom to Speak Up Annual Report  
To receive 

Enclosure CN/ 
Mary Bell 

     

10 12.00 SIRO and Caldicott Guardian Annual Report  Enclosure CMO 

     

11 12.10 Health and Safety Annual Report  Enclosure CEO/ 
Mark Plows 

     

12 12.20 Committee Chair reports:  
Audit Committee 
Charitable Funds Committee  
Quality Improvement Committee  
People Committee 
Resources Committee  
To receive   

 
Enclosure 
Enclosure 
To Follow 
Enclosure 

Enclosure & 
To Follow 

Committee 
Chairs 

  Annual self-assessments for the Audit, Quality Improvement and Resources 
Committees are available on the Trust’s website.  

     

13 12.30 Close of Board Meeting   

     

  Date of next meeting: 29 September 2022   

     

Note: Questions from Governors and/or the public will be taken on each item during the meeting. 
Any other, general questions should be submitted to the following email address for a response 
outside the Board meeting: 

SC-TR.SCTMembership@nhs.net 
Resolution:  That the remainder of the meeting shall be held in private because publicity would be prejudicial 

to the public interest, by reason of the confidential nature of the business to be transacted in accordance 
with the Public Bodies (Admissions to Meetings) Act 1960 s1(2) 
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BOARD OF DIRECTORS – PUBLIC MEETING MINUTES 

Thursday 26 May 2022 

Present:  

Peter Horn  Trust Chair (Chair) 

Siobhan Melia  Chief Executive 

Rebecca Crook  Non-Executive Director (NED) 

David Parfitt  Non-Executive Director (NED) 

Lesley Strong  Non-Executive Director (NED) 

Mark Swyny  Non-Executive Director (NED) 

Giles York  Non-Executive Director (NED) 

Mike Jennings  Chief Financial Officer  

Donna Lamb  Chief Nurse 

Kate Pilcher  Chief Operating Officer 

Apologies 

Sara Lightowlers  Chief Medical Officer 

Rebecca Crook  Non-Executive Director (NED) 

In Attendance 

Dipesh Patel  Associate Non-Executive Director (NED) 

Diarmaid Crean  Chief Digital and Technology Officer 

Caroline Haynes  Chief People Officer 

Lloyd Barker  Deputy Chief Operating Officer 

Zoe Smith  Trust Secretary (minutes) 

Observers 

David McGill  Interim Lead Governor 

Grainne Saunders  Deputy Lead Governor 

 

BoD 22/068 Employee and Team of the Month Awards  

Peter Horn (PH), Chair, announced the winners of the Trust’s Employee and Team of the Month 

awards for March and April 2022. 

Employee of the month for March 2022 was Lorraine Arnold, Ward Sister, Piper Ward, Crawley 

Hospital.  Nominated separately by two of her team members, Lorraine was praised highly for the 

support and encouragement gave staff to develop their careers, as well as the positive impact her 

leadership had on patient care.  

Employee of the month for April 2022 was Janette King, Healthcare Assistant, Lewes Urgent 

Treatment Centre. Janette was nominated for always going above and beyond for patients and 

colleagues. About to retire after 20 years in the NHS, Janette was thanked for her long service and 

listening and caring approach.   

Team of the Month for March 2022 was the Overnights and Twilights Service, West Sussex which, 

among other things, provides End of Life care during what are often the most vulnerable hours for 

many patients and carers. The service was highlighted as embodying all of the Trust’s values, 

delivering compassion and empathy at every opportunity.    
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Team of the Month for April 2022 was the Regis Central Community Team.  The team, which 

provides nursing and proactive care to patients at home, was nominated for being a credit to SCFT 

and demonstrating Trust values every day.  The nomination highlighted the team’s positive working 

environment and healthy team culture, as well as their resilience during the pandemic and in 

handling the high demand for their service.   

The Board gave their thanks and congratulations to each of the award winners.   

BoD 22/069 Welcome and introduction, apologies and declarations of interest  

PH welcomed members, attendees and observers.  Apologies had been received from Rebecca 

Crook and Sara Lightowlers.  Lloyd Barker was attending as an observer. There were no declarations 

of interest in addition to those already recorded.  

BoD 22/070 Minutes of the previous meeting on 31 March 2022 

The Board agreed the minutes of the previous meeting as a true and accurate record.   

BoD 22/071 Matters arising and action log  

The action log was noted and all actions were agreed for closure. 

BoD 22/072 Corporate Objectives and BAF Q4 2021/22 and Corporate Objectives 2022/23  

Siobhan Melia (SM) presented the Corporate Objectives and BAF for Q4 2021/22 noting the in-year 

change to the Value and Sustainability objective and the need to focus on the impact of the Trust’s 

emphasis on wellbeing in the future.  

In relation to 2021/22 Corporate Objective 4, SM said that delivering better outcomes for patients 

by improving the management of waiting lists remained a top priority for the Trust into 2022/23. 

The Trust would also seek to improve the experience of people while waiting given that it may take 

some time to achieve full recovery.  

Commending the Trust’s achievements during 2021/22, Giles York (GY) questioned whether 

Objective 2 had been fully delivered.  He referred to Quality Improvement Committee discussions on 

equalities data and said that while there was no question a lot of work had been done, it was not 

clear what difference had yet been made for patients.  SM responded that the milestones specified 

for 2021/22 had been completed and acknowledged that the totality of the Trust’s ambition in this 

area was still a work in progress.  The full programme of work to ensure that services could meet the 

needs of all segments of the population by developing systematic approaches to the collection and 

understanding of equalities data would go deeper than last year’s milestones and take longer. For 

these reasons, members agreed that Objective 2 was ‘partially’ rather than ‘fully’ delivered and 

noted the need for the wording of future corporate objectives to represent both ambition and 

deliverability.   

SM then introduced the Board Assurance Framework (BAF) highlighting two new thematic risks and 

two closed thematic risks.    

02
 B

oa
rd

 P
ar

t 1
 M

in
ut

es
22

05
26

 v
2

Page 4 of 164



 

3 
 

The ‘System Fluidity’ risk had been closed and replaced by a new ‘Integrated Care System Risk’ 

following the passing of the Health and Care Act 2022.   While the formalisation of the new Sussex 

Integrated Care System (ICS) provided more certainty and clarity, it also presented an element of risk 

to the Trust in being able to establish and deliver its independent strategy.  The impact of the ICS 

would be reviewed following its statutory establishment on 1 July 2022.    

The risk arising from uncertainty regarding the progression of the COVID-19 pandemic and impacts 

on the provision of patient care had also been closed and replaced with a risk focused on the COVID-

19 impact on patient care. This reflected the need to look at the impact of the pandemic on the 

Trust in a more normalized environment while being mindful of the potential for further 

resurgences.   

Finally, SM highlighted that the Financial Sustainability risk, scored at 20, reflected the challenge of 

delivering on the 2022/23 financial plan including a very stretching cost improvement programme.   

Lesley Strong (LS) asked about Cyber Security. DC clarified that the Trust had both a Cyber Resilience 

Plan to protect the Trust against cyber threats, and business continuity plans which would guide 

action in the event of an attack. He said that the Trust was moving from Cyber Essentials 

accreditation towards Cyber Essentials Plus which represented the highest level of resilience.  KP 

said that there would be a table top exercise in June to test the Trust’s business continuity plans for 

cyber attack.   

In response to a question about the target date for the Cyber Resilience risk, DC said that the 

completion of the action to address single points of failure by the end of May 2022 would reduce the 

Trust’s level of risk.  However, there was a wider picture to consider and further national messages 

about cyber threats might mean that the risk remained at its current level after May.   

Members discussed the new ICS risk noting the involvement of system Chairs through the Chairs’ 

Forum and the need for alignment of messaging across the system.  In response to a NED question 

about whether the ICS risk was elevated due to uncertainty around decision making.  SM said this 

was impacting more on finance and contracts than on the Trust’s ability to deliver on its strategic 

goals. Mike Jennings (MJ) agreed that immaturity of ICS governance systems was leading to delays in 

decision making which were having an impact on services, and that the Financial Sustainability risk 

could be more explicit about this. 

Members also discussed the new COVID-19 impact on patient care risk, noting that this was more 

about performance and delivery than impact on the quality of direct patient care.  Following the 

reduction in the Incident Level from four to three, members agreed that this risk should be reviewed 

by Donna Lamb and Lesley Strong to consider if it should be closed.  

ACTION: DL and LS to review the COIVD 19 impact on patient care risk to consider if it should be 

closed. 

MJ reported on the planning round and said that the Financial Sustainability risk would be reviewed 

after system finance and operational plans were resubmitted on 20 June.  He said that it was unlikely 

that the additional monies committed centrally would cover excess inflation although this was still 

being worked through.  LS asked whether the impact of the Cost Improvement Plan (CIP) adjusted 
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for the effect of inflation was adequately reflected in the risk. MJ undertook to review the 

articulation of the impact of CIP.  

ACTION: MJ to review the articulation of the impact of CIP within the Financial Sustainability 

thematic risk.   

SM introduced the new Corporate Objectives for 2022/23 highlighting the need to maintain focus on 

outcomes.  She said that the objectives signalled areas of priority of the Trust and were reflected in 

the Executives personal objectives for the year.  PH noted that the Board was asked to approve the 

2022/23 Corporate Objectives in the context of the Trust’s emerging strategy on which there would 

be further engagement with staff and other stakeholders over the summer.   

The Board noted the report on Corporate Objectives 2021/22 and the BAF and approved the 

Corporate Objectives for 2022/23.  

BoD 22/073 Digital Strategy  

Diarmaid Crean (DC) introduced the Digital Strategy, presented for the first time as a website. He 

highlighted that it was deliberately not a five-year plan due to the rapidly changing environment and 

asked the Board to approve the ambition for the Trust set out along with its current programme of 

work on the Digital Strategy website. 

Asked about the difference that the strategy would make, DC said it aimed to improve patient 

outcomes as well as producing efficiencies for staff and for the organisation.  A digital performance 

dashboard was being developed for oversight by the Resources Committee which would track the 

outcomes being achieved at multiple levels, from mileage reduction figures to the Trust’s digital 

maturity score.   

Mark Swyny (MS), Resources Committee Chair, reported on the Committee’s conversations about 

the strategy and the need for assurance of delivery and impact through a digital performance 

dashboard which tracked both strategic and operational digital performance.   

Referring to the national agenda, DC said that SCFT had received significant funding to be a digital 

leader following its ground-breaking Electronic Prescribing and Medicines Administration roll-out.     

Endorsing the ambition and approach of the strategy, GY highlighted the challenge of getting people 

to do things differently.   

The Board approved the ambition and intent of the Digital Strategy. It asked the Resources 

Committee to continue to oversee delivery including the development of the digital performance 

dashboard.   

BoD 22/074 Integrated Performance Report    

MJ introduced the Integrated Performance Report (IPR) for Month 12 (March) and invited executives 

to lead on their updates.  He highlighted that the IPR now included additional narrative where over 

time performance had been above and below target but did not trigger an exception.   
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Quality Report 

Donna Lamb (DL), Chief Nurse, reported that there were no quality exceptions for month 12 

although there were two metrics where the Trust might not consistently hit target which had both 

been discussed before by the Board.  These were MT266 Patient Safety Incidents Causing Harm 

(Moderate+) and MT278 Complaints: Responded to in Time.  

LS highlighted that the metrics relating to hand hygiene compliance only reflected compliance in 

teams who had reported and that there were a number of teams who had not reported. This was 

being followed up through the Quality Improvement Committee.  

In relation to the Spotlight report on infection prevention and control (IPC), DL highlighted a much 

more stable position around outbreaks. The outbreak referred to in the report had been closed and 

a new one opened involving six patients and no staff.  DL said that the Trust’s IPC risk was being 

managed but was not fully mitigated, despite recruitment to the Deputy Director of Infection 

Prevention and Control and system working.  DL then referred members to the Spotlight on Patient 

Safety which described two new tools being used to strengthen analysis of patient safety data.   

Operational Performance Report 

Kate Pilcher (KP), Chief Operating Officer, introduced the report highlighting the increasing average 

length of stay due to patients waiting for onward care including the Trust’s own responsive services. 

KP said that there was a local and national focus on discharge and flow with NHS England teams 

providing support and sharing best practice.  Internally, the Trust was undertaking a bed 

optimisation project.   

In relation to diagnostic waits, KP said that there had been no change to the issues previously 

discussed by the Board although ultrasound scanning was an improving position with the second 

scanner now fully functional in Bognor. There was however a deteriorating position in Lewes relating 

to staffing difficulties previously highlighted at Board.  The Trust was working to secure agency staff 

support but this was likely to remain a deteriorating position until May performance was reported.  

In relation to Referral to Treatment (RTT) times. KP highlighted that performance was now shown for 

each of the component services.  She said that MSK was still an area of concern although changes to 

bring physiotherapy appointment times in line with other providers should help the service make 

quicker progress towards meeting its target position . Child Development Centres (CDC) were on 

track to meet the RTT target in September 2022 subject to recruitment.    

In response to questions from the Chair, KP explained that the Trust received specific funding which 

would need to be maintained to sustain the current progress  for waiting list recovery and said that 

capacity issues at child development centres would persist over the  medium to long term due to the 

impact of national guidance to pause services during the pandemic.  

LS asked about fluctuations in Looked After Children (LAC) initial health assessment performance. KP 

said that although fluctuating demand made it difficult to plan capacity it had now been agreed to 

plan for peak demand. Noting that there were a limited number of paediatricians locally to deliver 

both Looked After Children initial health assessments and the Neuro Developmental Pathway (NDP), 

KP confirmed that there was work underway to review the pathway and the skill mix used to deliver 
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NDP.  There were also system discussions about centralising LAC assessments in one or two places 

across the County.     

KP gave assurance that the target for LAC annual health assessments, carried out by the nursing 

team, was being met. 

LS reported on a recent visit to the Time to Talk (TTT) service noting that the service’s outcomes 

ranked highly nationally.   

Turning to the Spotlight on the Special Care Dental Service, KP highlighted the team’s success in 

addressing backlogs in care caused when services were paused during the pandemic. The RTT 

position had been recovered seven months ahead of schedule and while there was still some impact 

on attendances and capacity due to COVID, staff were moved around where needed and additional 

clinics were being held.    

NEDs commended the service’s achievements and there was discussion of how transferable these 

were to the Trust’s other areas of challenge.   

There was discussion of the impact of the reduction in general dental services contracts in Sussex on 

demand for the specialist service.  LS asked whether SCFT had considered taking on general dental 

services contracts. SM said that it had not. However, noting that specialist commissioning was 

moving from the centre to the Integrated Care Board (ICB), she said this might be future partnership 

opportunity, particularly since Special Care Dental Services were one of the Trust’s exemplar 

services.   Asked what SCFT could do to mitigate the impact of increased demand caused by short 

supply of general dentist services suppliers, SM said that the Trust would raise this with ICB 

colleagues when contractual discussions resumed.   

KP highlighted the North Podiatry team risk featured in the report as an operational risk scoring 

above 15.  KP advised that a risk-based approach to pathways had been agreed in principle and that 

the team was writing to all the impacted patients to signpost to other services. There was increased 

nurse capacity to reduce risk and tissue viability nurses were supporting the team. The Learning 

Disability team was supporting patients with learning disabilities within the pathway. The Trust 

would review its service level agreements with other providers as well as the service specification to 

reflect the increasing complexity and acuity of demand and the impact of this on lower risk patients.  

Workforce Report 

Caroline Haynes (CH), Chief People Officer, introduced the report saying that the monthly turnover 

rate (not annualised) would be available from next month.  She said that while it was not necessarily 

reflected in the data shown, there had been improvement in sickness absence particularly high 

impact absences and absences longer than 6 months. Actions planned from the Occupational Health 

project were anticipated to have a positive impact on sickness absence.  

CH highlighted the positive impact of the wellbeing fund on frontline teams as described in the 

Spotlight. 
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Asked about turnover rates, CH said that the rolling 12 month annualised data required as a national 

measure did not allow the Trust to see whether recent movement was within expected variation.  

The monthly rate to be calculated for the People Committee from next month would be sensitive to 

month-on-month fluctuations and allow the Trust to see whether the position was improving or 

worsening.  KP provided assurance that areas reviewed their turnover rates in detail and worked 

with the HR Business Partners to ensure that any issues were addressed.   

PH asked about flexible working which had been raised as a theme by staff leaving the Trust.  CH said 

that there would be a deep dive reported to Workforce Committee in July. She commented that 

some teams had very well established ways of working flexibly and in other areas the clinical 

workload required shift patterns which meant not all requests could be accommodated.  This was an 

NHS-wide issue and the deep-dive would consider agile working as well as operational and service 

requirements.  Members agreed that the Board needed to give people confidence to do things 

differently and that the implementation of policy needed to balance both individual and 

organisational needs.   

PH asked whether there was sufficient funding for staff wellbeing. CH responded that charity funding 

had provided an important boost and was essential to maintain adequate levels of funds.  

Finance Report 

Mike Jennings (MJ), Chief Finance Officer, reported on the Trust’s end of year position noting that 

there had been a £211k surplus at the end of March 2022.    

MJ said that Better Payments Practice Code performance had exceeded the target in month.  The 

Trust would continue to work with suppliers to improve its performance in this area.    

In relation to exceptions, MJ said that agency spend had continued to increase.  The Trust knew the 

reasons for this, including agency spend against additional funding received to reduce waiting lists.  

He reported on Resource Committee discussions of agency spend including areas where there were 

longstanding vacancies due to issues in recruitment.    The Trust was reinforcing its agency controls 

and undertaking deep dives into well performing and less well performing areas.   

Referring to the Spotlight, MJ highlighted the Finance Team’s Future Focussed Finance accreditation 

and said that comments from assessors had focused on how well the Trust was supporting and 

developing staff.  MJ also reported on a Sussex-wide exercise to reprocure payroll services which 

was the first of many anticipated collaborative procurements.   

LS sought assurance that there was no risk of delays or of staff not being paid during the re-

procurement of payroll services. MJ said that it was effectively a change in the delivery model with 

SBS moving from centralised provision to supporting a local hub team for providers and 

commissioners in Sussex and that key staff from the current team would transfer into new service.   

Asked for his comments as Resources Committee Chair, MS said that the Committee’s deep dive of 

agency spend had given good assurance and that there were a variety of actions in place. MS also 

commended the work of the Finance team in helping to deliver the year-end position.  MJ added to 

this his thanks to budget holders.  
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The Board noted the IPR.  

BoD 22/075 Committee Chair’s Reports   

PH invited Committee Chairs to highlight relevant items from their reports for the Board’s attention. 

 

Speaking on behalf of Rebecca Crook, CH reported on a good meeting of the CFC which had 

supported important bids for charitable funds. She said that the implementation of the charity 

strategy was ongoing and the Board as corporate trustee would be asked to consider resources for 

the charity at the end of June.    

 

Reporting on the People Committee, Giles York said that the last meeting had focused on the 

attraction of working at SCFT and the next meeting would focus on diversity and inclusion.  He said 

that NEDs were keen to understand more about the detailed structure of the organisation.   

 

As Quality Improvement Committee Chair, LS highlighted the committee’s discussion of the 

Ockendon Report and possible implications for Trust services for children, as well as broader 

learning to take into account.  SM reflected that the Committee might want to consider how the 

Board received assurance on the totality of incidents, not just serious or moderate harm incidents.   

 

ACTION: QIC to follow up on Ockendon report including consideration of how the Board receives 

assurance on the totality of incidents.  

 

There was discussion of the breadth of the QIC agenda and of the need for it to cover both quality 

assurance and continuous improvement.  LS said that she was comfortable that the Committee, now 

holding longer bi-monthly meetings, was having the right conversations and that there was 

continuous exercise in making sure it focused on priorities.   

 

Speaking as Resources Committee Chair, MS said that there was nothing to add in relation to April’s 

meeting further to the Board’s earlier discussions of digital and finance. He said that this month’s 

meeting which had looked at budget and corporate services benchmarking had identified that there 

may be some areas for investment as well as areas for saving.  He said that the May meeting had 

also discussed agency spend and this would be a continuing area of focus for the Committee.  

 

BoD 22/076 Safer Staffing October 2021 – March 2022 and update on establishment review 

DL introduced the item highlighting the significant revisions to staffing templates made at the end of 

last year and noting that the report only applied to the Trust’s bedded units.   

DL reported that changes to create a more sustainable workforce model, including the recruitment 

of clinical nursing associates and the conversion of Band 2 Heath Care Support Workers to Band 3 

roles, were being implemented .    

DL asked members to note that section 2.1 of the report on page 97 of Board papers should read 

“From October 2021 to March 2022 the average fill rates, including temporary staff across all areas 

were…”  rather than of temporary staff.   
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DL said that the new revised staffing templates would ensure the Trust was operating in line with 

national benchmarks and that improved triangulation between staffing and other quality metrics 

would improve assurance of the safety of staffing in the Trust’s bedded units.    

LS confirmed that that the QIC had reviewed this work and had requested additional assurance in 

relation to patient safety which was now being provided through additional patient safety reporting.   

DL reported that a national tool for safer staffing in the community had been developed but not yet 

released. SCFT had a license and would consider how to implement the tool alongside looking at 

capacity and demand for the service.  GY asked that the Trust consider the totality of community 

nursing for SCFT, not just what a national model might provide for.   

The Board noted the Safer Staffing report.  

BoD 22/077 Guardian of Safe Working 2021/22  

PH introduced the written report provided by Sara Lightowlers, Chief Medical Officer, highlighting 

that it gave assurance that the Trust was fully compliant with the requirements of the 2016 terms 

and conditions for doctors in training.   

The Board noted the Guardian of Safe Working Report 2021/22. 

BoD 22/077 Mortality Report Q4 2021/22 

DL introduced the Mortality Report giving the detail of the four recorded deaths in the Trust’s 

intermediate care units during Q4 2021/22 as set out in the report.   

It was highlighted that the first sentence in section 2.1 in the report should read “Between 1st 

January 2022 and 31st March 2022…”  

The Board noted the Mortality Report Q4 2021/22.  

BoD 22/078  Serious Incidents Report Q4 2021/22 

DL presented the Serious Incidents report giving the numbers and types of serious incidents 

reported in Q4 2021/22 as set out in the report.   

In relation to the themes identified in the report, DL said that the Quality Improvement Committee 

(QIC) would undertake a deep-dive into falls and that the Trust was reviewing its approach to 

deteriorating patients and would undertake some audit work as well as relaunching the 

deteriorating patient policy.  Asked whether falls trends were a cause for concern, DL said that trend 

data would be included in the QIC deep-dive and this would be reported to the Board through the 

Chair’s report.   

Referring to earlier comments about the reporting of less serious incidents, SM suggested trends 

and themes of all incidents should be reviewed by the Board or the QIC.   

LS commented positively on the value of the new format for Patient Safety reports to QIC.     
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DP asked about sharps incidents.  It was confirmed that these were reported through Datix and went 

to both the IPC Committee and the Health & Safety (H&S) Committee.  Safer needle use had been 

considered and there had been a referral from the IPC Committee to the H&S Committee about a 

recent sharps incident in the podiatry service. MJ noted that there had been no significant sharps 

issues despite the Trust’s large-scale vaccination programme and confirmed that nurses use safety 

needles to delivery insulin injections.   

The Board noted the Serious Incidents Report Q4 2021/22. 

BoD 22/079 Self Certification with Licence Conditions    

SM introduced the item noting that papers included the self-certification documentation that the 

Trust was required to publish annually to confirm its compliance with Foundation Trust licence 

conditions, along with evidence supporting that compliance.      

A missing response to question 5 on the FT4 declaration was highlighted. It was agreed that 

‘confirmed’ should be added prior to publication.     

There was discussion of the inclusion of the Trust’s Performance against Use of Resources 

retrospective rating of 1 as supporting evidence for the condition that the Trust has the required 

resources for the coming year.  MJ committed to review this evidence with the Trust Secretary to 

better reflect how the Board was managing financial risk going forward.   

ACTION: Review self-certification with licence conditions supporting evidence for CoS7 Availability 

of Resources and add ‘confirmed’ as the response to question 5 on the FT4 declaration 

The Board approved the self-certification with licence conditions subject to the amendments 

discussed and authorised the Chief Executive and the Chair to sign ahead of publication on the 

Trust’s website.  

BoD 22/080 Any Other Business  

PH confirmed that no questions had been received via the livestream. There was no other business.  

Part 1 meeting closed.  

Date of next meeting: 28 July 2022 
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ACTION LOG – TRUST PUBLIC BOARD 28 July 2022 

 

 

ACTION 
REF. 

BOARD 
DATE 

ACTION WHO DUE 
DATE 

STATUS 

BoD 
22/072a 

26/05/22 DL and LS to review the COVID-19 impact on 
patient care risk to consider if it should be 
closed. 
 

DL/LS June 
2022 

Complete.  The COVID-19 impact on 
patient care risk has been closed.  

BoD 
22/072b 

26/05/22 MJ to review the articulation of the impact of CIP 
within the Financial Sustainability thematic risk.   
 

MH June 
2022 

Complete.  The amended Financial 
Sustainability thematic risk was reviewed 
by the June 2022 Resources Committee.   

BoD 22/075 26/05/22 QIC to follow up on Ockendon report including 
consideration of how the Board receives 
assurance on the totality of incidents.  
 

LS/DL July 2022 Complete. New quarterly patient safety 
report introduced to QIC with escalation to 
the Board where required through 
committee chair’s report. 

BoD 22/079 26/05/22 Review self-certification with licence conditions 
supporting evidence for CoS7 Availability of 
Resources and add ‘confirmed’ the as response 
to question 5 on the FT4 declaration 
 

MJ/ZS June 
2022 

Complete.  The evidence was updated 
and the amendment made as discussed.   
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BOARD OF DIRECTORS – PUBLIC MEETING 
28 July 2022 

 

Agenda Item Number:  

 

Report Title: Corporate Objectives Report & BAF Q1 2022/23 

 

Purpose:
  

Approval  Assurance x Discussion  Briefing 
 

           

Summary:  
 
Corporate Objectives 2022/23 
In May 2022, the Board agreed a set of corporate objectives for 2022/23 as part of 
work on developing the Trust’s 2022 - 2025 strategy which will be published in 
September 2022.   
 
This paper provides a report on delivery against each of the 2022/23 corporate 
objectives as at the end of first quarter (30 June 2022).  
 
Board Assurance Framework July 2022 
The Board Assurance Framework (BAF) records and reports on the thematic risks 
to delivery of the Trust’s strategic goals, the controls in place, sources and levels of 
assurance and any gaps in controls or assurance.    
 
The July 2022 BAF includes the Trust’s new outline strategic goals. These may be 
refined as strategy development progresses.   
 
The BAF is reported quarterly at the first Board meeting in public following the end 
of the quarter.  
 
Board members will note the closure of the COVID-19 impact on patient care risk 
introduced in May 2022. The rationale for the closure is that the risk is well 
mitigated with Infection Prevention and Control precautions and there is no 
significant impact on delivery of services even taking into account the recent rise in 
community transmission. 
 

Recommendation:  

The Board is asked to  

 Note the Corporate Objectives Report & BAF Q1 2022/23.  
 

Previously reviewed by:   
Executive Committee  
 
 

Relevance to Trust’s Strategic Goals: 
All - Population Health; Quality Improvement; Patient Experience; Thriving Staff; 
Value and Sustainability 
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2 
 

Relevance to CQC Domains: 
All - Safe; Caring; Responsive; Effective; Well Led 

Equality and Diversity: 
In developing the Trust’s Strategic Goals 2022-25 and in delivering the Corporate 
Objectives for 2022-23 the Trust is mindful of its responsibilities and ambition 
relating to equality, diversity and reducing inequities.   

Report author: 
Zoe Smith, Trust Secretary 

Report owner:  
Mike Jennings, Interim Chief Executive 
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2022-25 Outline Strategic Goal: A great place to work  

 

  

2022/23 Corporate Objective 1  

We will publish our Learning and Education Strategy and launch our 

Learning Academy to help us both attract new recruits and to develop 

our existing people. (HRD) 

 

  

What we said we would do:  

Q1 

 

Q2 

We will scope the project, establish the project structure and create the 

project team 

We will complete a root and branch review of our current people and learning 

infrastructure from how we recruit to how we train and every process between  

Q3 Using this data and insight we will design a new infrastructure which has the 

capacity and capability to match our ambition. We will then review our Q3 and 

Q4 objectives. 

Q4  We will begin to put in place our new infrastructure specifically focusing on 

how we identify and recruit people with the right talent and values and plan 

their training development.   

 

What we did (Q1) 

 We appointed a project lead and set up a project office.  

 We defined the project scope and described the problem statements. 

 We established a stakeholder map and put together workstreams and 

workstream leads. 

 We started to review our current processes, procedures, resources, governance 

infrastructure and experiences to identify priorities for developing a learning 

academy and strategy. 
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2022-25 Outline Strategic Goal: Reducing Service Inequities  

 

  

2022/23 Corporate Objective 2 

We will take our learning from the neurodevelopmental pathway and 

publish our methodology for changing how services are accessed 

based on waiting time, demographic and socio-economic information 

as well as clinical need. (COO). 

 

  

What we said we would do:  

Q1 We will complete a detailed review of demographic data in the 

neurodevelopmental pathway enabling us to target data improvements so that 

we have everything we need to plan improvements in how and when patients 

access the pathway.  

Q2 Using this intelligence, we will design and test approaches to address 

inequities in access to the neurodevelopmental pathway that go beyond 

waiting time. 

Q3  We will understand what demographic and socioeconomic factors have a 

negative impact on how long patients wait and how this information can 

enhance clinical prioritisation.  

Q4 We will incorporate the learning from the above into the neurodevelopmental 

pathway to improve access equity.  We will share the learning to inform 

waiting list management across other services.  

 

What we did: 

 Progress against Q1 milestone has slipped, but the position will be recovered by 

Q2.  

 Patient pathways have been mapped to understand current reasons for delays, 

and a specification for the methodology for assessing access equity along with the 

required detailed demographic information has been drafted. 

 Task and finish group now established, reporting into the Population Health 

Development Group, chaired by the Chief Medical Officer.   
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2022-25 Outline Strategic Goal: Continuous Improvement 

 

  

2022/23 Corporate Objective 3 

We will demonstrate improvements in how we deliver care and the 

outcomes of care through the use of quality improvement (QI) 

methodology. We will share case studies to enable learning and 

the spread of innovation and best practice. (CN)   

 

 

What we said we would do:  

Q1 We will review and develop our Quality and Safety processes so that we can 

triangulate data to identify where we can target improvements in our services. 

Q2 We will launch our new quarterly QI Celebration to coincide with the ongoing 

expansion of the QI programme to recognise, showcase and share 

improvement in every corner of the Trust. 

Q3 Working with children, young people and their families we will publish a suite 

of age appropriate and engaging service, diagnostic and self-management 

information directly related to our services.  

Q4 Therapy Outcome measures will be used to design and provide the therapy 

that makes a difference to peoples’ lives.  We will demonstrate this across 

our bedded units for more than 40% of patients as a precursor to their 

introduction in every therapy and rehabilitation service.   

 
What we did: 

 Developed a dashboard enabling triangulation of quality and safety metrics with 

safer staffing metrics in the intermediate care units (ICUs). Initial dashboard 

(May data) showed one ICU with a special cause concern in both staffing metrics 

care hours per patient day (CHPPD) registered staff) and quality metrics 

(completion of falls risk assessment). Shift fill rates of 90-99% noted and falls 

rate per occupied bed days significantly below national target provided 

assurance of safety.  

 Drafted a set of metrics to support our assessment of safer staffing. 

 Developed and launched a QI infographic demonstrating the range of sources for 

quality improvement. 

 Introduced Pareto charts to identify the ‘critical few’ incidents where we need to 

focus our actions to make the most impact. 
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2022-25 Outline Strategic Goal: Digital Leader 

 

  

2022/23 Corporate Objective 4 

We will deliver our new data platform to improve our ability to 

manage all data.  We will relaunch The Pulse (intranet) making 

access to tools, resources, support and information for our people 

easier and more intuitive than ever before. (CDTO) 

 

 

What we said we would do:  

Q1 Migrate to our new data platform demonstrating a detailed map of how, when 

and where these data developments (including Plexus) will be delivered to 

improve our service.   

Q2 Publish the first three user centred reviews of core digital processes, setting 

out the plan for their redevelopment.   

Q3 Target 10% of all staff to undertake our Digital Access training so that staff 

have the skills and support they need to adopt new technology and work 

digitally.   

Q4 We will have substantial assurance on cyber resilience and achieve NHS 

Digital DSP Cyber Essentials.  

 

What we did: 

 First use of new data platform now live (Bladder and Bowel service initial waiting 

list dashboard). This is a complex interconnection between SystmOne 

configuration, data management and flexible data reporting.  

 User research completed for acute to responsive services discharges for ICU 

multidisciplinary team system and data usage, and lastly a broader EPR system 

usage review.  

 Currently, approximately 42 individuals have taken a bespoke Digital Access 

Training course to help them overcome their worries in using complex systems. 
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2022-25 Outline Strategic Goal: Sustainability  

 

Our financial plan will be delivered, and we will continue to improve 

our services. We will be on trajectory to meet our 10% further 

reduction in our carbon footprint against our 2010 baseline. 

 

 

 

What we said we would do:  

Q4  

(Was Q1) 

We will publish our Estates Strategy  

We will publish our Agile Working Plan and begin implementation. 

Q2 

(Was Q3) 

We will be able to report patient level costing in every service giving us 

a new way to understand and benchmark value in our services 

Q3  

(Was Q2) 

We will be able to demonstrate through data effective delivery of Urgent 

Community Response across all areas including delivering our new 

Responsive Service in High Weald Lewis Havens. 

Q4 Chailey Clinical Services will have completed the first phase of work on 

its journey to net zero.   

  

What we did: 

 We have approved plans for the replacement of the heating plant at Chailey. 

 We have engaged with a research partner to inform our Agile Working Plan. 

 We have agreed with commissioners the funding and implementation plan for 

High Weald Lewes and Havens urgent community response. 

 We have set up systems and begun to report our first data showing urgent 

community response performance against the 2 hour response target. 
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INHERENT RISK = risk score prior to current controls (‘gross’ risk)                                            RESIDUAL RISK = risk score with current controls in place (‘net’ risk) 

BOARD ASSURANCE FRAMEWORK SUMMARY – July 2022 
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Residual Risk* (Current Position) 
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1 2 3 4 5 
Nov 
20 

Jan  
21 

May 
21 

Jul 
21 

Nov 
21 

Jan  
22 

May 
22 

Jul 
22 

1 Workforce PC      16 16 16 12 12 12 16 16 16  12 Apr-23 

2 Cyber Resilience  RC      12 9 9 9 9 8 12 12 12  8 Sep-22 

3 
Data Quality and Effective Use of 
Data  

RC      12      12 12 12  6 Apr -23 

4 Financial Sustainability RC      20 9 12 12 12 12 9 20 15   9 Apr-23 

5 Estates  RC      16 12 12 12 12 12 12 12 12  6 Apr-24 

6 Integrated Care System EC      8       8 8  6 Apr-23 

7 Quality & Patient Experience QIC      12 9 12 12 12 12 12 12 12  6 Oct-22 

8 
COVID-19 pandemic impact on 
patient care  

EC      25       9 
 

 CLOSED  

 

 
OUTLINE STRATEGIC GOALS 2022/25 
1 – A GREAT PLACE TO WORK      4 – DIGITAL LEADER 

2 – REDUCING SERVICE INEQUITIES     5 – SUSTAINABILITY  

3 – CONTINUOUS IMPROVEMENT 
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Thematic Risk Summary  

BAF Reference:  WORKFORCE  

Risk Description:  There are three main drivers of the workforce risk: current impact of the pandemic on staff (fluctuating levels of COVID related absence 
and staff wellbeing), return to pre-pandemic trends (leavers and operational activity), and expansion of services (increased vacancy 
rate).  
Those contribute to the overall risk that the Trust will not have the right number of staff with the right skills to deliver its objectives.    
 

Responsible 
Executive:  

Chief People Officer  Committee: People Committee  Last Updated: 29/06/2022 

Links to Risks on 
the Corporate Risk 
Register with 15+ 
current score 

Date: Risk 
Register 
Number: 

Risk Title: Inherent 
Risk 
Score: 

Current 
Risk 
Score: 

Change: 

  No 15+ risks on the Risk Register that relate directly to Workforce.     

BAF Risk Scoring 

 
Nov 
21 

Jan 
22 

May 
22 

Jul 
22 

Rationale for Risk Level: 
Target Risk Level  

(Risk Appetite) 
Target Date: 

Likelihood 3 4 4 4 Increasing number of services with 12+ risks linked to high 
levels of vacancies.  
 Learning and career infrastructure is not yet established. 
Staff turnover continues to impact, at times significantly. 

Likelihood 3 

01/04/2023 
Consequence 4 4 4 4 Consequence 4 

Risk Score 12 16 16 16 Risk Score 12 

Cause of Risk The risk is due to: 

 High levels of vacancies in some services, either due 
to the need for additional capacity to restore and 
clear backlogs or service expansion.   

 Intermittent absence due to sickness and other types 
of absence including COVID. 

 Long-standing vacancies in difficult to recruit to 
areas 

 An ageing workforce  

 Unclear career progression routes 

 A registrant pipeline that represents fewer staff than 
is required to meet vacancy gaps 

 An unregistered pipeline that has no experience of 
working in health 

 Incidents of incivility 

Impact:   Increased reliance on agency staff. 

 Detrimental impact on quality due to staff absence and use 
of temporary workforce. 

 Increased turnover of experienced staff. 

 Decrease in skills and experience in services placing 
additional burden on existing staff. 

 Further detriment to staff resilience and wellbeing. 
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 Increase demand for flexible working  

 Intermittent absence due to sickness and other types 
of absence including COVID. 

 
 

Current 
methods of 
management 
(controls) :   

 2022/23 workforce plan. 

 Zero Health Care Assistants (HCA) programme bringing new entrants to the NHS to become HCAs to reduce the HCA vacancy 
to zero in line with the national target. Centralisation of HCA recruitment and refreshed Care Certificate programme. Their 
retention is now being monitored through Workforce Committee 

 International recruitment of nursing staff reducing vacancies in ICUs 

 Learning and Organisational Development plan to continue to ensure our offer focuses on staff wellbeing, inclusion and 
supporting teams during and post-COVID as well as retention especially for Registered Nurses and Allied Health Professionals 
(AHPs). 

 Ongoing review of the wellbeing offer including access to psychological support for individuals and teams through direct 
engagement with staff.  

 Part of the ICS wide violence reduction programme. 

 Expansion of HealthRoster to maximise staff deployment across all services. 
 

Assurance Framework – 3 Lines of Defence  

 1st Line 
(line management, day-to-day control 

framework) 

2nd Line 
(how the organisation oversees the control 

framework)  

3rd Line 
(objective independent assurance and 

challenge)  

Assurances:   Daily workforce sit rep. 

 HealthRoster. 

 Area governance review of 
area/division level workforce 
indicators, feedback and action plans. 

 Monthly review of workforce metrics at 
Workforce Committee and FPQ 

 Report to People Committee 
employee life cycle metrics  

 Workforce report as part of Integrated 
Performance Report (IPR) to Board. 

 Feedback and involvement from staff 
at Staff Network Groups (BAME, 
Disability, Religion, LGBT+) and whole 
staff webinars as well as WELT 

 

 NHSE/I SE Region Workforce 
Report. 

 NHSE/I Model Hospital.  

Gaps in control/assurance: There needs to be continued development of the Trust’s strategic approach to workforce planning.   
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Further action required to reduce risk to target risk level in line with risk appetite  

No. Action required:  Executive Lead:  Due Date:  Progress Report:  

1 Development of learning infrastructure CPO 31/03/2023  
Project diagnosis to be scoped in Q1 and undertaken in Q2  

2 Recruitment to service expansions  COO Ongoing Workforce plans being finalised for newly commissioned 
services (UCR, Virtual Wards) 

3 International recruitment of nurses CN 31/12/2022 New target to be agreed 

4 Deliver workforce programmes: 

 Occupational Health service transformation 

 Inclusion function review (including staff 
networks) 

 Employee experience programme (to be 
scoped) 

 Communications & Engagement strategy 
development 

 Recruitment process improvement 

CPO 31/03/2023  Occupational Health project underway supported by 
project management and QI teams. 

 Staff networks review completed and action plan shared 
with People Committee 

 Improving the consistency of employee experience 
being scoped based on staff survey results and 
triangulation with all other relevant information sources. 

 Internal audit of recruitment process completed and 
actions being finalised based on recommendations 

 Workforce deep dives and planning underway, in 
particular with Allied Health Professional (AHP) staff 
groups. 
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Thematic Risk Summary  

BAF Reference:  CYBER RESILIENCE 

Risk Description:  
Should the Trust be unable to provide the information and data to support operational services there could be an adverse impact on our 
ability to operate efficiently and effectively within the health economy.  

Responsible 
Executive:  

Chief Digital and Technology Officer Committee: Resources Committee  Last Updated: 06/07/2022 

Links to Risks on 
the Corporate Risk 
Register with 15+ 
current score 

Date 
Raised: 

Risk 
Register 
Number: 

Risk Title: 
Inherent 

Risk 
Score: 

Current 
Risk 

Score: 
Change: 

  No 15+ risks on the Risk Register that relate directly to Digital.    

BAF Risk Scoring 

 
Jan 
22 

Mar 
22 

May 
22 

July 
22 

Rationale for Risk Level: 
Target Risk Level  

(Risk Appetite) 
Target Date: 

Likelihood 3 3 3 3 
The current likelihood is has increased to a score of 3 following 
national identification in December 21 of a security vulnerability 
known as Log4shell or Log4j as a significant concern to IT systems 
globally, additionally the situation in Ukraine has increased the 
likelihood of cyber attacks. 

The current consequence is scored at 4 as the reliance on digital 
systems in the delivery of business processes and clinical services is 
high and the impact of a cyber attack could be major (for example 
Extended loss of essential service in more than one critical area) 

Likelihood 2 
 

30/09/2022 
 
 

Consequence 4 4 4 4 Consequence 4 

Risk Score 12 12 12 12 Risk Score 8 

Cause of Risk  Cyber-attack – local or global e.g. malware / 
ransomware / zero day threat 

 Key infrastructure components failing (e.g. single 
points of failure) 

Impact:   A shut down of key IT systems could have a detrimental impact 
on patient care and access 

 Not being able to support effective efficient services may lead to 
poor quality patient outcomes and patient experiences 

 Damage to the Trust’s reputation e.g. IG Breach, Financial loss  

Current 
methods of 
management 
(controls) :   
 
 
 
 
 
 
 

 Digital Strategy 

 IT Infrastructure Action Plan in place and monitored via the Information, Digital and Technology Governance Group (formerly Information 
Governance and Security Group) 

 Data Security and Protection Toolkit in place with Standards Met (2022-2023) which include compliance to Cyber Essentials 

 Anti-virus, anti-malware software in place. All devices end user (laptops and desktops) and servers are enrolled in Microsoft ATP 
(advanced threat protection software).  

 Process in place to review and respond to national NHS Digital CareCERT notifications 

 2022/23 capital plan, including external digital aspirant funding.  

 Critical systems identified with clinical and corporate colleagues.  
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Assurance Framework – 3 Lines of Defence  

 1st Line 
(line management, day-to-day control 

framework) 

2nd Line 
(how the organisation oversees the control 

framework)  

3rd Line 
(objective independent assurance and challenge)  

Assurances:   Resilience & Infrastructure workplan  

 Digital Helpdesk, monitoring and 
triaging support requests, monitoring 
and responding to incidents. 

 Cyber alerts from NCSC – National 
cyber security centre 

 ATP alerts – advanced threat 
protection software 

 SMT prioritisation processes and 
financial management in place.  

 Any outstanding unsupported systems 
have risk controls and management 
plans in place. 

 Information, Digital and Technology 
Governance Group Oversight. 

 Escalations to the Digital Data and 
Technology Committee and Executive 
Committee. 

 Executive Committee provide assurance 
to the Board.   

 Link reporting to Trust Resilience group 
 
 

 TIAA audits  

 External audits e.g. MTI 

 NHSX regional cyber lead – advice, guidance 
and input.  

 National Cyber security centre – advice and 
guidance.  

 Cyber essentials assessment 

 Data security and protection toolkit (DSPT) 
evidence 

 Independent penetration testing 

Gaps in control/assurance:  

 There are some outstanding single points of failure within the network which need to be resolved.  These are being actioned and monitored. 

 Cyber essentials accreditation has lapsed. Last accreditation achieved in November 2019. Until all residual unsupported systems (including data warehouse) 
are removed, we will not be able to pass the accreditation standards. Cyber Essentials criteria are included within the DSPT, and therefore low risk. 

 Longer term capital and revenue investment programmes are required to ensure that digital infrastructure refresh cycles, improvements and maintenance are 
sustained  

Further action required to reduce risk to target risk level in line with risk appetite  
No. Action required:  Executive 

Lead: 
Due Date: Progress Report:  

1 Develop and finalise Digital Strategy CDTO 28/04/2022 Complete 

2 IT delivery schedule for work identified in 
the high-level plan including unsupported 
systems, single points of failure. 

CDTO 31/07/2022 Workplan has been developed and assured through Information, Digital and 
Technology Governance Group. Workplan has also been shared with 
Resilience group and Digital Data and Technology Committee.  
Installation of core switches to resolve single points of failure: Crawley 
complete, BGH are awaiting migration but awaiting downtime to be agreed.  
Low risk as can covert to new switch if issue occurs.   

3 Development of Long-Term Digital 
Funding plans to maximise internal and 
external funding opportunities 

CDTO Ongoing Ongoing working with Finance, ICS Digital Programme Board and national 
NHS to maximise internal and external funding opportunities. 
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Thematic Risk Summary  

BAF Reference:  DATA QUALITY AND EFFECTIVE USE OF DATA  

Risk Description: There is a risk that the Trust’s corporate and service level clinical decision making is adversely affected; 

a) by the availability of timely, or accurate data.   
b) by inability to react quickly to increased and new data demands both locally and nationally (e.g. waiting lists, staff vaccination 

data) in support of patient and staff care due to legacy data management tools and processes. 
c) by limited data analytics skills and knowledge across the Trust of how data can be used and interpreted. 

Responsible 
Executive:  

Chief Digital and Technology Officer Committee: Resources Committee Last Updated: 06/07/2022 

Links to Risks on 
the Corporate Risk 
Register with 15+ 
current score 

Date: 
Risk 

Register 
Number: 

Risk Title: 
Inherent 

Risk 
Score: 

Current 
Risk 

Score: 
Change: 

  
No 15+ risks on the Risk Register that relate directly to Data 
Quality and Effective Use of Data.  

   

BAF Risk Scoring 

 
Jan 
22 

Mar 
22 

May 
22 

July
22 

Rationale for Risk Level: 
Target Risk Level  

(Risk Appetite) 
Target Date : 

Likelihood 4 4 4 4 The current likelihood is scored at 4 as it is known that systems 
and processes in place require improvement to meet increasing 
demands. 

The current consequence is scored at 3 as the reliance on 
clinical and corporate data, management, quality and use is 
vital to support effective delivery of health and care services to 
optimize care benefits to patients.     

Likelihood 2  

31/03/2023 
Consequence 3 3 3 3 Consequence 3 

Risk Score 12 12 12 12 Risk Score 6 

Cause of Risk Systems 

 Data models within systems not aligned to how the 
organisation operates or structured to the output 
reports it requires.    

 Legacy data management tools in place have not kept 
pace with technological developments. 

Processes and governance 

 Multiple and duplicated data sources 

 Reporting is complex and time consuming.   

 Reporting is focused on multiple, individual metrics 
rather than a rounded picture of performance. 

People 

Impact:  Quality data plays a role in improving services and decision making, 
as well as being able to identify trends and patterns, draw 
comparisons, predict future events and outcomes, and evaluate 
services and therefore this risk may impact the following SCFT 
Strategic Goals: 

Population Health – Improve health and care outcomes for our 
communities 

Quality Improvement – Foster a continuous improvement culture 

Patient Experience – Use patient feedback to improve what we do 

Value and Sustainability – Improve efficiency and reduce waste 

In the following ways 
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 Data analytic skills and knowledge across the wider 

organisation are limited to enable effective use 

validation and interpretation of data at pace. 

 Inconsistencies in data capture across the Trust. 

 Insufficient Data Engineering capacity to support 
demands 

1. The time lag in generating data reports limits effective decision 
making and we are unable to effectively use data to improve 
care or empower local decision making.  

2. Decisions made on poor quality data could impact patient care, 
service improvement and equalities (e.g. how conditions are 
coded)  

3. Too much time is spent by analysts and leaders on producing 
and understanding the data, rather than commissioning and 
developing analysis that can be acted upon. 

4. System wide (ICS) working and data sharing including Shared 
Care Records and Population Health Management relies on 
good quality data 

Current 
methods of 
management 
(controls) :   

 Digital Aspirant Funding in place to support data improvement 

 Data Engineering Plan and additional resources agreed by Resources Committee.  

 SOPs are in place to improve data quality. 

 Performance framework established, based on NHS England & Improvement good practice for reporting. 

 Data quality framework developed by internal auditors TIAA in place to assess progress against 

Assurance Framework – 3 Lines of Defense  

 1st Line 
(line management, day-to-day control 

framework) 

2nd Line 
(how the organisation oversees the control 

framework)  

3rd Line 
(objective independent assurance and 

challenge)  

Assurances:   Data Engineering Plan 

 Blueprint for Data Warehousing 
Process 

 Quality and validation is checked for 
some data sets (e.g. waiting times) 
and processes. 

 Improved Data Engineering and 
Analytics Software Procured  

 Data Improvement Group Oversight  

 Escalations to the Digital Data and 
Technology Group. 

 Community Services Data Set (CSDS) 
Task and Finish Group 

 Executive Committee provide 
assurance to the Board. 

 Executive and Area level FPQ process 
reviews data and action plans   

 External Audits (including Data Security and 
Protection Toolkit) 

 Data quality and completeness assessed as 
part of national returns. 
 

Gaps in control/assurance:  

 No current data maturity measurement to identify the extent to which the Trust is utilising data.  

 Requirement for a robust SCFT data quality framework to include; accountability structures, consistent data models and training requirements 

 Improved data tools, new data warehouse and service level dashboards not fully implemented 

 Long term investment programme into Data Management 

 Wider Staff training not in place 

 System-wide agreements on data collaboration 

 Supplier support and partnership working to develop effective controls and reporting 
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Further action required to reduce risk to target risk level in line with risk appetite  

No. Action required:  
Executive 

Lead: 
Due Date: Progress Report:  

1 Development of Data Quality and Use of Data Improvement 
Plan 

DC 30/06/2022 Complete: Data Dashboard Improvement plan in 
development – Step one waiting lists project. 

Active Data Engineering Plan in place. 

2 Development and Implementation of the SCFT Data Maturity 
Matrix to identify ‘What Good Looks Like’ for each of our 
services. 

DC 31/03/2023 Bladder and Bowel, CSALT and MSK currently 
being reviewed as part of the waiting list 
programme. 

3 Implementation of a Trust wide Data Quality Framework and 
governance structures to include operational and support 
service accountabilities (Data Asset Owners), reporting 
mechanisms and standard operating procedures 

DC 31/03/2023 Workshop to be planned Q2 

4 Implementation of improved data tools, data warehouse, 
meaningful KPIs and service level dashboards across the Trust 

ER 31/03/2023 Active Data Engineering Plan in place. 

QLIK Tools in place and in use. 

5 Development of analysis capabilities including frontline staff, 
service managers and data analysts through range of 
packages and training to all relevant staff. 

ER 31/03/2023 Research (user centered design) project to be 
planned in Q2 to identify service level support for 
data maturity and data analysis. 

Performance Team, inputting into General 
Managers Development Programme and Budget 
Holder Training.   

6 Work in collaboration with NHS England, the Integrated Care 
System (ICS), and our system suppliers to reduce the burden 
of regular reporting. 

ER/DC 31/03/2023 Ongoing Process through ICS Governance 
Structures 

7 Digital Aspirant Plus project to collaborate with other NHS 
Trusts to enable the prioritisation of EPR system developments 
through a common set of requirements. 

DC 31/03/2023 Business case developed and awaiting Executive 
Committee Sign Off (followed by Resources 
Committee, Trust Board and National Group(s) 
approval) 
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Thematic Risk Summary  

BAF Reference:  FINANCIAL SUSTAINABILITY  

Risk Description:  There is a risk that that the revenue available for the Trust in the medium term (over the next three years) will not be sufficient to cover 
the costs required to meet patient demand within SCFT services, and to support delivery of the strategic goals. This may result in 
increasing issues with access to services, including waiting times, increased health inequalities, and an inability to improve and update 
equipment and infrastructure for the benefit of patients and staff. 

Responsible 
Executive:  

Chief Financial Officer  Committee: Resources Committee  Last Updated: 21/07/22 

Links to Risks on 
the Corporate Risk 
Register with 15+ 
current score 

Date: Risk 
Register 
Number: 

Risk Title: Inherent 
Risk 
Score: 

Current 
//Risk 
Score: 

Change: 

  No 15+ risks on the Risk Register that relate directly to 
financial sustainability  

25 15  

BAF Risk Scoring 

 
Jan 
21 

Apr 
22 

Ma
y 

22 

Jun 
22 

Rationale for Risk Level: 
Target Risk Level  

(Risk Appetite) 
Target Date : 

Likelihood 3 4 4 3 Following agreement by NHSE to provide additional revenue to 
partially offset significant additional inflationary costs both Sussex 
providers and SCFT have agreed breakeven plans for 2022/23.  
However, in order to move to a breakeven position, the Trust has had 
to increase the value of its efficiency programme by an additional 
£0.9m. Although the Trust has also been successful in bidding for 
some additional investment income to cover some nationally set 
service improvements, there are insufficient funds to address all of 
the national and local priorities. Covid funding has been halved, 
although significant challenges exist within the health and social care 
system as a result of the pandemic. These factors result in a current 
risk of a financial loss in excess of £1m. This may result in some of 
the Trust’s ambitions for addressing patient waiting times and 
improving and expanding services being unable to be met in year.  
However, based upon Q1 and forecast financial performance for 
22/23 we do have mitigations to cover risks in the short term. It is 
therefore deemed appropriate that the overall risk is reduced to 15 
from July 2022. 

Likelihood 3 

31/03/23 

Consequence 3 5 5 5 Consequence 3 

Risk Score 9 20 20 15 Risk Score 9 

Cause of Risk  Built up demand from the pandemic outpacing the 
capacity budgeted. 

 Increased agency use due to service expansion, staff 
turnover and staff availability 

Impact:   Unable to meet patient demand leading to increased waiting 
times/delays. 
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 Sufficient Income streams not available for all 
nationally and locally identified community service 
developments. 

 Greater inflation than contained within the NHS 
funding settlement 

 High Cost Improvement targets as a result of above 

 Unable to meet system/commissioner requirements, 
potentially leading to delays or access issues in other 
providers 

 Unable to re-invest in services across the Trust. 

 Damage to the Trust’s reputation. 

 Impact on CQC rating. 

Current 
methods of 
management 
(controls):   

 Stakeholder communications: strong partnership relationship management arrangements, engagement with commissioners. 

 Contract/finance management: Strong contract and internal financial management. 

 Service developments/new opportunities and transformation schemes overseen through Strategic Deployment Group. 

 Corporate strategies/plans: Strategic delivery NHS England Long Term Plan, SHACP Long Term Plan, Trust reset plans, Trust 
elements of ICS recovery plans and Elective Recovery Fund. 

 Collective risk management through ICS CFOs group. 

Assurance Framework – 3 Lines of Defence  

 1st Line 
(line management, day-to-day control 

framework) 

2nd Line 
(how the organisation oversees the control 

framework)  

3rd Line 
(objective independent assurance and 

challenge)  

Assurances:   Manager financial authorisation levels 
and oversight of spend (Oracle). 

 Budget setting and monthly financial 
reports. 

 Contract meetings with NHS PS, other 
third party landlords and main 
contractors. 

 ICS Financial Leadership Group (FLG) 
(weekly). 

 Monthly review of financial metrics and 
forecasts at Resources Committee 
(assurance sub-committee to the 
Board).  

 Finance, Performance and Quality 
monthly assurance meetings with each 
of the operational Areas. 

 Reports to Executive Committee re risks 
to CIP and service developments, 
commercial opportunity decisions. 

 Reporting of financial position and any 
risks through to ICS CFOs group.(FLG) 

 CQC inspection regime (Trust rated as 
Good, with aspects of Outstanding). 

 TIAA audits on end of year accounts and 
financial systems of control. 

 ICS/NHSE provider assurance process. 

Gaps in control/assurance:  

 Uncertainty over operational planning and financial arrangements for 2022/23 under the new system-based approach to planning and funding.  

 ICS assurance processes still maturing. 

 Impact of operational pressures over winter on ability to deliver financial plans. 

 Weakness of current formal contracting governance architecture with commissioners during pandemic response phase. 

Further action required to reduce risk to target risk level in line with risk appetite  

No. Action required:  Executive 
Lead:  

Due Date:  Progress Report:  
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1 Ongoing engagement with ICS CFOs group to manage 
the risk of funding gaps at organisation/system level 
 

CFO Ongoing – 
May 22 

 System in place to review and discuss system risk – 
22/23 plan across SUSSEX is  a deficit plan 

2 Ongoing development of, and negotiations to secure 
system wide agreement to, new services/service 
developments 
 

CFO Ongoing – 
May 22 

 Negotiations ongoing to secure required investment 
from community ring fenced funding as part of the ICS 
22/23 planning round. Plans to be submitted at the end 
of April 22, with on going resultant risk management 
planning required into May 22. 

3 Close monitoring of agency spend to identify any risks CFO Ongoing  Monthly reports to Resources Committee 

4 Development work with ICS/CCG partners to revise 
current commissioner contractual framework 

CFO Q1 22/23  Initial scoping meeting with Lead exe Director and ICS 
COO taken place for this revised framework  

 SCFT team briefed and preparing revised framework 

 Work delayed by commissioners due to system 
pressures from COVID and winter 

 New process and structure to be implemented during 
Q1 22/23 

5 Business planning including efficiency plans developed for 
22/23 

CFO Ongoing  Budget setting and planning meetings with corporate 
departments and area teams in place 

 Detail of financial allocation to the ICS, and impact 
across providers to be completed during April 22 

 ICS Finance Leaders group leading financial planning 
across the system, including financial priorities for 
Sussex 

 Quality Impact assessments required for schemes that 
may risk having adverse impacts on patient care 
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Thematic Risk Summary  

BAF Reference:  ESTATES 

Risk Description:  Should the estates infrastructure, buildings and environment not be fit for purpose, then there will be an adverse impact on the efficiency and 
effectiveness of services, resulting in poor quality care and patient experience.   Premises related issues will also impact on staff wellbeing and 
retention. COVID-19 social distancing has increased accommodation pressure across the Trust and restricted services ability to restore clinical 
services. Ongoing challenges in recruitment across disciplines for Estates and Facilities team exacerbated by competition for these staff in other 
industries. 

Responsible 
Executive:  

Chief Financial Officer Committee: Executive Committee  Last Updated: 07/07/2022 

Links to Risks on 
the Corporate Risk 
Register with 15+ 
current score 

Date: Risk Register 
Number: 

Risk Title: Inherent 
Risk Score: 

Current 
Risk Score: 

Change: 

  No 15+ risks on the Risk Register that relate directly to 
estates.  

   

BAF Risk Scoring 

 
 Dec 
21 

Mar 
22 

Apr  
22 

Jul 
22 

Rationale for Risk Level: 
Target Risk Level  
(Risk Appetite) 

Target Date : 

Likelihood 4 4 4 4 Where several risks for NHSPS managed sites are being 
managed to current risk levels below 12, there is an 
accumulative risk and subsequently the risk likelihood has 
remained the same.   

Likelihood 2 Move to risk of 9 by 
01/09/22 

Target of 6 by 
01/04/2024 

 

Consequence 3 3 3 3 Consequence 3 

Risk Score 12 12 12 12 Risk Score 6 

Cause of Risk  Aging premises, requiring additional servicing and 
repair. 

 Premises infrastructure and layout not efficient for 
modern healthcare needs. 

 Premises managed and serviced by third party 
landlords and not under SCFT’s direct control. 

 Social distancing requirements have limited space 
available. 

 Rapid growth of teams and services in some areas 
causing additional pressure on space due to the 
strategic shift towards community services within the 
Long Term Plan 

Impact:   Increased demand on resources to maintain and improve the 
overall estate. 

 Increased demand on capital for investing in the future 
sustainability of the Trust. 

 Not being able to support effective efficient services may lead 
to poorer quality patient outcomes and experience, and 
reduced ability to improve staff wellbeing and working lives. 

 Ability of premises to deal with increased frequency of 
extremes weather events due to climate change 

 Constrained ability to improve premises environment at pace. 

 Constrained ability to effect strategic change and 
improvements to buildings and environments. 
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 Risk of staff across the teams moving to better paid 
industries 

 Damage to the Trust’s reputation.  

 Inability to recruit staff into roles supporting clinical care such 
as Maintenance, Facilities and Fleet may impact IPC and patient 
safety 

 Excess demand on capital programme and project 
management resource inhibiting the team’s ability to deliver 
both capital programme and strategic projects effectively  
 

Current methods 
of management 
(controls) :   

 Capital Plan prioritised and reviewed through the Trust’s governance structure. 

 Estates maintenance infrastructure in place for Trust managed premises. 

 Contract communication meetings / frameworks established with third party landlords. 

 In-house Estates Compliance & Quality Assurance professional and technical expertise. 

 An agreed NHS PS / SCFT Engagement Plan agreed as part of the Cost Transformation Project 

 Regular Estates Liaison and compliance meetings established 

 Enhanced joint working between E&FM and Clinical Teams to reduce the impact of any issues arising from premises incidents.   

 Closer working with both Infection Prevention and Control and Health and Safety Colleagues, and COVID environmental risk 
assessments in place across all occupied premises. 

 Collaborative system working at ICS estates programme board and ICS estates strategy 

 Care Without Carbon Carbon reduction and sustainability plan (current) to mitigate climate change impacts 

 Regular oversight and signposting from local facilities teams to resolve premises and operational issues 

 Package of wider benefits to be communicated clearly in recruitment processes to highlight benefits of working in the NHS 

Assurance Framework – 3 Lines of Defence  

 1st Line 
(line management, day-to-day control 

framework) 

2nd Line 
(how the organisation oversees the control 

framework)  

3rd Line 
(objective independent assurance and 

challenge)  

Assurances:   Supervisor and manager planning and 
oversight of work in accordance with 
Health Technical Memoranda (HTMs). 

 Health and safety visits of premises to 
ensure adherence to COVID risk 
assessments. 

 Estates and Facilities Senior Management 
Team meet regularly to oversee work 
programme and issues 

 Health and Safety Committee Chair’s 
Reports to Executive Committee.  

 Annual Health & Safety report to the Board. 

 Monthly review of metrics and work plans 
at the Estates Monthly Performance Review 
and bi-annual reporting on performance 
and strategic delivery to the Resources 
Committee.  

 Annual audits of specialist estates risks on Trust 
managed sites, e.g. Asbestos, High Voltage. 

 Authorised engineers for electrical systems 
and Water provide assurance reports 
against compliance with HTMs. Most recent 

reports have not identified any significant issues.  

 Most recent Six Facet Survey shows a well-
managed position. 
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 Facilities team oversight and regular audit 
against the national cleaning 
specifications 

 Monthly Estates compliance assurance 
meetings with third party landlords.  

 Annual completion of the Estates Code and 
Estates Return Information Collection 
(ERIC). 

 The development of the Premises 
Assurance Model (PAM) return to NHS E/I. 

 Capital Review Group oversight of capital 
plan prioritisation 

 Independent accreditation of carbon footprint 
on an annual basis 

Gaps in control/assurance:  
 Longer term capital programme required (including landlord plans) to identify pressures and requirements. 

 Works delayed due to extraneous pressures (operational system demands, constrained CDEL) 

 Review use and effectiveness of Six Facet Survey to comprehensively cover landlord owned properties as well Trust owned. 

 Comprehensive accurate knowledge of asset utilisation. 

 Full understanding of our risks due to climate change. 
 

Further action required to reduce risk to target risk level in line with risk appetite  

No. Action required:  Executive Lead:  Due Date:  Progress Report:  

1 Transfer of NHSPS freehold assets to SCFT  
 

CEO Q4 
2022/23  

Trust Board approved Business Cases submitted to 
DHSC; Positive feedback now received from DHSC, 
however the DHSC process has been slow, leading to 
slippage of timescale. Expecting approval imminently, 
which will then lead to the mobilisation plan to transfer.  
As of 7/7/22,  SPFT PFI issues have been resolved and 
awaiting final approval by Ministers. Not expected to 
complete until Q4 22/23. 

2 Phased development of major capital projects for 
modern specialist healthcare estate to modernise and 
support enhanced  patient care and staff working 
environment 

CEO 2024/25   BGH business case will need to be refreshed to deliver 
affordable viable scheme, with all opportunities 
explored to close capital gap.  Trust Resources 
Committee has approved decision to develop scheme 
through ProCure 23.Worthing Civic Quarter project 
business case approved Q3 2021/22 – occupation by Q1 
2024/25 
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Various additional projects planned for completion 
2025/26 – 5 year plan will be produced this financial 
year 

3 Revised premises risk assessments completed across 
property portfolio following changes to infection control 
requirements 

CEO/CNO Q3 
2022/23 

Following the government “living with Covid” plan, 
premises risk assessment need to be reviewed. The 
result is expected to reduce the pressure on premises 
that was created by social distancing, especially in areas 
not visited by patients and the general public. 
Trust agreed to move down to 1m distancing. Utilisation 
study to take place by end Sept in priority areas (to be 
defined) to ensure this is implemented. Ops/H&S took 
action away at July FPQ to reassess priority areas and 
ensure staff are adhering to reduced distancing. 

4 Secure new properties for service expansion (Urgent 
Community Response, IAPT)  

CEO Completed Secured property in Haywards Heath and Lewes for 
Urgent Community response and in Chichester and 
Worthing for IAPT.   
continuing to scope service needs in conjunction with 
clinical teams and identify solutions to match 
requirements 
Need to align to Trust wide utilisation assessment and 
development of longer term agile working patterns 

5 Agree a Trust-wide approach to ‘place of work’ aspects of 
flexible working  

HRD/CEO Q3 
2022/23 

Place of Work project initiated 
wellbeing and staff rest areas, ‘Worksmarter’ 
arrangements; incorporation of flexible working to 
support estates and ICT digital strategies through 
flexible working and room/clinic/hot desk booking 
system. A series of engagements with services will 
continue to quantify impact on future estate 
requirements.  Use opportunities of new hubs to 
implement suitable working environments as well as 
reconfigure estate to accommodate service growth 
(before consideration of new premises) 
Agree Accommodation Policy for standardisation 
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6 Regularisation of accommodation agreements for leased 
estate 

 

CEO Q4 
2022/23 

Slipped due to need to clarify inaccurate charging from 
NHS PS prior to signing all agreements. MOTOs 
(Memorandum of Tenant Occupation) being agreed and 
implemented for NHS Property Services (NHSPS) 
premises. 
Leases and Licences being agreed and implemented for 
other NHS PS properties. 
Regular engagement meetings between NHSPS & SCFT 
Senior Estates leaders – however resultant progress is 
slower than desired. 
Agreed same process is to be implemented for SPFT. 

7 Development of new Green Plan and delivery against 
Strategy 

CEO Q2 
2021/22 
 
Q4 22/23 

New Care Without Carbon Strategy Approved Sep 22 
 
 
Agreement of detailed targets and application to 
services across the trust 
 
Progressing immediate actions (business case for 
Chailey NZC now in implementation stage) 

8 Climate change impact assessment for Trust owned and 
leased premises (as part of ICS review) 

CEO Q1 
2022/23 

Completion and approval of ICS Business Case – Impact 
assessment in progress – currently reviewing initial 
draft. Expected to be completed by end Q2; slightly 
later than anticipated due to delays in procurement at 
the start of the project. 

9 Implementation of new National Standards of Healthcare 
Cleanliness 2021 

CEO Q3 
2022/23 

Assess current against new standard – complete. 
Co-ordinating with Infection Prevention and Control 
teams. 
Review being undertaken for resource impact – paper 
to go to Exec regarding current over-delivery in places. 
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Thematic Risk Summary  

BAF 
Reference:  

INTEGRATED CARE SYSTEM  

Risk 
Description:  

Should the Trust be unable to develop and deliver its strategy in collaboration with partner organisations and bodies there could be an 
adverse impact on its ability to deliver its strategic goals. 

Responsible 
Executive:  

Chief Executive  Committee: Executive Committee  Last Updated: 21//07/22 

Links to Risks 
on the 
Corporate Risk 
Register with 
15+ current 
score 

Date: Risk 
Register 
Number: 

Risk Title: Inherent 
Risk 
Score: 

Current Risk 
Score: 

Change: 

  No 15+ risks on the Risk Register that relate directly to system 
fluidity. 

   

BAF Risk Scoring 

 
Dec 
21 

Mar  
21 

May 
22 

Jul 
22 

Rationale for Risk Level: 
Target Risk Level  

(Risk Appetite) 
Target Date: 

Likelihood   2 2 As the healthcare sector is moving from a 
commissioner/provider model to Integrated Care Systems, 
this new risk replaces the previous System Fluidity thematic 
risk. The likelihood of the risk crystallising is currently Unlikely 
(2) however collaborative working across pathways and with 
other organisations is key to multiple strategic and 
operational objectives meaning the consequence of this risk 
is Major (4). 

Likelihood 3 

 
01/04/2023 

Consequence   4 4 Consequence 2 

Risk Score   8 8 Risk Score 6 

Cause of Risk  Changing organisational status and 
accountabilities. 

Impact:   Unable to influence the direction of change in the local health 
economy. 

 Mis-alignment of system changes with the needs of the 
community and poor quality outcomes/patient experiences. 

 Delays in decision-making. 

 Damage to the Trust’s reputation.  
 

Current 
methods of 
management 
(controls):   

 Regular SCFT executive engagement and attendance at System Leadership Forum and Place Based/ICP planning meetings. SCFT 
substantive CEO chairs ICS level Primary and Community Collaborative Network and SCFT Chief Medical Officer co-chairs ICS Wide 
Clinical Leadership Group. 

 Corporate objectives focus on actions to deliver the Trust’s emerging strategy. 

 Engagement with system leaders as part of the SCFT strategy process. 

 Full engagement with the upcoming ICS strategy process, and alignment with Trust strategic work. 
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 Influence at Strategic/Clinical networks: ICS Clinical Leadership Group, Urgent and Emergency Care Network, System Resilience 
Groups, A&E Delivery Boards. 

 Stakeholder engagement: proactive relationship management with the ICB and other Provider CEOs. Focus on primary care leaders 
and stakeholders, and ensure SCFT attendance at key primary care engagement events. 

 Leadership: regular Board and senior leadership team discussions about the ICS and other national and local strategic developments. 
 

Assurance Framework – 3 Lines of Defence  

 1st Line 
(line management, day-to-day control 

framework) 

2nd Line 
(how the organisation oversees the control 

framework)  

3rd Line 
(objective independent assurance and challenge)  

Assurances:   Internal governance 
meeting/reporting structures  
 

 Regular reporting by the CEO to the 
Board on ICS/system developments. 

 Stakeholder feedback (incl. partner 
representation on Council of Governors 
(CoG). 

 System assurance meetings held quarterly with 
ICS and regional executive leaders. 

 ICS governance, strategy and place based 
plans. 

 NHSEI regional teams. 

Gaps in control/assurance:  

 Lack of clarity from NHSEI regarding development and implementation of provider collaboratives. 

 Clarity on population outcomes, prevention plans and specific priorities for change defined within 'place based plans' is limited. 

 Three CCGs in Sussex were disbanded 30/06/22 and leadership structures are still embedded, therefore some ambiguity still exists regarding 
relationships and service developments. 

 ICS governance structures are emerging and decision making at organisation, place and ICS level remains ambiguous at times. 
 

Further action required to reduce risk to target risk level in line with risk appetite  

No. Action required:  Executive 
Lead:  

Due Date:  Progress Report:  

1 On-going support to 
development and subsequent 
implementation of ICS plans.  

CEO Ongoing Sussex ICS governance and assurance plans are progressing.      
The publication of legislation on 6 July 2021 means that more concrete work 
can now begin to develop and formalise governance and assurance 
arrangements through a statutory integrated care body and an integrated care 
partnership (ICP).   

2 Leading and influencing the ICS 
Primary and Community Care 
Collaborative Network. 

CEO Ongoing SCFT Chief Executive Chairs the ICS Primary and Community Care 
Collaborative.   

3 Ensure delivery of corporate 
objectives with quarterly updates 
to Board (Executive team). 

CEO Ongoing Corporate Objectives and milestones developed and work in train.  
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4 Involvement and influence of 
outputs from ICS Clinical 
Leadership Group. 

CMO/CN Ongoing The SCFT CMO is joint chair of the Clinical Leadership Group and the CN is 
also a member of this group. 

5 Continued and regular 
communication and engagement 
with staff, CoG and stakeholders 
(Executive team). 

CEO Ongoing ICS updates provided at monthly SLEC meetings, and regular engagement 
through monthly WELT meetings.  

6 Regular meetings and 
relationship building with primary 
care and ICS leaders to ensure 
effective communication and 
influence with regards to ICP and 
PCN development (Executive 
Team). 

CEO Ongoing Continued engagement planned. Executive level membership from SCFT at all 
three place based ICPs across Sussex. 
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Thematic Risk Summary  

BAF Reference:  QUALITY & PATIENT EXPERIENCE  

Risk Description:  Should the Trust be unable to demonstrate delivery of continuous and sustained improvement in the quality of care and compliance 
with evidence-based clinical standards, there will be a resulting adverse impact on patient safety and patient experience. Poor quality 
care or patient experience outcomes may affect the Trust’s goal of being recognised as an Outstanding organisation. 

Responsible 
Executive:  

Chief Nurse  Committee: Quality Improvement Committee  Last Updated: 07/07/2022 

Links to Risks on 
the Corporate Risk 
Register with 15+ 
current score 

Date: Risk 
Register 
Number: 

Risk Title: Inherent 
Risk 
Score: 

Current 
Risk 
Score: 

Change: 

  No operational risks with a score of 15+.    

BAF Risk Scoring 

 
Jul 
21 

Nov 
21 

Jan 
22 

May 
22 Rationale for Risk Level: 

Target Risk Level  
(Risk Appetite) 

Target Date: 

Likelihood 4 4 4 4 The current key impact on delivery is the capacity of our 
clinical workforce. Increasing demand through seasonal 
pressures, a requirement to address waiting lists, and the 
expansion of services will stretch staffing resources, further 
compounding this risk. There remains a Moderate (3) risk to 
the quality of patient care.  

The likelihood of the risk materialising remains as Likely (4). 

Likelihood 3 

30/09/2022 

Consequence 3 3 3 3 Consequence 3 

Risk Score 12 12 12 12 Risk Score 9 

Cause of Risk:  Pressure of COVID-19 precautions and outbreak 
management may impact the Trust’s continued 
quality improvement.   

 Pressure of sessional / winter surge, system 
demands and patient flow. 

 Processes for implementation from learning following 
incidents, complaints and other metrics may not be 
consistently applied, embedded or effective. 

 Clinical workforce challenges because of the 
transmissibility of the Omicron variant.  

Impact:  Failure to provide safe and quality care may result in: 

 poor outcomes due to patients deconditioning whilst 
waiting for care packages;  

 poor patient experience; 

 impact on the Trust’s reputation, registration and 
regulatory compliance (incl. CQC rating); and 

 a potential detrimental impact on staffing recruitment 
and retention. 

Current 
methods of 
management 
(controls):   

 Plan in place to assess against CQC KLoEs at a service level as part of ‘business as usual’. 

 Suite of quality indicators with reporting processes at area and Trust level. 

 Continuous review of NICE recommendations and communication of new/changing requirements by the Quality Effectiveness Team. 

 Specialist leads in post to promote consistent high professional care (e.g. leads for Dementia, Falls, End of Life) and specialist leads 
for patient safety, experience and clinical effectiveness. 
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 PALs & Complaints service to receive and coordinate with services to enable a responsive service to patients. Continuous review of 
themes, and FFT survey results, to share and incorporate leaning from mistakes. 

 Quality Improvement (QI) re-launch and training available for all staff to promote and support local improvement projects. 

 Freedom to Speak up guidance and processes in place to allow staff to speak up where there is poor care or safety concerns. 

 Implementation of local business continuity plans and national community services prioritisation framework. 

Assurance Framework – 3 Lines of Defence  

 1st Line 
(line management, day-to-day control 

framework) 

2nd Line 
(how the organisation oversees the control 

framework)  

3rd Line 
(objective independent assurance and 

challenge)  

Assurances:   Suite of clinical policies in place. 

 Incident reporting/management on Datix. 

 Sit & See, and peer reviews to provide 
services with constructive impartial 
feedback and assurance to managers. 

 Team safety huddles and service 
governance meetings. 

 Complaint review actions recorded and 
managed on Datix (increased visibility and 
oversight). 

 Area Governance meetings review quality 
and patient experience metrics, including 
oversight of complaints and word clouds of 
patient feedback (introduced Feb 21).  

 Services receive monthly FFT and 
PALS/complaints reports. 

 Weekly review of complaints, incidents, 
and investigations by Quality & Safety 
(Q&S) Dept. with Area Nurses and 
CN/CMO. 

 Dissemination and assurance of safety 
alerts.  

 KLOE Dashboard provides operational 
managers and groups/committees with 
oversight of quality metrics. 

 Freedom to Speak Up and Patient Safety 
Specialist available for staff to raise 
concerns. 

 Clinical Harm Review panel reviews 
impact of waiting lists with harm 
(completed but will stand up as 
required). 

 Quality Improvement Committee (QIC) 
provide assurance to the Board. 

 Monthly review of quality and safety 
metrics and assurance updates at Trust 
Wide Governance Group (TWGG). 

 Clinical Effectiveness Group (CEG) 
assurance on NICE guidance, clinical 
audits and peer reviews. 

 Patient Experience Group (PEG) review 
outcomes from complaints, PALs, 
patient surveys, etc. PEG monitor and 
have oversight of the detailed 
implementation plan for the Patient 
Experience Strategy. 

 Review of governance group/committee 
meetings to support Business 
Continuity.  

 IPC BAF quarterly review and update to 
Board via QIC. 

 FFT results and narrative reviewed 
monthly by Q&S Dept. 

 Health and Safety visits and checks on 
ventilation in SCFT managed communal 
areas and services’ respiratory 
environmental risk assessments. 

 Patient Experience Strategy approved at 
QIC 18/3/2021.   

 CQC inspection regime (Trust rated as 
Good, with aspects of Outstanding). 

 CQC Transitional Monitoring Assurance 
completed for IPC BAF positively. 

 Monthly Clinical Quality Review Meeting 
(CQRM) with CCG to review clinical 
quality and risk.  

 CCG review Serious Incident reports 
before closure. 

 CCG provided positive feedback following 
attendance at Serious Incident Root 
Cause Analysis Review Group 
(SIRCARG). 

 PEG membership includes patient and 
Healthwatch representatives, who are 
involved in decisions and shaping future 
objectives for the group. 

 Other external visits/inspectorates include 
Health Watch, Ofsted, PHE QA. 

 The Trust is a key member organisation 
of statutory safeguarding boards in 
Sussex. 

 TIAA audit of FTSU arrangements 
(reasonable assurance). 

 TIAA audit of patient experience strategy 
(reasonable assurance). 
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 Daily review and escalation where required 
of staffing in Areas. 

 

 Monthly reporting against safer staffing 
templates in ICUs to TWGG and QIC. 

 Safer staffing review completed and 
recommendation approved; 
implementation plan in place for delivery 
by 1 April 2022. 
 

Gaps in control/assurance:  

 Audits, peer reviews and surveys only provide a snapshot and pockets of poor quality or patient experience may go unnoticed.   

 As more clinics and face to face appointments are re-established, assurance measures have to implemented, or existing assurance measures 
extended, to ensure managers are receiving assurance on the status and quality of the new clinics/appointments. 

 Individuals’ resilience may cause lapses in care – refer to Workforce Resilience thematic risk. 

 Limited oversight of potential gaps in clinical training. 

 Being able to demonstrate improved outcomes as a result of Quality Improvement (QI)  

 Assurance of escalation of quality issues at Area Finance, Performance and Quality (FPQ) to Executive FPQ. 

 

Further action required to reduce risk to target risk level in line with risk appetite  

No. Action required:  Executive Lead:  Due Date:  Progress Report:  

1 Co-ordinated plan of audits, peer reviews, 
surveys and Friends & Family Test (FFT) to 
enable sharing of good practice and to identify 
any gaps where there is insufficient monitoring 
of quality and patient experience. 

CN Completed FFT relaunched with QR codes enabling online surveys.  
Role and quality of Clinical Audits and Peer Reviews being 
reviewed by new Quality Development Lead (started July 
2021). 
 

2 Strengthening of quality triangulation between 
Area Governance meetings and TWGG. This 
will include the review of quality metrics and 
local intelligence with Area Nurses, FTSU, 
Quality & Safety Dept. and QI. 

CN 01/09/2022 Good systems in place for sharing information between FTSU, 
Q&S, audit. 
Metrics and reporting of escalations at Exec FPQ being revised 
currently 
Metrics to support Safer Staffing dashboards drafted and 
piloted at TWGG; some further development required. 
New patient safety report produced with pareto charts to show 
‘critical few’ in relation to incidents. 

3 Review of current quality metrics reported in 
the KLOE Dashboard to ensure they are 
relevant. 

CN 01/09/2022 Metrics and reporting of escalations at Exec FPQ being revised 
currently 
Metrics to support Safer Staffing dashboards drafted and 
piloted at TWGG; some further development required. 
New patient safety report produced with pareto charts to show 
‘critical few’ in relation to incidents. 

4 Development of the Patient Experience and 
Engagement Strategy to strengthen our 

CN Completed Draft strategy signed off in December 2020 and approved at 
QIC in March 2021. Implementation plan developed and will be 
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understanding of patient experience and 
involvement of patients. 

monitored at the Patient Experience Group (PEG) with 
exception report to TWGG. 

5 Completion of review of patients waiting for 
podiatry treatment. 

CN Completed Podiatry medical review of waiting lists completed. The Clinical 
Harm Review panel was introduced in November 2020, and is 
reviewing patients from other services (i.e. Diabetes Care For 
You, Audiology, and Pain), and as of 6 April only 10 podiatry 
patients were waiting to be reviewed. TWGG agreed on 6 April 
that action could be closed. 

6 Recruitment to vacant roles in IPC team. CN Completed 2 x Fit testers (6 month contracts) now in post and two Band 6 
start in Aug/Sep 2021 – although long-term training and 
development will be required for these specialist roles. 

7 Implementation of business continuity plans for 
IPC team. 

CN Completed Successful recruitment into the team. 

8 Safer Staffing review to be completed and 
shared with the Trust Board. Implementation 
plan to be agreed. 

CN 
 
CN 

Completed 
 
 

Nursing draft report shared with Executive team on 08/11/21 
and implementation plan being delivered; new templates to be 
operational by 1 April 2022. 
  

9 Review of clinical training to be discussed at 
Learning and Organisational Development 
(LOD) Group and Workforce Committee. To 
include clarity of role based clinical skills and 
availability of training. 

CN 01/09/2022 Review of professional development team completed; to be 
shared at SLEC in May 22. 
Broader review underway as part of corporate objectives and 
led by CPO. 

10 Relaunch of QI programme: 
- Website 
- Resources 
- Training 
- Communications plan 
- Alignment with change management  
- Metrics to be drafted and approved 
- Governance arrangements to be 

confirmed 

CN Completed New website developed, communications plan for relaunch in 
progress. Team roles and leadership being reviewed. 
 
Relaunch commenced; website has gone live, training being 
delivered (although paused due to Omicron wave) and head of 
QI key member of Ideas Forum (launched January 2022). 

11 Sharing case studies from QI projects to 
demonstrate improved outcomes 

CN 01/09/2022 QI team set a target for completing case studies from projects 
Quarterly reporting to SLEC and QIC 
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BOARD OF DIRECTORS – PUBLIC MEETING 
28th July 2022 

 

Agenda Item Number:  5 

 

Report Title: Care Without Carbon Delivery Plan 

 

Purpose: Approval X Assurance  Discussion  Briefing 
 

           

Summary: 
Last year, the Trust set out its commitment to achieving the NHSEI Net Zero 
Carbon targets or exceeding them where possible.  
 
Since the programme started in 2010, the Trust has made significant progress, 
seeing a 43% reduction in its carbon footprint over 10 years. From here on, 
however, the scale of the challenge increases significantly. For the first time in 
2021/22 we saw an increase in our Trust carbon footprint. The carbon reductions 
we benefitted from during the pandemic, primarily as a result of reduced business 
travel, have reversed. As we return to a ‘new normal’, our associated health and 
climate impacts are rapidly increasing. Without immediate intervention we have a 
high risk of negatively impacting the health and wellbeing of the communities we 
serve and missing our emissions target for 2025. 
 
This Delivery Plan sets out: 
 
Our core commitments, balancing the need to ensure we retain our focus on the 
immediate challenges facing care delivery with the gravity of the health impacts of 
climate change on our patient population. These commitments are to: 

 Meet the NHSEI Net Zero targets for our direct and indirect emissions (25% 
reduction from 20/21 by end 25/26). 

 Exceed NHSEI targets where possible by setting stretch targets in areas 
where we have direct control and where we can identify appropriate funding.  

 Show leadership in the sector through our work to understand and reduce 
our indirect emissions (NHS Carbon Footprint Plus). 

 
Carbon reduction project opportunities in our three key areas of impact: estate, 
travel and anesthetic gases.  
 
Focus areas for delivery in 22/23 including projects which will be primarily 
delivered by the Care Without Carbon (CWC) team and those which require more 
joined up working and support from across the Trust. This includes projects in agile 
working, clinical travel and anesthetic gases. 
 
CWC programme governance and resourcing update. 
 

Recommendation: To discuss and approve the CWC Delivery Plan. 
 

Previously reviewed by:  Executive Committee. 
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Relevance to Trust’s Strategic Goals: 
The Trust’s sustainable healthcare principles and delivery of this Green Plan 
relates to all of the Trust’s strategic goals (Population Health; Quality Improvement; 
Patient Experience; Thriving Staff; Value and Sustainability) 

Relevance to CQC Domains: 
The sustainable healthcare principles and delivery of the green plan relates to all of 
the CQC domains (Safe; Caring; Responsive; Effective; Well Led) 
 

Equality and Diversity: 
No E&D implications  

Report author: 
Susie Vernon – Associate Director 
Sustainability 
 

Report owner:  
Mike Jennings – Interim Chief Executive 
Officer 
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Care Without Carbon Delivery Plan 

EXECUTIVE SUMMARY 

Our environment | Our health | Our commitment 

Draft v4.0 
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2 
 

CWC Delivery plan: Executive Summary 

Our environment | Our health | Our commitment  

 

Climate and health in Sussex 

The climate crisis is a health crisis; our changing climate is negatively 

impacting on the health of our communities in Sussex, the UK and across the 

globe. Heatwaves in 2020 caused 530 excess deaths in the South East alone – 

more than any other region. Areas with poor air quality in Brighton saw 

higher than average incidence of lung cancer and deaths due to cancer, 

circulatory disease and stroke and above average hospital admissions for 

COPD and stroke. 

The way we currently deliver healthcare – as an NHS and at Sussex 

Community – is contributing to climate change; and therefore contributing to 

these health problems. 

Our Green Plan (September 2021) sets out how we will tackle this through 

our Care Without Carbon framework, ensuring we are able to continue to 

provide excellent care in the heart of the community in the context of climate 

change. 

Our vision through Care Without Carbon: Together we lead the way in Net 
Zero Carbon healthcare, protecting the environment on which our health 
depends. 

 
 
 
 
 
 

NZC: the scale of the challenge 
  
NHS England’s Net Zero targets for sustainable healthcare are ambitious:  

• Net Zero by 2040 for direct emissions (NHS Carbon Footprint), with 
an interim target of 80% reduction by 2028-32.  

• Net Zero by 2045 for indirect emissions (NHS Carbon Footprint Plus), 
with an interim target of 80% by 2036-39.  

 
Since the programme started in 2010, the Trust has made significant 
progress, seeing a 43% reduction in it’s carbon footprint over 10 years.  
 
From here on, the scale of the challenge increases significantly. For the first 
time in 2021/22 we saw an increase in our carbon footprint. The carbon 
reductions we benefitted from during the pandemic, primarily as a result of 
reduced business travel, have reversed. As we return to a ‘new normal’, our 
associated health and climate impacts are rapidly increasing.  
 
Without immediate intervention we have a high risk of negatively impacting 
the health and wellbeing of the communities we serve and missing our 
emissions target for 2025. 
 
Taking a balanced approach 
 
Healthcare demands action in the present; and as an NHS trust, our patient 
needs are paramount.  
 
Our challenge is meeting the immediate needs of our patients while also 
creating the change needed to adapt to and mitigate against climate change, 
with its attendant impact on the health of our patients and communities. 
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NZC: our commitment 
 
As a leader in the sustainable health and care sector, our Green Plan (Sept 
2021) set out our commitment to achieving the NHSEI Net Zero Carbon 
targets or exceeding them where possible.   
 
In practice, even meeting the minimum requirements of the NHSEI targets is 
going to be a significant challenge. We are working with clear constraints: the 
complexity of our estate and services; the necessity for clinical travel as a 
community trust; the proportion of our estate that is leasehold; the lack of 
certainty over external funding streams to support decarbonisation. 
 
Balancing the need to retain our focus on the immediate challenges facing 

care delivery, with the gravity of the health impacts of climate change on our 

patient population, we are making the following three core commitments: 

1. We will meet the NHSEI Net Zero targets for our direct and indirect 

emissions, taking the mid-point of the interim target for our direct 

impacts. This means reducing our direct carbon footprint (NHS 

Carbon Footprint) by 25% from 20/21 by end 2025/26. 

2. We will exceed NHSEI targets where possible by setting stretch 

targets in areas where we have direct control and where we can 

identify appropriate funding. During 22/23 we will explore the 

opportunity to set stretch targets in our owned estate. 

3. We will show leadership in the sector through our work to 

understand and reduce our indirect emissions (NHS Carbon Footprint 

Plus). This will include pioneering approaches to circular economy, 

developing our expertise in sustainable community care pathways 

and integrating our Sustainable Healthcare Principles into core 

business processes and practice. These principles are crucial to 

embedding sustainable thinking into how we operate both clinically 

and non-clinically as a healthcare provider. 

Carbon opportunities mapping 

Meeting our core commitments NZC targets to 2025/26 and beyond will not 

be easy. This paper identifies a range of carbon reduction project 

opportunities in our three key areas of impact – our estate, travel and 

medical gases – to 2025/26 and (where possible) to 2030/31. In total, we 

have identified projects totalling a carbon reduction of 1,389tCO2e to 

2025/26, with an emissions gap of 13tCO2e still to find.  

  Carbon reduction 
required by 25/26 (core 
commitment) (tCO2e)  

Carbon reduction 
opportunities 
identified* (tCO2e)  

Difference 
(tCO2e)  

Estate (owned 

& leased) 

1035  1073  +38  

Travel  317  251 -66 

Medical gases  24 64 +40 

TOTAL  1,376 1,389 -13 

Figure ES1: table showing summary of carbon opportunities identified        
*net figure including influence from external sources e.g. NHSPS reductions in line 

with targets, grid decarbonisation and business mileage increases 

As we develop detailed heat decarbonisation plans for our owned estate, we 

aim to identify further project opportunities for funding through external 

sources (e.g. PSDS). This will be required to meet this emissions gap, provide 

flex for other projects that may be more challenging to deliver, and 

potentially go further towards our stretch targets. 
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Focus areas for delivery: 22/23 

The Green Plan action plan has been updated to reflect the opportunities 

identified, with a summary of our 12 month action plan provided.  

Some of these carbon reduction projects can be undertaken as relatively 

discrete projects through the Care Without Carbon team or through the 

estates department, with input required from wider stakeholders across the 

Trust. For example: 

• Owned estate: Installation of energy efficient technologies within our 

owned estate (e.g. Chailey Westfield NZC-R or Insulation and heat pump 

at Portslade HC) 

• Operational fleet: 80% electrification of our operational fleet (couriers 

and pool cars) 

• Indirect emissions: waste management, food and catering 

• Staff engagement: development and delivery of a new programme of 

engagement to enable delivery with a focus on embedding the 

Sustainable Healthcare Principles into core business. 

Other projects will require either significant joined up working across the 

Trust or deeper support from areas outside of CWC/E&F. For example: 

• Agile working: embedding a culture of agile working across the Trust, 

aiming for 1 in 4 meetings to be held face-to -face with the remainder to 

be delivered remotely. 

• Clinical travel: accelerating and scaling clinical digital projects to increase 

efficiencies in staff travel and productivity (e.g. route optimisation and 

patient monitoring, virtual appointments). 

• Anaesthetic gases: Reduce the use of Nitrous Oxide within our dental and 

MIU / UTC areas or implement NOx recovery technology. 

• Indirect emissions: sustainable care pathways, circular economy, patient 

travel/staff commute. 

Resource  

Delivery of these carbon reduction opportunities – along with the three core 

commitments outlined above – will require additional resource.  

It is envisaged this will initially be focussed within the CWC team as the 

provider of specialist expertise to other areas of the Trust. In due course we 

would aim to migrate this expertise to sit within our clinical and non-clinical 

services directly to ensure full integration within core business. A business 

case for this resource will be developed as a follow up to this Delivery Plan. 

Capital funding will also be required to deliver these carbon reduction 

opportunities. Subject to detailed feasibility studies, the estates projects 

identified to 2025/26 are deliverable within the Trust's capital ongoing 

funding allocation for energy efficiency projects (£200K/yr). Costs are still 

being worked up for travel and medical gases projects. In all cases, business 

cases will be developed for projects prior to sign off and delivery. 
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Care Without Carbon Delivery Plan 

Our environment | Our health | Our commitment 

Draft v4.0  
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Introduction 

Climate and Health 

The climate crisis is a health crisis; our changing climate is negatively 

impacting on the health of our communities in Sussex, the UK and across the 

globe: 

• Heatwaves in 2020 caused 530 excess deaths in the South East alone 

– more than any other region. 

• In Brighton and Crawley those clinically at risk are cautioned to limit 

outdoor activities within their communities on days where air 

pollutants exceed safe levels. 

• Areas with poor air quality in Brighton saw higher than average 

incidence of lung cancer and deaths due to cancer, circulatory disease 

and stroke and above average hospital admissions for COPD and 

stroke. 

Vulnerable populations are most at risk from the harmful effects of climate 

change: older people (65+), those with chronic and severe illness, and infants. 

 

The way we currently deliver healthcare – as an NHS and at Sussex 

Community – is contributing to climate change; and therefore also 

contributing to health problems.  

 

 

 

 

 

 

 

Our approach to sustainability and Net Zero 

In 2020, NHS England and NHS Improvement (NHSEI) set ambitious new 

sustainability targets for NHS providers to tackle this: 

• Net Zero by 2040 for direct emissions (NHS Carbon Footprint), with 

an interim target of 80% reduction by 2028-32. 

• Net Zero by 2045 for indirect emissions (NHS Carbon Footprint Plus), 

with an interim target of 80% by 2036-39.  

As a leader in the sustainable health and care sector, we are committed to 

achieving these targets or exceeding them where possible.  

Our Green Plan (September 2021) sets out how we will tackle this through 

our Care Without Carbon framework, ensuring we are able to continue to 

provide excellent care in the heart of the community in the context of climate 

change.  

 

Our vision through Care Without Carbon: Together we lead the way in Net 

Zero Carbon healthcare, protecting the environment on which our health 

depends. 

 

This paper is our Delivery Plan. Here we set out: 

1. Net Zero Carbon Delivery Plan 

o SCFT carbon footprint 

o Our core Net Zero commitments  

o Project options for achieving these targets for our estate, 

travel and anaesthetic gases  

2. CWC programme governance and resourcing  
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1. Net Zero Carbon Delivery Plan 

 

Our environmental impact: NHS Carbon Footprint Plus 

In our Green Plan 2021 we set out our NHS Carbon Footprint Plus, 

incorporating both our direct and indirect impacts as a Trust: 

• NHS Carbon Footprint 20/21 (direct emissions only): 5,558 tCO2e 

• NHS Carbon Footprint Plus 20/21 (including indirect emissions): 

23,158 tCO2e 

The graph opposite shows the components of our carbon footprint – and the 

breadth of our carbon impact as a Trust.  

 

 

 

 

 

 

 

 

 

 

 

Figure 1: Sussex Community NHS Carbon Footprint Plus 2020/21 as set out in 

our Green Plan 2021.  

05
 C

W
C

 D
el

iv
er

y
P

la
n

Page 53 of 164
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Net Zero Carbon: our core commitments  

As a Trust we see the importance of delivering a more sustainable NHS – in 

order to ensure we are able to continue to provide excellent care in the heart 

of the community in the context of climate change.  

We have committed not only to achieving the NHSEI Net Zero targets, but 

where possible to exceed them.  

Several public sector organisations have committed to reaching NZC earlier 

than the mandated 2040 target date.  

We know that the earlier we act, the greater the positive impact on our 

patient populations. Bringing our NZC targets forward to 2030 for example, 

would cut our cumulative emissions by 23,493tCO2e compared to the 2040 

target, reducing air pollution and reducing the impact of climate change on 

populations in Sussex. 

In practice, the current NHSEI targets are extremely ambitious given the 

complexity of our estate and services, the necessity for clinical travel as a 

community trust, the proportion of our estate that is leasehold and the lack 

of certainty over external funding streams to support decarbonisation. 

 

 

 

 

 

 

 

 

Balancing these constraints with the gravity of the health impacts of climate 

change on our patient population, we are making the following three core 

commitments: 

1. We will meet the NHSEI Net Zero targets for our direct and indirect 

emissions, taking the mid-point of the interim target for our direct 

impacts. This means reducing our direct carbon footprint (NHS 

Carbon Footprint) to 4161tCO2e from 20/21 by end 2025/26. 

2. We will exceed NHSEI targets where possible by setting stretch 

targets in areas where we have direct control and where we can 

identify appropriate funding. During 22/23 we will explore the 

opportunity to set stretch targets in our owned estate. 

3. We will show leadership in the sector through our work to 

understand and reduce our indirect emissions (NHS Carbon Footprint 

Plus). This will include pioneering approaches to circular economy, 

developing our expertise in sustainable community care pathways 

and integrating our sustainable healthcare principles into core 

business processes and practice. 
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NHS Carbon Footprint Plus targets (including indirect emissions) 

For our NHS Carbon Footprint Plus, we maintain our commitment to reach 

Net Zero Carbon by 2045, reaching an 80% reduction between 2035 and 2039 

in line with the interim targets set out by NHSEI. We have not set a 2025/26 

target for our NHS Carbon Footprint Plus as the methodology does not yet 

exist to measure progress year-on-year1.  

With 80% of our NHS Carbon Footprint Plus determined by clinical decisions, 

if we are to hit Net Zero Carbon we must change the ways we deliver care. 

This demands an approach that focuses on clinical integration more than ever 

before.  

We will show leadership in the sector through our work to understand and 

reduce our indirect emissions (NHS Carbon Footprint Plus). This will include 

pioneering approaches to circular economy, developing our expertise in 

sustainable community care pathways and integrating our sustainable 

healthcare principles into core business processes and practice.  

Four of our workstreams in particular – Evolving Care, Circular Economy, 

Culture and Partnership & Collaboration – are focussed on achieving this.  

 

 
1 Current methodologies for supply chain carbon footprint give an understanding of 
the scale of the challenge but are based on £ spent on products rather than on 

 

 

Figure 2: NHS Carbon Footprint Plus from Delivering a ‘Net Zero’ National 

Health Service (2020) illustrates the breakdown of footprint for the NHS, 

including detail of the different aspects making up our indirect impacts. 

 

 

environmental impact of those purchased products. As such, although carbon 
footprint can be measured, it is not yet possible to measure change year on year. 
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NHS Carbon Footprint targets (direct emissions only) 

For our NHS Carbon Footprint, our core commitment is to deliver our Green 

Plan targets in line with NHSEI requirement as follows, measured against our 

2010/11 baseline: 

• 80% reduction by 2030/31, based on meeting the mid-point of the 

NHSEI target 

• 57% reduction by 2025/26. 

In addition, however, we are committed to exploring and setting stretch 

targets in some key areas of our carbon footprint, in particular: 

• Bringing forward our interim NZC target date to the earliest within 

the NHSEI range i.e. 80% reduction by 2028 (additional emissions 

savings of 7,629tCO2e by 2040) 

• Achieving NZC by 2035 for our owned estate (additional saving of 

1410tCO2e by 2040). 

• Setting a carbon budget for the Trust (or the ICS) 

• Other scenarios as appropriate 

Some of these scenarios are outlined in Figure 3 to give a sense of the scale of 

the challenge. 

These will be explored over the next 12 months through detailed feasibility 

studies, and detailed stretch targets implemented from 2023/24. Our focus 

initially will be on setting stretch targets in areas under our direct control (e.g. 

our owned estate) and where we can identify potential funding opportunities.  

 

 

 

 

Figure 3: SCFT stretch targets for NZC – scenario modelling 
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Net Zero Carbon: trajectory to 2025 and 2030 

 

In 2020/21 our NHS Carbon Footprint was 5,558tCO2e. To meet our core NZC 

carbon targets, we need to: 

• reduce our emissions by at least 25% from 2020/21 levels by 

2025/26; that’s a reduction of 1,398tCO2e over five years to 

4,161tCO2e; and then 

• reduce our emissions by at least a further 2,226tCO2e by 2030/31 to 

1,935tCO2e. 

The graph on the opposite page (Figure 4) illustrates the scale of carbon 

reduction required to meet these targets, comparing the ‘Do Nothing’ 

trajectory2 with the SCFT on target trajectory. The graph also highlights 

carbon reduction opportunities in the following four key areas: 

• Owned estate: emissions savings from our owned estate, primarily 

from electricity and gas. This includes only our currently owned 

buildings. 

• Leased estate: emissions savings from our leased estate, most of 

which is NHSPS owned.  

• Travel: emissions savings from our operational fleet (owned courier 

vehicles as well as pool cars), and staff business travel 

• Medical gases: emissions savings from inhalers and NOx 

These savings are discussed in further detail in the following section. 

 
2 The ‘Do Nothing’ scenario accounts for the reductions that are likely to be seen 
without any sustainability interventions at SCFT & assuming service delivery (and 
therefore consumption) remains at 2020/21 levels. The reduction in emissions seen 
under this scenario is primarily due to the decarbonisation of the electricity grid and 

 

Figure 4: Sussex Community Net Zero Carbon trajectory to 2025 and 2030 

targets  

the upcoming ban on new fossil fuelled vehicles from 2030 and associated move 
towards EV. We have allowed for some increase in business travel as a result of staff 
returning to pre-pandemic work activities. 
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Carbon reduction opportunities 

Meeting our core commitments NZC targets to 2025/26 and beyond will not 

be easy. This paper explores a range of carbon reduction project 

opportunities in our three key areas of impact – our estate, travel and 

medical gases – to 2025/26 and (where possible) to 2030/313. 

In total, we have identified projects totalling a carbon reduction of 

1,389tCO2e to 2025/26, with an emissions gap of 13tCO2e still to find, as 

summarised below. 

 Carbon 
reduction 
required by 
25/26 – core 
commitment 
(tCO2e) 

Carbon 
reduction 
opportunities 
identified * 
(tCO2e) 

Differe
nce 
(tCO2e
) 

Additional 
reduction 
requirement 
under stretch 
scenario 
(tCO2e) 

Estate 1035 1073 +38 85 (a) 

Travel 317 251 -66 - 

Medical 
gases 

24 64 +40 - 

TOTAL** 1,376 1,389 -13 867 (b) 

 
Core target: Net Zero by 2040 

Stretch target (a): Net Zero owned estate by 2035 

Stretch target (b): 80% reduction by 2028/29 

*net figure including influence from external sources e.g. NHSPS reductions in 
line with targets, grid decarbonisation and business mileage increases 
**excludes waste and inhalers currently due to low carbon impact – see footnote 3 

 

 
3 As waste and inhalers make up such a small proportion of our NHS Carbon Footprint (<3% in 
total), they are not included in this initial study. They are, however, important areas to tackle 

A detailed table of project opportunities and costs is provided on page 20. 

Subject to detailed feasibility studies, the estates projects identified to 

2025/26 are deliverable within the Trust's ongoing capital funding allocation 

for energy efficiency projects (£200K/yr). As we develop detailed heat 

decarbonisation plans for our owned estate, we aim to identify further 

project opportunities for funding through external sources (e.g. PSDS). This 

will be required to meet this emissions gap, provide flex for other projects 

that may be more challenging to deliver, and potentially go further towards 

our stretch targets. 

 

Our estate 

Decarbonisation of Trust buildings is key to meeting our NZC targets for 

emissions associated with our estate.  

To achieve this, we will follow the well-established hierarchy of lean-clean-

green for owned. leased and new build estate: 

• Lean: using the estate we occupy well and prioritising the reduction 

in energy and water consumption of our buildings through improving 

thermal performance.   

• Clean: installing low-carbon heating technologies to reduce reliance 

on fossil-fuels and move towards electrically powered systems as grid 

electricity transitions to Net Zero.  

• Green: installing renewable energy on site to reduce our impact   

 

due to their wider environmental impacts and are considered in detail in the Green Plan action 
plans, and will be considered wrt their carbon opportunities in due course. 
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Technology 

Lean: in line with our hierarchy, reducing the demand for heat within our 

buildings is our first area of work for all buildings. Thermal improvements 

from insulation and double glazing for example, provides long term emissions 

and cost savings regardless of which energy source is used to heat them.  

Clean: Low carbon technologies can then be installed once heat demand is 

reduced to a minimum. The current focus for building decarbonisation is to 

transition from traditional gas and oil boilers to electric technology, primarily 

in the form of heat pumps. This is because grid electricity is due become 

lower carbon than natural gas within the next few years, reaching Net Zero 

before 2040. By moving our heating systems over to electric, we benefit from 

that transition, reaching Net Zero in parallel with the grid. 

There are alternative options in development which could also support the 

decarbonisation of heat in due course, such as biogas and hydrogen. 

However, neither are likely to be available at scale in time to meet our Net 

Zero targets. 

That said, many experts agree that it is a combination of approaches that will 

be required to meet the UK’s Net Zero target by 2050 and not just reliance a 

single energy source.  As our Net Zero programme develops it will be 

necessary to keep a close eye on technology developments to ensure we take 

the most effective approach. 

Green: renewable technologies are also considered here as part of our carbon 

opportunities mapping. This is currently focussed on solar PVs but other 

options such as solar thermal, community solar and other options will be 

explored as appropriate. 

 

 

Estates opportunities 

A series of opportunities for carbon reduction projects have been identified in 

the table on the next page (Figure 5).  

With 75% of our buildings emissions associated with buildings leased through 

NHS PS and other landlords, it will be essential to work closely with landlords 

to support the improvement of the buildings we occupy. NHS PS have 

committed to the NHSEI Net Zero Carbon targets, but in practice these 

targets will be very difficult for NHSPS to achieve. The transition of properties 

from NHSPS into Trust ownership, will continue to be important to enable us 

to deliver against our targets. 

Our focus for carbon reduction projects in this initial phase of work is on our 

owned buildings (including any new builds) as these are the areas where we 

have direct control.  

These projects are focussed on our owned estate and will be subject to 

detailed feasibility studies, which will include the exploration of setting 

stretch targets. They will continue to evolve over time as our estate and 

service delivery requirement changes.  

The costs to implement the projects listed between now and 25/26 is listed in 

Figure 9 on page 20. With the PSDS funding we have already been allocated 

for our Chailey Westfield energy efficiency project, we currently anticipate 

being able to meet our core carbon reduction commitments for estates 

within our current capital budget allocation for energy efficiency projects.  

Stretch targets 

Stretch targets for our owned estate will be explored during 22/23. If we 

were to aim for Net Zero by 2035 for our owned estate, we would need to 

find an additional 85tCO2e of carbon savings. 

05
 C

W
C

 D
el

iv
er

y
P

la
n

Page 59 of 164



14 
 

Emissions 
2020/21: 
4,115tCO2e 

Carbon reduction opportunities 
 

Emissions reduction (tCO2e) 
 

↓savings required: 
1,035tCO2e (25%)  
Stretch target: 
+85tCO2e  
 
Emissions surplus of 
38tCO2e 

Chailey Westfield NZC-R 
Enhanced metering and monitoring 
Move from Moulsecoomb HC 
Move from Central Clinic 
Staff engagement programme 
Relocate from poor efficiency building to a lower carbon property 
Portslade HC – insulation & heat pump 
Estates rationalisation (excl NHS PS) 
 
Other 
NHS PS on target 
Grid Decarbonisation 

TOTAL savings identified 

64 
6.7 
6.3 
8.8 
3.3 
7.7 
8.8 
7.5 
 
 
187 
773 

1,073tCO2e 

2025/26 target emissions: 3,080tCO2e 

↓savings required: 

1,647tCO2e 

BGH redevelopment 
Further Estate rationalisation 
 
Other 
Further NHS PS reductions 
Further Grid Decarbonisation  

TOTAL savings identified 

283 
22.4 
 
 
1,060 
205 

1,570 tCO2e 

2030/31 target emissions: 1,433tCO2e 

Figure 5: summary of carbon reduction opportunities explored within our estate  
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Our travel 

As a community trust, tackling the impact of our travel is particularly 

challenging.  

In order to deliver care to our communities, we are required to travel for 

work; in 2021/22 we travelled 3.5 million miles delivering care to our 10,000 

patients across Sussex every day, often within their own homes. 

And yet, in delivering that care – particularly through our travel – we are 

having a significant impact on the climate and air pollution in our local area, 

and negatively impacting on the health of our patients – now and in the 

future. 

We have provided below a brief summary of some key air pollution issues in 

Sussex. This highlights why we are committed to meeting the NHSEI Net Zero 

Carbon targets for our travel: to ensure we are truly delivering excellent care 

in the heart of the community, and putting patients first. 

Air pollution in Sussex 

Across Sussex, air pollution from transport disproportionately affects 

community health and wellbeing.  

In Brighton and Crawley those clinically at risk are cautioned to take 

preventative medication and consider reducing outdoor activities on days 

where air pollutants exceed safe levels (air pollution at moderate level and 

above). During the pandemic this level was reached on around 30 days in the 

year.  

Areas with poor air quality in Brighton saw higher than average incidence of 

lung cancer and deaths due to cancer, circulatory disease and stroke and 

above average hospital admissions for COPD and stroke. These can all be 

reduced by improved air quality. 

NHS travel targets  

In recognition of the impact of air pollution on health, the NHS is bound by a 

number of targets related to travel: 

• UK Govt. - sale of new petrol and diesel vehicles will be banned from 

2030  

• The NHS Standard Contract 22-23 (section 18.3) requires a reduction in 

air pollution from transport by transitioning rapidly to use exclusively to 

electric vehicles. 

• Regional targets have also been set within the South East for 22-23 

including: 

• Operational fleet: 90% Low Emission Vehicles (LEV) by March 2024; at 

least 5% electric vehicles by March 2023; all vehicles <3.5t purchased 

or leased from April 2022 are electric 

• Only electric vehicles available staff lease schemes from April 2022 

 

Our travel impact 

In 20/21, emissions from Trust travel accounted for 1261tCO2e, 21% of our 

direct emissions. This includes emissions from our owned fleet (including 

courier vehicles, pool cars etc), our leased fleet (leased through the Trust 

lease scheme) and from staff business travel (in staff owned cars). This is 

broken down in Figure 6, below. 

During the pandemic the Trust adapted its service delivery, increased the 

digitisation of care and rapidly shifted towards agile working. In one year 

these changes saved 1.5 million road miles, £700k in mileage claims, 

improved local air quality, and reduced our travel greenhouse gas emissions 

by 38%. 
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However, as the Trust returns to a ‘new normal’ business mileage and its 

associated health and climate impacts are rapidly increasing. In 2021/22 for 

the first time we saw an increase in our carbon footprint as a result of 

increased business mileage.  

Without immediate intervention to identify and adopt positive business 

practices implemented during the pandemic we have a high risk of 

negatively impacting the health and wellbeing of the communities we serve 

and missing our emissions target for 2025. 

 

Figure 6: breakdown of Trust travel emissions 2020/21 

Travel opportunities 

Returning to pandemic levels of mileage is currently unrealistic, given the 

number of clinical services that must resume.  

In order to meet our Net Zero Carbon targets we will need to find a way to 

optimise the level of travel for work, following the strategy defined in our 

Green Plan: 

• Eliminate non-essential travel   

• Minimise essential journeys as far as possible whilst always ensuring 

we maintain our high standards of patient care 

• Ensure that all remaining travel uses the most resource-effective 

methods and follows the travel mode hierarchy.   

We have identified on the next page a number of projects to meet our 

2025/26 and 2030/31 targets for travel. This takes into account an expected 

increase in our travel over the coming years under the ‘Do Nothing’ scenario, 

as we resume pre-pandemic levels of service delivery. 

Zero emission vehicle technologies 

Fully Electric vehicles (EVs) are considered the best technology for 

decarbonising our travel for a number of reasons:  

• They produce significantly less GHG emissions over their lifetime than 

petrol or diesel vehicles. As more renewable energy is added to the 

national grid electricity over the next decade, this will further reduce.  

• Almost all new battery EVs available have a range of 200 miles; 

sufficient for the majority of daily driving needs. As the technology 

scales, vehicle ranges are expected to continue increasing.  

• EV’s require less maintenance and servicing due to fewer moving 

parts and are cheaper to operate / fuel.  

EV technology has reached an appropriate maturity and scale and is suitable 

for almost all road transport applications; this is further highlighted by the 

rapid trajectory of national and regional targets in support of this transition.   

Other low carbon technologies such as hydrogen fuel cell vehicles are largely 

unsuitable for the majority of road transport applications. They are also 

currently expensive, energy inefficient and lack appropriate infrastructure 

and market availability.  

1079

94
88

Business mileage Leased fleet Owned fleet
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Emissions 2020-2021:  
1262 tCO2e 

Carbon reduction opportunities  
Emissions reduction 
(tCO2e) 

(tCO2e) 

↓25% 
savings required:  
317tCO2e  
 

5% (66tCO2e) emissions 

gap.  
Additional projects to be 
identified or to be 
recovered elsewhere by 
2025/26 

Increasing emissions post pandemic -212 

Operational fleet: 80% electric vehicles 48 

Lease car scheme: 80% electric vehicles 41 

Agile working for meetings and training: 1 in 4 off site meetings and training sessions (internal and 
external) held face to face with the remainder delivered remotely. Carbon reduction based on target 
annual mileage: 260,000 miles by 2025/26.  

120 

Clinical travel: Accelerating and scaling clinical digital projects to increase efficiencies in staff travel 
and productivity (e.g. route optimisation and patient monitoring). Carbon reduction based on target 
annual mileage: 2.54million miles by 25/26. 

113 

Electric Vehicle use: Increase EV use by 10% or 380,000 miles. by providing charging infrastructure 
and providing options for EV pool cars or car share;  

114 

Rail: Increase rail use by 38,000 miles (compared to pre-pandemic levels) by selecting sites with good 
public transport links and incentivising use of public transport.  

10 

Cycling: Increase cycling by 19,000 miles. by providing cycling infrastructure and pool e-bikes for 
teams.  

4 

Business mileage awareness: behaviour change campaign 14 

TOTAL savings identified 251 tCO2e 

Target carbon emissions 2025-2026: 945 tCO2e 
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Figure 7: summary of carbon reduction opportunities for our travel 

Projected emissions 2025-2026: 1011 tCO2e 

savings required:  
518 tCO2e  
 

354 tCO2e Target gap 

additional projects to be 
identified or to be 
recovered elsewhere 

Operational fleet: increasing from 80% to 100% electric vehicles 20 

Lease car scheme: increasing from 80% to 100% electric vehicles 16 

Electric Vehicle use: Increase EV use by 10% or 380,000 miles. by providing charging infrastructure 
and providing options for EV pool cars or car share;  

114 

Rail: Increase rail use by 38,000 miles (compared to pre-pandemic levels) by selecting sites with good 
public transport links and incentivising use of public transport.  

10 

Cycling: Increase cycling by 19,000 miles. by providing cycling infrastructure and pool e-bikes for 
teams.  

4 

TOTAL savings identified  164 tCO2e 

Target carbon emissions 2030-2031: 493 tCO2e 
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Anaesthetic gases 
 

Emissions from Trust medical gases account for 106tCO2e, or 2% of our direct 

carbon emissions. This incorporates emissions from both inhalers and 

anaesthetic gases. Given the small numbers of inhalers we use, our primary 

area of impact is Nitrous Oxide, accounting for 96tCO2e.  

 

Nitrous Oxide is mainly used in our dental services and MIU. We have 

identified in Figure 8 the impact of reducing our Nitrous Oxide emissions 

either through reducing use, switching to a lower carbon alternative or 

through implementing recovery technology. Further work will need to be 

done with clinical teams to fully understand the opportunities. Two scenarios 

have been mapped here, based on either meeting or exceeding our 2025/26 

and 2030/31 targets.  
 
NHS targets 
• The NHS Standard contract 22-23 (section 18.3) sets out the requirement 

to reduce the carbon impacts from the use of nitrous oxide. 

• Regional targets have also been set within the South East for 22-23 

including: 

o Reduce nitrous oxide emissions in line with 22-23 Standard Contract 

o Trusts using nitrous oxide have carried out and acted on a waste 

review, including measurement of clinical use compared to supply. 

 

 

 

 

Figure 8: summary of carbon reduction opportunities explored within our 

medical gases  

 

Emissions 
2020-2021:  
95 tCO2e 

Carbon reduction opportunities 
Emissions 
reduction 
(tCO2e) 

↓67% 
savings 
required:  
64 tCO2e  
 
Potential 
surplus of 
16tCO2e 

Reduce the use of Nitrous Oxide within our dental 
and MIU / UTC areas or implement recovery 
technology to recover and split the gas into non-
greenhouse gases.  
 
Scenario 1: reduction in line with target by 
2025/26 
Scenario 2: reduction to meet our 2030/31 target 
early 

 
 
 
 
64 
 
80 

Target carbon emissions 2025-2026: 31 tCO2e 

↓18%  
savings 
required vs 
2020-21:  
17 tCO2e  

 

Continue to reduce the use of Nitrous Oxide within 
our dental and MIU / UTC areas or implement 
recovery technology to recover and split the gas 
into non-greenhouse gases. 

17 

Target carbon emissions 2030-2031: 14 tCO2e 
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Figure 9: Summary of carbon opportunities to 2025/26 and initial costs 

 

 

 

 

 

 

 

 

 

 

 

 

Area Action tCO2e 2025/26 
Cost estimate 
£ to 2025 

Estates 

Chailey Westfield - Net Zero Carbon Ready (heat pump, solar PV & DHWS) 63.8 £660,000 

BGH Redevelopment - New Health Hub 0.0 TBC 

Moulsecoomb HC - move to new Hub 6.3 TBC 

Central Clinic - move to WICC building 8.8 TBC  

Enhanced energy metering and monitoring 6.7 £20,000 

Portslade HC – insulation and heat pump 8.8 £780,000 

Staff engagement 3.3 TBC  

Relocate from poor energy efficiency building to lower carbon building 7.7 TBC  

Estates rationalisation through agile working 7.5 TBC  

Travel 

Digitisation of care to reduce business travel - patient visits, community care, 
clinics 

113.4  TBC 

Agile and remote working to reduce business travel - Meetings & Training 119.9  TBC 

Improve business mileage information for teams 12.9  TBC 

Electrifying the Trust's owned fleet 48.0  TBC 

Electrifying the Trust's leased fleet 41.0  TBC 

Electrifying grey fleet 113.9  TBC 

Increase active and public transport within business travel 13.9  TBC 

Medical Gases Reduce the use of Nitrous Oxide or implement kit for its destruction. 64.5  TBC 

TOTAL   827.6 £1,460,000 

Of which already due to be funded through capital budget or external (PSDS) funding £700,000 

Additional energy efficiency capital funding allocation 2022/23 to 2025/26 £760,000 
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2. CWC programme governance & resource 

Governance for the programme is set out below. The working groups and 

task and finish groups (green) are likely to evolve over time. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Resource 

Delivery of these carbon reduction opportunities – along with the three 

core commitments outlined above – will require additional resource.  

It is envisaged this will initially be focussed within the CWC team as the 

provider of specialist expertise to other areas of the Trust. In due course 

we would aim to migrate this expertise to sit within our clinical and non-

clinical services directly to ensure full integration within core business. A 

business case for this resource will be developed as a follow up to this 

Delivery Plan. 

Capital funding will also be required to deliver these carbon reduction 

opportunities. Subject to detailed feasibility studies, the estates projects 

identified to 2025/26 are deliverable within the Trust's capital ongoing 

funding allocation for energy efficiency projects (£200K/yr). Costs are still 

being worked up for travel and medical gases projects. In all cases, 

business cases will be developed for projects prior to sign off and 

delivery. 

 

 

 

 

 

CWC Programme Board 
(quarterly) 

Board 
(every six months) 

Exec 
(quarterly) 

Strategy Deployment 
(every 2 weeks) 

CWC Delivery Group 
(monthly) 

Journeys 
working 
group 

(monthly) 

Circular 
economy 
working 
group 

(monthly) 

Digital & 
CWC 

working 
group 

(monthly
) 

Estates 
Strategy & 

Service 
Deployment 

(monthly) 

Medical 
Gases 

Committee 
(monthly) 

Tackling 
Inequality 
Steering 
Group 

(as required) 

Workforce 
Committee 
(monthly) 

Climate 
Impact task 
and finish 

group 
(as required) 

Partnerships 
task and 

finish group 
(as 

required) 

Comms 
working 
group  

(monthly) 
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BOARD OF DIRECTORS 
28th July 2022 

 

Agenda Number:  6 
 

 

Report Title:  SCFT Integrated Performance Report (IPR) – 
Month 02 (May 2022) Reported July 2022 

 

Purpose:
  

Approval  Assurance  Discussion  Briefing x 

           

Summary: 
 
The IPR sets out details of the Trust’s performance using a balanced scorecard 
covering key metrics for each topic (Quality, Operational Performance, Workforce 
and Finance).   
 
The IPR Balanced Scorecard includes narrative for each topic area focused on 
identified adverse exceptions. In addition, all NHS Improvement Oversight 
Framework metrics within the report are highlighted as an exception if they miss 
their monthly target; please see the exception column of the dashboards. 
 
Additional exceptions are identified where relevant. Commentary is also included 
for metrics where, over time, performance has been above and below target. 
Although not triggering exceptions, it is not possible to say whether the target will 
be met for these indicators. 
 
Each section also has an optional ‘spotlight’ slide providing extra information for 
each area on a particular issue or topic. 
 

Recommendation:  
 

The Board is asked to: 
 

 Note current performance  

 Discuss areas of exception for M02 (May 2022 data) specifically: 
 
Quality 

MT006 Clostridium Difficile – root cause investigation led by SCFT 
(Oversight Framework): 
Adverse performance against target and Adverse RAG (Red) 

MT266 Patient safety incidents causing harm (moderate harm and above): 
Additional Exception 

MT278 Complaints responded to in time: 
Additional Exception 
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Operational Performance 

MT470 Average length of stay (excluding Piper Ward): 
Adverse Variation 

MT471 Average length of stay (Piper Ward): 
Adverse Variation 

MT304 West Sussex Healthy Child Programme – new birth visit by 14 days: 
Adverse Variation and Favourable Assurance 

MT088 Patients in minor injuries units and urgent treatment centres for less 
than four hours: 
Adverse Variation and Favourable Assurance 

MT031 Diagnostic waits less than 6 weeks 
(Oversight Framework): 
Favourable Variation, Adverse Assurance and Adverse RAG (amber) 

MT102 RTT waiting time – incomplete pathways less than 18 weeks 
(Oversight Framework): 
Adverse Variation, Adverse Assurance and Adverse RAG (red) 

MT305 Brighton & Hove Healthy Child Programme – 
new birth visits by 14 days: 
Additional Exception 

MT509 Looked after children – initial review in 16 working days from 
consent (Brighton & Hove and West Sussex): 
Additional Exception 

MT518 Time to Talk access target (attended assessments): 
Additional Exception 

 
Workforce 

MT107 Sickness rate 
(Oversight Framework): Adverse Variation and Adverse RAG (red) 

MT520 Staff with either appraisal or PDR within 12 months: 
Favourable Variation and Adverse Assurance 

MT139 Monthly turnover rate 
Additional Exception 

 
Finance 

MT514 BPPC (%) 
(Oversight Framework): Adverse RAG (amber) 

MT516 Agency spend 
(Oversight Framework): Adverse Variation and Adverse RAG (red) 

MT512 I&E surplus: 
Additional Exception 

MT513 Cash: 
Additional Exception 
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MT515 Capital spend 
Additional Exception 

MT517 Productivity 
Additional Exception 

 

 

Previously reviewed by:   
Relevant Executive Directors 

Relevance to Trust’s Strategic Goals: 
Relevant to all Trust Strategic Goals 

Relevance to CQC Domains: 
Relevant to all CQC domains 

Equality and Diversity: 
An equality impact assessment has been carried out and no impacts identified 

Report author: 
Ceri Davies, Deputy Director of Strategic 
Planning and Performance;  
Ed Rothery, Interim Chief Financial 
Officer; 
Phil Woolf, Head of Performance 
Analysis; 
Performance Team; 
Executive Directors for each section 

Report owner:  
Ed Rothery, 
Interim Chief Financial Officer 
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Integrated Performance 
Report

Month 02 May 2022 (reported July 2022)

Ed Rothery
Interim Chief Financial Officer
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97.8%
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Risks

There are no operational or digital risks with a score of 15 or higher.
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Quality Dashboard
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MT006 CDIF: RCA LED BY SCFT

This metric is reported by exception. A low target is set, reflecting the desire to keep cases of

healthcare acquired infection to very low levels. The target means that a single case in any month

will be enough to trigger an exception.

During May there was one case of Clostridium Difficile, which was at the inpatient unit at the

Kleinwort Centre. The patient recovered and has now gone home from hospital. This has been

investigated and initially found to be attributable to SCFT because it was detected 14 days post-

admission, however we are seeking clarity in relation to Cdiff carrier status and antibiotic

prescribing in the acute trust.

ADDITIONAL IPC REPORT: OUTBREAKS

• The trust continues to have outbreaks of Covid-19. Community transmission rates remain very

high, impacting on staff and visitors to the ICUs.

• The trust currently has four outbreaks; outbreaks are characterised by small numbers and are

often localised to one bay meaning they can be managed by isolating a bay rather than a ward.

o Viking (5 patients - all Covid recovered)

o Crowborough (4 patients – 1 Covid recovered)

o Piper (3 patients)

o Horsham (3 patients)

Quality Exception Report
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Quality Additional Exception Reports

Staff are encouraged to report all incidents so the

Trust can learn from them. Of the 279 patient safety

incidents recorded in May for which SCFT were

responsible, four were recorded as causing moderate

harm to the patient. One was a fall, which has since

been downgraded to no harm, and three involved

pressure damage. Of the remaining 275, 149 caused

minor harm and the rest caused no harm.

Pressure damage is the most common of the ‘vital few’

– the categories contributing the highest numbers of

incidents. SCFT has a dedicated steering group

consisting of Tissue Viability Nurses who oversee all

pressure ulcer incidents and lead on raising

awareness and training in pressure ulcer prevention

and wound care.

SA
FE

Of the 15 complaints closed in May, all were

responded to in time.

R
ES

P
O

N
SI

V
E

This section includes metrics for which it is not possible to say whether the

target will be met. A assurance icon is shown in the dashboard.
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MT527 CDIF: % HAND HYGIENE OBSERVATIONS COMPLIANCE (ITU/UCC/MIU)

MT527 CDIF: % HAND HYGIENE TECHNIQUE OBS COMPLIANCE (COMM TEAMS)
This metric is reporting compliance above the Trust level target of 90%.

The metric is measuring % of observations compliant for the Trust overall with a target of 90% and is separated into two categories

to reflect the current process of two different approaches to auditing hand hygiene:

- Monthly full observed audit of hand hygiene in real time. This would be considered a standard approach to hand hygiene

audits and is appropriate for bedded units and urgent care services where there are staff available to observe another

clinician’s hand hygiene as part of their care of a patient.

- Quarterly planned audit of hand hygiene technique. This approach was implemented following feedback from community

nursing teams in particular that there wasn’t sufficient staff capacity to ‘double up’ on visits to be able to do the audit. The

technique assessment allows for a group of staff to be audited in their base.

The IPC team also have a programme of hand hygiene validation audits; with service level action plans agreed post-audit. This

supports triangulation of IPC information across audit, HCAI data and outbreak data.

Whilst there are some variations in compliance, this is generally high (89%+) as reflected in the trust level data reported.

Audit submission however varies significantly (100% to 15%) and there is anecdotal feedback that the audit tool and process isn’t

user friendly. This impacts on the validity of the audit findings and so is important to address.

NEXT STEPS:

Hand hygiene is fundamental to good IPC practice and is the first line of defence against transmission of organisms. The IPC team

have reviewed the process in the last 12 months but this hasn’t resulted in significant changes in compliance with submission.

The deputy director of infection prevention and control started with the trust in May 2022 and has been observing practice,

reviewing documentation and audit findings and discussing with the area heads of nursing and quality. She will lead a QI project to

review the audit tool and process, with progress reported to the Quality Improvement Committee in November 2022.

Quality Spotlight  Report
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Operational Performance Dashboard

97.8%
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ADVERSE VARIATION

Performance The average length of stay for patients discharged from inpatient wards (excluding Piper

Ward) in May was 30.5 days. The indicator has been above its 24 day target since January.

The number of patients who were medically ready for discharge (MRD) has driven the rise in

length of stay. MRD patients accounted for one third of occupied bed days in May (33%), the

highest figure in the past seven years. This, and all the figures on this page, exclude Piper.

The main reasons for discharges being delayed in May were patients waiting for Responsive

Services (35.4% of MRD bed days), patients awaiting a package of care in their own home

(29.9%) and patients waiting for a residential or nursing home place (20.4%). A high number

of patients already with Responsive Services (RS) are delayed in their discharge from that

service, normally because a package of care cannot be found to take over from their NHS

support. This, in turn, reduces the number of inpatients who can be discharged to RS to

enable their longer term care needs to be assessed. A Sussex wide review of the Hospital

Discharge Programme is underway and key actions and impacts will be highlighted in the IPR

as the work moves forward.

At the end of May, SCFT accounted for one in three (33%) of MRD community inpatients in

the NHS South East Region. The Trust has more beds than most other community providers

so would be expected to represent a relatively high proportion. It also serves a comparatively

elderly population often requiring more complex care plans. In addition, there are likely to be

differences in how delayed discharge data is captured and reported across different

community providers.

Action Delayed discharges mean new patients cannot be admitted from acute hospitals, and so

affect flow through the Sussex health system. Trust senior leaders work with partner

organisations to maximise this flow. Delayed discharges are scrutinised regularly, with

escalation to local authority leads or other partners for support and input.

Multi agency discharge events (MADE) are also held regularly to help flow and manage

backlogs. The approach is used for delays in both Trust intermediate care units (ICUs) and for

Responsive Services. Tackling RS’ delays helps flow through the ICUs.

A plan has been formulated which focuses on improving our own internal discharge

processes. The plan aims to increase the number of patients discharged at weekends and the

numbers discharged before midday. Actions include recruiting discharge support assistants,

who will provide focused discharge planning capacity, free up clinical time, reduce

unnecessary delays, and improve internal and system wide flow.

Outcome Actions expected to drive reduction in MRDs, but target achievement will require increase in

care capacity, which will take longer to resolve.

Timescale September 2022 for initial impact

Operational Performance Exception Report

Medically ready for discharge patients

Intermediate Care Units and

Responsive Services

Up to 6th July 2022
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Performance Average length of stay in Piper Ward has been above its two year mean

for the past eight months.

Piper Ward is reported separately from other intermediate care unit beds.

This is because the rehabilitation being undertaken by Piper’s patients, for

example after a stroke, is expected to require a longer stay in hospital than

on other wards. The measure can fluctuate because it looks at the patients

discharged every month from a single ward only.

Action In May, almost a third (32.4%) of occupied bed days on Piper Ward were

due to delayed discharges. Waits for capacity to become available in

Responsive Services were the biggest single cause. Trust staff and

partner organisations use the same approaches as on other wards to

improve flow and resolve delayed discharges.

Outcome Actions expected to drive reduction in MRDs, but target achievement will

require increase in care capacity, which will take longer to resolve.

Timescale September 2022 for initial impact

Operational Performance Exception Report

06
 IP

R
 M

on
th

 0
2

Page 83 of 164



C
H

IL
D

R
EN

Operational Performance Exception Report

ADVERSE VARIATION / FAVOURABLE ASSURANCE

Performance This metric is highlighted as an exception because performance has been

below the longer term average for each of the past seven months. During

that time performance has remained above its 85% target for all but one

month – January, when 83.8% of babies were seen by 14 days. That

month was particularly affected by Covid ill health and isolation, both for

staff and for families requiring the service.

Of the 643 new birth visits due in May, 572 happened within 14 days. Of

the remaining 71 babies, 54 subsequently went on to be seen. The

majority of the other children were not seen because they remained in

hospital after their birth.

Action Leaders track performance of new birth visits and of the follow up reviews

that form part of the Healthy Child Programme (HCP). They identify and

tackle any reasons for reductions in performance.

Team leads are endeavouring to have appointments booked for the tenth

day after the baby is born. This allows some time for rebooking if their

parent isn’t then available on the day of the original appointment.

The metric requires a visit within 14 calendar days of birth. Visits – in

Sussex and nationally – are not offered on weekends and bank holidays.

Performance can therefore be affected in months with bank holidays.

There also remain challenges with vacancies across HCP, both in

administrative and clinical posts.

Outcome With the exception of January 2022, performance has remained above the

85% target since September 2018.

Timescale Performance remains above target but we will maintain monthly scrutiny
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Operational Performance Exception Report

ADVERSE VARIATION / FAVOURABLE ASSURANCE

Performance In May 98.3% of patients were seen within four hours in our urgent

treatment and minor injuries units (UTCs and MIUs). This is outside the

expected range of performance, however is still above the national target of

95% that was introduced in 2004. A new set of national measures is

currently being rolled out to accident and emergency departments.

During May all six centres met the national target. All of the patients at

Crowborough, Uckfield and Lewes were seen within four hours. All but two

patients were seen within four hours at Bognor (99.9%). Performance at

Crawley was 97.4% and Horsham 95.1%.

Action In West Sussex there is daily monitoring of activity, breaches and staffing

levels across urgent care. Work to address capacity includes recruitment to

fill vacancies at Crawley and Horsham. Recent breaches are also being

analysed to identify any common themes.

The performance at Horsham MIU met the national four hour standard, but

was lower than in previous months. This is primarily driven by the number

of current nursing vacancies in the service, for which recruitment is

progressing. Horsham MIU is now working as part of the wider West

Sussex Urgent Care service, and additional cross-cover and support is

provided from Bognor MIU.

Outcome Two new doctors are due to start in Crawley UTC by the end of September,

which will provide capacity to sustainably achieve the national four hour

standard. There has been a steady increase in the demand for Crawley

UTC. A demand and capacity modelling process has started to ensure our

workforce matches the demand for the service. The modelling should be

completed by the end of August.

Timescale September 2022
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Operational Performance Exception Report

FAVOURABLE VARIATION / ADVERSE ASSURANCE / OVERSIGHT METRIC ADVERSE 

RAG (AMBER)

Performance This indicator includes ultrasound, DEXA bone density scans and audiology.

The national, and Trust, target is for at least 99% of pending tests and scans to

be within six weeks of the patient being referred.

Routine diagnostic activity was suspended at the start of the pandemic so this

period is now treated separately on the chart. The red dashed ‘control lines’

have been reset once activity returned closer to pre-Covid levels.

At the end of May, all patients due a scan at Crowborough had been waiting

less than six weeks. At Uckfield nine patients were waiting at least six weeks for

an ultrasound scan (96.3% performance), with none waiting more than seven

weeks.

At Lewes all DEXA patients were waiting less than six weeks. For ultrasound,

72.1% of patients waiting for scans were within six weeks. Of the remaining 95,

all but one were waiting nine weeks or less. The longest wait was 11 weeks for

one patient.

At Bognor, only one patient waiting for a DEXA scan was waiting over six weeks

(99.5% performance). For ultrasound scans, performance at the end of May

2022 was 99.1%, up by more than 26% points compared to April and the

highest since June 2020. Only one patient had been waiting more than six

weeks.

At the end of May all Audiology patients had been waiting less than six weeks.

Action As reported previously, Lewes’ ultrasound performance fell because of the

difficulty in recruiting to vacant posts. A contract with an agency specialising in

providing sonographers has been in place since mid-May, and agency staff are

working on both urgent and routine scans. The Lewes team is proactively

contacting patients to inform them of expected waiting times.

Outcome Bognor’s ultrasound performance has returned to above target after a period of

concerted effort. This included work to bring a second scanning room into use

and to increase staffing capacity.

The number of ultrasound scans conducted at Lewes returned to normal levels

in May and June. In May it was focused on patients who had been on the

waiting list for longer, and by the end of June no-one had been waiting more

than six weeks.

Timescale
16

06
 IP

R
 M

on
th

 0
2

Page 86 of 164



Operational Performance Exception Report
C

O
M

M
U

N
IT

Y
 &

 
O

U
TP

A
TI

EN
TS

ADVERSE VARIATION / ADVERSE ASSURANCE / OVERSIGHT METRIC 

ADVERSE RAG (RED)

Performance Referral to Treatment (RTT) measures waiting times for consultant-led

SCFT services and those that provide an interface with acute hospitals’

consultant-led pathways. The pre-pandemic target – 92% of patients

waiting to have been on the list for less than 18 weeks – is still reported

here. It is not being actively managed by NHS England: the national

focus continues to be on reducing very long waits and stopping further

growth in overall lists.

Trust-wide RTT performance in May was 79.1%. It is driven to a large

extent by the West Sussex MSK service. Performance for each RTT

service is reviewed on the following pages.

Action Services below the 92% target develop action plans and trajectories for

improving performance. Increasing the capacity available to see

patients and process improvements are common themes. The Trust’s

Chief Medical Officer chairs Clinical Harm Review Panels to assess the

impact on patients with the longest waits.

SCFT’s Waiting Times Programme is supporting teams to identify and

prioritise patients with the highest clinical need.

The Trust is validating waiting lists for community services. At the end

of May, a total of 26,500 patients were waiting for a first clinical contact

for a mix of RTT and non-RTT services. Unlike RTT, patients for non-

RTT services may not be waiting for a particular treatment. For

example, SCFT may be coordinating a patient’s care from a number of

organisations through a multi-disciplinary team (MDT). Other patients

may have been referred for an annual review in a year’s time.

Outcome Trust-level RTT performance has stabilised.

Timescale
By the end of 2022/23, community providers in Sussex are aiming to

eliminate all waits of more than 52 weeks.
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Operational Performance Exception Report

18

CHRONIC PAIN AND RHEUMATOLOGY

Performance for the smaller Chronic Pain and Rheumatology services was 82.8% and 93.8%

respectively in May.

The Chronic Pain service is now restarting its pain management programme, which had to be

suspended during the pandemic because it uses group sessions. The service is projecting being

back above the RTT target at the end of September.

The Rheumatology Service has developed an improvement action plan. Vacancies and staff

sickness had added to ongoing pressure. As well as patients waiting to start treatment, measured by

RTT, this also affects those waiting for planned follow up appointments. Recruitment to vacancies is

underway and a number of approaches are being taken to increase current capacity. These include

offering extra hours to existing staff, seeking bank and agency shifts and insourcing.

Demand and capacity has been modelled and options for making the service sustainable are being

developed.

MT102: RTT WAITING TIME INCOMPLETE PATHWAYS: <18 WEEKS
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There are no current vacancies and the service is proactive in workforce planning. Any vacancies on the horizon are recruited to in a timely

way and with no significant challenges. There is no expected increase in the service’s capacity throughout the year, although discussions with

commissioners are ongoing to secure additional funding to support the recovery.

The total number waiting for their first treatment has been gradually decreasing since April. This is projected to continue by 3% a month,

although it will be lower during periods of high annual leave in August and December. By the end of March 2023 this would reduce the list by

a quarter compared to the end of April 2022. RTT performance is projected to increase to 80% by the end of March 23. The trajectory is

focused on clearing the longest waiting patients as a priority. Alongside this, some new patients’ waits will grow to over 18 weeks.

The waiting list is kept under weekly review, with a fortnightly in depth review of those waiting longer to identify any patients who require

escalations. Clinical harm reviews are conducted for patients with longer waits and have been undertaken for all MSK patients over 52 weeks.

MSK

Three quarters of the SCFT patients included in the RTT definition are within the MSK service,

and of those 75.3% had been waiting less than 18 weeks by the end of May. When the month

finished, 147 MSK patients were waiting more than 35 weeks, an increase on April. That included

four patients waiting more than 52 weeks, one fewer than in April. The total size of the MSK

waiting list decreased during May.

Waiting times increased due to internal capacity, combined with waits for diagnostic tests and

treatments that need to be provided by external providers, who are also managing significant

Covid-19 backlogs. The work to increase capacity includes offering extra shifts to existing staff,

and two new advanced practitioners are joining the service – one as a permanent post and one

on bank. Insourcing and outsourcing also continue to be used.
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Operational Performance Exception Report

19

CHILD DEVELOPMENT CENTRES

Performance overall for the Child Development Centres (CDCs) was 89.7% in April, with

variation between centres.

Crawley improved again month-on-month, to 83.2%. At the end of May the median wait at

the centre was eight weeks, and the number of children waiting more than 18 weeks fell by

ten to 58 – the longest waiting 36 weeks.

The Centre has experienced an increase in demand with accepted referrals, excluding

assessments of looked after children, continuing to rise month-on-month. In the 12 months

to the end of May they were 36% higher than financial year 2019/20 – the period

immediately before the pandemic.

Locum doctors continue to support the team. One of their additional three weekly clinics

ended in June, and as a result the trajectory for Crawley reaching 92% RTT compliance is

being recalculated. The current projection is it will be achieved at the end of November.

Brighton’s RTT performance at the end of May increased to 90.1%, with a median wait of

nine weeks and 34 children waiting longer than 18 weeks: a reduction on April. The longest

wait was 31 weeks for one child. The CDC’s trajectory is to return to RTT compliance by

the end of September.

Both Chichester and Mid Sussex met the RTT target, with performance at 98.6% and

99.4% respectively.

OTHER SERVICES

In April all of the other SCFT services included

within RTT were above the 92% target.

MT102: RTT WAITING TIME INCOMPLETE

PATHWAYS: <18 WEEKS
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is likely to be a subsequent increase in GA referrals. This may present a new challenge to

RTT performance later in the year. A Waiting List Initiative proposal is being developed

DENTAL

Dental services achieved 100% RTT

performance in May, with no patients

waiting more than 18 weeks. This is

almost double the performance a year

before: 50.6% in May 2021. The

improvement reflects the service’s

work on waiting times, with additional

general anaesthesia (GA) sessions

taking place at other providers’ sites.

However the non-GA special care

dentistry waiting list for new patient

assessments has increased and there
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In May, 89.8% of Brighton & Hove new

birth visits were completed within 14

days, just below the 90% target. Of the

176 babies due a visit, 158 were

visited within timescale. Of the

remaining 18 babies, all but two were

subsequently seen.

As in West Sussex, teams leads are

now booking appointments for the

tenth day after the baby is born, giving

options for rebooking within the 14 day

target. There is also an impact from

bank holidays on this weekday only

service.

This section includes metrics for which it is not possible to say whether the

target will be met. A assurance icon is shown in the dashboard.

20

soonest available appointment means it is not available for another child, and

so in turn may generate another breach of the 16 working day target.

Sometimes delays to IHAs are outside of SCFT’s control. In May these included

six unaccompanied asylum seeking young people who declined or did not

attend their initial scheduled appointment. Of them, three were moving between

local authority areas whilst a placement was sought, adding to the delay.

Subsequent appointments were booked to ensure their IHAs were completed.

Five delays in May were within the Trust’s control, with all felt to be in the best

interests of the child.

When possible, children are being allocated an IHA slot as soon as they enter

care, with their social worker expected to submit the paperwork in advance of

the appointment. Additional capacity is being provided in June and July to

support LAC reviews, using bank GPs where available, while a longer term

delivery model is scoped.

In May, 48.5% of initial health assessments

(IHAs) were completed within the required 16

days. Three of the four IHAs were within time

in Brighton & Hove and 13 of 29 in West

Sussex.

Monthly demand for the IHA process varies.

This, combined with fixed levels of medical

staffing to conduct reviews and short

turnaround times for their reports, means

performance fluctuates. All children receive

an IHA, and when a child misses an

appointment they are rebooked to the next

available clinical slot. Using the
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Operational Performance
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The Time to Talk access target – the number of people attending their first

appointment with the service – has been reset to its 2021/22 level. This

reflects the pausing of expansion plans for Improving Access to

Psychological Therapies (IAPT) services across Sussex.

For May, the revised target was 1,347 people. During the month, 1,318

first assessments took place, 97.8% of the target number.

There has been a workforce and estates review to align with the budget

for this year. Time to Talk is continuing work on raising its online profile to

increase referrals for people who would benefit from the service.

In May, as in March and April, three fifths of Time to Talk patients who

completed their treatment had moved to recovery, defined by the extent to

which their symptoms of anxiety or depression had reduced. This is well

above the target of 50% and is one of the top performing services in the

country. In total, almost four out of five showed a clinically significant

improvement in their condition following their course of treatment.

This section includes metrics for which it is not possible to say whether the

target will be met. A assurance icon is shown in the dashboard.
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Project Aim and Vision

The community beds optimisation project was established as a result of the outcome of an audit 

focused on the types of patients being referred to the community beds, and the care they received. It

had already been recognised that the current model of SCFT community beds provision needed to 

change given that the use and type of demand for intermediate care beds has changed considerably 

over the last few years due to the range, complexity and volume of care that can now  be offered to 

patients in their own home. 

The project will be implementing the recommendations drawn up from the outcome of the audit to 

ensure that going forward the beds will be used in the most effective and efficient way to ensure the 

best outcomes for patients. The project will  take into consideration the needs of the patients who 

would benefit most from being admitted to a community bed in that compared to previous patient 

cohorts they are older, more dependent, they are  living with several comorbidities and are more likely 

to be frail.

Following a gap analysis against the current situation and what good would look like 5 workstreams 

have been created RIGHT PATIENT, in the RIGHT BED, at the RIGHT TIME, receiving the RIGHT 

INTERVENTION, enabled by the RIGHT DIGITAL SYSTEM

The workstream (senior clinical ,operational and corporate) leads have drawn up a list of prioritised 

actions and agreed which ones should be taken forward within phase 1 ( June to November ). The  

agreed actions in this phase have been selected on the basis that they will have high impact and will 

support winter preparedness when increased demand is expected.

Other actions that have been identified will be taken forward in future phases.

Operational Performance Spotlight Report  

Beds Optimisation Programme
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Project Aim and Vision

Priorities for Phase 1 include:

Right Patients: The clinical admission criteria for community beds will be revised to match the needs of a 
new patient cohort. Patients who would benefit from being admitted to participate in a programme of recovery 
and rehabilitation will be identified

Right Beds: New nursing associate and Band 3 nursing roles will be developed. The use of existing 
Advanced Care Practitioner / Medical staff will be maximised in order to provide more responsive cover. The 
use of HealthRoster functionality will be maximised including the ability to report safer staffing levels.  A 
consistent approach to delivering enhanced care will be implemented. A training needs analysis will be 
undertaken to ensure gaps are identified 

Right Time: The agreed Trusted Assessor model will be embedded  across all System Capacity & Flow 
Teams. A Discharge Dashboard will be created to provide improved visibility of performance data related to 
admission, discharge & readmission (ward, area and trust level).  Discharge Support Assistants will be 
introduced to wards where they are not in place already to provide dedicated capacity in order to improve the  
discharge profile 

Right intervention: The focus will be on optimising mobility and independence for patients including the  
launch of “End PJ Paralysis” and the introduction of mobility champions. A range of activities to help improve 
recovery and deliver better patient outcomes and experience will be offered. MDT meetings will be improved 
and will ensure that teams work with patients and families to develop goal oriented, individualised care and  
treatment plans, with a focus on quality of life and “what matters to me “

Right system: Streamlining of templates on SystmOne will ensure improved  ease of use. IT hardware will be 
reviewed and new technology will be introduced where appropriate including  the use of “smart boards “ to 
support MDT working.  Reporting into the live Internal and External system wide dashboards will be improved

Operational Performance Spotlight Report  

Beds Optimisation Programme
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Workforce Report

24
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Workforce Dashboard

Total staff in post. The metric has been above target for every month since November 2020. The grey assurance 

icon shown in the dashboard is because staff numbers were lower during the earlier part of 2020.
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ADVERSE VARIATION / OVERSIGHT METRIC ADVERSE RAG (RED)

Performance Sickness rates are reported a month in arrears. The figures reported here

relate to sickness in April 2022.

The Trust sickness rate for April was 5.2%. Absence is within its expected

range but remains above the Trust target of 4%. Sickness rates have

shown an increasing trend over the past 12 months. The pandemic has

impacted on the normal seasonal pattern and Covid-related absence

remained relatively high in April, particularly during the first half of the

month.

Action Area Management Teams are supported by their Area HR Business

Partners to review cases of sickness. This ensures plans are in place to

support individual members of staff and any wider learning is identified

about the causes and management of sickness.

Close monitoring of sickness levels will continue, including through daily

tracking as part of Covid situation reports. This enables the leadership team

to gauge and understand the impact of any changes, including seasonal

factors, wider public health issues and Covid levels among the general

public.

An in-depth review of occupational health services is underway to improve

access and strengthen its role in the management of sickness absence in

the Trust. The comprehensive nature of the review means some of the

improvements will take time, but quick wins will be identified and

implemented as the project evolves.

Outcome The normal seasonal pattern is for sickness levels to climb in winter

months. The pandemic’s impact on absence levels is fluctuating but

remained high into April.

Review of sickness performance data will continue through the Executive

Finance, Performance & Quality (FPQ) workforce reporting and Workforce

Committee.

Timescale Ongoing
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Workforce Exception Report
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FAVOURABLE VARIATION / ADVERSE ASSURANCE

Performance Performance and Development Review (PDR) compliance in May was

at 74.8%. The PDR process was formally suspended at the start of

2020/21 as staff managed the operational impact of Covid. The

subsequent dip in this indicator was therefore expected. Compliance

levels increased from their lowest point in November 2020 and have then

remained relatively stable since Autumn 2021. They are below the target

of 80%.

Action PDRs are important, both for their contribution to delivering operational

objectives, and for their role in supporting the health, wellbeing, retention

and development of colleagues.

The start of a new financial and operational year provides opportunity for

reset and for a renewed push promoting the importance and benefits of

PDRs.

The quality and completion of PDRs is scrutinised during each Area’s

performance meetings. Leaders are asked to provide plans and

trajectories for improving and maintaining compliance.

In response to the Staff Survey, the Children’s & Specialist Area

Management Team has pledged to reintroduce “live” supervisions. A

member of staff is shadowed by their manager or team leader in the

month before their appraisal to provide some real time feedback.

Professional leads or other clinicians provide triangulation if the manager

is not from the same clinical background.

Outcome Compliance rates are expected to continue to improve over time.

Timescale Ongoing
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Workforce Exception Report
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Workforce Additional Exception Report

This section includes metrics for which it is not possible to say whether the

target will be met. A assurance icon is shown in the dashboard.

The monthly turnover rate for May is 1.19%. It reflects the

seasonality of this measure, with higher numbers of staff

tending to leave in late summer and in March. National and

regional benchmarking has shown similar patterns.

July’s Workforce Committee included an in depth focus on

flexible working and its impact on employee experience and

keeping staff within the organisation.

Developing retire and return support is also a key action to

encourage staff to return and retain knowledge and skills

within the Trust.
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Financial Support for Staff

Workforce Spotlight Report

29

❖ In 2020/21 SCFT staff drove over 4 million business 

miles

❖ For many of our people, and particularly our 

community-based colleagues who travel to our 

patients, the increasing cost of petrol is causing 

significant financial pressure 

❖ We listened to staff concerns and as a result we are 

increasing the mileage rate payable on all mileage 

claims by 5p per mile

❖ The change was agreed by all providers in Sussex 

led by our CFO and CPO

❖ From Friday 1 July 2022 the new rate applied to all 

mileage currently claimed under the Fixed Profit 

Car Scheme, Agenda for Change, the Reserve 

Rate, motorcycle rates and the lease car scheme

❖ This is one of a number of sources of financial 

support we have put in place
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Finance Report
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Finance Dashboard
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Finance Exception Report

OVERSIGHT METRIC ADVERSE RAG (AMBER)

Performance The Trust aims to be fully compliant with the Better Payments Practice

Code target – to pay its creditors within 30 days of receipt of invoice. By

historical standards the Trust’s performance over the past 24 months has

been very good and monthly performance has remained above 93% in

every month in that period, but we have only achieved performance above

the 95% target on a small number of occasions.

In May the Trust’s performance fell to 93.5%, with 222 of 3,415 invoices

being paid outside of the 30 day limit. The underperformance largely

relates to lower value high volume invoices that are not covered by valid

purchase orders and where the information provided to support the

invoice is not always sufficient to allow the authoriser to approve. 25% of

non-compliant payments in the current year have related to just 9

suppliers.

Action The Trust continues to push suppliers and services to ensure a valid

order is in place before work commences, as this is the most effective

way for them to be paid most rapidly. A task and finish group has been

set up to focus particularly on those suppliers that are disproportionately

impacted and understand how both supplier and Trust processes can be

improved to address delays in payments.

Outcome The task and finish group will have finalised their work by the end August

with further recommendations on areas of improvement.

Timescale September 2022
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Finance Exception Report

ADVERSE VARIATION, OVERSIGHT METRIC ADVERSE RAG (RED)

Performance Agency costs increased in May, following a reduction in April. Monthly

spend was £802k, which was similar to the average spend from January

to March 2022. Despite a slight increase in agency spend for Registered

Nurses in May, the downward trend over the past nine months has been

steady with average spend of £190k in April and May compared to an

average of £240k in 2021/22, demonstrating a positive impact from

international recruitment and improved controls. However costs have

increased for Medical staff where April and May costs were £199k on

average compared to £150k in 2021/22. This has been driven by higher

levels of vacancies amongst senior clinical staff.

Action Following a review of agency use across services a number of action

points have been agreed and are being taken forward to ensure agency

use is proportionate, best value and used only where necessary. These

include: Tighter authorisation rules; Compliance with national rules and

reduction in off-framework use; Renewed focus on bank staff recruitment;

Medical model review; Focus on effective rostering; and Additional

scrutiny of enhanced care requests.

Plans will be monitored through Area Performance structures and

reporting on delivery will be through Executive and Resources

Committee.

We are also expecting additional national controls and reporting

arrangements, including limits on agency spend will be mandated for

each ICS. Delivery of the planned actions above will mean that we are

better prepared to deliver on these additional national requirements. Full

details have not been received to date but are expected imminently.

Outcome Delivery of the plans for agency use and controls will focus on areas

where spend can be reduced, but this must continue to be reviewed

alongside a clear understanding of service demand and workforce

pressures.

Timescale We will continue to report agency spend on a monthly basis and plan to

demonstrate a reduced agency use by the end of Quarter 1 2022/23.
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Finance Additional Exception Report

This section includes metrics for which it is not possible to say whether the

target will be met. A assurance icon is shown in the dashboard.

the Trust is reporting a breakeven position for the first two months of the

year, a £74k surplus in the month offsetting the £74k deficit reported in

April. The breakeven position is in line with the planned value. Additional

funding has been received as part of our 2022/23 contract, which has

helped to partly mitigate the impact of inflationary pressures and move the

Trust back to a breakeven position in Month 2 Pressures remain in the

delivery of the financial position in the current year, which will continue be

scrutinised through the Resources Committee.

Please note that 2 data points (Dec-20 & Feb-21) are considered to be performance spikes

that should not be seen as special cause and are not used in the calculation of control

limits.

The Trust’s cash balance at the end of May was £31,465k, compared to 

£30,776k at the end of April 2022, an increase of £689k.  Although cash 

receipts in May were slightly lower than April, non-pay spend was lower 

resulting in the overall cash increase. Cash balances have reduced 

slightly since the start of the year due to the impact of reduced contract 

payments made on account in April and May pending signature of the 

Trust’s core contract. 

Cash balances are forecast to reduce slightly this as the current high 

levels of creditors are reduced.

FI
N

A
N

C
E

06
 IP

R
 M

on
th

 0
2

Page 104 of 164



35

Finance Additional Exception Report

This section includes metrics for which it is not possible to say whether the

target will be met. A assurance icon is shown in the dashboard.

FI
N

A
N

C
E

The Trust’s capital programme is reviewed monthly through both

the Trust’s Executive and Resources Committees. The Trust

has to ensure spend on its “normal” capital spend is within its

agreed Capital Limit (or budget) of £6,861k. However, including

other known funding sources and the impact of new “right of

use” leases, previously accounted for as revenue spend the total

forecast spend in the 2022/23 year is £11,949k, which includes

£4,760k of Estates schemes and £2,571k of Digital.

Net capital spend is £710k (£755k gross) for the year to date,

£298k higher than the relatively modest plan for the first two

months of the year.

Please note that 2 data points ((Mar-21 & Mar-22) are considered to be

performance spikes that should not be seen as special cause and are not used

in the calculation of control limits.

This metric provides a link between revenue and capacity

by highlighting the average revenues earned per member of

staff in post per month. The value for May was £5,166

earned per staff WTE (whole time equivalent). This

represents a fall from the April value which was close to

£6,000 per WTE, although still above the values seen in

prior months. We will continue to review performance

across future months. However, it should be noted that with

the move to a greater use of block contracts the link

between revenue and staff productivity is less defined than

previously and performance also needs to be seen in the

light of qualitative outcomes.
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Trust Board 
28 July 2022 

 

Agenda Item Number:  8 
 

 

Report Title: Research and Innovation Annual Report 2021-22 
 

 

Purpose:
  

Approval  Assurance X Discussion  Briefing 
 

           

Summary: 
 

 Reports on the activities of the Research and Innovation team in 2021-22. 

 It highlights the ongoing work during the COVID-19 pandemic by the delivery 
team and those working on their own research within the Trust.  

 The Trust has again met and exceeded its National Institute for Health 
Research (NIHR) Clinical Research Network (CRN) participant recruitment 
target of 500 by achieving a recruitment total of 575. The Trust is currently 
ranked 6th nationally out of all care organisations for recruitment and 4th for the 
number of studies opened in 2021-22. 

 The Research team delivered the Trust’s first online research conference over 
a 5 day period in May 2021 with external speakers taking part. 

 

Recommendation:  
The Board is asked to note this report. 
 

Previously reviewed by:  
Quality Improvement Committee (July) and Trust-wide Governance Group (TWGG). 
 

Relevance to Trust’s Strategic Goals: 
Population Health; Quality Improvement; Patient Experience, Thriving Staff, Value 
and Sustainability 
 

Relevance to CQC Domains: 
Safe; Caring; Responsive; Effective;  Well Led 
 

Equality and Diversity: 
No specific Equality and Diversity issues arise by reason of the matters covered in 
the report 
 

Report author:  
Helen Vaughan, R&I Manager and Dr Ian 
Male, Research and Innovation Director  

Report owner:  
Sara Lightowlers, Chief Medical Officer 
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Reader Box 

Description Research & Innovation Annual Report April 21 – March 
22 

Date published April 2022 

Executive Lead Chief Medical Officer 

Author Research & Innovation Manager and Director 

Contact details Research & Innovation Department – Tel 01273 696011 x 
3710 

Primary audience QIC Committee/Executive Team  

Secondary 
audience(s) 

SCFT staff 
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Overview 
SCFT once again met and exceeded its National Institute for Health Research (NIHR) Clinical 
Research Network (CRN) participant recruitment target of 500 by achieving a recruitment total of 
575. SCFT is currently ranked 6th nationally out of all Care organisations for our recruitment and 4th 
for the number of studies we opened in 2021/22. 

 

A record number of 38 studies were opened in the Trust this year. The Research team would like 
to thank all staff/services and patients that took part in these studies. By participating they will have  

 enabled patients to receive interventions they otherwise would not 

 enable patients to give feedback on interventions they receive  

 added to the evidence base to support best clinical practice.    

 

Despite the pressures that COVID has brought to services, the Research team has supported two 
SCFT services to participate for the first time in research this year, namely our Minor Injuries Units 
and the COVID Vaccination Centres.  

 

The NIHR Restart Framework requested that research teams focus this year on opening studies 
that were paused at the start of the first lockdown in March 2020. SCFT successfully re opened all 
paused studies.  

 

The Research team delivered SCFT’s first on-line research conference over a 5 day period in May 
2021, with participants from across the Trust and external speakers taking part. Many thanks to the 
Communications team who supported us with the implementation of the conference.  

The successful format has led to another conference being planned for May 2022 to coincide with 
National Clinical Trials week and International Nurses Day.  This will be in collaboration with our 
neighbours, Kent Community Health NHS Foundation Trust and will showcase the wide range of 
Community Trust research work being undertaken within SCFT and Kent and focusing on the 
different research active staff groups. 

 

We continue to be amazed at the enthusiasm and energy of SCFT staff who generate and submit 
research grant applications; not least because for many they are undertaking this work in their own 
time. Home-grown research continues to flourish and 2022 saw SCFT staff achieving success in 
regional funding applications for personal awards (see below) as well as embarking on PhDs. 
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Activity to date in 2021-22 

Research Studies  

Participation in clinical research in SCFT gives patients access to the latest treatments being 
developed and supports clinical effectiveness.  

Every research project undertaken within SCFT, whether led by an external or SCFT researcher, is 
designed to improve outcomes for patients.  

It is important that staff and management realise the relevance of research studies and the impact 
they have on our patients as this encourages services to participate in future studies  

Examples of research studies – both NIHR badged and internally generated -undertaken this year 
are: 

 

 PALIN Study: Evaluating Palin Stammering Therapy for School Children (Palin STSC 8-14) 
versus Treatment as Usual: a feasibility study 

Sponsor: Whittington Health NHS Trust 

Chief Investigator: Dr Sharon Millard, The Michael Palin Centre for Stammering 

The aim of this research is to examine the effectiveness of Palin STSC (8-14) for children who 
stammer aged 8-14 years when delivered in local services and to establish the relative cost-
effectiveness in comparison with treatment as usual.  

Impact: SCFT’s SaLT, Natasha Ross, was randomised to the intervention arm and was trained in 
the PALIN therapy and successfully treated children who are SCFT patients. Consequently, SCFT 
patients were offered treatment they would not otherwise have been offered. 

 

 COVID Vaccination Monitoring: Cohort Event Monitoring of safety of COVID-19 vaccines 

Sponsor: Drug Safety Research Unit, Southampton 

The aim of this study is to generate incidence rates of patient-reported Adverse Drug Reactions 
(ADRs) of COVID-19 vaccine brand in near real time and to describe differences in ADRs 
incidence rates between different vaccine batches used across the participating countries. 

Impact: Vaccination teams became involved in research for the first time and gained 
experience and understanding of research and given the opportunity to contribute to an 
international COVID study. 

 

 MiNDToolkit: Practical Management of Behavioural Impairment in Motor Neurone Disease 

Sponsor: University of East Anglia 

Chief Investigator: Prof Eneida Mioshi 

This study aims to test the feasibility of the new MiNDToolkit in caregivers. The MiNDToolkit 
provides structured clinical reasoning tools for healthcare professionals, and educational tools and 
techniques of management for caregivers of those people with MND who might have behaviour 
and/or thinking problems. 

Impact: SCFT’s patients’ caregivers offered a novel intervention otherwise not available to 
them. Caregivers are an under-represented group in research. 

 

 Implementing EDACS  
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Sponsor: SCFT 

Chief Investigator: Dr Diane Sellers, SCFT SaLT and Senior Research Fellow 

The Eating and Drinking Ability Classification System (EDACS) developed by an SCFT member of 
staff, Dr Diane Sellers (Sellers et al. 2014) has been translated into more than 35 languages and is 
being used to develop clinical guidelines for the health management of children and young people 
with Cerebral Palsy (CP) across the world. This study aims to investigate whether this 
internationally adopted framework for classifying the eating and drinking abilities of children and 
young people with CP is suitable for use with adults with CP.  

Impact: Aspiration and associated infection have a major impact on life expectancy for people who 
have CP. Dr Sellers’ work on EDACS continues to grow and is now being offered to adults 
with CP and their caregivers and healthcare professionals to assess its suitability. 

 

Research Capacity and Capability 

SCFT continues to build its research capacity and capability with staff leading the design of 
research studies as Chief Investigators/Co-applicants on research grants or leading the delivery of 
research studies as site Principal Investigators as evidenced by the large number of studies 
undertaken this year.  

SCFT staff have successfully gained individual awards in 2021 to support and develop new 
research to solve clinical issues faced by their patient groups (see collaborations and success 
below).  

The R&I team have continued to offer a cycle of Lunch and Learn sessions in 2021 and expanded 
these to include an informal session to provide an opportunity for researchers in the Trust to 
present their work at different stages. It is an important element of research work to disseminate 
findings and also to discuss ideas when developing new research. This event adds to a number of 
forums available to SCFT staff in which to participate across the KSS patch.  

Lunch and Learn details are available through the Pulse, the quarterly Research Newsletter and 
the Communications team.  
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Collaborations and Successes 
 

Collaborations 

SCFT supports research activity in several ways not least in underwriting some of the posts in the 
R&I team. Our senior research fellows have successfully fully funded themselves for some time by 
applying for research grants. The administrative posts also look to bring in income. The Head of 
Research, Helen Vaughan has been given additional LCRN funding to work with the LCRN this 
year on a short-term basis to provide them with Research Governance support, specifically with 
their newly developed LCRN Direct Delivery Team delivering research in out-of-hospital settings 
and non-NHS settings (e.g. schools, care homes and hospices). 

 

Thank you to the regional Research Design Service (RDS) based at University of Brighton, and the 
Brighton and Sussex NHS Library services who supported our conference in 2022 by offering 
workshops to participants.  

 

Successes 

Previous SCFT Research Director and current Honorary Nurse Consultant, Dr Catherine Evans 
was appointed Professor of Palliative Care and Aging at Kings College London in 2021. 

Dr Evans continues to work at SCFT, Chairing the Frailty Steering Committee and bringing into 
practice her research work.  

 

Kent, Surrey and Sussex local Clinical Research Network set aside monies for CATALYST 
awards. The money was to be used to protect work time of an experienced investigator in order to 
work up a research proposal ready for a funding application. 

A stringent application process was implemented to ensure only high quality, feasible new ideas 
were supported. 

Of the 7 awards made across the region 2 were awarded to SCFT members of staff. They are: 

 Dr Jenny Parry is developing a research study to answer the question: 

- Can a structured dental appointment which includes accommodation for additional needs 
associated with autism, improve participation and outcomes for autistic patients during 
dental attendances? 

 Dr Diane Sellers – is developing an integrated palliative and rehabilitation care model for 
children with life-limiting neuro-developmental conditions and their families, to support 
implementation of ReSPECT forms. 

 

Focus for 2022/23 
The following key areas are to be reviewed and developed in 2022/23: 

1. To survey Trust staff regarding what support they need to undertake research 
2. Continue to participate at regional and national level to champion research to take place in 

Community Trust settings. 
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Appendices 

Appendix 1  The Research & Innovation Team 
Name Title WTE 

Dr Donna Cowan (retired February 
2022) 

Research & Innovation Director 0.2 

Helen Vaughan Research & Innovation Manager 1.0 

Clare Knight Research Pharmacist 0.1 

Samantha Joslin PA to Director and Team Administrator 0.46 

Helen Santander Senior Clinical Research Nurse 0.85 

Dr Jess Baskerville Clinical Researcher 0.7 

Dr Will Farr Senior Research Fellow 0.8 

Dr Diane Sellers Senior Research Fellow 0.2 

Linda Bailey Clinical Research Nurse 0.6 

Jenifer Newton Clinical Research Nurse 1.0 

Laura Behar Clinical Research Nurse 0.8 

Angie Davis Clinical Research Facilitator 0.7 
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Appendix 2  Research Activity 

Research Grants Awarded 

The total of current and active awards (including new) amounts to just over £5.6m (see Research 
Grants Current 2021/22 table below). 

Research Grants Current 2021/22 

Study Title Source of 
Grant  

Award holder Period of 
grant 

How should child development and 
child and adolescent mental health 
teams provide timely and cost-
effective, high quality diagnostic 
assessments of children with 
possible Autism? A Realist 
Evaluation of Autism ServiCe 
Delivery.  (RE-ASCeD) 

 

NHS England Dr Ian Male 

£1m 

SCFT 

October 
2019 to 
October 
2022 

MOTION Interreg 2 Seas 
Mers Zeeën 
2014-2020 
Programme 

Dr Sarah Crombie 

SCFT allocation 

£199,000 

January 
2019 to 
January 
2024 

Empowering Better End of Life 
Dementia Care Programme 
(EMBED) 

ESRC-NIHR 
Dementia 
Research 
Initiative 2018 

Dr Catherine Evans 

£3.8m 

 

January 
2019 to 
January 
2024 

Development and feasibility 
evaluation of a new tool Symptom 
and Psychosocial Assessment and 
Communication Evaluation 
(SPACE), to improve to improve 
communication and palliative care 
for older people during uncertain 
recovery in community hospitals. 

HEE/NIHR ICA 
Programme 
Senior Clinical 
Lectureship 

 

Dr Catherine Evans 

£318,486 

01/06/2016 
to 
31/05/2021 

EDUCAT (Empowerment of 
disabled people through the user 
co-production of assistive 
technology) 

Co-financed by 
the Interreg 2 
Seas Mers 
Zeeën 2014-
2020 
Programme 

Lead partner: Groupe 
HEI-ISA-ISEN (France) 

SCFT leads: Dr Donna 
Cowan and Dr Liz Bryant 

SCFT allocation 
£199,244 

13/07/2016- 
30/07/2021 

Implementing the Eating and 
Drinking Ability Classification 
System (EDACS) across health 
and social care settings for adults 
with cerebral palsy to improve 
shared decision-making and eating 
and drinking outcomes. 

NIHR Allied 
Research 
Collaboration: 
Kent, Surrey 
and Sussex 

Dr Diane Sellers: 
£100,000 

SCFT 

July 2021 to 
June 2023 
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Study Title Source of 
Grant  

Award holder Period of 
grant 

Developing an integrated palliative 
and rehabilitation care model for 
children with life limiting neuro-
developmental conditions, and 
their families. 

NIHR 
LCRN:KSS 
CATALYST 
Funding  

Dr Diane Sellers: 

£12,500 

SCFT 

January to 
March 2022 

Ten Minutes for Autism: An 
evaluation of the impact of an 
extended and structured 
appointment format on experience 
and outcomes of dental visits for 
autistic patients. 

NIHR 
LCRN:KSS 
CATALYST 
Funding  

Dr Jenny Parry: £12,500 

SCFT 

January to 
March 2022 

‘Tangiball,: Acceptability of a Smart 
Toy for the Clinical Detection of 
Sensori-Motor Dysfunction in 
Children with possible Autism 
Aged 2-5. 

NIHR Allied 
Research 
Collaboration: 
Kent, Surrey 
and Sussex 

Dr William Farr: £19,000 

SCFT 

January to 
December 
2022 

 

  

08
 A

nn
ua

l R
ep

or
t o

n 
R

es
ea

rc
h

an
d 

In
no

va
tio

n 
21

-2
2

Page 115 of 164



Sussex Community NHS Foundation Trust  

Research & Innovation Annual Report April 2021 to March 2022 

  Page 10 Research & Development\Business Management\Reporting - Performance\Annual Reports\2021-2022 

 

 

Research Studies 

The Trust conducted 38 research studies in 2021/22: 35 NIHR badged studies and 3 non-NIHR 
badged. 4 of these were COVID studies. 

Of the 38 studies: 

27 were conducted in Adults’ Services; 9 in Children’s Services and 2 in Adults and Children’s. 

Studies conducted in services for Adults 

Title of Study 
Chief or Local 
Investigator & 

affiliation 

ADAPT AT - Evaluation Study of the ADAPT Assistive Technology 
(AT) training programme. 

Eleni Hatzidimitriadou, 
Canterbury 
Christchurch University 

Trajectories of Outcome in Neurological Conditions: Quality of Life 
(QoL) and neurological disease Sub-Study 4 Longtitudinal. 

Prof Carolyn Young 

The Walton Centre 
NHS FT 

EDUCAT: Empowerment of Disabled people through the User 
Coproduction of Assistive Technology. 

Dr Donna Cowan, 
SCFT 

ContactME–IBS - How effective is Consent for Contact in increasing 
opportunities to participate, and patient recruitment to IBS clinical 
trials? 

 

Prof Yan Yiannakou, 
County Durham and 
Darlington NHS 
Foundation Trust 

CINDI - Delegation of insulin administration to non-registered 
healthcare workers in community nursing teams: an evaluation of care 
and practice for older people with diabetes. 

Dr Karen Stenner, 
University of Surrey 

RECREATE - A multicentre cluster randomised controlled trial 
evaluating the clinical and cost-effectiveness of an intervention to 
reduce sedentary behaviour in stroke survivors incorporating an 
internal pilot phase and embedded process evaluation. 

Prof Anne Forster, 
Bradford Teaching 
Hospitals NHS FT 

Measuring the social care outcomes of people with dementia and their 
carers. 

Ms S Rand, University 
of Kent 

CCP-UK - Clinical Characterisation Protocol for Severe Emerging 
Infection. 

Dr Calum Semple, 
University of Liverpool 

EMER - An online survey to explore the psychometric properties of a 
new and theory-driven measure of emotion regulation (the Perth 
Emotion Regulation Competency Inventory) when used in a range of 
clinical and non-clinical populations. 

Dr Alison Roberts, 
University of Sussex 

Glucose and HbA1c discrepancy in HIV: Is there a discrepancy 
between plasma and interstitial fluid glucose and HbA1c in people 
living with HIV? 

Harriet Daultery, 
University Hospitals 
Sussex 
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Title of Study 
Chief or Local 
Investigator & 

affiliation 

How does memory affect our experience of cognitive behavioural 
therapy? 

Dr Caitlin Hitchcock, 
MRC Cognition and 
Brain Sciences Unit 

Implementing EDACS: Implementing the Eating and Drinking Ability 
Classification System (EDACS) across health and social care settings 
for adults with cerebral palsy to improve shared decision-making and 
eating and drinking outcomes. 

Dr Diane Sellers, SCFT 

The use of locum doctors in the NHS: understanding and improving 
the safety and quality of care. 

Kieran Walshe, 
University of 
Manchester 

MePFAC - Methylphenidate versus placebo for fatigue in advanced 
cancer. 

Dr Paddy Stone, UCL 

MiNDToolkit: Practical management of behavioural impairment in 
MND. 

Prof Eneida Moshi, 
University of East 
Anglia 

MND Register. Anmar Al-Chalabi, KCL 

Narratives for health & illness for healthtalk.org Ms Sue Ziebland, 
University of Oxford 

AHP perceptions of NHS research capability and culture: A national 
research capacity in context survey. 

 

Catherine Comer, 
Leeds Community 
Healthcare NHS Trust 

PALLUP: Improving home-based care for older people with complex 
needs. 

Prof Caroline 
Nicholson, University of 
Surrey 

Psychological Impact of Covid-19. Phase three: pandemic and 
experience: An international survey. 

Dr Shanaya Rathod, 
Southern Health NHS 
FT 

RESPOND: A randomised controlled trial to investigate the clinical 
effectiveness and cost-effectiveness of Mindfulness-Based Cognitive 
Therapy (MBCT) for depressed non-responders to Increasing Access 
to Psychological Therapies (IAPT) high intensity therapies. 

Prof Thorsten 
Barnhofer, University of 
Surrey 

RETAKE - Return to work after stroke. Dr Kate Raford, 
University of 
Nottingham 

SPACE workstream 4: Evaluation of the feasibility and effect of a new 
tool SPACE - Symptom and Psychosocial Assessment and 
Communication Evaluation to improve communication and holistic 
care for older people in community hospitals and during clinical 
uncertainty. 

Prof Catherine Evans, 
KCL and SCFT 
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Title of Study 
Chief or Local 
Investigator & 

affiliation 

Neuroinflammation as a predictor of chronicity in whiplash. Mr Andrew Dilley, 
Brighton and Sussex 
Medical School 

Leading an Agile Workforce in the NHS. Dr Emma Russell, 
University of sussex 

Living Well with Frailty Experiences (LiFE) Study: Co-designing 
person-centred frailty interventions with community-dwelling older 
people and health professionals: What is frailty from older people's 
perspectives? How can frail older people be better supported? 

Prof Kathleen Galvin, 
University of Brighton 

Strength assessment and strength training in pulmonary rehabilitation: 
an online survey of services in England. 

Ms Kate Pittaccio, 
University of Essex 

 

Studies conducted in services for Adults and Children 

Title of Study 
Chief Investigator & 

affiliation 

Virus Watch: Understanding community incidence, symptom profiles, 
and transmission of COVID-19 in relation to population movement and 
behaviour. 

Prof Andrew Hayward, 
UCL 

Cohort Monitoring of the Safety of COVID-19 Vaccines. Prof Saad Shakir, Drug 
Safety Research Unit, 
Southampton 
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Studies conducted in services for Children 

Title of Study 
Chief Investigator & 

affiliation 

Yourtube - The role of different diets in children who are gastrostomy 
fed. 

Dr Lorna Fraser, 
University of York 

Building the evidence for a new medical educational programme for 
Autistic Spectrum Disorder: Time for Autism Phase 2. 

Dr Stephanie Daley, 
Brighton & Sussex 
Medical School 

Breathe Easy - Nighttime intervention to prevent aspiration in child 
with neurodisablity. 

Dr Sarah Crombie, 
SCFT 

FLUENZ: Passive Enhanced Safety Surveillance (ESS) of 
Quadrivalent Live Attenuated Influenza Vaccine (QLAIV) Fluenz Tetra 
in Children and Adolescents during the Early Influenza Season in 
England (2020-2021). 

Prof Saad Shakir 

Drug Safety Research 
Unit, Southampton 

MOTION - (Mechanised Orthosis for Children with Neurological 
Disorders): -Gait Analysis. 

Eleni Hatzidimitriadou, 
Canterbury 
Christchurch University 

MOTION - (Mechanised Orthosis for Children with Neurological 
Disorders): - Staff Survey. 

Eleni Hatzidimitriadou, 
Canterbury 
Christchurch University 

Palin STSC (8-14) - Evaluating Palin Stammering Therapy for School 
Children (Palin STSC 8-14) versus Treatment as Usual: a feasibility 
trial. 

Dr Sharon Millard, The 
Whittington Health NHS 
Trust 

Physical Activity in Childhood Epilepsy - a pilot study PACE. Helen Cross, Young 
Epilepsy 

Spectrum 10K: Common Variant Genetics of Autism and Autistic Traits 
(GWAS). 

Prof Simon Baron-
Cohen, Cambridgeshire 
& Peterborough NHS 
FT  
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BOARD OF DIRECTORS – PUBLIC MEETING 
28 July 2022 

 

Agenda Item Number: 9 
 

 

Report Title: Freedom to Speak Up Annual Report 2021-22 
 

 

Purpose: 
 

Approval  Assurance X Discussion  Briefing 
 

           

Summary:  This report summarises themes of concerns and learning raised by 
staff to the Freedom to Speak Up (FTSU) Guardian in 2021-22. It also reports 
activity undertaken by the new Guardian during this period to continue to develop 
the culture of Speak up / Listen up / Follow Up. This report is based on the FTSU 
quarterly reports provided during the year. 
 
•The report provides assurance that following the recruitment of a new FTSU 
Guardian in July 2021, case numbers have increased steadily between Q1 and Q4, 
rising from 6 to Seventy (70). There are no significant risks identified and most 
cases were supported and signposted back to local management actions. 
 
•A Datix module was created in July 2021 to enable accurate recording of cases to 
improve data quality, based on the National Guardian’s Office (NGO) recording 
criteria. 
 
•The Board can be assured that the new Guardian has been supported into role, 
and regular meetings are in place with the Executive and Non-Executive Director 
for FTSU.  
  
•The role of the FTSU Ambassador is under review to ensure it reflects the SCFT 
and national FTSU Strategy and appropriate support is in place so the value and 
impact of the role can be maximised. 
 
•A TIAA internal audit had been completed with a ‘Reasonable Assurance’ rating. 
The outcome formed part of the Board Self-Assessment in February 2022. 
 
•SCFT was ranked as 9th in the FTSU Index in 2020-21, the first year the 
organisation was in the top ten. The Index is not running in the current financial 
year so a peer-review will take place with Sussex Partnership NHS Foundation 
Trust by the end of July 2022. 
 
•The FTSU Strategy Implementation Plan has been completed, and is on track. 
 
•The recent annual staff survey indicates an overall 86.7% confidence in speaking 
up at SCFT, compared with the national average of 62%. This demonstrates the 
continued improvement in staff being able to speak up and the overall culture at 
the Trust. 
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Recommendation:  

The Board is asked to note the FTSU Annual Report for 2021-22. 

Previously reviewed by:   
Quality Improvement Committee, Donna Lamb Chief Nurse and Howard Pescott, 
Associate Director of Quality and Safety 
 
 

Relevance to Trust’s Strategic Goals: 
Quality Improvement; Patient Experience; Thriving Staff. 
 

Relevance to CQC Domains: 
Safe; Caring; Responsive; Effective; Well Led 
 

Equality and Diversity: 
High relevance to the duty to eliminate discrimination, the policy has been 
analysed and presented previously. 
 
 

Report author: Mary Bell 
Title: Freedom to Speak Up Guardian 
 

Report owner: Donna Lamb  
Title: Chief Nurse 
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Freedom to Speak Up Annual Report 2021-22  

  

Introduction 

 
A new FTSU guardian has been in post since 1st July 2022 at SCFT. Visibility of the role 
has increased, and this has resulted in a steady increase of numbers of staff accessing 
the FTSU guardian for support. This annual report documents the number of concerns 
that have been made over the twelve months from April 2021 to March 2022 alongside a 
review of the themes of these concerns. This report will provide examples of 
improvements that have been made as a result of concerns raised. 
 
As well as this data, the report also provides an overview of the development of the 
Freedom to Speak up work over the last year, future aims for the initiative and examples 
of feedback. 

1. Key FTSU activity: 

1.1 Activities 

Key activities included: 

 The role of the FTSU ambassador continued to be developed and supported, with the 
introduction of restorative supervision sessions from December 2021 and quarterly 
ambassador support meetings. In Q1, 2022/23 a review of the ambassador role and 
responsibilities is being undertaken. Currently there are 11 FTSU ambassadors. The TIAA 
audit hi-lighted the need to increase the reach and diversity of ambassadors across the trust, 
this has been accelerated by 4 ambassadors moving to other trusts or retiring.  

Close working relationships remain between the guardian and Connect team, and this is 
providing a rapid referral process for additional wellbeing support for staff, including referrals 
for mediation, post-event reviews or reflective practice sessions. 

 October is assigned by the National Guardian Office as National Speak Up month and in 
2021 the following occurred: 

 Content captured for short films of staff, managers and other leaders 

 General content about FTSU filmed with guardian, CEO and Chief Nurse for future use  

 FTSU Roadshows occurred at Horsham Crawley and Kleinwort Hospitals. A drop-in session 
was arranged with the Chief Nurse and the FTSU Non-Exec Director for FTSU (NED). 

 The FTSU strategy was ratified by the board in December 2020 and the implementation plan 
is being finalised. 

 A board FTSU self-assessment took place in February 2022. Annual FTSU training for all 
board members is planned for July 2022 based on the new FTSU Follow Up training from the 
National Guardian’s Office (NGO), launched in April 2022.  

 The FTSU guardian engaged with the four staff networks to ensure the voices of those 
potentially vulnerable groups could be heard. 

 The guardian worked with local HR Business Partners, Staffside, workforce improvement, 
Senior management and the Executive to share confidential themes and intelligence to 
enable improvements. 
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1.2 Training  

Health Education England (HEE) and the National Guardian Office have developed e-
learning modules to explain what speaking up is and how this helps build teams where 
people are supported to be their best.   

 The “Speak Up” module is for all staff, and 88.57% completed this at year end, 2021-22, an 
increase of 12.57% on 2020-21, (76%), the target being 70%. 

 The second module “Listen Up” is for managers and builds on the first module. SCFT 
achieved 66.59% of managers trained in 2020-21, an increase of 32.59% on 2020-21, 
(34%) 

 A third module, ‘Follow Up’, is available in May 2022 aimed at senior leaders and the 
Executive. 

2 Speaking up – what the data says 

1.3 Freedom to Speak Up results 2018-21 comparison: 

This summary is based on staff perceptions of speaking up from the latest NHS Staff Survey 
results from 2021. The four questions with response rates can be seen below. The chosen 
years of 2018 -19 to 2020-21 are to demonstrate pre Covid -19 pandemic and post pandemic 
responses as comparators. 

 SCFT have shown an overall improvement in all the results for the organisation in the 4 
FTSU questions between 2018 and 2021.  

 We were ranked 9th in the top 10 Trusts in the Freedom to Speak Up Index 2021, having a 
score of 84.9%. The difference between SCFT and first place was only 2.7%. The Index is 
not available in 2021 as the FTSU questions changed so a comparison was not possible. 

 The biggest improvement of 6.9 % between 2018 and 2021 was in staff confidence that the 
organisation would address concerns about unsafe clinical practice. This result showed a 
shift from 66.2% in 2018 to 73.1% in 2021. 

 The MSK partnership formed part of the results for the first time in 2021 and performed 
consistently higher than the organisational overall totals. A score of 92% was achieved in 
feeling secure raising concerns about unsafe clinical practice and 84% felt confidence in the 
organisations ability to address concerns raised about unsafe clinical practice. (SCFT overall 
results were 83.2% and 73.1% respectively). 
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Post pandemic results of 2021 show that all services have shown an increase in feeling 
secure in raising concerns about unsafe clinical practice compared to pre pandemic results, 
and the organisations overall result of 83.2% is an improvement of 5.6% from 2018 to 2021. 

 

 

 

Post pandemic results of 2021 show that all services have shown an increase in confidence 
that the organisation would address concerns about unsafe clinical practice compared to pre 
pandemic results, and the organisation overall has shown a 6.9% improvement in results 
over the 4 years sampled. 

09
 F

T
S

U
 A

nn
ua

l R
ep

or
t 2

02
1-

22

Page 124 of 164



Sussex Community NHS Foundation Trust – Freedom to Speak Up Annual Report 

 

 

 

 

  Page 4  

Although Children’s services have shown a 1.2% decrease in confidence from 2020 to 2021, 
overall, they have an 8.8% increase in confidence in the organisations ability to address 
unsafe clinical practice between 2018 and 2021. 

 

 

 

This question was only introduced to the staff survey in 2020. The organisation overall has 
remained at a consistent level of 74% for the two years shown, 2020 and 2021. 

The question ’Feel organisation would address any concerns I raised’: appeared for the first 
time in the staff survey in 2021. Previously the question was: ” organisation acts on concerns 
raised by patients/service users”. SCFT overall scored 63.2%.* 

Areas of Concern: 

Estates and facilities perform consistently lower than other services in 3 of the 4 FTSU 
questions and this is repeated over all 4 years sampled. 

More questions may be required to understand if staff in this service understand unsafe 
clinical practice and how to report incidents, or if they have less confidence and trust in being 
heard, as they are non-clinical. This last factor alone, may be a barrier to speaking up. 

Further investigation would be beneficial to understand why this service consistently gives 
poor results to all the FTSU questions asked. 

*It is important to note that Estates and Facilities scored 63% in the final question of whether 
they feel the organisation would address any concerns they raised. This is commensurate 
with the Trusts overall score of 63.2%. 

1.4 Number of concerns raised per year 

 Figure 2 below indicates the growth in numbers of individuals speaking up in SCFT over the 
course of the last three years.  

 The data shows that 2021 -22 activity has increased on the pre-pandemic year of 2018-19, 
from forty-nine cases, (49), to seventy (70) cases in 2021. 
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 Whilst it is important that staff do contact the FTSUG when needed, we also want to 
encourage staff to discuss issues directly with their line manager. 

1.5 Number of concerns raised by quarter  

 Figure 3 demonstrates that the rate of concerns has steadily increased each quarter in 2021-
22:  Q1 = 6, Q2 = 19, Q3 = 20, Q4 = 25. It was anticipated that numbers of concerns would 
rise with the appointment of a new FTSU guardian. The extra visibility for the FTSU agenda 
provided greater opportunities for staff to raise concerns using this route 

 The increase in the number of staff speaking up is mirrored in SCFT’s overall level of staff 
responding to the NHS staff survey with 72.8 % completing it in 2021. 

 

  

    Figure 1:  Number of concerns raised per quarter – year on year comparison 

           Source:  FTSU Log of concerns & Datix May 2022 

3.4 Number of concerns by area  

     To enable comparison across the areas, Figure 2 below, presents the number of concerns 
per headcount, per area.  

 
During 2021-22, there were forty-seven (47), concerns in East area.  Regular communication 
occurred with the Area Director and senior managers in the area to enable these cases to 
progress. Only 3 cases were escalated to Step Two requiring support from Human Resources 
(HR), the majority being resolved at Step One with a local manager. Whilst the data presents the 
East Area as an outlier, (as 2020-21), it is positive that staff are speaking up and are happy to 
be supported to have their concerns resolved at a local level.   
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                                  Figure 2. Number of concerns 2020-2021 per headcount per area  

     Source:  FTSU Log of concerns May 2022  

 

Number of concerns by Staff group: 
 
 

 
                     Figure 3. Number of FTSU Categories reported by staff, 2020-2021 per 1,000 headcount per 
area  

     Source:  FTSU Log of concerns May 2022  

 

 The highest number of staff reporting concerns remains registered nursing staff, across Q1 
to Q4 2021-22, (Twenty-five staff), followed by a similar rate administrative staff and allied 
health professionals (Sixteen and Thirteen staff respectively). 

 Seventy (70) FTSU concerns were raised in 2021 -22, and 197 options have been selected 
for those records. This is due to staff selecting more than one area of concern (Figure 4). 
The most common one is Behavioural / Relationship followed by leadership. The following 3 
categories of system & process, bullying & harassment and culture are comparable. 
Discrimination was also a significantly reported category with Seventeen cases: Race 2, 
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Disability 9, Sex 2. The Other category (4), comprised poor shift patterns, lack of flexible 
working opportunities pay, banding and promotion issues: 

 
Figure 4. Number of FTSU Categories reported by staff, 2020-2021 

Source:  FTSU Log of concerns May 2022  

 
During 2021/22, the 13 categories were used 198 times across 70 FTSU records. This is an 
indicator of the complexity attached to the majority of staff concerns. 
 

 It is important to note that there were no cases of patient safety or safeguarding that required 
immediate escalation. Where patient safety or quality was recorded, it was related to 
perceptions of staff around standards of care or continuity they were able to offer. 

 No cases reached the prescribed criteria for a whistleblowing or protected disclosure 

 Only 1 of the concerns raised in 2021 was related to COVID -19 and this was during the brief 
period when mandatory Covid-19 vaccination of staff was expected. 

 
The majority of FTSU cases were resolved through supporting back to local management. 
Where cases had progressed to an HR intervention, the FTSU process remained on hold, but 
the individual(s) could access pastoral support via the guardian. When the HR case is 
concluded, the speak up element is reviewed. 
 
An anonymous survey is typically sent to all staff who raised concerns when their case is closed. 
41 cases from 2020-21, are now closed. 29 reported they would speak up again 12 are not 
known.                 

3.5 FTSU Themes: 

It is recognised that 2021-22 continues to be affected by post -COVID-19 effects, and the 
challenging circumstances that our staff have been working within has been prolonged. Staff 
appear to be particularly sensitised when it comes to working relationships with colleagues 
both at individual and team level. Staff report actively looking for other roles / jobs or going 
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off sick as a result of ‘trigger events’ i.e.: poorly received emails or perception of rudeness / 
not being heard. 

Staff reported experiencing a perceived lack of compassionate leadership, and FTSU 
discussions occurred with individuals about their own psychological wellbeing including 
signposting to SCFT resources and the South East Coaching Network where appropriate. 

 Concerns were raised about the processes that were implemented during COVID-19, eg: 
working from home, with a perceived difference between how other teams were 
implementing the guidance and interpreting individual flexible working requests. 

 Feeling overwhelmed with workload and additional responsibilities (ie: supervisory, 
mentoring or team leadership) -burnt out or on threshold of.  
 Perception of detriment or different treatment as a result of speaking up (See section 4). 

 Lack of supervision/training/dedicated time from managers. Not receiving written records of 
supervision. Concern for colleagues / staff leaving.  Lack of time and attention from 
managers towards staff personal health & wellbeing or professional development.  

 Leadership and Communication issues, not being informed of changes, or not being given 
key messages in a timely way. 

 Supervision and dedicated 1:1 meetings with staff tend to get moved when operationally 
busy - (across all services) to the detriment of staff. Some staff report having gone many 
months without supervision or a personal development review 

 Poor communication or lack of good leadership practice / role modelling, leading to poor 
team cohesion and staff lacking confidence in their leaders. 

It is important that whilst concerns and multiple themes were being raised, the majority of 
cases were able to be supported through engagement with managers and individuals. 

Managers are being supported by the FTSU guardian to manage their own team concerns 
where they have approached the guardian. This continues to demonstrate that local 
managers are responding, and most cases are not requiring escalation to Step Two. 

There has been a low number (3), requiring escalation to an Executive Director by the FTSU 
guardian in 2020-21 

4 The Issue of Detriment: 

From the Seventy cases (70) raised to the FTSU guardian between Q1 and Q4, 2020-22, 
Thirty-six, (36) cited ‘disadvantageous and /or demeaning treatment as a result of speaking 
up’, (often referred to as detriment). This contributed to heightened stress responses with 
negative effects on physical and psychological health. 

This can be categorized as follows: 

 Actual detriment: (6 cases), poor behaviours from a manager towards the member of staff 
reporting concerns, either reported by the individual, or witnessed by other staff within the 
team. This included the way staff were spoken to, (tone used or derogatory comment), raised 
voices/shouting, being side-lined (not invited to meetings, or asked to be involved in work 
streams/recruitment), or being ignored (not greeted in the work environment, office doors 
kept closed). Poorly worded or accusatory emails, giving staff the impression of being ‘told 
off’. Lack of timely response to requests or no response. 

 Perceived detriment: Thirty (30) cases, which can be divided as follows: 
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Treated differently after speaking up: Seventeen (17) cases, often subtle, low-level incivility, 
being ignored, not included in staff events, or staff social media groups, shutdown in 
meetings or a feeling of being sidelined or isolated 

Fear of reprisal or fear of being treated differently after speaking up: Thirteen (13) cases,  

Genuine concern that raising concerns openly, would cause a form of reprisal, comment or a 
change in behaviour / attitude from managers and/or colleagues towards the individual 
member of staff. 

5 Delivery of 2020-2021 objectives: 
Objective How we delivered this Outcome 

Increasing awareness and 
visibility of FTSU guardian 

 Review of FTSU ambassadors 

 Training and engagement 

  FTSU Follow Up training for Exec 

 TIAA audit will measure progress 

Ongoing 

Completed 

Delayed due to late publication by NGO  

Completed  

Promoting a culture of 
raising concerns 

 Review of governance processes (Quality account, 
privacy notice, reporting, quick reference guide) 

 Gap analysis based on cases reported by NGO 

 New Datix module to record cases 

 Review board self-assessment tool 

 Learning from staff who raise concerns (feedback 
survey launched, exit interview data ) 

 Complete FTSU strategy 

 Development of implementation plan 

Completed 

 

Ongoing 

Completed  

Completed 

Ongoing 

Completed 

Ongoing 

6 FTSUG regional and national links in 2021-2022 

A key activity has been the support and development of the Freedom to Speak Up (FTSU) 
ambassadors with regular meetings and restorative supervision 

A peer review with Sussex Community Partnership NHS Foundation Trust based on the 
NGO Job description for FTSU guardians is planned (May 30th 2022). 

The purpose of the Freedom to Speak Up Peer Review is to promote learning and co-
operation between the Trusts around FTSU work and provide assurance to the Board.  

The Review will compare data, themes and outcomes, reflect on what mechanisms there are 
to translate this into organizational learning and action.  The Peer Review is especially 
important in 2022 in the absence of the National FTSU Index. Part of the index's aim is to 
demonstrate improvement or decline in workers' perception of the speak up culture in NHS 
trusts, but also to highlight disparities between the highest performing organizations and the 
lowest. 

It has been agreed that we will base the review on the National Guardian Office Job 
Description which outlines the key responsibilities of the Guardian, around policy, 
promotional work, reducing barriers to speaking up, case management etc.  We will also 
compare our Freedom to Speak Up (FTSU) Trust Board Toolkits. 
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7 Case study / Board Story   

The case study in this year’s annual report provides an example of the direct experience of a 
senior SALT practitioner within an operational team who raised a concern and how the FTSU 
Guardian has been involved in supporting the member of staff, the wider team and the senior 
managers. 

An initial meeting occurred with the member of staff to explore the concerns and to agree an 
approach together. The concern was multi-faceted as it involved the wider multi-disciplinary 
team, co-workers, policy, patient pathways and had implications for the commissioned 
service. It had also had a profound effect on the staff involved. The FTSU guardian 
suggested amendments including removal of emotive language, exploration of related 
themes and a forward focused approach. The member of staff successfully raised their 
concern and although not yet fully resolved, the overall response and outcome to date, has 
been positive. 

8 What have we learnt? 

All staff who spoke up to the FTSU guardian in 2021 -2022 were thanked for coming forward. 

The following is a snapshot of what we learned because staff spoke up and the positive 
changes that have or will occur as a result.  

 The FTSU Guardian worked closely with local management teams, to share information as 
agreed, with individuals raising concerns. 

 The FTSU Guardian has worked with the Executive, Area management teams, HR, Staffside 
and workforce development to enable sharing of themes and to contribute to a review of Exit 
interview / survey questions so that links across issues and understanding can occur. 

 Regular contact between the Executive lead (Chief Nurse), Chief Operating Officer the Non-
Executive lead for FTSU and the FTSU guardian provided assurance that staff voices were 
being heard and responded to.  

 The role that FTSU has in responding to concerns quickly, (same day or next working day) 
and supporting managers to have early conversations with staff, to enable resolution and 
shared learning for the benefit of all. 

 Managers are also impacted by staff speaking up and so impartial FTSU contact, and 
support is made with all parties where confidentiality allows, and the correct process is used 
to review concerns.  

 The importance of FTSU guardian being integral to the Quality and Safety senior 
management team, particularly Patient Safety, to enable a coordinated approach and 
triangulation of thematic data. 

 The role that mediation and facilitated reflective conversations can play to support 
conversations between individuals, and to enable beneficial future working relationships 
within teams. 
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9 Next steps 

 Review the implementation plan for the FTSU Strategy with the new FTSUG to support 
delivery or mitigations where required. 

 Complete a workshop with new and existing FTSU Ambassadors on their role and 
contribution to the organization. 

 Continue to forge links with Staff Networks to ensure close working. 

 Closer alignment of FTSUG and Patient Safety. 

 Support the development of further triangulation of FTSU data with HR, Workforce 
development (East & West), Organisation and Development team and the Connect team 
which incorporates a broader appreciation of quality, including qualitative information related 
to patient safety, staff safety and wellbeing. This will include workstreams for Just Culture 
and Violence and Aggression. 

 Review the final feedback from the peer review from Sussex Community Partnership NHS 
Foundation Trust 

 Gap analysis for any learning from the NGO case reviews commenced in July 2021 and is 
ongoing.  

 Continued focus alongside HR colleagues on the theme of incivility in the workplace and staff 
feeling an increased level of sensitivity around workplace relationships - including closer 
triangulation with HR so early intervention can be offered.  

10 Conclusion:  

 Awareness of FTSU is consistently increasing, thereby promoting a more open and 
safer culture (for patients and staff). 

 Staff psychological health and wellbeing remains a priority in 2022 

 We can demonstrate where we have learnt from Speaking Up and have plans in 
place to share the learning more widely. 

 Significant progress has occurred in 2020-21 with the development of a module on 
Datix to record FTSU cases confidentially. 

 2021/22 FTSU strategy implementation plan will ensure a clear vision and direction 
for Speaking Up. 
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Trust Board 

28 July 2022 

 

Agenda Item:  10   
 

Title: Information Governance (IG) and Caldicott Annual Report 2021-22 
 

Purpose: Approval  Assurance X Discussion 
 

Briefing 
 

  

Summary: 

The annual report provides activity under the Information Governance and Caldicott 

functions. It has been approved by the Information, Digital and Technology Group; the 

Digital, Data and Technology Committee and the Executive Committee. 

In summary in 2021-22: 

 The Trust achieved “Met” on all the mandatory requirements of the Data Security & 
Protection Toolkit. 

 The Trust achieved 96% compliance rate for statutory Information Governance 
Training for staff. 

 82% of all services had completed mandatory for role Health Record Keeping 
Training. 

 The Trust reported 765 Information Governance Incidents, a decrease of 21 reported 
in 2020-21. 

 The Trust reported one serious Information Governance incident reported to the 
Information Commissioner’s Office (ICO). 

 The Trust received 1,337 subject access requests. 95% were responded to within the 
legal timescale of one month. 

 The Trust responded to 257 requests for information under the Freedom of 
Information Act. 91% were responded to with the legal timescale. 

 

Recommendation: 

 The Board is asked to note the annual report. 
 

CQC Domains (Safe; Caring; Responsive; Effective; Well Led) indicate which are 

relevant below:  Information Governance is relevant to each CQC domain. 
 

Relevance to Strategic Goals:  Ensuring we are led by excellent staff and providing 

confidential care.  
 

Equality and Diversity:  Impact: No specific impact raised in this area 
 

Prepared by (including job title):  

Lindsay Wells, Head of Information 

Governance & Data Protection Officer 

Presented by (including job title):  

Dr Sara Lightowlers, Chief Medical Officer 

and Caldicott Guardian 
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1. Introduction 

The purpose of this report is to provide assurance that Sussex Community NHS Foundation 

Trust is compliant with information governance (IG), including Caldicott Guardian statutory 

requirements, and where necessary addressing information risks appropriately. 

 

 

Compliance is overseen by the Information, Digital and Technology Governance Group 

which is chaired by the Senior Information Risk Owner (SIRO) and attended by the 

Caldicott Guardian, Head of Information Governance and Data Protection Officer, Head of 

IT, Digital Clinical Assurance Lead and Senior Operational Service representatives. 

Good Information Governance supports the Trust in its achievement of its vision, values 

and strategic objectives. 

 

Information Governance Leading to Clinical Outcomes 

Confidentiality  Trusted Relationships 

Integrity  Safe Care (right decisions) 

Availability  Timely Care 
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2. Data Security and Protection Toolkit 

The Data Security & Protection Toolkit provides a mechanism for Health and Social Care 

organisations to demonstrate compliance with statutory information governance and data 

security requirements.   

The Trust is mandated to evidence compliance against the 10 National Data Guardian 

(NDG) Standards with 38 Assertions.  There is a requirement to provide 142 evidence items 

(of which 109 of these are mandatory) and organisations are rated as either having ‘Met’ 

the standards or ‘Not-Met’ the standards.  To achieve an overall organisational rating of 

‘Met’, all 109 of the mandatory requirements must be evidenced. 

The following graph shows the breakdown of the 10 mandatory assertions within each 

standard: 

 

Prior to final submission of the Toolkit, TIAA the Trust’s internal auditors undertook an audit 

which and Sussex Community NHS Foundation Trust was given a High Confidence Level 

and a Substantial Rating as detailed as follows: 
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3. Information Governance Statutory Training 

In 2021-22, Information Governance training was delivered predominantly through e-

learning using the national Data Security Awareness – Level 1 Training Package.   

Virtual face-to-face sessions using a pre-recorded video via Microsoft Teams and the 

paper-based IG Workbook were also provided for staff unable to access the e-learning.   

Monthly reports of staff not compliant with the IG Training were sent monthly to the Area 

and Deputy Area Directors, General Managers (or equivalents) and the Heads of Nursing 

and Governance.  

It was agreed by the Information Governance and Security Group that the training would 

reflect staff being in date with training over a 15 month period due to COVID-19.  

As at the 30th June 2022, the Trust achieved 96% compliance  

For 2022-2023, IG Training will be mainly delivered by e-learning and the IG workbook will 

also be available.  

4. Health Record Keeping Training 

Health record keeping training is mandatory every 3 years for staff who use or administer 

health records.  It is provided via a workbook or through a service-led training package 

which can be tailored to the service. 

The Trust had a target to achieve 80% compliance to Health Record Keeping Training.  

Owing to COVID-19, this training was de-prioritised. 

As at 30th June the Trust achieved 81.57% compliance  

There will be a refocus in 2022-2023 to achieve the 85% compliance rate by 31 March 

2023. 

 

5. Information Governance Incidents 

The Trust has a positive culture in reporting incidents.  All IG relevant incidents are triaged 

by the Information Governance Team to ensure relevant actions are taken, support is 

provided to staff in the management of the incidents, and opportunities for learning are 

identified.  This also ensures that the Trust is able to identify and mitigate against any 

serious incidents. 

Incident trends are included in the Information Governance Team priorities, awareness 

campaigns, and training. 

In 2021-22 the Trust reported 765 Information Governance Incidents, a slight decrease of 

21 from the 2020-21 total of 786.   
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The top five highest reported Information Governance incidents were as follows: 

Patient Info Sent Incorrectly/Inappropriately 24% 

Patient Documentation Inadequate / illegible / incorrect / wrong  11% 

Patient Info Received Incorrectly/Inappropriately 9% 

Patient Documentation - misfiled 9% 

Breach of Patient Confidentiality 6% 

An analysis of these incidents shows the majority of the incidents were attributed to ‘human 

error’ and as such identified that awareness raising and continued training is key to 

minimising incidents.  Policies and procedures are also reviewed so staff are provided with 

clear information on their responsibilities.   

 

6. Information Governance Serious Incidents 

The Trust takes all information governance incidents very seriously and, regardless of 

severity, are analysed and where appropriate categorised as a serious incident needing 

further investigation. 

In 2021-22 the Trust reported one serious information governance incident to the 

Information Commissioner’s Office (ICO) using the Data Security Incident Reporting Tool. 

The incident was reported on 4th of February 2022 in which a subject access request 

(SAR) was sent to a requestors home address.  Due to the amount of information these 

were divided into multiple envelopes, however during transit via Royal Mail, two envelopes 
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did not arrive, and one other was badly damaged leading to a loss of personal information. 

Due to the actions and learning the Trust has put on place immediately afterwards, the ICO 

subsequently closed the incident on the 1st of March 2022 with no further action required. 

Information on incidents during the year is used to support training for colleagues and to 

inform communication published to make sure it is relevant and relatable to prevent 

reoccurrence of similar events. 

7. Information Asset Management (IAM) 

The General Data Protection Regulation makes it a statutory requirement for organisations 

to maintain a record of processing activities under its responsibility. 

Since 2020-2021, the programme of proactive Information Asset Management was paused 

due to COVID-19 pressures, however the IG team have continued to support calls, queries 

and training requests direct from services delivering 72 meetings/training sessions to 101 

staff. 

In autumn 2022-23, the programme of work will be restarted as an improved version of the 

IAM software will be rolled out and will be included as part of Digital Transformation 

Projects to ensure good, streamlined information management is in place and where 

duplication and unnecessary processing of information is removed.   

 

8. Subject Access Requests (SARs) 

A total number of 1337 Subject Access Requests were received in 2021-22.  This equates 

to an average of 111 requests per month.  These figures are up 15% on the 2019-20 pre-

Covid figures and represent the busiest year for SARs for SCFT. 

Across the entire year, the compliance for resolving requests within the legal one-month 

time frame was 95%. 
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9. Freedom of Information Requests (FOI) 

A total number of 257 Freedom of Information Request were received in 2021-22 and 264 

resolved, a monthly average of 21 received and 22 resolved.  

Across the entire year, the compliance for resolving requests within the legal 20-day time 

frame was 91%.  

Medical and clinically related questions made up the majority of requests (24%) and 

COVID-19 related questions reduced to 8% of requests received, down from 13% in 2020-

21. 

Breaches of the timescale were attributed generally to compiling complex responses across 

a number of services and request for significant amounts of information.  These breaches 

are escalated to service managers and reported through the Information Governance 

Group. 

The majority of requests received were from individuals, commercial organisations and 

researchers/campaigners.  

 

 

 

The majority of requests relate to medical or clinical categories; the IT 

Systems/management; and Management of the Trust.   
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Where requests may have an impact on commercial interests, for example tenders and bids 

and in these cases are discussed with the Deputy Director of Development and 

Partnerships.  All requests are copied to the Head of Communications and Engagement 

and any responses to the media are reviewed. 

 

10. Information Governance Project Support 

In addition to general advice and guidance given to staff and services, the IG team have 

provided support to over 100 services/Trust projects in 2021-22 to advise and assist on IG 

matters, including the completion of data protection impact assessments (DPIAs); 

information sharing agreements; data transfer agreements; business development tenders; 

contract reviews and IG framework documents. Examples of projects include: 

 Supporting SystmOne roll out and digital transformation projects (Community Nursing, 
Safeguarding, Looked After Children, Urgent Community Response, HCP, Chailey, 
Children’s-SaLT, Rheumatology, Macmillan, Podiatry, CCHIS, Weekend Clinic, CNRT, 
Echo, Phlebotomy, CoPD and IV Nurses) 

 Reviewing and approving medical devices for data protection compliance (Canon Aplio 
A550, Ultrasound, Coagucheck Pro II, Mortara ECG, iStat Alinity, Bioimpedande Body 
Composition, ABRIS Titan Tympanometer, Masimo-Rad) 

 Reviewing new systems and process (Global Auto Correct, Mid Genius 2, Power BI, 
Whzapp, Chailey RES CAD Equipment, Digital Dictation, Ms Bookings, RPA, IMMJ, 
Fresh for HR, Practice Navigator replacement, E-Roster, LiveScribe)  

 Support wider Trust projects (Macmillan access to Surrey Heartlands Share Care 
record, West Sussex Mental Health Triage Hub, HEE Global Learning, SARC Data 
Transfer, Bearing Point Data access, Chathealth Covid Service, Driver Hire, Imagical 
Telephony, Children’s Communty Nursing TUPE from RACH, Medical Examiner Access 
to S1, Diferent IT Contractors, Liveworks)  

 Reviewing Apps for smartphones. 
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 Review of contracts from a data protection and confidentiality perspective. 

 Support for new GP practices within Sussex Primary Care. 

 Support for Sussex Health and Care Partnership digital projects. 

 

11. Action and Developments plans for 2022-2023 

1. Achieve 85% compliance to Health Record Keeping Training by 31st March 2023. 

2. Achieve 95% compliance to Information Governance Training. 

3. Complete Data Security and Protection Toolkit 

4. Review IG Training provision and the potential for development of bespoke Trust e-

learning. 

5. Archiving requirements for Brighton General Community Hub Redevelopment. 

6. Destruction of archived records. 
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Board Meeting – 28 July 2022 

 

Agenda Item Number: 11 

Report Title: Annual Health and Safety Report 2021-22 
 

Purpose: Approval  Assurance  Discussion  Briefing 
 

Summary  
This report outlines the Trust’s health and safety performance during 2021-22 and 
improvements planned for 2022-23. The key points from the report include: 

 The number of health and safety related incidents has returned to similar levels 
prior to the pandemic.   

 The main themes from incidents remained consistent with previous annual 
reports. The key areas of focus are: ‘Verbal and Physical Abuse’ and 
‘Unsafe/Inappropriate Environment’. These key areas are priorities for the 
Health and Safety Committee’s work plan.   

 Eight incidents were reported under Reporting of Injuries, Diseases and 
Dangerous Occurrences Regulations (RIDDOR) and of note these included:  

o one incident involving an inpatient fall which was subject to a Serious 
Incident investigation, learning, and action plan; and 

o three falls in the car park at Crawley Hospital, which were outside of the 
Trust’s control and escalated to the landlord for investigation and action.  

 The Trust provides a range of safety training, including patient handling training 
to clinical frontline staff. In January the requirement to attend refresher training 
was decreased from two to three years, with the compliance target also 
reduced. At the end of 2021-22 75.5% of substantive staff were in date with their 
patient handling training, exceeding the Trust’s target of 75%. The level of 
compliance for Bank staff was at 44.3% and is an area of focus, with a risk on 
the Trust’s Risk Register (current score 9).    

 Following changes in working patterns and approval of the business case for the 
introduction of an online system for H&S/ display screen equipment (DSE) risk 
assessments, the Health & Safety team is working with Procurement, and an 
evaluation panel of stakeholders, to select a supplier. It is anticipated that the 
contract will be awarded in August 2022.    

Previously approved and reviewed by: Executive Committee (July) and Health & 
Safety Committee (May). 

Recommendation: The Board is asked to note the annual report.  
 

CQC Domains (Safe; Caring; Responsive; Effective; Well Led):  

 Safe – Good health and safety practice supporting a safe working environment for 
our staff and patients. 

 Well led – Understanding of health and safety requirements and practice is an 
important part of effective leadership. 
 

Relevance to Trust’s Strategic Goals: 

Thriving staff - To ensure safe working practices and safe environments are provided 
for staff, patients and visitors.   

Equality and Diversity  
The work of the Health and Safety Committee and future improvements will support 
staff and managers with the assessment and oversight of reasonable adjustments.  
The committee’s review of safety performance data and the introduction of online risk 
assessment systems will enable the Trust to further review the effectiveness of control 
measures and monitor the impact of future initiatives on staff safety and health. 
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Presented by: Mark Plows 
Job Title: Safety & Risk Manager 
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Reader Box 

Description This report provides an overview of health and safety 
performance in 2021-22 and sets objectives for the following 
year.   

Date published 19 May 2022 – Version 1.1 

Executive Lead Mike Jennings, Chief Financial Officer 

Author Mark Pickles, Health & Safety Lead 
Mark Plows, Safety & Risk Manager 

Contributors: 
Fire and Security 
Health & Safety Committee 

Contact details Brighton General Hospital, Elm Grove, Brighton, BN2 3EW. 

Primary audience Trust Public Board 

Secondary 
audience(s) 

Senior Managers and stakeholders to the Public Board 

Notes Further details and analysis of data is included in the Health & 
Safety Committee’s quarterly reports.   
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1. Introduction 
The Trust is committed to the prevention of injury and ill health to all staff, patients and visitors, 
by promoting a safe environment and developing a positive pro-active culture by achieving the 
Trust’s Health & Safety Policy objectives. 

The purpose of this report is to provide assurance to the Board, with an overview of the Trust’s 
activities relating to health and safety compliance.  This report describes the Trust's actions and 
significant achievements relating to the management of health and safety and future work activity.  
Further in-depth analysis and assurance is provided by the Health & Safety Committee and further 
details are available through the committee’s reports. 

2. Report Summary 
2.1 Health and safety performance in 2021-22  
During 2021-22 there were 1369 health and safety related incidents, compared to 1167 
incidents in 2020-21.  This increase is a result of the COVID-19 pandemic affecting the normal 
running of services in the previous year (e.g. virtual clinics, agile working) and the restoration 
and reset of these services this year.   

Themes from incident reports have remained consistent with previous annual reports and the 
key areas of focus are: ‘Verbal and Physical Abuse’ and ‘Unsafe/Inappropriate Environment’.  
These key areas are priorities for the Health & Safety Committee’s work plan. 

There were 8 incidents reported to the Health and Safety Executive (HSE) under the Reporting 
of Injuries, Diseases and Dangerous Occurrences Regulations (RIDDOR).  This is a decrease 
from the 14 incidents reporting in 2020-21.  The reportable incidents included four staff, one 
patient and three members of the public. Six incidents involved slips trips and falls and involved 
either inclement weather, or other environmental factors outside of SCFT’s control (e.g. 
occurred within a patients’ homes).  Three incidents occurred in the car park at Crawley 
Hospital, where external lighting was as a factor.   These incidents were reported as a 
precaution and highlighted to the landlord for any planned maintenance or corrective actions.    

The themes of these incidents are consistent with those from previous years and the Health & 
Safety Executive (HSE) national statistics.  

The Trust provides a range of safety training, including patient handling training to clinical 
frontline staff.  At the end of 2021-22 75.5% of substantive staff were in date with their 
mandatory patient handling training, exceeding the Trust’s target of 75%.   
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2.2 Significant Events and Developments in 2021-22 
 Health & Safety staff welfare audits: As part of the Health & Safety Committee’s workplan; 

audits on staff welfare facilities have been commissioned to check current arrangements 
against legal and good practice requirements.  These will then enable a targeted focus for 
future capital and estates works.  The first round of audits has focused on the Intermediate 
Care Units (ICU) and the findings are being presented to the Health & Safety Committee in 
May 2022. 

 Replacement Beds and Mattresses: In joint working with Procurement, Facilities, 
Specialist Contractors, and clinical staff the Quality and Safety department have overseen 
the beds project, replacing 303 beds and 333 mattresses across all the ICU’s. This has 
provided4 hybrid mattresses as standard across all ICU beds, with new air mattresses 
available on each ICU, and standardised both profile and ultra-low beds across the whole 
Trust.  The ratio of ultra-low beds has been increased to 40%, across all ICUs, to increase 
support for patients with dementia and those who may be falls risks.  In addition to these, a 
bariatric bed and mattress has been procured for Horizon ICU in Horsham, and this will 
have the added benefit of reducing lease hire costs.   

 Online DSE (Display Screen Equipment) and Health & Safety Assessments: Following 
changes in working patterns, the increased introduction of laptops, and learning from the 
pandemic, SCFT is introducing an online health and safety system in 2022.  This will replace 
the previous, locally held manual records, for DSE assessments, health and safety risk 
assessments, and localised safety inspections. This change will introduce real time 
oversight of individual and local risks and actions; enabling managers and specialist leads to 
manage risks effectively, increasing support for staff, and making more effective use of 
existing resources.   

 Online DSE training: Following the change from face-to-face statutory training to online 
ESR training, DSE training has been introduced as an online course.  The training is part of 
the key skills framework and with the increased use of agile working in some departments, 
the importance of DSE training has increased.  The training went live on ESR from 
September 2021 and the compliance rate after the first 6 months was just over 71%.   
Compliance rates will be reported to the Health & Safety Committee and with the 
introduction of an online DSE assessment system, the committee will have increased 
assurance and oversight of any risks and underlying themes.  

Following the approval of this Annual Report, the Health & Safety Committee will focus on the key 
findings from this report and incorporate them into the committee’s work plan for 2022-23. 

2.3 Changes to legislation 
During the previous year there have been some important changes affecting the Trust.  

The Fire Safety Act 2021 became law 29th April 2021 this turned out to be a minor update to 
the Regulatory Reform Order (Fire Safety) 2005 with no significant impact on how the trust 
manages its current fire safety activities. 
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The Building Safety Bill receive Royal Accent in April 2022 and we are awaiting the publication 
of the Bill. It is likely to have an impact on a number of areas within the trust such as building 
management, compliance and construction methods. 

Once the final document is published it will be reviewed by all relevant parties. 

East Sussex Fire & Rescue Service changes to fire response: With effect from 1st April 2022, 
East Sussex Fire & Rescue services’ response will be changing their response to fire alarm 
activations in low risk buildings during the hours 9am-5pm Monday-Friday.  East Sussex Fire & 
Rescue Service will not attend to building fire alarm activation unless the building occupiers 
confirm there is a ‘Real Fire’. 

In order for SCFT to respond to this procedural change, all SCFT owned buildings have appointed 
‘Fire Marshals’, and additional training is being provided by the Fire Safety team. 

On 6 April 2022 The Personal Protective Equipment at Work (Amendment) Regulations 
2022 (PPER 2022) came into force. These amend the previous 1992 Regulations (PPER 1992) 
and extend employers responsibilities to provide PPE to ‘limb b’ workers (e.g. causal staff). 
References to applicable legislation in the Trust’s health and safety policy and procedures will 
be updated.  The changes have been assessed and there is no new or additional impact for 
SCFT. 

3.1 Monitoring compliance and effectiveness 
During the pandemic the typical range of health and safety audits were suspended in place of 
target visits.  These visits have evolved during the course of the pandemic to adjust to the 
Trust’s requirements and have included:  support safety visits to all the ICU’s, stock checking of 
oxygen cylinders, implementation and monitoring of Covid safety mitigations across all 
locations, supporting the setup of new sites for the Mass Vaccination program, and audits on 
staff welfare arrangements.   

As activities are returning to pre-pandemic levels, an audit schedule will be developed for 2022-
23 and presented to the committee for approval.   

3.2 Monitoring accident and incident data 
During 2021-22 the number of incidents has increased, compared to the previous year (see figure 
1) and has started to move back to similar levels of incidents prior to the pandemic.  The number 
of incidents reported each month show similar seasonal variations, which can be attributed to the 
impact of traditional holiday periods on work activity and seasonal weather variants. There are 
some abnormal peaks and troughs within this year’s data with quarter 4 having reduced incidents 
compared to previous year. During this time cases of COVID were increasing with the requirement 
to wear masks in public place (except health care settings) was removed and may have 
contributed to public anxiety and reduced footfall at our premises during this period.      
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(Figure 1. Reported Health & Safety Incidents) 

 
The Health & Safety Committee review incident reporting data with vacancy rates each 
quarter, to provide assure the Board. During 2021-22 there was no correlation between 
vacancy staffing data and incident reporting.  

3.2.2 Level of harm 

The incident reporting system (e.g. Datix) allows the reporter to rate the level of harm and this 
gives an indication around the severity of each incident (see Figure 2).   

 
Figure 2. Level of Harm  

The increase in reported incidents in 2021-22 is spread proportionately across the different 
levels of harm, across different types of services and is trending towards similar levels of 
incidents as prior to the COVID pandemic.  All incidents are reviewed by the appropriate 
specialist leads (e.g. fire, security, patient safety) to identify any external reporting requirements, 
support individual services or staff, and provide holistic support to the Trust. 
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3.2.2 Incident categories 

When reporting an incident, the reporter selects an appropriate category and these are used to 
determine trends.  

The top three causes of incidents have remained consistent with previous years (e.g. verbal and 
physical abuse). The number of incidents in these categories has increased and this is reflective 
of the overall increase in reported incidents for 2021-22 (see Table 1).     

Incident categories 2021-22 2020-21 2019-20 2018-19 

Verbal Abuse – various categories 401 314 506 415 

Unsafe / inappropriate environment 184 174 175 111 

Physical Abuse – various categories 113 96 116 110 

Moving And Handling – various categories 117 108 99 100 

Fire – various categories 67 74 57 67 

Medical Sharps – various categories 94 85 62 95 

Table 1.  Main causes of reported health and safety incidents 

 

3.2.2.1 Verbal and physical abuse incidents 

When compared to last year, the number of verbal abuse incidents by patients (253 incidents) 
and public (115 incidents) on our staff has increased by 30% (see Figure 3).  The number of 
physical abuse incidents has overall increased by 13% (see Figure 4) on the previous year 
following service activity starting to be restored to pre COVID-19 levels with increased face-to-
face interactions. The numbers of incidents are still slightly lower than pre-pandemic levels, with 
verbal and physical abuse a key focus for the Trust. 
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Figure 3. Verbal Abuse Incidents 

The majority of Verbal and Physical Abuse incidents occur in the community (186 incidents) and 
at Crawley Hospital (63 incidents), where the Urgent Treatment Centre (UTC) sees a high volume 
of patients and the site features more patient services than other sites used by SCFT.   

All reported incidents are reviewed by the Security team and affected staff contacted within three 
working days with offers of support. 

 
Figure 4.  Physical Abuse Incidents 
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The Security team continues to respond in writing to all staff members who have become victims 
of verbal and physical abuse, to offer support and guidance, as well as dealing with requests for 
advice regarding many other security issues. 

The Security team review and analyses all security related incident reports on a continuing basis 
to identify trends and patterns that occur so appropriate action can be undertaken, and measures 
put into place to reduce or eliminate the chance of those incidents reoccurring.  

The main cause of physical abuse has been from patients on staff (97 incidents) and although 
this has increased from the previous year (75 incidents), the overall the number of incidents 
remains consistent with previous years prior to the pandemic (see Figure 4).  

The Trust’s Security team have moved from just providing Peoplesafe (formally Skyguard) lone 
working devices as part of the review into lone working provision. The Trust has entered a contract 
to supply teams with a Little Green Button as an alternative that is used on smartphones and 
computers. At present the Security Team are working with IT and Little Green Button to migrate 
teams across to the new system.  

As part of the support provided to staff, the Trust provides Conflict Resolution training as 
mandatory for all frontline staff, in addition to bespoke training.   

The Trust has Security, Safety & Risk, and People Directorate presentation at the Sussex 
Healthcare Partnership (SHCP) Violence Prevention & Reduction group.  The group is working 
towards the prevention and reduction of violence and aggression towards NHS staff and is 
working towards the early adoption of the ‘Violence Prevention & Reduction’ standard from NHS 
England. 

Through the Violence Prevention & Reduction group the Trust is networking with other Trusts, 
sharing learning, and benchmarking with the support of NHS England subject experts.   The 
standard follows the closed loop cycle of ‘Plan, Do, Check, Plan’, from HSG65, resonating with 
Quality Improvement.  It also links with the NHS People Plan and promotes early engagement 
and involvement with staff Networks.     

The scoping and benchmarking work in 2021-22 has identified the practical and operational 
objectives needed to embed the standard.  The Health & Safety Committee has included these 
objectives as part of its 2022-23 workplan and will be reporting on assurance and escalation to 
the Executive Committee.   
 

3.2.2.2 Moving and handling incidents 

The overall number of moving & handling incidents has increased by 19% in 2021-22, when 
compared to the previous year’s data. The increase is partly attributed to increased awareness 
of incident reporting and the additional strain on staff during COVID-19 and staff shortages.   
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Figure 5.  Moving & Handling Incidents 

Overall, the number of moving and handling incidents has increased from 100 in 2018-19, to 128 
in 2019-20 (see Figure 5).  Most of the reported incidents are recorded as no or low harm, with 7 
incidents rated with Moderate levels of harm and predominantly occurred in non-Trust locations 
(e.g. patient homes) that the Trust has limited control over the environment. The moderate 
incidents include uneven flooring during handling, emergency handling, patient skin injury during 
transfer, sudden movement from patient, aggravation of preexisting injury and static posture.   

During 2021-22 patient handling training has with reduce class sizes and COVID-19 mitigations 
in place. Through the year there has been a high number of withdrawals and no shows for the 
training due to service pressures because of the COVID-19 pandemic and staffing pressures. 
Over the previous year support and advice for staff with musculoskeletal disorders has 
continued to be provided by the Trust’s Occupational Health department.     

3.2.2.3 Unsafe or inappropriate environment  

When compared with the other types of incidents, the number of ‘Unsafe or inappropriate 
environment incidents’ has remained consistent with the previous year (i.e.184 in 2021-22, 174 
in 2020/21 and 175 in 2019/20). The majority of these come under Infrastructure - staffing, 
facilities, IT, environment (124). One moderate harm incident was reported at Crawley Hospital 
where the UTC had no water supply following a burst water pipe outside the hospital.     

3.2.2.4 Fire 

Fire related incidents have decreased from 74 to 69 when compared against last year. There 
were no emerging trends or themes.  Brighton General Hospital staff reported that highest 
number of incidents with 12 incidents involving: 10 false alarm activations; 1 fire panel fault; and 
one small fire involving an external rubbish bin that was delt with straightaway. All of these 
incidents were rated as either no or low harm incidents.   
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3.2.2.5 Used sharps/needlestick injury 

Overall sharp incidents have increased from 85 to 94 when compared to last year. 33 of these 
incidents were sterile sharps injuries compared to 13 during the previous year. Out of the 33 
incidents 24 were at Mass Vaccination centres that the Trust has managed during the pandemic 
and has a high level of needle stick activity and staff turnover.  

The number of sharps incidents, involving used devices, decreased from 48 to 29 when compared 
against last year.  The increase in sterile sharp incidents, and decreased in incidents with used 
sharps, is partially attributed to the increased wearing of gloves and the reduction on hand/finger 
dexterity. The majority of incidents occurred in patient homes (11 out of 29).  Insulin and blood 
taking procedures account for 34% of the incidents. Most incidents were no or low harm, with one 
moderate incident at a Mass vaccination site, involving the re-use of used needle and was subject 
to a Serious Incident investigation.    

Staff fall incidents 

Incidents involving staff falls (59) occur on a wide range of premises (e.g. hospitals, schools, local 
authority buildings and in the community).  Staff falls are typically low or no harm incidents and 
these incidents are spread throughout the year with no statistical treads or patterns. Most falls 
occurred at patient homes (22%) where the Trust has little control over the environment.    

Three incidents rated with Moderate harm and one incident with a serve level of harm were 
investigated by the Health & Safety team.  Two staff fall incidents were reported under RIDDOR.  
Staff falls with Moderate levels of harm typically occur from September to January; when 
inclement weather and reduced daily hours are increased risk factors. All four incidents occurred 
between these months and in locations outside of the Trusts control.  

3.3 Notification of IRMER incidents 
The Ionising Radiation (Medical Exposure) Regulations 2017 (IRMER) place a requirement on 
employers to notify the CQC in the event of any ‘clinically significant accidental or unintended 
exposure’ to ionising radiation.  In 2021-2022 there were no IRMER incidents within the Trust to 
report.   

3.4 Incidents reported under RIDDOR  
During 2021-22 8 RIDDORs were reported, compared to 2020-21 where 14 RIDDOR incidents 
were reported.  This is a decrease compared to the 14 incidents in 2020-21, and 15 incidents in 
2019-20.   

The 8 reportable incidents include four staff, one patient and three members of the public. The 
four staff RIDDORs included two in public places and two on NHS properties. The reportable 
incident involving a patient occurred within an Intermediate Care Unit and was subject to a Serious 
Incident investigation, learning, and action plan.  The three incidents involving members of the 
public all occurred on a NHS property managed by another organisation and is outside of SCFT’s 
control.   

Whenever an incident is identified as reportable the applicable Director is informed, the incident 
is reported within the applicable timeframe, and further analysis is included in reports to the Health 
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& Safety Committee. Details of RIDDOR reportable incidents are also provided to the People 
Committee for workforce oversight.      

To provide a point of comparison on the number of reportable incidents, information from 
comparable organisations was obtained through the Healthcare Risk Management Group, a 
networking group for healthcare providers (see Table 2). The benchmarking with other healthcare 
organisations shows that SCFT has a low incident rate. 

Type of organisation Staff head-count  RIDDORS 
(excluding C-19) 

TOTAL Incident rate per 
100,000 employees 

SCFT 5339 8 150 

Community NHS Trust 5480 17 310 

Hospices & Community 4250 10 241 

Acute & Community NHS Trust 3860 18 466 

Acute & Community NHS Trust 7200 24 329 

Table 2. 2021/22 RIDDOR Benchmarking 

3.5 Training 
Health and safety training is provided at different levels, throughout the trust, according to 
individuals' roles and responsibilities.   

3.5.1 Health and safety training 

The statutory training provided to all staff includes a range of topics relevant to ensuring the 
health, safety and welfare of staff, patients and other persons. The Trust moved across to online 
training for these topics, setting a compliance target of 85% and the level of compliance for 
substantive staff at the end of 2021-22 was 92.5%. The bank staff level of compliance was at 
57.3% and is an area of focus for the Trust. 

In addition to statutory training, the Trust provides health and safety management and risk 
assessment training.  The three-hour mandatory course is run by the Health & Safety team and 
is refreshed every two years. During this year training has been adapted to be delivered virtually 
and future plans include merging this training within the role out of online DSE and risk 
assessments systems in 2022. 

3.5.3 Mandatory patient handling training 

Patient handling training is mandatory for all clinical staff involved in moving or handling patients, 
including adults and children.  From January 2021 the requirement to attend refresher training 
was increased from two to three years with the compliance target also reduced and as a result of 
this change figures 6 and 7 start from the date of this change.  
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Figure 6: Patient handling training compliance, Substantive Staff 01/01/21 - 31/03/22  

 

Figure 7: Patient handling training compliance, Bank Staff 01/01/21 - 31/03/22  

At the end of 2021-22 75.5% of substantive staff were in date with their patient handling training, 
exceeding the Trust’s target of 75% (see Figure 6).  The level of compliance for Bank staff was 
at 44.3% (see Figure 7) and is an area of focus, with a risk on the Trust’s Risk Register.   

Typically, the Trust provides sufficient courses to train 150% of substantive and bank staff who 
require training.  During the two previous years several changes and mitigations were introduced 
and the following changes remain in place.. 

 Reduced class sizes with increased hygiene and infection control mitigations in place. 

 Procurement and use of handle handling manikins to replicate patients being 
moved/transferred in training scenarios. 
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 Peer observations introduced to check and record competencies demonstrated in 
practice. 

 Patient handling frequency extended to a three yearly requirement to ensure reduced 
class sizes could meet the required demand.  

 Patient handling compliance target has been reduced to 75% for substantive and bank. 

 Peer observation available for staff to renew locally. 

With staff pressures and sickness (including COVID-19) absences reducing services ability to 
release staff to attend training, the main issue for patient handling compliance remains to be the 
high number of staff who Did Not Attend (DNA)’s and withdrawals. The Moving & Handling team 
continue to work with both the Education & Training and the Staff Direct team to support staff in 
attending training.  

3.5.4 Mandatory conflict resolution training 

The Conflict Resolution training is mandatory for all frontline staff every three years and was 
moved to online training in 2020. This is supported with the Security team providing support and 
training locally where required or security/conflict issues have been identified. The effectiveness 
of conflict resolution training will be incorporate into the focused work on implementing the NHS 
England ‘Violence Prevention & Reduction’ standard. 

4 Next steps 
Actions arising from the themes and priorities from this report have been summarised in the action 
table below and will be incorporated into the Health & Safety Committee’s work plan for 2022-23. 

Priority  Brief overview of actions Lead When 

Violence & 
Aggression 

 

Reviewing the Trust’s Managing Violence at Work 
Policy, and associated procedures, etc. 

Supporting the implementation of the ‘Violence 
Prevention & Reduction’ standard from NHS England. 

Lead for Violence 
Prevention & 
Reduction  

August 
2023 

Welfare 
Arrangements 

Continue programme of site compliance audits and 
assurance reports to advise the Health & Safety 
Committee and Executive Directors.  This will enable 
risks to be escalated and resources prioritised.   

Health & Safety 
Lead 

January 
2023 

Online DSE 
(Display Screen 
Equipment) and 
Health & Safety 
Assessments 

Evaluate and choose provider of online risk 
assessment system.  

Establish and deliver a programme for the role out of 
the online system to Trust services and departments.     

Safety & Risk 
Manager and 
Health & Safety 
Lead,  

August 
2023 
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BOARD OF DIRECTORS – PUBLIC MEETING 
 

28 July 2022 
 

Agenda Item Number:  12 

 

Report Title: Committee Chair Reports 

 

Purpose: Approval  Assurance x Discussion  Briefing 
 

           

Summary:  
 
Committee Chair reports following Board Committee meetings held in June and 
July 2022 are attached: 
 

 Audit Committee – 10.06.22 

 Charitable Funds Committee – 05.07.22 

 Quality Improvement Committee – 21.07.22 to be issued separately prior to 
the Board meeting 

 People Committee – 05.07.22 

 Resources Committee – 28.06.22, 26.07.22 to be issued separately prior to 
the Board meeting 

 

Recommendation:  

The Board is asked to note the reports of the Committee Chairs.  
 

Previously reviewed by:  Committee Chairs 
 
 

Relevance to Trust’s Strategic Goals: All 
 

Relevance to CQC Domains: All 
 

Equality and Diversity: N/A 

Report author: Committee Chairs 
 

Report owner: Committee Chairs 
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COMMITTEE CHAIR’S REPORT TO BOARD 

Committee name: AUDIT COMMITTEE 

Name of Chair:  David J Parfitt 

Date of meeting: 10th JUNE 2022 
 

Main items on 
agenda: 

The purpose of the meeting was to review the draft Annual Report & 
Accounts (including the Annual Governance Statement) for the year ended 
31st March 2022 and, if appropriate, to approve them under the authority 
delegated to it by the Board. 
 

Points for Board to 
note (if any): 

Grant Thornton, the external auditors, reported that their work was largely 
complete and congratulated the SCFT Finance team on the quality of the 
draft accounts presented to them for audit. The auditors reported that, to 
date, no significant issues have been identified and, subject to the 
satisfactory completion of their work, they are intending to issue an 
unqualified audit report on the financial statements. The preparation of their 
value for money report is still underway and the auditors are anticipating 
issuing this report in July for consideration by the Audit Committee, which is 
well ahead of the revised National Audit Office deadline of 30th September. 
The internal auditors, TIAA, have issued their Head of Internal Audit Opinion 
which was “reasonable assurance” – the pandemic had not restricted the 
scope of their work. Their opinion was as expected, in that they have been, 
throughout the year regularly reporting to the Committee on progress.  
 
The Committee reviewed, in detail, the draft Annual Report & Accounts 
(including the Annual Governance Statement), previously circulated to Board 
members and their comments have been incorporated, as appropriate, into 
the documents. The Committee made a relatively small number of further 
minor detailed suggestions. 
 

Items for escalation 
to the Board (if any):  

The Board should note that by the authority delegated to it, the Committee 
approved, on behalf of the Board , the Annual Report & Accounts for the year 
ended 31st March 2022, subject to the completion of the audit and the final 
detailed checking of the documents. A mechanism was agreed to 
report/agree any significant further amendments arising from the completion 
of the audit and final detailed checking. The Committee will, at its July 
meeting, review the external auditors report on Value for Money. 
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COMMITTEE CHAIR’S REPORT TO BOARD 

Committee name: Charitable Funds Committee (CFC) 

Name of Chair:  David Parfitt 

Date of meeting: 5 July 2022 

Main items on 
agenda: 

 Charitable Funds balances and investment performance 

 Partnerships (including Leagues of Friends) 

 Fundraising 

 Grant making including bids for approval – between £5k-£100k 

 Annual Committee Self-Assessment (agreed to defer until the September 
meeting) 

Points for Board to 
note (if any): 

 Decision made that Barclays, managers of the Charity’s investment 
portfolio, would now attend the Committee annually. Regular performance 
reports to be provided to the Committee by the Head of Financial 
Accounts, based upon the information provided by Barclays.  

 Financial seminar to be held at the next Committee, run by Head of 
Financial Accounts and Barclays, to provide Committee member with a 
financial overview of Charitable Funds. 

 Noted the current Charitable Funds balances and the amounts related to 
each fund. 

 Grant making process was being reviewed, in conjunction with the QI 
team, aimed at the development of a more streamlined process. 

 Noted that the resources requested had been approved by the Corporate 
Trustee and it was anticipated that the Partnership Officer role would be 
recruited by the next Committee meeting.  

 Received an update of the nine funded projects through the NHS 
Charities Together Stage 2 process run by Heads On on behalf of the 
ICB.  

 Reviewed the Charity update that included financial figures to 31st May 
2022.  

 Noted that a £30k grant that was available from NHS Charities Together 
to be spent on the development of the Charity. The first stage of which 
was to complete the assessment tool to highlight areas where the charity 
should use the grant. The Committee reviewed the assessment and, 
subject to minor amendments, approved it.   

 Agreed to support bids for: 

 Macmillan service project extension for 2 years (£82,332) 

 Staff menopause support (£25,000) 

 Arundel Boardroom staff rest space (£11,074) 

 A relatively small designated fund has been established for the 
Chanctonbury PCN team. 
 

Items for escalation 
to the Board (if any):  

None 
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COMMITTEE CHAIR’S REPORT TO BOARD 

Committee name: People Committee 

Name of Chair:  Giles York 

Date of meeting: 5 July 2022 

Main items on 
agenda: 

 Workforce Key Performance Indicators focused on Attraction 

 2021 Staff Survey 

 Items referred from other committees 

 Workforce Thematic Risk 

 Committee Workplan and items for future agendas 

Points for Board to 
note (if any): 

 Processes for recording staff data between different systems 
(HealthRoster, Electronic Staff Record (ESR) and others) was referred 
from Resource Committee. Ed Rothery, Interim Chief Financial Officer, 
updated about a piece of work considering the efficiency and 
effectiveness of alternatives. 

 There was significant Committee interest in the heat maps showing 
distribution of staff across the Trust and identifying when people leave the 
Trust. This insight generated further questions for greater understanding 
of why some people leave so soon after joining. 

 An early summary of the TIAA report highlighted areas for improvement in 
the recruitment process and future progress will be reported to the 
Committee. 

 The Inclusion Annual Report was presented to the Committee. They 
discussed areas of concern and options to make the presentation clearer. 

 Stuart Knight, Learning & Organisational Development Project Lead, 
updated the Committee on the Trust’s approach to developing the 
Learning Academy with three workstreams: 

o New ways of learning; 
o Collaborating with others; 
o Getting in and managing talent. 

 The impact of increasing vacancies due to High Weald Lewes and 
Havens (HWLH) and Virtual Wards was highlighted in a paper from Ed 
Rothery. 
 

 

Items for escalation 
to the Board (if any):  

N/A 
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COMMITTEE CHAIR’S REPORT TO BOARD 

Committee name: Resources Committee  
 

Name of Chair: Mark Swyny 

Date of meeting: 28 June 2022 

Main items on 

agenda: 

 Month 2 Financial Results 

 Digital Aspirant Plus (DA+) business case 

 High Weald Lewes and Havens (HWLH) Responsive Services business 

case 

 Estates Strategy refresh – committee engagement 

 Thematic Risks 

 

Points for Board to 

note (if any): 

 Month 2 shows a breakeven position in line with plan, following 

incorporation of £900k stretch agreed at Board. Noted that financial risk 

remains in H2 as efficiency challenge grows. 

 Cash balances remain strong at £31,465k. Capital expenditure is above 

plan at this early stage in the year. 

 Initial view of Cost Efficiency programme discussed with agreement that a 

more granular view will be considered at July meeting and 4 monthly 

thereafter to understand mix of recurrent and non recurrent savings and 

assurance around delivery and service implications. 

 Considered DA+ business case, recognising need to position intent for 
multiple audiences. Supported OBC recommendation to proceed with 
option 4 – full EPR, data layer and apps ecosystem, whilst seeking 
assurance around risks to the organisation. 

 Approved proposal for new urgent Community Response service in HWLH. 
Recognised need to fill known service gap and alignment with national 
priorities. Key risk is ability to recruit to ensure appropriate resourcing and 
future demand management. 

 Initial view of Estates strategy provided for input from committee with further 

iteration due in the summer. Highlighted need to align to workforce and 

digital initiatives which will change ways of working whilst also ensuring 

estates ‘hygiene’ factors are delivered.  

 Risk score for key risks unchanged from previous month. Discussed score 

of 20 for financial sustainability, given agreement to breakeven budget. 

Executive to consider for July meeting. 

 

Items for escalation 

to the Board (if 

any):  

 Digital Aspirant plus business case. Outline Business Case 
recommendation supported by Resources committee and Board approval 
sought 
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