
 

 
 

BOARD OF DIRECTORS – PUBLIC MEETING 

AGENDA 

Thursday 28 January 2021 
MS Teams  

10.00 – 11.00 
 

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 of the month awards Verbal Chair 

     

  MEETING ADMINISTRATION   

     

1 10.05 Welcome and introduction, apologies and 
declarations of interest 

Verbal Chair 

     

2 10.05 Minutes of the previous meeting 26 November 
2020 

Enclosure Chair 

     

3 10.10 Matters arising and actions log  Enclosure Chair 

     

  STRATEGIC ITEMS   

     

4 10.15 
 

Board Assurance Framework and Corporate 
Objectives 2020/21 
To review/discuss   

Enclosure CEO 

     

  PERFORMANCE   

     

5 10.25 Integrated Performance Report   
To review/discuss 

Enclosure 
 

CEO 

     

  QUALITY ITEMS   

     

6 10.45 
 

Infection Prevention & Control Board Assurance 
To note 

Enclosure  CN 

     

  GOVERNANCE ITEMS    

     

7 10.50 Guardian of Safe Working Q1 2020/21  
To note 

Verbal  MD 

     

8 10.55 Risk Management Strategy and Policy 2021/24 
To ratify 

Enclosure MD 
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 11.00 Close of Board Meeting   

     

  Date of next meeting: 25 February 2021   

     

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 November 2020 

Present:  

Peter Horn  Trust Chair (Chair) 

Siobhan Melia  Chief Executive 

Stephen Lightfoot  Non-Executive Director (NED) 

Janice Needham  Non-Executive Director (NED) 

Elizabeth Woodman   Non-Executive Director (NED) 

David Parfitt  Non-Executive Director (NED) 

Maggie Ioannou  Non-Executive Director (NED) 

Mike Jennings  Chief Financial Officer  

Donna Lamb  Chief Nurse 

Sara Lightowlers  Medical Director 

Kate Pilcher  Chief Operating Officer 

In Attendance 

Diarmaid Crean  Chief Digital and Technology Officer 

Caroline Haynes  Director of HR and Organisational Development 

Zoe Smith  Trust Secretary  

 

20/143 Employee of the Month Awards  

Peter Horn (PH), Chair, introduced the winners of the Trust’s September and October employee of 

the month awards.  Sandra Law, Community Phlebotomist, had been awarded September employee 

of the month for her calm professionalism in administering cardio pulmonary resuscitation (CPR) to a 

critically ill patient in the community and for the kindness, compassion and caring she had 

demonstrated throughout what had been a traumatic incident.  Rhea Edwards, Organisational 

Development (OD) and Inclusion Facilitator, was October’s employee of the month.  Rhea champions 

the work of administrators throughout the Trust, encouraging them to reach their potential and 

supporting the Admin Hub on the Trust’s intranet and Facebook page.  Thanks to Rhea’s expertise, 

energy and commitment, over the last two years the Trust had been able to fill 60% of administrator 

roles internally.  

   

Board members gave their thanks to Sandra and Rhea and congratulated them on their awards.   

20/144 Welcome and introduction, apologies and declarations of interest  

PH welcomed attendees who were all attending via MS Teams. He confirmed that the meeting in 

public was being livestreamed through YouTube on the Trust’s website and that the public could 

pose questions via the link on the webpage.   

 

There were no apologies or declaration of interest.    

 

20/145 Minutes of the previous meeting on 24 September 2020 

The minute of the previous meeting were agreed as a true and accurate record subject to the 

following amendments:  

 BoD 20/129 – “Adult Social Care and Continuing Health Care Assessments …” 
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 BoD 20/129 – KP to clarify whether the Trust not meeting the national target for Time to 

Talk referred to treatment time or recovery standards.     

20/146 Matters arising and action log  

The action log was reviewed and updated.   

 BoD20/09b – Complete - DL advised that the Trust’s deferrals audit has been completed and 

would be shared with the Quality Improvement Committee (QIC) in January along with a 

broader report covering assurance of safety of community nursing.   

 BoD20/128 – Complete - MJ clarified that the national Third Phase requirement was to 

restore activity to pre-COVID levels.  The Trust was monitoring both activity and waiting lists 

through its fortnightly Restoration and Reset Steering Group with a particular focus on 

challenged services of which pain management, speech and language therapy and podiatry 

were the biggest. Where there were waiting lists these were managed according to clinical 

priority.   

 BOD20/129 – Complete – Included in the Month 6 Integrated Performance Report.   

The Board approved the Equality and Diversity Annual Report and delegated the approval of an 

addendum focused on patient related Equality Diversity and Inclusion to the QIC.   

 

20/147 Board Assurance Framework and Corporate Objectives 2020/21 

Siobhan Melia (SM), Chief Executive, introduced the item noting that the Trust’s Strategic Goals 

were presented in a new order but were otherwise unchanged. A set of revised corporate objectives 

had been agreed for the remainder of 2020/21 as shown in the paper however circumstances were 

changing rapidly and the Trust may need to adjust its priorities over the winter.  In relation to 

Corporate Objective 2, Population Health, executives were cognisant of the need for increased focus 

on patient related equality, diversity and inclusion.   

SM highlighted the change in the format of the Trust’s Board Assurance Framework (BAF) and the 

development of its content including the clearer links made between significant operational risks, 

thematic risks and strategic goals.    

Non-Executive Directors (NEDs) welcomed the additional oversight and assurance provided by the 

revised BAF suggesting further executive consideration of target dates and further actions required 

to achieve target risk level, as well the links between particular thematic risks and strategic 

objectives.   

Action: Executives to review BAF thematic risk target dates and further actions required to reduce 

risks to target level. Future iterations of the BAF to include the rationale for the mapping of 

thematic risks to strategic objectives in the summary.   

The Board endorsed the Corporate Objectives for the remainder of 2020/21 and noted the Q2 

2020/21 BAF.  

 

 

02
 P

ar
t 1

 B
oa

rd
 M

in
ut

es
20

11
26

Page 4 of 140



 

3 
 

20/148 Integrated Performance Report – M6 

Mike Jenkins (MJ), Chief Finance Officer/Deputy Chief Executive, introduced the Integrated 

Performance Report (IPR) as a new report giving a balanced view of the Trust’s performance against 

key metrics for Quality, Operational Performance, Workforce and Finance.   Performance reporting 

to the Board continued to be on an exception basis and statistical process charts (SPC) were still 

used where possible to highlight trends and themes.   

SM advised that the content of the IPR would be further developed, with the Spotlight Reports in 

each section used to highlight particular information of interest to the Board.   

It was agreed that the emphasis in Board performance reporting needed to be on executive 

interpretation of data and that reports needed to include mitigating actions and recovery timelines 

wherever adverse variation was identified.   

Quality 

Donna Lamb (DL), Chief Nurse, noted that the Quality Report had been reviewed by the QIC at its 

most recent meeting.  It had requested a number of changes which were referred to in the report 

and which would be actioned for the next round of reporting.   

Responding to a NED question, DL identified that infection control was her most significant current 

quality concern and stated that this would be discussed under the next agenda item.   

The Board considered whether there was sufficient representation of Children’s Services within the 

new IPR and concluded that there was. Spotlight reports would be used to highlight key challenges 

and achievements and the QIC Chair would escalate any significant issues identified through the 

Committee’s review of the more detailed Key Lines of Enquiry (KLOE) report.  

Maggie Ioannou (MI) highlighted the importance of Board oversight of Safeguarding, both adults and 

children.   

Operational Performance Report 

Kate Pilcher (KP), Chief Operating Officer, presented the Operational Performance Report 

highlighting adverse variance in Diagnostic Waits <6 Weeks and RTT Waiting Time Incomplete 

Pathways <18 Weeks and the actions in place to address deteriorations in performance.  

Responding to a NED question about Looked After Children Initial Health Assessments, KP noted that 

staffing issues had impacted negatively on performance and that there had also been an increase in 

referrals from West Sussex.   

Action: KP to clarify the reasons behind reduced performance in Looked After Children Initial 

Health Assessments.   

There was discussion of the Time to Talk access rate and it was agreed that there should be a 

Spotlight in the next IPR.    
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Action: January 2021 IPR to include a Spotlight on Time to Talk as part of the Operational 

Performance Report.  

For those metrics where Trust performance was behind target, NEDs requested clarification of when 

targets would be regained.  KP committed to do this where possible, highlighting the additional 

challenges presented by COVID-19.   

Action: Where Operational Performance metrics are behind target, KP to clarify where possible 

when these are anticipated to be regained.    

SM drew members’ attention to the Spotlight report on COVID-19 testing of asymptomatic frontline 

staff (lateral flow testing) and highlighted the logistical challenge of distributing the kits as well as 

the IT challenge of developing an in-house solution to record and share results in compliance with 

information governance rules.  Since the system had gone live on 25 November 2020 more SCFT 

staff had expressed an interest in self-testing than there were kits available and self-testing was 

expected to become routine moving forwards.  

There was discussion of the accuracy of lateral flow testing versus polymerise chain reaction (PCR) 

testing. SM stated that the Trust would seek further data once it was available to enable it to better 

plan for staff absences.      

Workforce 

Caroline Haynes (CH), Director of Human Resources (HR) and Organisational Development (OD), 

presented the Workforce Report highlighting improved employee stability, increasing internal 

promotions, favourable variance between registered nurse starters and leavers and  improved 

sickness rates both long- and short-term.  In relation to statutory and mandatory training, manual 

handling training continued to be a challenge due to COVID-19 and this was being monitored closely 

by the Workforce Committee.    

CH identified staff wellbeing as her biggest area of concern.  This had been underlined at a recent all 

staff webinar and the Trust had refreshed its staff wellbeing offer to better support staff through the 

ongoing challenges presented by COVID-19.   

CH drew members’ attention to the Spotlight report focused on staff experience of redeployment 

during phase one of the COVID-19 pandemic confirming that the full report was available to staff on 

the Trust’s intranet.  KP noted that redeployment was part of the Trust’s usual business continuity 

planning and that while plans had held up well in most respects the impact of COVID-19 had been 

unprecedented.   

NEDs queried reported performance against metric MT506 Staff with PDR/Appraisal Within 12 

Months.   MJ confirmed that there was further work to be done on trajectories to establish monthly 

targets for workforce metrics.    

There was discussion of working from home.  CH stated that staff and managers were required to 

undertake risk assessments of home working environments to ensure suitability.  Diarmaid Crean 
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(DC), Chief Digital and Technology Officer, noted that there had been no significant information 

governance issues arising from increased home working.   

Finance Report – Month 6 (September) 

MJ introduced the Finance Report highlighting the Better Payments Practice Code exception. He 

reported that the Trust was reviewing its processes to ensure that valid invoices were approved as 

quickly as possible and that disputed invoices were flagged as such to ensure accurate reporting of 

payment times.   

MJ reported that Month 6 had been the last month of the first phase of pandemic response financial 

architecture which had effectively guaranteed break even and resulted in favourable cash variation 

for the Trust as a result of advance payments.   For Months 7–12, a new financial regime was in 

place and the Trust had submitted its financial plan as part of the wider Sussex Health and Care 

Partnership (SHACP) system plan.   The Trust’s plan for the second half of 2020/21 forecast an 

organisational deficit of £4m as a result of two extraordinary items (non-NHS income assumptions 

and provision for annual leave carry forward) and not as a result of any underlying financial 

sustainability issues.  The Trust’s forecast deficit was therefore deemed to be ‘allowable’ and it 

maintained its aspiration to end the year at breakeven.   

Responding to NED questions:  

 MJ confirmed that the Trust’s reforecast capital spend targets would be incorporated for the 

next round of reporting.   

 MJ reported reasonable confidence in achieving the £7.7m planned additional spend and 

income assumptions and service developments. Staffing could be a challenge and this was 

being considered by the Workforce Committee as well as being an area of focus for 

Executive Committee oversight.    

As Resources Committee Chair, Stephen Lightfoot (SL), provided further assurance to the Board of 

the Trust’s financial position noting that it was £176k ahead of plan at Month 7 despite the end of 

year allowable deficit forecast.   

Trust Wide Risks  

The Board noted the 16 scored clinical risk in podiatry associated with unknown high and medium 

priority patients on caseload.  Additional capacity was in place and an initial review by the Clinical 

Harm Review Panel had identified no harm to patients.  However the risk would remain at its current 

rating until a full clinical review of the waiting list was complete.  SM confirmed that this incident 

was not reportable to the Trust’s regulators.       

PH summarised discussions, noting the importance of the new IPR escalating any areas of executive 

concern to the Board and providing a clear view of mitigating actions in place.   Estates, Digital and 

other key areas where there were no Board level monthly metrics would be covered in Spotlight 

reports as appropriate.   
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20/149 Infection Prevention and Control Assurance  

DL introduced the item noting that the Infection Prevention and Control Board Assurance 

Framework (IPC BAF) had previously been shared with the Board in May 2020 and that the Care 

Quality Commission had been fully assured by the Trust’s IPC BAF.   

 

DL reported that a new version of the IPC BAF would be reported again from January 2021, with 

oversight from the Chief Nurse and Medical Director.  Any gaps in assurance identified would be 

escalated to the Board.  

 

Asked by NEDs about her concerns in relation to IPC, DL identified the capacity of the team and 

outbreaks in the Trust’s intermediate care units as pressing issues.  There had been outbreaks 

affecting three inpatient units, affecting 29 patients and 14 staff.  The IPC Lead and Deputy Director 

of Infection Prevention and Control and senior IPC specialist had recently left the Trust.  DL stated 

that the IPC team would be going into business continuity mode by putting some of its usual activity 

on hold to ensure that critical functions were maintained, including overseeing COVID-19 

precautions and managing outbreaks.   

 

There was discussion of IPC staffing challenges and Board members heard that interim management 

support would be provided by the Deputy Chief Nurse.  Another team member would take on the 

Clinical Lead role.  KP reported that the Sussex Health and Care Partnership had recognised the 

system risk arising from IPC staffing challenges and the partnership’s Chief Nurse was leading on a 

programme of work to deliver intra-organisational advice and support.     

 

DL undertook to review the Trust’s IPC risk. 

 

Action: DL to review the Trust’s overall IPC risk.   

 

It was acknowledged that variation in the Trust’s estate presented an additional IPC challenge.  

 

PH thanked DL for a clear report, recognising the vital importance of infection prevention and 

control to the Trust. The Board noted the Infection Prevention and Control Assurance Framework.  

 

20/150 Quality Account 2019/20  

PH introduced the item.  Elizabeth Woodman (EW), QIC Chair, reported that the Quality Account 

2019/20 had been endorsed by the QIC subject to some small amendments which had now been 

made.   

 

There was discussion of the report’s title and the Trust Secretary advised that the statutory 

requirement for NHS foundation trusts to include a quality report in their annual report had been 

waived for 2019/20.  However, along with all other providers of NHS healthcare foundation trusts 

were required to publish the quality account in accordance with regulations published by the 

Department of Health and Social Care. 
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The Board approved the Quality Account 2019/20 for publication.   

 

20/151 Serious Incidents, Patient Safety and RIDDOR Report Q2 2020/21 

Sara Lightowlers (SaL), Medical Director, summarised the Serious Incidents Report Q2 2020/21.   

 

SL confirmed that in the benchmarking report received by the Trust Wide Governance Group, SCFT’s 

psychological therapies service had compared favourably to similar services in relation to patient 

suicide rates.  

 

Responding to a question from the Chair, SL reported that of the two suspected suicides investigated 

during the quarter, one patient had been known to secondary mental health services and the other 

had not.   In both cases, no root cause had been identified in the care provided by SCFT.  In the past 

year, half of the suspected patient suicides investigated had been known to secondary care with 

some patients also having presented at acute hospitals with suicidal ideation.  SL provided assurance 

that where investigations had identified actions for the Trust to improve communications with the 

mental health provider these had been completed or were in progress.   

 

The Board noted the Serious Incidents, Patient Safety and RIDDOR Report Q2 2020/21.   

 

20/152 Mortality Report Q2 2020/21 

SaL introduced the item, summarising the report on deaths in the Trust’s intermediate care units 

during Q2 2020/21  

 

The Board noted the report, suggesting that the ‘Learning’ section be expanded in future reports.  

 

20/153 Emergency Planning Resilience and Response (EPRR) Annual Report 2020 

KP presented the SCFT’s Annual Report of EPRR activities noting that the Trust was rated as fully 

compliant in the 2019 annual assurance process and had reported to the CCG that it had maintained 

this status throughout 2020.   

KP noted that:  

 As part of the COVID-19 incident response, all services had reviewed their business 

continuity processes on an ongoing basis although compliance reporting had been paused. 

 EPRR training had also been paused due to COVID-19 however the Trust had held a number 

of test exercises as well as having been involved in external multi-agency exercises.    

 Live incidents during the year were detailed in the report. KP confirmed that a debrief had 

been held for each incident and that the Trust had contributed to the system debrief for the 

first phase of COVID-19.     

Reporting on EU exit end of transition period preparations, KP stated that the Trust had completed 

preparatory activity and was now awaiting national plans and further mitigations on a number of 

issues as outlined in the report.   
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There was discussion of capacity in the team and KP stated that this would be reviewed when the EU 

exit position was clearer.  Silver Command capacity was in place although the move to seven day 

response, especially over Christmas, would stretch resources.    

The Board thanked the EPRR team for all their efforts, noted the content of the report and agreed 

the programme of EPRR work priorities for 2020/21. 

20/154 Guardian of Safe Working Q2 2020/21  

SaL gave an oral report as Guardian of Safe Working stating that there had been no exceptions to the 

safe working rules outlined in the junior doctor contract.   SaL confirmed that the Trust employed 

five junior doctors, four in paediatrics and one in rehabilitative medicine, and that there had been no 

move to redeploy junior doctors to acute hospitals during the current phase of COVID-19.   

The Board noted the report of the Guardian of Safe Working for Q2 2020/21.   

20/155 Local Clinical Excellence Awards 2020 

SaL introduced the item explaining the background to the annual Clinical Excellence Awards (CEA) 

and highlighting the national change made to this year’s round of awards due to COVID-19.   

Within SCFT, the local CEA would be distributed in equal parts to the 23 eligible consultants as 

agreed with the Joint Local Negotiating Committee.  

NEDs noted that doctors were the only staff group benefitting from these awards. This was because 

of different terms and conditions between different groups of staff within the Trust.   

The Board noted the Local Clinical Excellence Awards 2020. 

20/156 Standing Financial Instructions and Board Standing Orders  

The Trust Secretary introduced the item requesting Board ratification of changes to the Trust’s 

Standing Financial Instructions, Board Standing Orders and associated documents following a 

scheduled bi-annual review and on recommendation of the Audit Committee. 

 

David Parfitt (DP), Audit Committee Chair, confirmed changes to the previously approved documents 

had been minor.  MJ stated the Trust’s intention to undertake a more detailed review of the suite of 

documents to tie in with anticipated legislation in the near future to enable closer system working.   

 

The Board ratified the revised Standing Financial Instructions, Reservation and Delegation of Powers, 

Detailed Scheme of Delegation and Board Standing Orders subject to the required changes to the 

paragraph covering arrangements for the appointment of the Deputy Chair in the Board Standing 

Orders as highlighted by the Trust Secretary.   

 

Action:  Board Standing Orders (appointment of the Deputy Chair) to be amended. 

 

20/157 Any Other Business  

SM reported on the all staff wellbeing webinar.  Feedback had been very positive and useful 

suggestions for further initiatives had been made.    
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MJ confirmed that the Trust was mobilising the mass vaccination programme and had commenced 
recruitment.   

Part 1 meeting closed  
 
Date of next meeting: 28 January 2021  
  

02
 P

ar
t 1

 B
oa

rd
 M

in
ut

es
20

11
26

Page 11 of 140



1 
 

.   
                                                                                                                                                                   

 

 

 
ACTION LOG – TRUST BOARD 28 January 2020 

 

 

ACTION 
REF. 

BOARD 
DATE 

ACTION WHO DUE 
DATE 

STATUS 

BoD 
(COVID) 
20/102 

25/06/20 
Board to revisit the NHS Long Term Plan – format to 

be agreed.   
 

ZS 
31/03/21 

Subject to NHSE/I review of the Long Term Plan.  
Deferred until COVID incident response level 
significantly reduced.   

BoD20/147 26/11/20 

Executives to review BAF thematic risk target dates 

and further actions required to reduce risks to target 

level. Future iterations of the BAF to include the 

rationale for the mapping of thematic risks to 

strategic objectives in the summary.   

ZS 28/01/20 Complete.   

BoD20/148a 26/11/20 

KP to clarify the reasons behind reduced 

performance in Looked After Children Initial Health 

Assessments.   

KP 28/01//20 
Complete – included IPR for Month 08 November 
2020 (reported January 2021) 

BoD20/148b 26/11/20 
January 2021 IPR to include a Spotlight on Time to 

Talk as part of the Operational Performance Report. 
KP 28/01/20 

Complete – included IPR for  Month 08 November 
2020 (reported January 2021) 

BoD20/148c 26/11/20 

Where Operational Performance metrics are behind 

target, KP to clarify where possible when these are 

anticipated to be regained.  

KP 28/01/20 
Complete – included IPR for Month 08 November 
2020 (reported January 2021) 

BoD20/149 26/11/20 DL to review the Trust’s overall IPC risk.   DL 28/01/20 
Complete – included IPR for  Month 08 November 
2020 (reported January 2021) 

BoD20/156 26/11/20 
Board Standing Orders (appointment of the Deputy 

Chair) to be amended prior to publication.   
ZS 28/01/20 Complete.   
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BOARD OF DIRECTORS - PUBLIC MEETING 
28 January 2021 

 

Agenda Item Number: 4 

 

Report Title: Q3 2020/21 Corporate Objectives & BAF Report 
 

 

Purpose:
  

Approval  Assurance x Discussion  Briefing  

           

Summary:  
 
Corporate Objectives 
In November 2020 the Board endorsed a set of revised corporate objectives for the 
remainder of 2020-21.   
  
This paper provides a report on progress against trajectory for each of the 2020-21 
corporate objectives as at the end of Quarter 3 2020/21 (i.e.31 December 2020).  
 
The report shows that at end December 2020 three of the Trust’s corporate 
objectives were on track for full delivery despite the additional pressures of the 
COVID second wave.  There was some risk to delivery of the other three objectives: 

 Objective 2 - Ensure services can meet the needs of all segments of the 
population by developing systematic approaches to the collection and 
understanding of equalities data.  The recording of equalities data is 
progressing but might not improve at the rate originally anticipated given the 
additional pressures of COVID on patient facing staff.   

 Objective 3 - Delivering better outcomes for patients seen in clinic and 
community settings by improving the management of waiting lists. The 
work required to manage and deliver the remainder of the waiting list project is 
significant because of the range of different services and pathways that we 
need to consider.  With current operational challenges the Trust may need 
both to external support to the project and a phased approach to roll out.  

 Objective 4 - Evaluate the experience of patients and staff in the 
implementation of digital tools.  COVID pressures may impact on the 
Trust’s ability to have completed and published evaluations of four services by 
the end of March 2021.   

 
Board Assurance Framework 
The Board Assurance Framework (BAF) records and reports on the thematic risks to 
delivery of the Trust’s strategic goals 2019-22, the controls in place, sources and 
levels of assurance and any gaps in controls or assurance.    
 
Further to Gold Command review, the previous Ongoing Impact of COVID-19 
thematic risk which related to the need to manage the restoration and reset of 
services alongside continued response to COVID-19 pandemic following the first 
wave has been closed and a new risk opened, Impact of COVID-19 pandemic on 
provision of clinically safe and effective services.  
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There was an action from November’s Board meeting to articulate the rationale for 
the mapping of the Thematic Risks to the Strategic Objectives as shown in the 
Summary on page 1 of the BAF.  This is provided as an Appendix to the BAF.  Due 
to the cross cutting nature of the thematic risks, the mapping is not exhaustive but 
indicates the goals most directly affected by each thematic risk.    
 

Recommendation:  

The Board is asked to note progress against the Trust’s corporate objectives as at 
the end of Quarter 3 2020/21 and to note the updated Board Assurance Framework.   
  

Previously reviewed by:   
Executive Committee  
 

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

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

Equality and Diversity: 
One of the Trust’s strategic goals is to improve health and care outcomes, including 
meeting the needs of diverse communities and tackling health inequalities.   
 
Ensuring services can meet the needs of all segments of the population by 
developing systematic approaches to the collection and understanding of equalities 
data is one of the Trust’s corporate objectives for the remainder of 2020-21.   
 

Report author: 
Zoe Smith, Trust Secretary  

Report owner:  
Siobhan Melia, Chief Executive 
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Strategic Goal: Thriving Staff 

Provide rewarding working lives and careers 

 

  

2020/21 Corporate Objective 1  

Supporting and increasing staff wellbeing through the challenges of the coming year  

 

What we said we would do:  

Q3 Engage with and listen to staff about how to improve wellbeing and increase resilience using a 

variety of methods and channels and respond to immediate needs 

Q4 Undertake a programme of positive actions based on staff feedback that increase staff 

participation in wellbeing activities leading to staff reporting improvements in the wellbeing 

support they receive 

  

What we have done during Q3 2020/21:   

 Held an all staff wellbeing webinar hosted by the Chief Executive to enable staff to share their 

experiences of how the last few months have affected their wellbeing. 

 Responded to common issues raised by staff at the wellbeing webinar through the Chief 

Executive’s Weekly Message.  

 Republished the staff wellbeing offer and distributed a wellbeing pocket Z-Card to all staff. 

 Launched the SCFT Job Options Support Line, a dedicated phone number and email address 

for staff who might be feeling a little unsettled in their role 

 Approved funding for an additional psychological therapist to support staff. 

 A total of 74 members of staff have called the Connect staff wellbeing line since its launch in 

2020 and there have been 30 contacts (email/phone) to the Job Options line since November.  

27 teams have had post-event reviews and there have been 12 reflective practice groups 

established. 57 people have attended Leading in Heightened stress training.   

 

 

Strategic Goal: Population Health 

Improve health and care outcomes for our communities 

 

  

2020/21 Corporate Objective 2 

Ensure services can meet the needs of all segments of the population by developing 

systematic approaches to the collection and understanding of equalities data (MD) 
 

 

What we said we would do:  

Q3 Ensure there is an effective system to collect and report on ethnicity data and postcode data of 

our patients. SystmOne template for collecting protected characteristics data developed and 

piloted.  

Q4 90% of ethnicity and postcode data collected 

Identify gaps in protected characteristics data and the training and development needs of staff  

Utilise insight gathered to improve access to services 

  

What we have done during Q3 2020/21:   

 A SystmOne template for collecting protected characteristics data went live in December 2020. 

 We are reporting 100% postcode completeness for our key clinical systems and services. We are 

aiming to have validated the data by the end of Q4 and to have started to plan for how we will use 

it.  

 There has been significant work on training materials, guidance and reporting of ethnicity 

completeness and validity with teams to try to improve completeness.  It is not possible to express 

coding validity as a single number for the Trust however at the start of Q3 the position was: 

Inpatients (78%) complete and valid; Emergency Care (68%); Community Services (47%) and 

Outpatient Services (48%).   
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Strategic Goal: Quality Improvement 

Foster a continuous improvement culture 

 

  

2020/21 Corporate Objective 3 

Delivering better outcomes for patients seen in clinic and community settings by improving 

the management of waiting lists (COO).   
 

 

What we said we would do:  

Undertaking a project to re-engineer how the Trust approaches waiting lists so that we can be assured 

that our most vulnerable patients are clinically prioritised.  

Q3 Definitions completed; access policy updated; commence roll out of waiting list and caseload 

management programme 

Q4 continue rollout and embedding of application; developed dashboard with priority to demonstrate 

effective management of waiting lists 

  

What we have done during Q3 2020/21:   

 We can now report patient waiting volumes and times either for a first, or first follow up 

appointment from their date of referral for all SystmOne services and all pathways (referral reason). 

 In Q4 we will focus on developing the dashboard. This will require clinical and operational input for 

each specialty and pathway to develop target waiting times and understand any potential patient 

risk where waiting targets are breached. 

 

 

Strategic Goal: Patient Experience 

Use patient feedback to improve what we do 

 

  

2020/21 Corporate Objective 4 

Evaluate the experience of patients and staff in the implementation of digital tools (CN)  

 

What we said we would do:  

Q3 Design an evaluation methodology to objectively evaluate digital tools within services 

Q4 Use evaluation tools for 4 services, publish results and utilise to inform and refine the 

deployment 

  

What we have done during Q3 2020/21:   

 Reviewed evaluation methodologies including initial discussions with Academic Health Science 

Network, Brighton University and University of Surrey, and Allied Research Collaborative (ARC) 

 Considering what can we do now and what is our plan for future evaluation 

 Noted published report ‘Multidisciplinary community paediatric video appointments during COVID-

19 pandemic descriptive study’ by SCFT paediatric team 

 Initial patient surveys conducted to solicit feedback for specific services on their experience 

of video consultations  
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Strategic Goal: Value and Sustainability 

Improve efficiency and reduce waste 

 

  

2020/21 Corporate Objective 5 

Free up staff time to care (CDTO)  

 

What we said we would do:  

Q3 n/a 

Q4 Increase the ability for outpatient and similar appointments to be delivered  by digital means as 

per the objectives in the Phase 3 letter  

  

What we have done during Q3 2020/21:   

 We have completed significant work on moving to digital patient appointments  

 We need to complete further evaluation work to understand the impact of this and plan further  

 

2020/21 Corporate Objective 6 

Remain financially sustainable, and support value   

 

What we said we would do:  

Q3 & Q4 Increase the capital investment in digital as per the revised capital plan (CFO) 

  

What we have done during Q3 2020/21:   

 We have re-forecast the budget, and made slippage from other programmes available for digital 

projects. This re-forecast, approved by the Resources Committee, has enabled an additional 

£1.18m to be pulled forward from 2021/22. 

 

Key: 

 
Full delivery anticipated  

 
Some risk to delivery 

 
Significant risk to delivery 
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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  

Thematic 
risk ref 

Thematic Risk Title 

O
ve

rs
ig

h
t 

C
o

m
m

it
te

e
 

Strategic Goal Impacted 

In
h

e
re

n
t 

ri
sk

* 
 

Residual Risk* (Current Position) 

C
h

an
ge

 o
n

 p
re

vi
o

u
s 

Q
 

Ta
rg

e
t 

sc
o

re
  

Ta
rg

e
t 

d
at

e
  

1 2 3 4 5 

2020/21 2021/22 

Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 

1 Workforce Resilience EC      16 16 16 16       12 Apr-21 

2 Digital  RC      12 12 9 9       6 Jul -21 

3 Financial Sustainability RC      20 9 9 9     
 

 6 Apr-21 

4 Estates  RC      16 12 12 12       6 Apr-23 

5 System Fluidity EC      12 8 8 8       6 Apr-21 

6 
Quality & Patient 
Experience 

QIC      12 12 9 12       4 Jun-21 

 
Ongoing impact of COVID-
19 pandemic 

EC      25 16 12       Closed 12 Apr-21 

7 

Impact of COVID-19 
pandemic on provision of 
clinically safe and effective 
services 

EC         16      New 12 Apr-21 

 

STRATEGIC GOALS  

1 - THRIVING STAFF: Provide rewarding working lives and careers 4 - PATIENT EXPERIENCE: Use patient feedback to improve what we do 

2 - POPULATION HEALTH: We will improve health and care outcomes for our community 5 - VALUE & SUSTAINABILITY: Improve efficiency & reduce waste 

3 - QUALITY IMPROVEMENT: Foster a continuous improvement culture 
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Thematic Risk Summary  

BAF Reference:  WORKFORCE RESILIENCE 

Risk Description:  The COVID-19 pandemic initially has led to an increase in absence both due to sickness (COVID-19 related) and short-term self-
isolation as well as long-term shielding.    

The second peak of the COVID-19 pandemic and increased transmissibility of the new variant B117, is causing a greater impact on 
staff sickness.  Between 6th and 13th January the COVID-19 staff sickness absence rate increased by 50% although this is now 
reducing.  

These increased challenges are impacting upon overall staff resilience and the long term impact of the new variant and ‘Long COVID’ 
is unknown. 

Responsible 
Executive:  

Director of Human Resources and 
Organisational Development  

Committee: Executive Committee  Last Updated: 17/01/2021 

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 resilience  

   

BAF Risk Scoring 

 Q1 Q2 Q3 Q4 Rationale for Risk Level: 
Target Risk Level  
(Risk Appetite) 

Target Date : 

Likelihood 4 4 4  The number of staff off sick with positive COVID-19 test 
results is being monitored at Gold Command and with the 
current 50% increase between the 6th and 13th January the 
realisation of the risk is ‘likely’.    

Likelihood 3 

01/04/2021 
Consequence 4 4 4  Consequence 4 

Risk Score 16 16 16  Risk Score 12 

Cause of Risk  Second peak of COVID-19 pandemic and 
increased increased transmissibility of the new 
variant B117, is causing a greater impact on 
staff sickness 

 National vaccine supply issues and high 
demand for appointments  

 False information dissuading some groups from 
accessing the vaccine 

Impact:   Increased reliance on agency staff  

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

 Further detriment to staff resilience and wellbeing. 

Current methods 
of management 

 Staff vaccine – roll out started in December 2020, expanded to include all NHS staff in January and additional staff slots are 
expected at the new Mass Vaccination centres opening across the region. 
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(controls) :    Workforce resilience: BAME, Disability, LGBT+ staff network hangouts and a range of activities from all the staff network, FTSU 
Guardian engagement, Spiritual Care Lead support, Mental Health Lead sessions with teams.  All actions coordinated under the 
Workforce Strategy and People Plan action plans that are in place. 

 Protecting those at risk: individual risk assessments, guidance supporting manager/staff discussions. Regularly updated HR FAQs 
and review and implementation of national guidance through Silver Command. HR webinars, Occupation Health Covid line set up 
support staff/services. 

 Wellbeing Offer: National Helpline Support, HR Advice Line (support and advice for line managers), Connect Line (confidential 
wellbeing help and support), Facilitated Post Event Reviews, Reflection teaching session for leads/managers, Reflective Practice 
Sessions for teams (facilitated by psychologists). 

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. 

 Rota planning via E-roster. 

 ‘How Are We Doing’ metrics available 
on Scholar and services’ noticeboard. 

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

 Executive Committee provides 
assurance to the Board. 

 Monthly review of workforce metrics at 
Executive Committee and action plans 
at Workforce Committee. 

 Feedback and involvement from staff at 
Staff Network Groups (BAME, Disability, 
Religion, LGBT+). 

 NHSE/I SE Region Workforce Report 

 NHSE/I Model Hospital  

Gaps in control/assurance: Sickness reporting via sitrep does not provide consistently reliable data. This will be addressed through the urgent rollout of 
HealthRoster and Manager Self-Service in ESR to the remaining teams and removal of EPRFs. The longer term impact of the current strain and ‘Long COVID’ 
is unknown. 

 

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 Continuously review the wellbeing offer to 
ensure it meets the needs of staff. 

Dir HR & OD Ongoing This is ongoing and reported against under Corp Objective 1.   

2 Roll out staff vaccination Dir HR & OD 31/03/21 Appointments are being rolled out however there have been 
some teething issues including high demand and accessibility. 
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Thematic Risk Summary  

BAF Reference:  DIGITAL 

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: 08/01/2020 

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 digital     

BAF Risk Scoring 

 Q1 Q2 Q3 Q4 Rationale for Risk Level: 
Target Risk Level  
(Risk Appetite) 

Target Date : 

Likelihood 4 3 3  The delivery of laptops and resources in response to the covid 
pandemic has supported services with new ways of working.  
Subsequently the likelihood is reduced, but still ‘Possible’.  
Funding to improve the resilience of critical systems has been 
secured. The consequence score remains 3 pending 
procurement and deployment of new equipment.   

Likelihood 3 

01/07/21 

Consequence 3 3 3  Consequence 2 

Risk Score 12 9 9  Risk Score 6 

Cause of Risk  Global malware attacks and cyber attacks 

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

 Lack of resources to support the current 
infrastructure (hardware and software) 

 Not being able to align and share data  

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  
 

Current 
methods of 
management 
(controls) :   

 Anti-virus and anti-malware software in place 

 Process in place to review and respond to national NHS Digital CareCert notifications portal access to update and respond.  

 Self-assessment against Cyber Essential Plus Framework to support development of actions for protection against threats 

 2020/21 capital plan. 

 Continuous prioritisation of spending and active management of capital resource. 

 Digital Strategy and forwarding planning of anticipated requirements. 

 IT Helpdesk and 1st,2nd, 3rd line - supporting staff and managing faults in house. 

04
i B

A
F

 2
2 

Ja
nu

ar
y

20
20

Page 21 of 140



 Identified gaps in infrastructure, costs and investment required 

 Critical systems identified with clinical and corporate colleagues. Shared with resilience group and cross referenced to prioritised 
investment areas infrastructure. 

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

 Digital procurement processes in 
place 

 Executive Committee provide assurance 
to the Board.   

 Monthly review of digital metrics and 
work plans at the Digital Data and 
Technology Group. 

 

 TIAA audits on digital infrastructure 

Gaps in control/assurance:  
 Longer term capital programme required to identify pressures and requirements 

 

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 Agree long-term investment strategy to critical systems CDTO 28/12/2020 Complete.  Have secured significant resilience 
funding both internal and external to fast track 
resilience of critical systems.    

2 Procure and deploy equipment required to improve 
resilience of critical systems.  

CDTO 31/06/2021 Currently in procurement 
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Thematic Risk Summary  

BAF Reference:  FINANCIAL SUSTAINABILITY 

Risk Description:  Should the Trust’s underlying financial performance worsen, the Trust may not be able to secure and hold sufficient cash reserves to 
support the desired level of investment. This would impact on the ability to lead and drive the required transformation of services, 
and could impact the ability to maintain desired service levels for patients. This would also have a detrimental impact on the Trust’s 
CQC rating. 
 

Responsible 
Executive:  

Chief Financial Officer  Committee: Resources Committee  Last Updated: 22/01/21 

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  

   

BAF Risk Scoring 

 Q1 Q2 Q3 Q4 Rationale for Risk Level: 
Target Risk Level  
(Risk Appetite) 

Target Date : 

Likelihood 3 3 4  The 19/20 financial position was positive, with the Trust achieving its 
control total. The current financial architecture linked to pandemic 
response has a fixed funding envelope held at the Sussex ICS level; 
current plans show a shortfall of income at the ICS level against the 
totality of expenditure plans.  There is therefore a possibility that the 
envelope for the remainder of the financial year for SCFT is not 
sufficient to meet emerging costs over this winter, or will result in 
essential service developments not progressing due to lack of 
available funding sources.  

Likelihood 3 

01/04/2021 

Consequence 3 3 3  Consequence 2 

Risk Score 9 9 12  Risk Score 6 

Cause of Risk  Service delivery changes and demand out placing 
what has been budgeted. 

 Increased agency use. 

 Income streams not available for nationally identified 
community service developments. 

Impact:   Unable to meet patient demand leading to increased 
waiting times/delays. 

 Unable to meet system/commissioner requirements. 

 Unable to re-invest in services across the Trust. 

 Damage to the Trust’s reputation. 

 Impact on CQC rating. 
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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 Planning and Development Assurance 
Group. 

 Corporate strategies/plans: Strategic delivery NHS England Long Term Plan, SHACP Long Term Plan, Phase 3 pandemic response 
letter (NHSE), Trust reset plans. 

 Managed process to resolve NHS PS debt, with strong audit trail, facilitated by NHSI/E and DH. 

 Robust processes for approving and recording Covid-19 related expenditure. 

 Robust Process for submitting Covid-19 expenditure claims to NHSE/I. 

 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. 

 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 EC re risks to CIP and service 
developments, commercial opportunity 
decisions. 

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

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

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

Gaps in control/assurance:  

 Little control over financial strength of commissioners and other local health and social care organisations.  

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

 No final agreement on the total charge from NHS Property Services for properties SCFT occupy. 

 ICS assurance processes still maturing. 
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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 On-going development of SLR with CCGs to show service 
value. 

CFO 31/03/21 Part of Q4 contract planning 

2 Further work on 20/21 transformation schemes to ensure 
schemes can be implemented in 21/22. 

CFO 31/03/21 Ongoing through the PMO, overseen by PDG 

3 Review run rate forecast and options to mitigate deficit 
position  

CFO 31/03/21  
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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. 

Responsible 
Executive:  

Chief Financial Officer Committee: Executive Committee  Last Updated: 08/01/21 

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 

 Q1 Q2 Q3 Q4 Rationale for Risk Level: 
Target Risk Level  
(Risk Appetite) 

Target Date : 

Likelihood 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 

01/04/2023 
Consequence 3 3 3  Consequence 3 

Risk Score 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. 

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 poor quality patient outcomes and patient experiences. 

 Constrained ability to improve premises environment at pace. 

 Constrained ability to effect strategic change and 
improvements to buildings and environments. 

 Damage to the Trust’s reputation.  
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Current methods 
of management 
(controls) :   

 2020/21 Capital Plan prioritised and reviewed through the Trust’s governance structure. 

 Estates maintenance infrastructure in place for Trust managed premises. 

 In-house expert leads/Authorised Persons for key estates issues; inc Low Voltage, Medical Gases, Asbestos, Fire Safety, Security  

 Contract communication meetings / frameworks established with third party landlords. 

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

 Regularisation of accommodation agreements for leased Estate Strategy 2016-2020 in place. 

 Regular engagement meetings between NHSPS & SCFT Senior Estates leaders. 

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 
HTM’s. 

 Work requests triaged via Estates 
Helpdesk. 

 Executive Committee provide 
assurance to the Board. 

 Monthly review of metrics and work 
plans at the Estates Monthly 
Performance Review. 

 Monthly Estates compliance assurance 
meetings with third party landlords.  

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

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

 Six Facet Survey. 

Gaps in control/assurance:  
 Longer term capital programme required to identify pressures and requirements. 

 Works delayed to impact of COVID-19. 

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 Environmental Risk Assessments have been completed 
and reviewed by all teams in the organisation 

CFO October 
2020 

Complete 

2 Several business cases and projects have been approved 
to improve some of the space availability issues  

CFO Q3 
2020/21 

The Quadrant Business case approved 
Other actions are ongoing. 

3 Transfer of NHSPS freehold assets to SCFT  
 

CFO Q4 
2021/22  

DHSC approval to submit business case for First 3 
properties - Complete.   
Due date Q4 - Development of Full Business Case for 
first 3 properties. 
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Thematic Risk Summary  

BAF Reference:  SYSTEM FLUIDITY 

Risk Description:  Should the Trust be unable to develop and maintain collaborative relationships with partner organisations based on shared aims, 
objectives, and timescales there could be an adverse impact on our ability to operate efficiently and effectively within the health economy 
and to the delivery of SCFT’s three year strategy.   The changing role, authority and status of Integrated Care Systems (ICS) may further 
impact on the ability of the Trust to deliver its strategic goals. 

Responsible 
Executive:  

Chief Executive  Committee: Executive Committee  Last Updated: 20/01/21 

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 

 Q1 Q2 Q3 Q4 Rationale for Risk Level: 
Target Risk Level  
(Risk Appetite) 

Target Date : 

Likelihood 2 2 2  COVID pressures across the whole healthcare system 
mean that links with the ICS and PCNs are just as 
important as they were last quarter and the likelihood/ 
consequences remain the same.  The risk is not 
anticipated to change significantly until legislation is 
published.   

Likelihood 3 

01/04/2021 

Consequence 4 4 4  Consequence 2 

Risk Score 8 8 8  Risk Score 6 

Cause of Risk  Lack of SCFT representation at system / ICS /PCN 
discussions 

 Unable to influence the direction of change in the 
local health economy 

 Changing status and accountability of ICS 

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

 Damage to the Trust’s reputation  
 

Current 
methods of 
management 
(controls) :   

 Regular SCFT executive engagement and attendance at ICS Board and Place Based/ICP planning meetings. SCFT CEO chairs ICS level 
Primary and Community Collaborative Network and SCFT CMO co-chairs ICS Wide Clinical Leadership Group. 

 Corporate objectives to focus on actions to deliver the strategy. 

 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 at CEO level with CCGs and other Provider CEOs. Focus on primary care 
leaders and stakeholders, and ensure SCFT attendance at key primary care engagement events. 
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 Leadership: Monthly WELT briefing sessions regarding ICS, monthly SLEC discussions on national and local strategic developments, 
plus regular updates on development of PCNs. 

 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 system flow monitoring and 
reporting. 

 System flow meetings with PCNs. 
 

 Executive Committee provide 
assurance to the Board. 

 Internal government meeting/reporting 
structures (incl. WELT, SLEC, Board). 

 Stakeholder feedback (incl. 
representation on CoG). 

 System meetings with CCG and other 
healthcare system flow partners. 

 ICS governance, strategy and place based 
plans. 

Gaps in control/assurance:  
 Lack of clarity from NHS England/Improvement regarding development and implementation of PCNs. 

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

 CCGs in Sussex have joined together and leadership structures are still emerging, therefore ambiguity exists regarding ICP leadership and 
standardisation. 

 ICS governance structures are emerging and decision making at organisation, place and ICS level is 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 April 2021 Sussex ICS governance and assurance plans are 
progressing.      

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

CEO April 2021 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 April 2021 Revised Corporate Objectives for the remainder of 20/21 
agreed in October 2020.  

4 Involvement and influence of outputs from ICS 
Clinical Leadership Group. 

MD/CN April 2021 The SCFT MD is joint chair of the Clinical Leadership 
Group The SCFT CN is also a member of the group. 

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

CEO April 2021 ICS updates provided at monthly SLEC meetings, and 
regular engagement through monthly WELT meetings. 
First SCFT all staff briefing held 25/11/20.  

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

CEO April 2021 Continued engagements planned into 2021. 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: 18/12/2020 
Reviewed 
TWGG/QIC in 
January 2021 

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: 

08/10/2020 715 Reduction in infection prevention and control service 16 16  
BAF Risk Scoring 

 Q1 Q2 Q3 Q4 Rationale for Risk Level: 
Target Risk Level  

(Risk Appetite) 
Target Date: 

Likelihood 4 3 4  The Trust has experience more outbreaks and the reduced 
capacity of the infection control team, although being 
mitigated, has increased the likelihood of risks to quality of 
patient care.  The effects of vacancies and staff sickness 
have compounded the risk.  The risks are being managed 
and the consequences have not increased, but are more 
likely to occur.  The main impact on delivery is the current 
COVID-19 pandemic and the target date has been adjusted 
to June 2021 to ensure a pragmatic target date. 

Likelihood 2 

June 2021  
 

Consequence 3 3 3  Consequence 2 

Risk Score 12 9 12  Risk Score 4 

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

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

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

 poor patient outcomes and experience 

 impact on our trust reputation, registration and 
regulatory compliance (incl. CQC rating) 

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. 

 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. 
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 Quality Improvement (QI) training available for all staff to 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. 

 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 

 Reporting of incidents through Datix at 
ward and service level  

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

 Team huddles and service 
governance meetings 

 Area governance of clinical 
governance, quality, and risk 
management. 

 Weekly review of incidents and 
RCA/SI status/investigations by 
Quality & Safety Dept. with Area 
Nurses and CN/MD. 

 Clinical Harm Review panel introduced 
Nov 2020 to review impact of waiting 
lists with harm. 

 Quality Improvement Committee 
provide assurance to the Board. 

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

 Monthly review of quality and safety 
metrics and assurance group updates at 
Trust Wide Governance Group. 

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

 Patient Experience Group review 
outcomes from complaints, PALs, 
patient surveys, etc.  Group includes 
patient representatives in decisions and 
shaping future objectives. 

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

 CCG review Serious Incident reports 
before closure 

 Other external visits/inspectorates include 
Health Watch, Ofsted 

Gaps in control/assurance:  
Audits, peer reviews and surveys only provide a snapshot and pockets of poor quality or patient experience may go un-noticed.   
Individuals’ resilience may cause lapses in care – refer to Workforce Resilience thematic risk. 

 

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 tests to enable 
sharing of good practice and to identify any 
gaps where there is insufficient monitoring of 
quality and patient experience. 

CN 31/103/2021 20/21 clinical audit plan in place and approved by QIC 
FFT due to be relaunched in Dec 20; patient experience 
surveys undertaken as needed to support triangulation of 
quality e.g. deferrals 
Programme of peer reviews in place although undertaken 
virtually due to Covid restrictions 

2 Strengthening of quality triangulation between 
Area Governance meetings and TWGG.  This 

CN 31/03/2021 Metrics for IPR drafted and awaiting approval 
Metrics for community nursing, children’s and AHP services 
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will include the review of quality metrics and 
local intelligence with Area Nurses, FTSU, 
Quality & Safety Dept. and QI. 

being drafted; these metrics will form a dashboard which will 
be used at area level and report through to TWGG 
Area governance data currently reported through FPQ 

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

CN 28/02/2021 Review of KLOE dashboard, and feedback from the Areas, 
currently underway.   

4 Development of the Patient Experience and 
Engagement Strategy to strengthen our 
understanding of patient experience, including 
FFT. 

CN Complete Strategy signed off in December 2020.  Next stage is the 
implementation plan, which will be monitored via the patient 
Experience Group (PEG). 
 

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. 

6 Recruitment to vacant roles in IPC team CN 31/04/2021 2 x Fit testers (6 month contracts) now in post, B7 post for 
interview in Jan and B8c post verbally appointed and 
potentially starting in April 2021.  Review of team resources 
currently underway. 

7 Implementation of BC plans for IPC team CN 31/01/2021 Review of BCP in progress and update due in January 2021.   
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Thematic Risk Summary  

BAF Reference:  IMPACT OF COVID-19 PANDEMIC ON PROVISION OF CLINICALLY SAFE AND EFFECTIVE SERVICES 

Risk Description:  The COVID-19 pandemic presents a risk to the ability of the Trust to maintain safe and effective clinical services delivery and 
environments for COVID-19 and non-COVID-19 patients. Key areas of concern:  

 The impact of increased community transmission on numbers of patients with COVID-19 being admitted to SCFT intermediate 
care units. 

 Wider systems pressures due to the number of COVID-19 patients admitted to Sussex acute trusts. 
 New B117 variant of COVID-19 identified with greater transmissibility, increasing risk of nosocomial infection within SCFT 

inpatient settings. 
 Reduced ability to discharge to care homes and provide routine care to residents.  
 Introduction of third national lockdown from 5 January may change the way patients access routine care. 
 Reintroduction of Shielding guidance for CEV may change the way patients access/accept care. 

Responsible 
Executive:  

Chief Operating Officer  Committee: Executive Committee  Last Reviewed: 13/01/21 

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: 

13/01/2021 764 COVID-19 risk to service business continuity 16 16 NEW 

Thematic Risk Scoring 

 Q1 Q2 Q3 Q4 Rationale for Risk Level: 
Target Risk Level  
(Risk Appetite) 

Target Date : 

Likelihood   4  Due to the changing nature of the pandemic, the existing 
thematic risk for the ‘Ongoing Impact of Covid-19’ was closed 
and two new risks were created, one thematic ‘Clinically safe 
and effective services’ scored at 16 and another operational  
‘Business Continuity’ scored 16.  The previous risk had a 
current score of 12. 

Likelihood 3 

31/03/2021 

Consequence   4  Consequence 4 

Risk Score   16  Risk Score 12 

Cause of Risk:  Increased numbers of COVID-19 patients admitted 
into SCFT services and transmission of C-19 between 
patients within SCFT care. 

 Unable to discharge patients safely from the ICUs 

 Shielding patients unable to access SCFT services 
Changes on patient demand and dependency. 

Impact:   Interruption of public service provision 

 Services being reduced or suspended 

 Delay in patient care 

 Staff health/wellbeing, and retention 
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Current methods 
of management 
(controls) :   

SCFT have retained a major incident response, including strategic (gold) and tactical (silver) level of command in place. This includes 
review, interpretation and cascade of national guidance and changes that impact on SCFT services and staff. Silver have implemented 
seven day working to align with regional and national ICC arrangements. 

 

 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:   Regular outbreak management team 
meetings have been stood up (3 per 
week) to ensure clear oversight of 
outbreak activity and standardise 
response across the trust.  

 Outbreak cohort arrangements in 
place in SCFT wards for suspected 
and confirmed COVID-19 patients. 
Patient and staff testing programme in 
place. Patient testing regime has been 
updated to include routine testing on 
day 1,3 and 5 of admission to identify 
patients with early or asymptomatic 
infection and limit onwards 
transmission. Control measures for 
staff working across sites have been 
agreed to limit cross-infection risk. 
PPE guidance is updated following 
any national changes. Additional 
infrastructure support with centralised 
PPE stock in place. 

 Continued delivery, reset and 
restoration of non-inpatient services 
across the trust. 

 OMT meetings are chaired by the DIPC 
and have membership includes senior 
nursing representation, public health, 
IPC and clinical leads of areas affected 
by outbreaks, and where required 
occupational health.  

 A programme of local environmental 
risk assessments has been completed 
by estates to assist in maintaining social 
distancing and other environmental 
controls. Central oversight is via Estates 
Led Premises Restart Group. 
 

 CCG IPC leads are represented at SCFT 
outbreak management meetings 
providing additional external assurance 

 CQC inspection regime  

 IPC Board Assurance Framework has 
been approved internally by the Board 
and externally by the CQC.  

  

Gaps in control/assurance:  
The increased transmission risk posed by the new B117 variant has increased the risk of nosocomial infection and outbreaks in inpatient settings. There are 
specific environmental risks  

 Bed spacing in some intermediate care units does not allow for consistent social distancing between patients 

 Lack of doors on bays in some areas 

 Additional space requirement for outpatient and clinic services to accommodate social distancing 
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 Cross site working may be necessary for safe staffing during Pandemic with a risk of cross infection between sites 
Limited IPC to respond to and manage multiple and complex outbreaks amongst patients and/or staff, see Risk 715 'Reduction in infection prevention and 
control service'. 
Limited capacity of Occupational Health to respond to multiple or complex outbreaks impacting large numbers of staff.  
Some of the identified environmental risks predate the current C19 pandemic and are reliant on external landlords to address. 

 

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

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

2 Audit results for intermediate care units 
against the 'checklist and monitoring tool for 
the management of COVID-19. 

Chief Operating Officer Complete  
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APPENDIX 1: Rationale for Mapping of Thematic Risks to Strategic Goals 

  

 Thematic Risk Title 

Strategic Goal Impacted 

Rationale  for mapping risk to strategic goal  

THRIVING 
STAFF 

POPULATION 
HEALTH 

QUALITY 
IMPROVEMENT 

PATIENT 
EXPERIENCE 

VALUE AND 
SUSTAINABILITY 

1 Workforce Resilience      

The workforce resilience risk impacts on capacity within the Trust 
to pursue quality improvement projects and on patient 
experience as well as on Thriving Staff directly and Value and 
Sustainability through agency costs and the Trusts ability to 
deliver new models of care.   

2 Digital       

Information and data are critical to support quality improvement, 
patient experience and population health.   Digital systems are 
fundamental to the Trust operating efficiently and effectively, 
enabling the Trust to reduce its carbon footprint, making more 
efficient use of our buildings and releasing time to care. They also 
have a direct impact on staff experience.   

3 Financial Sustainability      

A significant worsening of the Trust’s financial performance 
would affect its ability to invest staff time and other resources in 
pursuit of continuous improvement to deliver improvements in 
patient care.   

4 Estates       

Estates related risks impact on directly on staff wellbeing and 
retention as well as on patient experience.   Estates 
infrastructure which is not fit for purpose impacts on the 
efficiency and effectiveness of services as well as accessibility and 
therefore population health.  
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 Thematic Risk Title 

Strategic Goal Impacted 

Rationale  for mapping risk to strategic goal  

THRIVING 
STAFF 

POPULATION 
HEALTH 

QUALITY 
IMPROVEMENT 

PATIENT 
EXPERIENCE 

VALUE AND 
SUSTAINABILITY 

5 System Fluidity      

The changing role, authority and status of Integrated Care 
Systems (ICS) and the increasing need to work collaboratively 
towards system goals as well as organisational goals has the 
potential to most significantly impact the Trust’s longer term 
Population Health and Quality Improvement strategic objectives.   

6 
Quality & Patient 
Experience 

     

The risk that the Trust will fail to demonstrate delivery of 
continuous and sustained improvement in the quality of care and 
compliance with evidence-based clinical standards, has a 
potentially adverse impact on its Quality Improvement and  
Patient Experience goals as well as potential reputational and 
regulatory consequences affecting its sustainability, impact and 
ability to recruit and retain staff.  

7 

Impact of COVID-19 
pandemic on provision 
of clinically safe and 
effective services 

     
The impact of COVID-19 pandemic and the scale of the response 
required has a potential impact on all of the Trust’s strategic 
goals.  
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BOARD OF DIRECTORS - PUBLIC MEETING 
28 January 2021 

 

Agenda Item Number:  5 
 

 

Report Title:  SCFT Integrated Performance Report (IPR) - Month 08 (November 
2020) Reported January 2021 

 

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 Board requested changes to the format of the Integrated Performance Report 
(IPR) at the November 2020 Board Meeting. These have been actioned as listed 
below: 

 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 

 In the IPR dashboards, there were some metrics, particularly in Workforce and 
Finance where the Monthly and YTD targets and actuals were identical.  This was 
because some Trust metrics are either rolling 12 month values or snapshot values 
and relate to a point in time only, for example the Trust’s cash balance.  Rather than 
reporting two identical numbers, the revised report greys out the YTD target and 
actual on the basis that the snapshot is always taken at the end of the month and 
therefore does not reflect a YTD position.  

 
In addition to the changes listed above, there will be a change to metrics in the IPR 
Quality section from next month, February Board (December 20 data) as follows:  

 Patient FFT stopped in February 20 due to the pandemic, but has re-started again in 
(December 20). However the ‘recommend’ question has been replaced with “Overall, 
how was your experience of our service? “ 

 To reflect this national change and at the request of the Chief Nurse and Medical 
Director, we will amend the metric in the IPR from MT046 Patients Friends & Family 
Test - % Likely to Recommend to  
MT522 Patients Friends & Family Test - % Experience of Service Very Good or 
Good. The new metric will be available from the February Board. 

 The target is the same as the previous metric, however as this is a new metric, a SPC 
chart will not be available until we have enough data (10 months) and will be RAG 
rated until then 
 

The IPR Balanced Scorecard includes narrative for each topic area focused on 
identified adverse exceptions only. Each section also has a ‘spotlight’ slide providing 
additional narrative for each area focusing on key developments. 
 

Recommendation:  

The Board is asked to: 
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 Note current performance  
 

 Discuss areas of adverse exception for M08 (November data) specifically:   
 
Quality: 

           Red RAG Rated: MT267 Pressure Damage: CAT3&4 SCFT Lapse 
 
Operational Performance: 
Additional Exception (Externally Reported): MT509:LAC – Initial Review in 
16WD from consent (B & H and WSx) 
Adverse Variation: MT518: Time to Talk: Access Target (Attended 
Assessments); MT031: Diagnostic Waits <6 Weeks (Oversight Framework) 
Adverse Variation and Favourable Assurance: MT102: RTT Waiting Time 
Incomplete Pathways: <18 Weeks 
 
Workforce: 
Favourable Variation and Adverse Assurance: MT429 Total Staff in Post; 
MT025: Training: All Statutory Courses - substantive 
Adverse Variation MT107: Sickness Rate ** (Data Reported Month in 
Arrears) (Oversight Framework)  

            Adverse Variation and Adverse Assurance: MT520: Staff with Either 
 Appraisal Or PDR Within 12 Months  
 

Finance: 
Month RAG (amber), YTD RAG (amber): MT515 Capital Spend (£000) 
Favourable Variation and Adverse Assurance: MT514 BPPC (%) 
(Oversight Framework) 

 
 Note current operational performance risks are for the present month M10 

(January) 
 

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, Director of Finance and 
Performance 
Performance Team 
Executive Directors for each section 

Report owner:  
Mike JenningsChief Financial Officer 
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Integrated Performance 
Report

Month 08 November 2020 (reported January 2021)

Mike Jennings
Chief Financial Officer and 
Deputy Chief Executive
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4

MT429 TOTAL STAFF IN POST NOVEMBER 2020 Monthly 5402 5402 5400 5400 5400
FAVOURABLE VARIATION 

ADVERSE ASSURANCE

MT116 VACANCY RATE NOVEMBER 2020 Monthly 7.5% 0 9.5% 0 9.5% FAVOURABLE VARIATION 

MT138 ANNUALISED TURNOVER RATE NOVEMBER 2020 Monthly 11.2% 0 13.5% 0 13.5% FAVOURABLE VARIATION 

MT002 AGENCY ONLY COSTS AS % PAYBILL NOVEMBER 2020 Monthly 2.9% 2.7% 3.3% 3.3% 3.3% FAVOURABLE VARIATION 

MT107
SICKNESS RATE **(DATA REPORTED 

MONTH IN ARREARS)
NOVEMBER 2020 Monthly 4.7% 0 4.0% 0 4.0%

 

OVERSIGHT METRIC ADVERSE RAG(RED)

MT520
PDR: STAFF WITH PDR/APPRAISAL 

IN 12 MTHS
NOVEMBER 2020 Monthly 61.5% 1 80.0% 1 80.0%

ADVERSE VARIATION 

ADVERSE ASSURANCE

MT025
TRAINING: ALL STATUTORY 

COURSES - SUBSTANTIVE
NOVEMBER 2020 Monthly 90.6% 1 85.0% 1 85.0%

ADVERSE VARIATION 

FAVOURABLE ASSURANCE

MT512 I&E SURPLUS (£000) NOVEMBER 2020 Monthly RAG -499 -906 RAG -579 -1158 -4022  

MT513 CASH (£000) NOVEMBER 2020 Monthly 31506 31506 26861 26861 5639  

MT514 BPPC (%) NOVEMBER 2020 Monthly 94.4% 1 95.0% 1 95.0%
FAVOURABLE VARIATION 

ADVERSE ASSURANCE

OVERSIGHT METRIC ADVERSE RAG(AMBER)

MT515 CAPITAL SPEND (£000) NOVEMBER 2020 Monthly RAG 388 2935 RAG 741 3018 8744
MONTH RAG (AMBER)

YTD RAG (AMBER) 

MT516 AGENCY SPEND (£000) NOVEMBER 2020 Monthly RAG 463 3382 RAG 490 3920 5876  

MT517
PRODUCTIVITY - INCOME PER WTE 

(£)
NOVEMBER 2020 Monthly 4582 4582 4500 4500 4500  

W
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REPORTING 

PERIOD Variation Month YTD Assurance Month YTD

Annual 

Target

TRUST SCORE CARD

EXCEPTION

ACTUAL

METRICCATEGORY

REPORTING 

MONTH

TARGET
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Quality Report
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6

Quality Dashboard

REPORTING 

PERIOD Variation Month YTD Assurance Month YTD

Annual 

Target

MT266
PATIENT SAFETY INCIDENTS 

CAUSING HARM (MODERATE+)
NOVEMBER 2020 Monthly 2.7% 1.2% 1.4% 1.4% 1.4%  

MT267
PRESSURE DAMAGE: CAT3&4 SCFT 

LAPSE
NOVEMBER 2020 Monthly RAG 2.00 5.00 RAG 1.00 8.00 12.00 MONTH RAG (RED) 

MT124
MEDICATION: HARM >= MODERATE 

AS % OF ALL INCIDENTS
NOVEMBER 2020 Monthly 0.0% 0.0% No Target - - -  

MT110 SIS: REPORTED IN MONTH NOVEMBER 2020 Monthly 2 14 No Target - - -  

MT510
% ICUS RESPONDED COMPLIANT IN 

HAND HYGIENE
NOVEMBER 2020 Monthly 78.6% 76.3% 90.0% 90.0% 90.0%  

MT511
% COMM TEAMS RESPONDED 

COMPLIANT IN HAND HYGIENE
NOVEMBER 2020 Monthly 100.0% 72.4% 90.0% 90.0% 90.0%  

CARING MT046
PATIENT FFT: LIKELY TO 

RECOMMEND
FEBRUARY 2020 Monthly 97.2% 96.2% 90.0% 90.0% 90.0%

 

FAVOURABLE ASSURANCE

RESPONSIVE MT278
COMPLAINTS: RESPONDED TO IN 

TIME
NOVEMBER 2020 Monthly 85.7% 95.8% 95.0% 95.0% 95.0%  

EFFECTIVE MT258
NICE GUIDANCE: COMPLIANT WITH 

REVIEW IN TIMESCALE
NOVEMBER 2020 Monthly 100.0% 1 95.0% 1 95.0%

 

FAVOURABLE ASSURANCE

WELL-LED
% OF PATIENTS WITH ETHNICITY 

RECORDED - IN DVLPMT

SAFE

QUALITY DASHBOARD

CATEGORY METRIC

REPORTING 

MONTH

ACTUAL TARGET

EXCEPTION
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7

Quality Exception Report  
SA

FE

MONTHLY RAG RED

Performance Two incidents this month against a target of 1. Both of these were in the 

West Area.

Action Both pressures ulcer incidents were reviewed as one RCA to enable a 

more thematic review in the West area. The emerging themes included a 

lack of consistency with managing deferred visits and use of photographs 

to accurately monitor and review the wound changes; critical when a 

number of staff (including temporary staff) are visiting a patient. The final 

report with recommendations and actions will be reviewed at SIRCARG. 

In addition, vacancies to the tissue viability service in the West have 

recently been recruited to.

Outcome Report in progress

Timescale The report on these incidents will be presented to the Serious Incident

and Root Case Analysis Review Group  in February 2021. 
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8

Quality Spotlight Report  

Never Event
The Trust declared a Never Event on 09/12/2020 due to a patient’s oxygen tubing 
being found to have been connected to medical air.  
We had previous assurances that we had no piped medical air following previous 
safety alerts.   As a result of this incident, immediate investigation demonstrated 
that we had piped medical air at Horsham and Crawley.
• An immediate review of the incident occurred with the Medical Director, and 

Patient Safety Manager to ensure actions completed
• TWGG received an assurance report, which demonstrated that actions were 

completed
• We are currently reviewing all safety alerts to ensure we have satisfactory 

assurances, and will be seeking further evidence in future
• The CQC were informed of the incident, they have reviewed the assurance 

report and have closed this issue
Quality and Safety in COVID-19
The Quality and Safety Department have reviewed all work and prioritised 
activities to release operational capacity, whilst maintaining safety.  This includes 
extending our internal complaint timescales, which remain within the national 
regulations.
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Operational 
Performance Report
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Operational Performance Dashboard
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11

Operational Performance Exception Report
C

H
IL

D
R

EN
S

Externally Reported 

Performance LAC performance is within expected control measures and has therefore not 

flagged as an exception.  However in past three months performance is below 

target and is flagged to the Board so that some assurance on the position can be 

provided.  The Trust provides services across West Sussex and Brighton and Hove 

and the reasons for challenged performance are different in both.

In West Sussex there was a significant increase in numbers of children entering 

local authority (LA) care in late Summer – potentially due to post 1st lockdown 

impact and an increased focus on safeguarding performance.   The consequence is 

the knock on to health assessments capacity. In addition, the impact of “batching 

referrals” – where many children are referred into our service at the same time 

inevitably leads to breaches as there is not sufficient capacity to meet this step 

increase in referrals (29.4% compliance in month – 70% YTD)

In Brighton and Hove the service has been impacted by staff vacancies although 

performance in November was stronger (83.3% - 77.4% YTD)

Action West Sussex:

• CCG have agreed additional funding to support increase in IHA sessions (15 

extra IHA sessions over 3 month period). 

• LA has committed to changing practice of “batching referrals” to improve flow to 

SCFT

• LA undertaking a review of demand into service as numbers of children into care 

has  increased by 20% over two years. 

Brighton and Hove:

• Recruitment taken place and now fully staffed in nursing team with overall 

capacity increased through additional funding from CCGs. 

Outcome Improvements in processes are in train as are increases in capacity.

Timescale With the improvements above implemented we would aim to have performance 

back above target by the end of March 2021, although we will need to monitor 

further changes in demand resulting from the pandemic response.
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12

Operational Performance Exception Report
W

EL
LB

EI
N

G

ADVERSE Variation

Performance Time to Talk is the Trust’s Psychological Therapy service. The access targets are 

set nationally and aim to ensure that  services provide  timely access to treatment 

for people with anxiety disorders and depression. 

For SCFT the Trust’s target was increased in April 2020, with the expectation that 

just under 17,000 people accessed the service on an annual basis.  The metric, 

therefore, reflects the demand into the service.  In November  the number of people 

accessing the service was 79.4% of  the target figure.

Action The numbers accessing the service have increased  steadily following the 

significant reduction in April and May 2020.  The reduction was primarily as a result 

of the impact of Covid, with a reduction in referrals.  Although, in addition, in line 

with the national policy to increase access into psychological therapy services the 

Trust’s target also increased from April 2020 by 50 (4%).

Everyone who refers into this service has a clinical assessment within a month of 

referral and so the underperformance is due to reduced demand and not from a 

reduction in Trust capacity.  During the first six months of the year the Trust 

focussed on the recruitment of additional therapy staff to ensure that it is well 

placed to meet additional demand.  There is an expectation that demand will 

increase as a result of the pandemic.  The service has also expanded its offer of 

digital provision over recent years.  The Trust is proactively reaching out to GPs 

and other health professionals to try to ensure that referrals are maximised and that 

the local population are accessing the service and unmet demand  is being 

reduced.   

Outcome The service is working on a “recovery” plan to increase referrals by the end of the 

year.  Under this forecast the Trust will meet plan by the end of March 2021.

Timescale The “recovery” trajectory forecasts the target is met by the end of March 2021.
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Operational Performance Exception Report
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ADVERSE Variation, Oversight Metric ADVERSE RAG(RED)

Performance Performance in April and May dropped dramatically due to the Covid 19 pandemic 

impacting severely on service provision. The services included within this target are 

the Trust’s Diagnostics services in East and West Sussex as well as Paediatric 

Audiology.  The Trust is not currently being performance managed by NHS 

England during this time - 76.2% of patients waiting at the end of November had 

been waiting for fewer than 6 weeks.

Action Performance is very different across the Trust’s services.  Diagnostic services in 

East Sussex (Lewes, Uckfield and Crowborough) are reporting 99.8% of patients 

are waiting less than 6 weeks for a diagnostic test.   

In West Sussex (Bognor) the figure is 62.9%.  The Bognor performance reflects a 

significant increase in referrals to our Ultrasound service.  Despite the fact that 

activity in the service is higher than pre-Covid levels capacity is struggling to meet 

demand.  Sussex commissioners have agreed to work with other local providers to 

ensure that all capacity across the county, including in the independent sector, is 

being used to reduce demand on SCFT.  Decisions about any additional capacity 

required , both in terms of staffing and facilities are part of the remit for the ICS 

Diagnostics Group.

Paediatric Audiology provision was significantly impacted by Covid.  A review of 

previously reported performance identified that the number of children waiting for a 

diagnostic test had been under-reported (where a child had been seen but no test 

carried out) and this has now been corrected in the numbers reported.  In 

November 30.5% of children had waited less than 6 weeks, but activity is now 

higher than pre-Covid levels and the service is expecting to be at 100% by the end 

of March. 

Outcome Services are expecting to have recovered performance by the end of March.  

However this is dependent upon additional capacity being identified in West Sussex 

for Ultrasounds and will also be dependent upon the impact of the second Covid 

lockdown.

Timescale With the caveats above performance is expected to recover by the end of 

March.2021.
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Operational Performance Exception Report
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ADVERSE Variation; FAVOURABLE Assurance

Performance Due to the COVID-19 pandemic many of the outpatient services suspended activity 

leading to longer waiting times. The Trust is not currently being performance 

managed by NHS England during this time. Performance was improving month on 

month following the restoration period although reduced overall in November 2020.  

Despite the reduction in the Trust’s reported position  overall, the number of 

services that are challenged in delivering the 92% target has reduced, with both 

Chronic Pain and Dentistry and Chailey Services continuing to improve 

performance to close to 90%.

The reduction in the Trust performance in November was due to a slight reduction 

in RTT performance for the MSK service which has performed strongly through the 

pandemic but where volumes are high.

Action For dental services, there was no access to procedures that required general 

anaesthesia (GA) during lockdown and limited access currently. SCFT are working 

with the independent sector to increase access to GA slots and neighbouring Acute 

Trusts have committed to providing increased access.  Performance improved from 

83.9% in October to 91.5% in November 2020.

For the Chronic Pain service, the challenge has been in the provision of the service 

for patients who are anxious about attending a face to face appointment and where 

both space and medical cover has been at a premium. Performance improved from 

80.5% in October to 86.0% in November.

Outcome Actions are in place to address deteriorated performance.  The impact of the 

second Covid lockdown on outpatient type services such as these may be 

significant  although all services are focussed on maintaining access wherever 

possible and prioritising urgent referrals.

Timescale Ongoing
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Operational Spotlight Report

SCFT IAPT Service (Time to Talk)

• This is an update on performance for the Trust’s Time to Talk service and includes the standard Time To Talk IAPT 

service and the Time To Talk Health service which is dedicated to treating people with long term physical health 

conditions which impact on or are impacted by common mental health disorders.

• 1.  Service Demand and Activity:  The charts below show monthly figures for three key activity indicators. Each shows 

Time To Talk figures in red (plotted against left hand axis) and figures for England in green (plotted against right hand 

axis). The estimated prevalence of common mental health disorders in the West Sussex adult population constitutes 

1/80th of the prevalence across England so the scale used on the Time To Talk axes are 1/80th of the England axes.

• The trends over time in referrals, assessments and treatments indicate that activity in Time To Talk has closely 

followed the National data. The largest deviation evident is a rise in treatments delivered in May and June 2020. The 

main reason for this is a short term injection of online CBT resource procured to help the service cope with the 

suspension of face to face treatment during the first Covid lockdown. 

• National data is not yet available from September 2020 onwards but the local Time To Talk data shows an increase in 

referral and assessment numbers and continued consistency in the number of people treated.  The data above 

demonstrates that although the Trust has struggled to deliver its access target for this service in the current year, 

reductions in referrals to IAPT services are not unique to Sussex and Time to Talk is either in line with or ahead of 

national performance in terms of maintaining activity. 
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Operational Spotlight Report

SCFT IAPT Service (Time to Talk)

• 2.  Patient Outcomes:  The main patient outcome measure in IAPT services is the recovery rate which indicates the 

proportion of patients who, when discharged from treatment, are below statistically validated clinical thresholds for 

levels of depression and anxiety. These measures are collected via standardised patient-completed 

questionnaires.

• The graph below shows the monthly Time To Talk recovery rate (green) against the National recovery rate (amber) 

and the National target. Time To Talk has consistently exceeded the National position. 

• In summary therefore, both national and local pictures show reductions in the number of people accessing the 

service through the early part of the pandemic, with the Time to Talk service providing higher levels of activity 

through this period than the national average, partly through the use of digital platforms.

• At the same time recovery rates for the service continue to outperform the national average, demonstrating 

continued high value for the population.
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Workforce Dashboard

REPORTING 

PERIOD Variation Month YTD Assurance Month YTD

Annual 

Target

MT429 TOTAL STAFF IN POST NOVEMBER 2020 Monthly 5402 5402 5400 5400 5400
FAVOURABLE VARIATION 

ADVERSE ASSURANCE

MT116 VACANCY RATE NOVEMBER 2020 Monthly 7.5% 0 9.5% 0 9.5% FAVOURABLE VARIATION 

MT138 ANNUALISED TURNOVER RATE NOVEMBER 2020 Monthly 11.2% 0 13.5% 0 13.5% FAVOURABLE VARIATION 

MT107
SICKNESS RATE **(DATA 

REPORTED MONTH IN ARREARS)
NOVEMBER 2020 Monthly 4.7% 0 4.0% 0 4.0%

 

OVERSIGHT METRIC ADVERSE RAG(RED)

MT520
PDR: STAFF WITH 

PDR/APPRAISAL IN 12 MTHS
NOVEMBER 2020 Monthly 61.5% 1 80.0% 1 80.0%

ADVERSE VARIATION 

ADVERSE ASSURANCE

MT025
TRAINING: ALL STATUTORY 

COURSES - SUBSTANTIVE
NOVEMBER 2020 Monthly 90.6% 1 85.0% 1 85.0%

ADVERSE VARIATION 

FAVOURABLE ASSURANCE

PERFORMANCE

WORKFORCE DASHBOARD

CATEGORY METRIC

REPORTING 

MONTH

ACTUAL TARGET

EXCEPTION
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FAVOURABLE Variation; ADVERSE Assurance

Performance The Trust’s target was to have increased the number substantive staff in post to 

5,400 by the end of the current financial year.  In November, for the first time, 

following a steady increase in numbers from January 2020, the Trust reported that 

the number of staff in post was higher than target, with 5,402 members of staff 

employed.

Staff in post numbers is a “lagging indicator” that is in part driven by a number of 

“leading indicators” including turnover, time to recruit and starters and leavers.  The 

metric is flagged as “adverse assurance” as the target has not yet been met 

regularly.  However, we expect that staff in post numbers will continue to grow over 

the remainder of the current financial year, with increases in staff planned across a 

number of key services.

Action The increase in numbers through 2020 has impacted on virtually all staff groups 

demonstrating that the improvement is not limited to specific parts of the 

organisation.  The Trust will continue to focus on maintaining the increase in staff in 

post numbers through both staff recruitment and retention initiatives.  With planned 

expansion of services across Mental Health and Responsive Services and Inpatient 

beds amongst others, numbers are forecast to increase further.

Outcome The Trust’s workforce committee is undertaking a detailed workforce planning 

exercise in February 2021, following which future staff in post forecasts will be set 

and presented to the Trust Board.

Timescale We expect that the current year target will continue to be met or exceeded, with a 

revised target in place for 2021/22 that reflects the current year growth and future 

service projections.
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Oversight Metric ADVERSE RAG(RED)

Performance The Trust has a sickness absence target that not more than 4% of staff hours are 

lost to sickness absence.  Sickness absence in November was 4.7%, following 6 

months when performance has been favourable to the target.  As the adverse 

performance relates only to one month, this is not triggered as an exception from a 

statistical process perspective, but because this metric is a Provider Oversight 

Framework metric.  The Trust is reporting any adverse performance against these 

metrics.

Action Sickness absence performance is seasonal and historically increases in November 

and remains higher throughout winter.  The SPC chart demonstrates the seasonal 

cycle of sickness absence over the past two years. Sickness absence due to Covid 

19 is increasing and we are expecting overall sickness levels to remain high over 

the winter period.  Based upon the performance through the first phases of the 

pandemic, large increases in Covid sickness did not translate into similar sized 

increases in total sickness.

The Trust’s HR team work closely with services, identifying challenged teams and 

assisting with plans to address or mitigate the impact of staff sickness.  This also 

includes a focus on staff wellbeing and additional resources have been made 

available for staff in this area.

Outcome We expect staff sickness levels to remain high as a result of the impact of Covid 

sickness.  We will continue to focus on the need to support challenged services and 

on the wellbeing and support offers for staff.

Timescale We will continue to monitor the position on staff sickness, and this is done on a 

daily basis through the pandemic.  Through the increased vaccination of staff and 

of lateral flow testing we aim to minimise the impact of Covid wherever possible 

with a view to sickness absence reducing in March and April as it has in prior years.
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ADVERSE Variation, ADVERSE Assurance

Performance The  number of staff who have completed either an appraisal or a performance 

review within the last 12 months has been steadily decreasing since April and 

assurance cannot be provided that the Trust will reach target.

The Trust moved from appraisals to performance reviews in 20/21, however due to 

the pandemic roll out of the new process was delayed. 

NB: the method for measurement of staff completing appraisal/PDR has been 

amended  since the previous reporting  month. The new measure reflects the 

number of staff have received an appraisal in the past 12 months.  To the end of 

November the percentage was 61.5% against a target of 80%

Action Following suspension of PDRs at the start of the financial year it is expected that 

PDR rates would be below the normally reported levels. A focus on PDR should be 

taking place in Q4 as it remains an important part of the employee life cycle 

however delaying it until March may be reasonable in the current operational 

context.

Outcome Given the current challenges on staff capacity and the focus on the pandemic 

response it is unlikely that the Trust will be able to meet the 80% target before the 

end of the current financial year.  It is important that we do focus on the restoration 

of performance in this area as soon as we can however, with the known impact on 

staff wellbeing and retention when a robust PDR process is routinely in place

Timescale By March 2021 we would expect to see a normalising of the PDR process, with the 

Trust able to move back to target within the first half of 2021/22.

21

Workforce Exception Report
P

ER
FO

R
M

A
N

C
E

05
 In

te
gr

at
ed

P
er

fo
rm

an
ce

 R
ep

or
t

Page 60 of 140



ADVERSE Variation; FAVOURABLE Assurance

Performance Although performance is above target the metric has deteriorated slightly since the 

start of the pandemic with all data points being below the average.  Current 

performance is at 90.6% compliance against a target of 85% but compared to 

93.8% in March.

Action Performance has reduced slightly from March, but remains significantly above 

target and performance remains good in the context of significant operational 

pressures.  A change in delivery model to increased online learning and training 

has allowed the Trust to maintain performance in this area.  When staff statutory 

training becomes due, managers and staff are reminded of their obligations and 

provided with guidance on how to access.  

Outcome The Trust will continue to focus on ensuring that staff have the capacity to access 

all statutory training in time and that the most appropriate tools are made available, 

however, as operational challenges remain severe there is a risk that performance 

remains slightly lower than previous high levels.

Timescale We would expect that training take up remains relatively stable, perhaps with some 

further reduction over the next quarter with the aim to start to recover performance 

by the end of Q4. 
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Workforce Spotlight Report

Spotlight on Current impact of Covid

on workforce absence and our response

1. Absence

Staff unwell with 

COVID symptoms or

COVID positive (red)

There has been a sharp increase in Covid sickness in the last month, now exceeding the previous peak reached in April at the height of the 

first surge. The number of staff with a positive lateral flow test had a small impact but infections in the community are the most likely cause of 

the increase. This is now stabilising and levels are expecting to start reducing again as community infections decrease and the vaccine is 

rolled out.

Non-COVID sickness 

(blue)

Sickness absence for non-COVID reasons has remained stable. The main reasons for absence are similar to last year at the same period 

with stress and anxiety representing 24.5% of sickness absence in November 2020 compared to 22.2% at the same time the previous year. 

There has been a significant reduction in colds and flu but respiratory problems is now the second largest reason for absence at 9%.

COVID related 

absence (not sick) 

(green)

There has been an increase in the last month of staff absent due to COVID but not off sick. This relates mainly to household isolation and 

some to school closures or challenges accessing key worker school places. It is much lower than the impact in April and this is due to an 

increased number of children attending school and more staff being set up to work from home, as well as the use of ‘childcare bubbles’ now 

allowed. 

Clinical Extremely 

Vulnerable (CEV) 

(purple)

CEV have been asked to stay at home in both lockdown and Tier 4 periods. A large proportion of CEV staff are able to work from home and 

therefore there is now only a small amount who are currently unable to work. The number should reduce once the region returns to below tier 

4 levels.
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2. Our response

Covid support lines:

Connect: 74 contacts in total since its launch in 2020 with a recent increase: 10 calls/emails between 7 and 20 January. The main theme is staff concerned about 

returning to work after Covid or supporting family members who have had Covid, which differs from the start of the pandemic which was about fear of getting ill.

OH: In 2020, it received 708 calls mostly relating to pregnancy, isolation, anxiety, travel and asthma. This month it has already received 94 calls on the vaccine, 

current symptoms, testing, when to return to work and queries about a household member with Covid. 

HR: In 2020, there were on average 37 calls a day, this rose slightly to 38 in December. The current key reasons are queries about accessing school places 

through the key worker scheme, anxiety about coming into work and risk assessments, vaccination, and CEV staff transitioning to homeworking.

Wellbeing support:

The support offer to teams was refreshed in November and includes the following:

Post-event reviews - Facilitated by experienced staff to help staff process the impact of a stressful event. So far 27 teams have participated.

Leading in Heightened Stress – A teaching session for teams or managers who are leading teams through a difficult team experience with so far 57 attendees.

Group reflective practice sessions – Focused on clinical practice and patient/work situations with 12 groups already established.

OD support for teams and managers – 35 new requests since November including team support (6), advice/ support re coaching/leadership development (19), 
career development (7), and wellbeing support (3)

Staff deployment:

Staff Direct – On average the team books around 5,600 shifts a month, representing 75% of the temporary staffing fill rate. The service now runs 7 days a week.

Redeployment – Around 40 staff in Children and Specialist have been redeployed to support other services including long Covid, and in Adults, CAU, MIU, PCN 

teams are working in Intermediate Care Units and Responsive services (UCR) supported by corporate clinical staff.

Recruitment:

Care Home Matrons - 18 interviews are scheduled for next 5 days to fill our vacancy of 25WTE
UCR - 134 WTE needed to be recruited across various roles for the project (nursing, therapies, HCA’s and therapy techs, coordinators). A total of 61.2WTE have 
been recruited to date 9 WTE nurses, 24.4wte HCA’s, 9.7wte therapists, 4.7wte Therapy practitioners , 5.2wte therapy technicians and 5.8 care coordinators.
Overall - 15 RGNs are starting in January/February as well as a further 10 Band 5 registered Health Professionals

Vaccination – 223 people appointed substantively or on fixed term contracts with many more joining the Bank in order to deliver the programme in the large 

vaccination sites.

Retention:

Job options line- Launched in November and there have been 30 contacts to date via the line, in addition to direct contacts with members of the OD team. Of 

these 12 have indicated they are applying for/ interested in internal roles,6 agreed to seek further support from the Connect line, 9 decided to have further 

discussions with their manager and 3 are enquiring about Bank/ Shadow shifts in a new area. Themes include flexible working, wellbeing, reasonable 

adjustments and people wanting to use their skills in a different way

Engagement: 

BAME hangouts - The BAME network has continued to run hangouts throughout the pandemic. Attendance ranges from between 15 - 40, although it has been 

as high as around 60. There is a high attendance when speakers attend. This has been helpful to staff, some of those who have attended have not previously 

engaged with the network

Wellbeing event – Open to all staff, it attracted more than 200 people at peak with high levels of engagement 

Wider Leadership (WELT) – Currently monthly it continues to attract around 100 people each time

Webinars - IPC webinars launched in 2020 with more than 50 people attending each one and the weekly HR webinars throughout December 2020 attended by 

more than 150 people in total.

The Pulse - The main Health and Wellbeing page continues to be visited around 550 times a month and remains the main source of information during the 

pandemic with FAQs regularly updated to meet the demands of managers and staff.
24
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Finance Report

25

05
 In

te
gr

at
ed

P
er

fo
rm

an
ce

 R
ep

or
t

Page 64 of 140



26

Finance Dashboard
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Finance Exception Report

MONTH RAG (AMBER); YTD RAG (AMBER)

Performance Spend on the Trust’s capital programme to the end of November was £2,935k 

against an original plan for the year to date of £3,018k.  However, spend in the 

month was £388k against a plan of £791k.  

Action The Trust has agreed a revision to its capital programme for the current year, with 

capital funds available following some slippage in the programme to redevelop the 

Brighton General Hospital site.

These funds were redirected to the trust’s Digital programme and have enabled an 

acceleration in the purchase and roll out of mobile devices for staff and support to 

the Digital Transformation programme.

The Trust continuously reviews the programme of work and where delays in any 

programmes are highlighted, alternative options for investment are identified, so 

that that Trust does not lose  opportunities to maximise in-year investment in its 

estate and equipment. 

Additional funding sources are also being discussed between the Trust and national 

bodies which will assist in the funding of its investment programme, although some 

delays in the agreement and notification of funds can add to the challenge of 

planning the timing of investments.

Outcome We will continue to review the Trust’s capital programme delivery and forecast full 

delivery by the end of the year.

Timescale 31st March 2021
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Finance Exception Report

FAVOURABLE Variation; ADVERSE Assurance, Externally Reported 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. The target is to ensure that 

95% of invoices are paid within 30 days.  For the year to the end of November the 

Trust had paid 94.2% of invoices within the timeframe, for non NHS creditors the 

figure was 94.5%.  

It should be noted that the numbers above relate to the volume of invoices. Based 

on the value of invoices,  the Trust paid 94.8% within 30 days including 95.5% of 

non NHS invoiced amounts.

Performance has improved, with the proportion meeting the target for the same 

period last year being 92%.  However, the Trust recognises its responsibility to pay 

its suppliers in the most timely way and that further work is still required to ensure 

all suppliers are paid in time.

As part of the Covid response the Trust continues to work with staff and suppliers to 

ensure faster payment.

Action The Trust regularly reinforces its communication to managers to approve valid 

invoices quickly as possible to ensure that delays to payments are minimised and 

that suppliers are paid in good time.  

Suppliers are also encouraged to ensure that they are in receipt of a valid purchase 

order which will  reduce delays in payments and we communicate with our 

suppliers regularly to improve this practice.

Outcome The Trust will aim to build on in-year improvements to meet and exceed the 95% 

target.

Timescale April 2021
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2021/22 Planning and Financial Regime:

• As a result of the continuing impact of the pandemic across all NHS organisations, NHSE England & 

Improvement have advised that a return to more normal contractual and financial regime, planned 

originally for 1st April 2021, will now be delayed, and is likely instead to impact from 1st July.

• This delay will allow the continuation of financial arrangements, currently in place, that support NHS 

Trusts’ delivery of pandemic response plans.  It also provides us with more time to work with clinical and 

operational teams in planning for the return to a more normal service delivery model.

• We have not yet seen detailed guidance on what the financial regime post 1st July would look like, but it 

is likely to support a strengthening in “system” working across the NHS.  SCFT is part of the Sussex 

Health and Care Integrated Care System (ICS) and we are increasingly working with all NHS bodies in 

Sussex to implement coherent and consistent financial plans and to recognise and manage risk across 

the constituent organisations.

Trust Vaccination Programme:

• The Trust has taken on a key role in the management and roll out of the Covid vaccination programme 

across much of Sussex.  There is a huge effort currently underway to recruit and train the staff we need 

to mobile and deliver this service.  By March the increase in our planned spend as a result of our role in 

this programme is forecast to be more than £2m per month.  Discussions with NHS England & 

Improvement are ongoing to ensure that the Trust will receive sufficient up-front cash for the vaccination 

programme over this period to ensure it can maintain all payments to staff and suppliers.

29
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Trustwide Risks
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Trust Wide Risks

Title: COVID-19 Risk to Service Business Continuity

Description: There is a risk that normal service delivery will be disrupted as a result of the ongoing COVID-19 response. 
Significant staffing shortages and/ or increased system pressure is likely to have an adverse impact on service delivery across SCFT 
services. 
Staffing shortages are likely to be exacerbated by the current lateral flow testing programme (available to all patient facing staff), 
increased rate of community transmission, and current test and trace isolation guidelines. Key areas of concern:
The impact of increased community transmission on numbers of patients with COVID-19 being admitted to SCFT intermediate care units
Wider systems pressures due to the number of COVID-19 patients admitted to Sussex acute trusts
New B117 variant of COVID-19 identified with greater transmissibility, increasing risk of nosocomial infection within SCFT inpatient 
settings
Reduced ability to discharge to care homes  and provide routine care to residents
Introduction of third national lockdown from 5 January may change the way patients access routine care
Reintroduction of Shielding  guidance for CEV impact on staffing shortages
In the event of significant staff shortages, some services may be required to activate local business continuity plans and implement 
special arrangements until the service can return to an acceptable, predefined levels. Depending on the level of disruption, some 
services may lose the ability to deliver critical services in which case additional measures will need to be put in place. 
A business continuity incident could occur at a team, area or Trust-wide level depending on the level and cause of disruption

Control 
Measures:

• Service level BCP and Corporate BCP in place
• BCP plans account for up to 50% staff shortages 
• A business continuity cell has been established (04.1.20) to ensure oversight and management of any emerging or ongoing BC 

incidents. Including representation from operational and corporate leads.
• BC incidents will be reviewed at area level, and mutual aid/support given from other teams as required. 
• SCFT Community prioritisation work underway. This is looking at the teams we can proactively put into Business Continuity to deploy 

resource to critical areas (i.e. bedded units and C19 vaccination programme). This is reviewed daily. 
• Mutual aid process in place at system level
• Roll out of C19 vaccination programme
• Each vaccination site has a BCP plan in in place

Further action 
to meet target 
score:

Roll out of COVID-19 vaccination programme to reduce transmission of virus and impact on staff sickness etc.
Release of additional support from community teams to support critical services (i.e. SCFT ICU's and Responsive Services). This is 
reviewed daily by the business continuity cell

Current risk 
score:

Consequence = 4
Likelihood = 4 
Risk Score = 16
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BOARD OF DIRECTORS - PUBLIC MEETING 
 

28 January 2021 
 

Agenda Item Number:  6 
 

 

Report Title: Infection Prevention and Control Board Assurance 

 

Purpose:
  

Approval  Assurance x Discussion  Briefing x 

           

Summary: 
The Board is provided with a regular summary report of key Infection Prevention and 
Control (IPC) issues. This reporting will ensure the Board has regular oversight of 
IPC issues and risk management.  
 
This report includes two external documents which are to provide the Board with 
assurance against sets of national standards and requirements that the Trust has 
robust systems and processes in place and that any gaps have been identified and 
appropriate mitigation is in place: 

 Appendix 1 is the new (v4, January 2021) IPC Board Assurance Framework 
(BAF); future reports will highlight changes and exceptions to this framework. 

 Appendix 2 is the Trust’s assessment against a document titled ‘Key actions: 
IPC and testing’, published in November 2020.  

Recommendation:  
The Board are asked to note this paper and in particular: 

 Take assurance from the IPC BAF that the Trust has robust systems and 
processes in place to prevent healthcare acquired infection. 

 Take assurance from the Trust’s assessment against standards and 
requirements of ‘Key actions: IPC and testing.’ 

 Appropriate actions and decisions are taken to manage risk but that this is 
within the context of a national pandemic.  

Previously reviewed by:   
Nil 

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 formal assessment undertaken; equality and diversity is part of the clinical risk 
assessment for patients and staff. 
 

Report author: 
Donna Lamb 
Chief Nurse 

Report owner:  
Donna Lamb 
Chief Nurse 
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Infection Prevention and Control – summary of key 
issues and risks 
 
1.0  IPC Board Assurance Framework 
The IPC BAF was introduced earlier this year to provide a framework for trusts to 
assess themselves against IPC standards. This was first presented to the Trust 
Board in May 2020 and the Board saw version 3 at its meeting in December 2020.. 
The framework has since been revised and a fourth version is attached at appendix 1 
for your information; future reports will report exceptions against this framework. 
 
2.0 Key actions: IPC and testing 
A recent publication on the 17th November 2020 asked Boards to take responsibility 
to ensure actions are in place against a set of IPC standards. The standards are at 
appendix 2; the trust’s assessment against these shows one area for action which is 
to further explore methods of physically segregating patients where 2m between bed 
spaces is not possible. 
 
3.0 Key IPC risks and issues 
3.1 There are eight risks on the IPC risk register; risk scores are from 5 to 16 
The risk which is rated as 16 is ‘Reduction in infection prevention and control service’ 
and is related to the combination of the reduced capacity in the team and the 
increasing demand of the Covid-19 pandemic, including management of outbreaks. A 
deputy director of infection prevention and control has been recruited but other 
vacancies in the team have not been recruited to successfully. The team are working 
to its Business Continuity Plan currently to ensure there is sufficient focus on 
outbreak management and prevention of further transmission.  
 
3.2 The trust currently has seven outbreaks in Bognor (Don Baines and Leslie 
Smith wards), Crawley (two in Viking ward), Lewes ICU, Crowborough ICU and 
Uckfield ICU. The Public Health England definition requires an outbreak to remain 
open for 28 days from the last case (patients or staff), however it is relevant to note 
that of the seven outbreaks currently open, two are post 14 days from onset and 
have no patients involved in the outbreak still on the ward. 
 
Outbreak management meetings are held three times a week and there is close 
scrutiny of and support for IPC standards in operational services however the 
transmissibility of the virus and the volume of patients in the acute sector who are 
Covid-19 positive means that staff are working in extremely pressurised and ever-
changing situations. Decisions are made on a case by case basis and a risk based 
approach is taken to support patient and staff safety.  
 
Recommendation 
The Board is asked to note this paper and in particular: 

 Take assurance from the IPC BAF that the Trust has robust systems and 
processes in place to prevent healthcare acquired infection. 

 Take assurance from the Trust’s assessment against standards and 
requirements of ‘Key actions: IPC and testing.’ 

 Appropriate actions and decisions are taken to manage risk but that this is 
within the context of a national pandemic. 

06
 C

S
 IP

C
 B

oa
rd

 A
ss

ur
an

ce

Page 72 of 140



IPC Board Assurance Framework version 1.4i

There are 10 sections in both national and SCFT IPC BAF, but be aware the pdf'd document 

All amendments/additions to the previous version 1.4 are shaded in pink.

Where sections have been removed from the latest edition, previous BAF entries have been removed.  

All font struck through has been removed from sections.

has 9 because the section coming after section 3 has been left unnumbered.
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Systems and processes are in 

place to ensure:
Documents / Evidence 

1a. Infection risk is assessed at 

the front door and this is 

documented in patient notes.

1a-a coronavirus-patients-in-hospital-advice-a5JUNE NEW

1a-b FINAL_Patient_Screening_Questions_v2

1a-c SCFT intermediate care unit admissions criteria guidance C19 05012021

1a-d IRAT SCFT - June 2019

1a-e 

FINAL_SCFT_ServiceGuidance_COVID19_Restoration_Environment_RiskAssesment

1a-f Updated Covid-19 swab flowchart for ICUs Chailey

1a-g management-of-suspected-healthcare-associated-covid19-v5

1a-h Visitor screening questions 23092020

1a-i 

FINAL_SCFT_ServiceGuidance_COVID19_Restoration_Environment_Guide2_ClinicalAr

eas

1b. Patients with possible or 

confirmed COVID-19 are not 

moved unless this is appropriate 

for their care or reduces the risk 

of transmission.

1b-a Appendix 5 patient_transfer_form

1b-b management-of-suspected-healthcare-associated-covid19-v5 

1b-c 010620 Updated Covid-19 swab flowchart for ICUs Chailey

1b-d diarrhoea-vomiting-outbreak

1b-e Intermediate care unit COVID-19 admissions guidance 13052020 NEW

1b-g stepping-down-isolation-ipc-precautions V4

1c. Compliance with the PHE 

national guidance around 

discharge or transfer of COVID-

19 positive patients.

1c-a  010620 Updated Covid-19 swab flowchart for ICUs Chailey

1c-b  Appendix 5 patient_transfer_form

1c-c SCFT intermediate care unit admissions criteria guidance C19 05012021

1c-d Quick guide for COVID-19 patient testing V8 04012021 

1c-e stepping-down-isolation-ipc-precautions V4

1c-f COVID-19_Infection_prevention_and_control_guidance_FINAL_PDF_20082020

https://www.gov.uk/government/publications/hospital-discharge-service-policy-and-

operating-model/hospital-discharge-service-policy-and-operating-model 

1i. Monitoring of IPC practices, 

ensuring resources are in place 

to enable compliance with IPC 

practice.

Jan 21 update

IPC staff regularly visit the ward. Hand Hygiene and 

Glove use is monitored.  PPE is resourced via the PPE 

webstore and environmental safety guides are available 

for staff on The Pulse.   

Further recruitment to the ICT team is in progress.

Recruitment – 2 Fit Test Co-ordinators recruited 14 

December 2020 for 6 months.  

8C Deputy DIPC vacant post.  Conditional offer following 

interview Dec.  

Band 7 vacant post interview 12th Jan 21.

1i-a SCFT_StaffGuide_COVID19_PPE_Xmas_Overview

1i-b Fit Test Co-ordinator JD and PS Oct 20

1i-c environmental_auditprocess_flowchart

1i-d miu_utc environmental audit tool May 2020

1i-e bedded_areas-environmental tool May 2020

1i-f isolation-checklist

1i-g 

FINAL_SCFT_ServiceGuidance_COVID19_Restoration_Environment_Guide1_Premises

1i-h 

FINAL_SCFT_ServiceGuidance_COVID19_Restoration_Environment_Guide2_ClinicalAr

eas

1i-i 

FINAL_SCFT_ServiceGuidance_COVID19_Restoration_Environment_Guide3_Hygiene

Occasionally at times of 

escalation may be delayed 

in the ICU’s.

Covid 19 PULSE page updated twice daily once any 

revised guidance has been agreed through Silver/Gold 

command.

Section 1 -Systems are in place to manage and monitor the prevention and control of infection. These systems use risk assessments and consider the susceptibility of service users and any risks posed by their environment 

and other service users System

IPC Board Assurance Framework January 2021 version 1.4.i

Included on transfer information 

from transferring units and 

discussed as part of transfer 

process.

Mitigating Actions 

Transfer between hospitals not undertaken unless 

required due to medical condition.

May be moved to side room on same ward. Not advised 

to move between wards. Most SCFT ICUs are stand 

alone.

Daily IP&C review during outbreaks.

Narrative 

Infection Control Assessment (IRAT) completed on all 

admissions within 2 hours of admission or as part of a 

triage process.

Jan 21 update

Infection risk is assessed at the front door and is now 

documented on SystmOne

Gaps in Assurance 

2 C:\Users\jobprocessor\AppData\Local\Temp\b0c0d27b-48fb-4522-9a24-f44720bc2e1d
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1j. Monitoring of compliance with 

PPE, consider implementing the 

role of PPE guardians/safety 

champions to embed and 

encourage best practice.

Jan 21 update

IPC team and Link Champions are observing PPE in 

practical situations.

Hand hygiene and glove audits.

PPE section in Environmental audit tool.

COVID PPE What to wear tables on the Pulse.

Fit Test Co-ordinators also demonstrate how to wear a 

mask as part of their role.

1j-a Link champion Minutes Dec 2020

1j-b  Fit Test Co-ordinator JD and PS Oct 20

1j-c environmental audit tool May 2020

1j-d facial-hair-and-ffp3-respirators

1j-e utc cau miu C19 PPE guidance Updated September 2020

1j-f icu C19 PPE guidance Updated September 2020FINAL

1j-h community nursing C19 PPE guidance Updated September 2020

1j-i macmilla C19 PPE guidance Updated September 2020

1j-j chailey clinical services C19 PPE guidance Updated September 2020

1j-k outpatients covid19 ppe guidance Updated September 2020

1j-l outpatients covid19 ppe guidance Updated September 2020

1j-m responsive services C19 PPE guidance Updated September 2020

1j-n HCP C19 PPE guidance Updated September 2020

PPE donning and doffing video on The Pulse under PPE (internally produced): 

https://youtu.be/OncXSiEZZpc 

1k.  Staff testing and self-

isolation strategies are in place 

and a process to respond if 

transmission rates of COVID-19 

increase.

Jan 21 update

There is a designated section on The Pulse for COVID-

19 that is regularly updated in accordance with national 

guidance. This includes the availability of lateral flow self-

testing for staff (staff testing section) and the process for 

outbreaks (Management of suspected healthcare 

associated COVID19 infection).

Occupational Health have appointed a COVID Nurse 

with a designated COVID line for staff queries 01273 

242282-Option 2.

1k-a Guide for SCFT staff self-testing for coronavirus using an LFD - revised 081220

1k -b C19 PCR testing quick guide

https://thepulse.scft.nhs.uk/our-trust/coronavirus-covid-19.htm 

1l. Training in IPC standard 

infection control and 

transmission-based precautions 

are provided to all staff.

Jan 21 update

This is yearly mandatory training currently via e-learning. 

Hand hygiene practical training is completed by Link 

Champions during the Link Champion Course (currently 

delayed but hand hygiene practical guidance is available 

on The Infection Prevention and Control Pulse page.

 https://thepulse.scft.nhs.uk/patient-care/infection-prevention-control/ipc-link-

champions.htm 

Electronic Staff Record (ESR) Training section.

1l-a Copy of hand-hygiene-practicaltraining

1l-b Fit Test Co-ordinator JD and PS Oct 20

1m.  IPC measures in relation to 

COVID-19 should be included in 

all staff Induction and mandatory 

training. 

Jan 21 update

Currently this information is cascaded via area 

managers as changes occur.  

Fit test records are held centrally by the Infection 

Prevention and Control team.  

A COVID quiz for International Infection Prevention 

week also help to raise awareness as a training tool.

1m-a COVID-19 QUIZ

1m-b Copy of Submitting Fit Test Results - V2

COVID Pulse page: https://thepulse.scft.nhs.uk/our-trust/coronavirus-covid-19.htm

1n. All staff are regularly 

reminded of the importance of 

wearing face masks, hand 

hygiene and maintaining physical 

distance both in and out of work.

Jan 21 update

This is mentioned at all staff meetings and recent 

Webinars provided for staff.  It is also part of the Link 

Champions role and training 

https://thepulse.scft.nhs.uk/patient-care/infection-

prevention-control/ipc-link-champions.htm. Also in this 

link are the PIN posters displayed on Intermediate Care 

Units (hand hygiene this month).

1n-a Link champion Minutes Dec 2020

1n-b roleprofile_infectioncontrol_linkchampion

1n-c hand_hygiene

1n-d Use of masks JC amendment 301220

1n-e Disposing of face masks and coverings - July 2020

1n-f covid-19-remembering-the-basics-poster

3 C:\Users\jobprocessor\AppData\Local\Temp\b0c0d27b-48fb-4522-9a24-f44720bc2e1d
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1d. All staff (clinical and non-

clinical) are trained in putting on 

and removing PPE; know what 

PPE they should wear for each 

setting and context; and have 

access to the PPE that protects 

them for the appropriate setting 

and context as per national 

guidance. 

1d-b Process for requesting FFP3 Fit Testing Nov 2020 V3

1d-c Fit test request form Sept 2020

1d-d Use of masks JC amendment 301220

1d-e 2020 09 18 chailey clinical services C19 PPE guidance

1d-f community nursing C19 PPE guidance Updated September 2020

1d-g dentistry C19 PPE guidance Updated September 2020

1d-h icu C19 PPE guidance Updated September 2020FINAL

1d-i 2020 07 23 macmillan eol C19 PPE guidance 

1d-j outpatients covid19 ppe guidance Updated September 2020

1d-k responsive services C19 PPE guidance Updated September 2020

1d-l utc cau miu C19 PPE guidance Updated September 2020 

1d-m 200326-phe-ppe-putting on

1d-n 200326-phe-ppe-taking-off-equipment

1d-o covid-19-remembering-the-basics-poster

1d-p facial-hair-and-ffp3-respirators

1d-q Fit Test Personal Record Sept 2020

1d-r Fit Test Memory Jogger_Sep20 v2

1d-s guide-ffp3-leafletv2

1d-t ppe-safety-officer-roles

1d-v COVID-19_Infection_prevention_and_control_guidance_FINAL_PDF_20082020

1d-w Copy of Submitting Fit Test Results - V2

https://www.cas.mhra.gov.uk/ViewandAcknowledgment/ViewAlert.aspx?AlertID=103031  

1e. National IPC guidance is 

regularly checked for updates 

and any changes are effectively 

communicated to staff in a timely 

way.

1e-b cardinal-masks-recall-v2-290620

1e-c Disposing of face masks and coverings - July 2020

1e-d heatwave-plan-2020

1e-f Use of masks JC amendment 301220

1e-g phe-ppe-faqs-covid-19

1e-h PPE - Tiger Goggles 11052020

1e-i PPE_Tiger-Medical-Products

1e-j COVID-19_Infection_prevention_and_control_guidance_FINAL_PDF_20082020

1f. Changes to guidance are 

brought to the attention of boards 

and any risks and mitigating 

actions are 

highlighted. 

1f-d sct-21may-board-summary

1f-e sct-07may-board-summary

1f-k Q1 IPC July 2020

1f-l sct-nov-public-board

1f-m sct-sep-public-board

1f-n sct-jul-public-board

1f-o TWGG chair report QIC Nov 2020 V2

1f-p TWGG chair report Oct 2020 (final)

1f-q TWGG Chair Report and KLOE Quality Report QIC Sept 2020 V3

1f-r TWGG chair report to QIC July 2020 v1

1f-s TWGG Chair Report QIC June 2020

1f-t COVID-19_Infection_prevention_and_control_guidance_FINAL_PDF_20082020

1g. Risks are reflected in risk 

registers and the Board 

Assurance Framework where 

appropriate.

1g-a HCAI  RCA Tracker 01 April 2020 - 31 March 2021

1g-b TWGG Cycle of Business V4 Draft TWGG Dec 2020 Edited

1g-g sct-nov-public-board

1g-j Q1 IPC July 2020

1g-k Q2 IPC July- Sept 2020 post IPCC

1g-l IPC Oct- Dec 2020 Q3 FINAL

1g-m 12+ risk report to EC January 2021 v1

1g-n Board Assurance Framework November 2020 (2)

Changes in Infection Prevention guidance are 

highlighted to the Board via the Infection Prevention and 

Control Committee and then TWGG.  Changes in 

COVID guidance are taken to Silver Command before 

being available on The Pulse.

Operational risk issues that cannot be immediately 

resolved are placed on the Risk Register and 

reviewed/updated regularly.

Covid risks added to risk register as appropriate.  BAF 

updated and discussed regularly to reflect impact Covid 

on key priorities. IPCC BAF in place

SCFT uses the Datix risk management system.

All IPC incidents are logged on Datix and reviewed at 

IPC committee.

As above, escalated by Silver/Gold Command

2 weekly Board meetings in place.  Covid metric 

dashboard in place.  Sub committees continue with 

revised agendas.  Risk Register updated weekly.  FPQ 

meetings with all areas remains in place.  CEO updates 

to Board.

Valved respirators are not 

totally fluid resistant 

(unless shrouded) so a full 

face shield/ visor should 

be worn.  

These have now been added to 

the guidance and communicated 

to staff and additional stocks 

supplied

Daily teleconference with IP&C and Area Nurses initially, 

now 3 x weekly.  Silver command meets 3 times a 

week.. 

Information cascade via Operations, Emergency 

planning and backed up by daily IP&C team visits to 

affected areas.

PPE stock is managed by Deputy Director of 

Development and Partnerships, posters on wards 

displaying correct PPE to be worn

Daily checks for updates on guidance  and PULSE page 

above updated twice daily

Fortnightly,  wider executive leadership Skype meetings.  

Weekly matron and clinical service manager meetings to 

keep managers and senior leaders updated.
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1h. Robust IPC risk assessment 

processes and practices are in 

place for non COVID-19 

infections and pathogens.

1h-a HCAI  RCA Tracker 01 April 2020 - 31 March 2021

1h-b animals-trust-premises

1h-c ANTT-IV-Therapy-Interventions

1h-d antt-wound-care

1h-e A-Z-infectiousdiseases

1h-f blood-borne-virus

1h-g carbapenemase-producing-enterobacteriaceae

1h-h clostridium-difficile

1h-i decontamination-policy

1h-j diarrhoea-vomiting-outbreak

1h-k infection-prevention-control-policy

1h-l infestations-procedure

1h-m influenza-procedure

1h-n isolation-procedure

1h-o mrsa-procedure

1h-p sharps-safety-procedure

1h-q standard-infectioncontrol-principles

1h-r tb-infectioncontrol

1h-s uniform-nonuniform-dresscode

1h-t Q1 IPC July 2020

1h-u IPC Oct- Dec 2020 Q3 FINAL

1o. That Trust CEOs or the 

executive responsible for IPC 

approve and personally signs off, 

all data submissions via the daily 

nosocomial sitrep. This will 

ensure the correct and accurate 

measurement and testing of 

patient protocols are activated in 

a timely manner.

1o-a SCFT Outbreaks Reporting Process 0.8

1o-b SCFT IIMARCH template V2

1o-c Sussex Provider Reporting COVID Provider outbreaks Template completed 00..

1p. Ensure Trust Board has 

oversight of ongoing outbreaks 

and action plans.

Jan 21 update

Outbreak Control Team meetings chaired by DIPC. 

Annual IP&C report to Board.

1p-a SCFT IPC Annual Report 2019-2020 Board

1p-b Copy of Live Outbreaks

1p-c IPCC Minutes 22.10.2020

1p-d  IPCC Minutes 05.08.2020 HD v2 + LW

1p-e Q1 IPC July 2020

1p-f Q2 IPC July- Sept 2020 post IPCC

1p-g IPC Oct- Dec 2020 Q3 FINAL

Infection Risk Assessment tool also requests information 

on other known pathogens eg C.diff, E.coli MRSA 

Monthly reporting of BSIs and C.diff cases 

With appropriate RCAs completed. 

MRSA Post Infection Review 

Health Care Associated Infection Tracker
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Systems and processes are in place 

to ensure:

Narrative Documents / Evidence Gaps in Assurance Mitigating Actions 

2a. Designated teams with 

appropriate training are assigned to 

care for and treat patients in COVID-

19 isolation or cohort areas.

SCFT patient facing staff have been attending 

annual Mandatory training in IP&C. Donning 

and Doffing has been included to training. This 

is currently reinforced by e- learning packages 

and by daily ward visits by the IP&C team.  

Posters in place and pictorial guidance.

2a-a utc cau miu C19 PPE guidance Updated September 2020

2a-b icu C19 PPE guidance Updated September 2020FINAL

2a-c community nursing C19 PPE guidance Updated September 2020

2a-f chailey clinical services C19 PPE guidance Updated September 2020

2a-g outpatients covid19 ppe guidance Updated September 2020

2a-h responsive services C19 PPE guidance Updated September 2020

2a-i 200326-phe-ppe-putting on

2a-j 200326-phe-ppe-taking-off-equipment

2a-k guide-ffp3-leafletv2

2a-l AHP-Essential-Skills-Matrix

2a-m ahp-training-professional-support-covid-19

2a-n COVID-staff-training-record-AHP

2a-o COVID-staff-training-self-assessment-AHP-v1

2a-p  Nursing-critical-skills-matrix-April-2020

2a-q COVID-staff-training-record-NURSING-ADULTS-V1

2a-r COVID-nursing-staff-training-self-assessment-v1 

2a-s nursing-training-professional-support-covid-19

2a-t covid-19-training-clinical-supervision-faqs

https://thepulse.scft.nhs.uk/career%20development/covid-19-training.htm accessed 13.1.21

Staff absenteeism Bank recruitment has been 

reviewed and simplified by 

HR for the Facilities teams 

and fast tracking with risk 

assessments to allos staff to 

commence employment 

quickly 

Dedicated trainer in place 

Risk assessment on datix re 

staffing levels 

2b. Designated cleaning teams with 

appropriate training in required 

techniques and use of PPE, are 

assigned to COVID-19 isolation or 

cohort areas.

Teams are assigned to wards and 

departments have been trained in cleaning 

practices and procedures, all have training in 

the doffing and donning of PPE. Also we have 

used the video on the Trust webpage to 

support changes in national guidance eg 

guidance on use of FFP3 masks.

Chlor clean tabs  single use mops and cloths 

as guided by IP&C nurses.

2b-a Facilities Domestic  Housekeeping Training Manual Jan 2020

2b-b 2020_Facilities Outbreak Procedures_Final

2b-c FINAL_SCFT_ServiceGuidance_COVID19_Restoration_Environment_Guide3_Hyg

2c. Decontamination and terminal 

decontamination of isolation rooms or 

cohort areas is carried out in line with 

the PHE national guidance.

Increased the frequency of cleaning touch 

points, high use areas at least twice a day 

within the Ward and communal areas such as 

corridors and public toilets. 

2c-b Daily Outbreak Communication Template

2c-c 2020_Facilities Outbreak Procedures_Final

2c-d isolation

2c-e decontamination-policy

2c-g isolation-procedure

2d. Increased frequency, at least 

twice daily, of cleaning in areas that 

have higher environmental 

contamination rates as set out in the 

PHE national guidance.

All Intermediate Care Units have increased 

frequency of cleaning using Chlor-clean.

2d-b Cleaning Procedures for Coronavirus V2 6 Mar 20

2d-c Plaudits mar  2020

2d-d Copy of Facilities Rota 20.07.2020 - Week 1

2d-e Restoration  Reset guidance 19.6.2020 v1.1

2d-f 2020_Facilities Outbreak Procedures_Final

2d-g chlorclean-howtomakeup

2d-h COVID-19_Infection_prevention_and_control_guidance_FINAL_PDF_20082020

IPC Board Assurance Framework December 2020 version 1.4i

2. Provide and maintain a clean and appropriate environment in managed premises that facilitates the prevention and control of infections 
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2f. Cleaning is carried out with neutral 

detergent, a chlorine-based 

disinfectant, in the form of a solution 

at a minimum strength of 1,000ppm 

available chlorine, as per national 

guidance. If an alternative disinfectant 

is used, the local infection prevention 

and control team (IPCT) should be 

consulted on this to ensure that this is 

effective against enveloped viruses.

We use Medipal Detergent wipes and chlor 

clean used as agreed with IP&C team 

No alternative is used 

2f-c chlorclean-howtomakeup

2f-d chlor-clean-recordsheet

2f-e COVID-19_Infection_prevention_and_control_guidance_FINAL_PDF_20082020

2g. Manufacturers’guidance and 

recommended product ‘contact time’ 

must be followed for all 

cleaning/disinfectant 

solutions/products .

Only product used with a recommended 

contact time is a sanitiser in the catering 

departments and has a 30 second contact 

time. All manufacturers guidance for all 

cleaning products are followed . All chemical 

have COSHH data sheets and individual risk 

assessments  

2g-a IPC Q4 19-20 report TWGG June 2020

2g-c chlorclean-howtomakeup

2g-d COVID-19_Infection_prevention_and_control_guidance_FINAL_PDF_20082020

2h. - ‘Frequently touched’ surfaces, 

eg door/toilet handles, patient call 

bells, over-bed tables and bed rails, 

should be decontaminated more than 

twice daily and when known to be 

contaminated with secretions, 

excretions or body fluids;

- electronic equipment, e.g. mobile 

phones, desk phones, tablets, 

desktops and keyboards should be 

cleaned a minimum of twice daily;

- rooms/areas where PPE is removed 

must be decontaminated, ideally 

timed to coincide with periods 

immediately after PPE removal by 

groups of staff (at least twice daily).

Normal  cleaning schedules are followed in  all 

areas within the ward / department are 

cleaned once a day ( toilets twice ) with a 

further “touch point “ surfaces cleaned  at least 

once more 

All staff are responsible for their own 

electronic equipment and Facilities supply 

medipal wipes when requested  

PPE is removed as staff leave the area, 

suspected or confirmed cases enhanced 

cleaning with chlor 

 

No specific area to remove PPE 

2h-b FINAL_SCFT_ServiceGuidance_COVID19_Restoration_Environment_Guide3_Hyg

2h-c Cleaning Procedures for Coronavirus V2 6 Mar 20

2h-d covid-19-remembering-the-basics-poster

2h-e ServiceGuidance_COVID19__Guide3_Hygiene

2h-f ServiceGuidance_COVID19_Environment_Guide1_Premises

2h-g ServiceGuidance_COVID19_Environment_Guide2_ClinicalAreas

When suspect or confirmed 

cases chlor clean enhanced 

cleaning takes place 

2i. Linen from possible and confirmed 

COVID-19 patients is managed in line 

with PHE and other national guidance 

and the appropriate precautions are 

taken.

 All linen within any ward infected with Covid 

irrespective of whether it has come from an  

infectious bed or not is treated as infectious

2i-a standard-infectioncontrol-principles

2i-d COVID-19_Infection_prevention_and_control_guidance_FINAL_PDF_20082020

2i-e qg-infection-prevention-control

Curtains have been low on 

stock. 

 Larger orders placed to 

cover additional changes 

expected.

2j. Single use items are used where 

possible  and according to Single Use 

Policy.

2k. Reusable equipment is 

appropriately decontaminated in line 

with local and PHE and other national 

guidance.

Cloths and  mop heads are all single use and 

discarded through correct waste stream ( 

orange bag) 

Contained within training manual under “ items 

you require for this task”  Also have Risk 

assessment for Deep clean 

PPE is single use 

Items such as mops handles and buckets are 

cleaned with chlor clean after each infectious 

clean. Contained within training manual

SCFT Decontamination Policy

Re-emphasised via training.

2j-b Facilities Domestic  Housekeeping Training Manual Jan 2020

2j-c decontamination-policy

2j-d COVID-19_Infection_prevention_and_control_guidance_FINAL_PDF_20082020
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2m. Ensure cleaning standards and 

frequencies are monitored in non-

clinical areas with actions in place to 

resolve issues in maintaining a clean 

environment.

Non-clinical areas are monitored in the same 

way that clinical areas are, on a monthly basis. 

Within all sites, all public areas including 

toilets, corridors, waiting areas, reception 

areas are audited. All areas that are 

designated Admin Only are audited on a six 

monthly basis.

If there are any items identified as a fail within 

an area, a corrective action report is produced 

on our auditing tool (ICE) and given to the 

relevant person to rectify. This is then signed 

off and kept for record.

2m-a Rose Wing Corrective Action Report

2l. Ensure the dilution of air with good 

ventilation, e.g. open windows in 

admission and waiting areas to assist 

the dilution of air.

Currently waiting areas are not in use.

SCFT Estates have been asked to fit screens 

at reception desks across a number of 

premises.  The majority of SCFT owned 

premises have sufficient space to ensuring the 

appropriate distance with sufficient ventilation 

(natural/mechanical)

Leased Premises:-

SCFT Estates will work with our clinical 

colleagues, H&S Advisors and our Landlords, 

(both NHS Property Services Ltd., and 

commercial Landlords) to ensure screens are 

fixed where required and that appropriate 

social distancing or alternative safe 

distancing/circulation routes are introduced 

and marked and that the ventilation is either 

provided by natural ventilation and/or 

mechanical ventilation as recommended by 

NHS and PHE guidance also following the 

recent Chartered Institute of Building Services 

Engineers’ publication CIBSE Covid-19 

Ventilation Guidance (V2 12-05-2020). 

 


2l-a FINAL_SCFT_ServiceGuidance_COVID19_Restoration_Environment_RiskAssesment

2l-b FINAL_SCFT_ServiceGuidance_COVID19_Restoration_Environment_Guide

2l-c FINAL_SCFT_ServiceGuidance_COVID19_Restoration_Environment_Guide2_Cli

2l-d FINAL_SCFT_ServiceGuidance_COVID19_Restoration_Environment_Guide3_Hygiene

2l-e Restoration  Reset guidance 19.6.2020 v1.1

2n. There is evidence organisations 

have reviewed the low risk COVID-19 

pathway, before choosing and 

decision made to revert to general 

purpose detergents for cleaning, as 

opposed to widespread use of 

disinfectants.

SCFT Intermediate Care Units (ICUs) are 

widely using disinfectants across all units.

2n-a 2020_Facilities Outbreak Procedures_Final

2n-b chlorclean-howtomakeup
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Systems and processes are in 

place to ensure:
Narrative Documents / Evidence 

3a. Arrangements around 

antimicrobial stewardship is 

maintained.

3b.  Mandatory reporting 

requirements are adhered to and 

boards to continue to maintain 

oversight.

Prescribers are advised to follow local approved 

antimicrobial prescribing guidelines. There is 

training available on both antimicrobial stewardship 

and antimicrobial resistance. Clinical pharmacists 

monitor prescriptions for appropriate antimicrobial 

prescribing.

SCFT Antimicrobial pharmacist works closely with 

IP&C.

An annual antimicrobial prescribing audit is under-

taken which is added to the IP&C annual and 

quarterly reports.

Gram negative Blood Stream Infections (GNBSI’s) 

occurring in bedded units are reported monthly to 

performance.

3a-a HCAI  RCA Tracker 01 April 2020 - 31 

March 2021

3a-b Reportable infections - April 

3a-c Infection Control Reportable Infections - 

June

3a-d RE Reportable infections - July

3a-e evidence of antimicrobial stewardship 

and associated docs 1-8

3a-f Copy of InfectionControl_CaseCollection

3b-a ICT Minutes 21.05..2020  Skype Webinar

3b-b SCFT IPC Annual Report 2019-2020 

Board

3b-c IPC Meeting Minutes 17th December 

2020 draft

A reduction of 

information from 

acute 

microbiology dept. 

during the Covid 

period due to 

increase in work 

load for Covid

Daily Ward contact 

from IP&C team 

IPC Board Assurance Framework December 2020 version 1.4i

3. Ensure appropriate antimicrobial use to optimise patient outcomes and to reduce the risk of adverse events and antimicrobial resistance

Gaps in 

Assurance 
Mitigating Actions 
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Systems and processes are in place to 

ensure: Documents / Evidence 
Gaps in 

Assurance 

4a. Implementation of national guidance on 

visiting patients in a care setting.

4a-b coronavirus-patients-in-hospital-advice-

a5JUNE

4a-c scft-service-guidance-covid19-restoration-

environment-visitor-scr

4a-d Visitor_Final

4a-e changes-to-visiting-poster-a4

4a-f coronavirus-patients-in-hospital-advice-

a5JUNE

4a-g Visitor screening questions 23092020

4a-h C0751-visiting-healthcare-inpatient-settings-

principles-131020_

4b. Areas in which suspected or confirmed 

COVID-19 patients are where possible 

being treated in areas clearly marked with 

appropriate signage and have restricted 

access.

4b-a coronavirus-patients-in-hospital-advice-

a5JUNE

4b-b protective-precautions

4b-c Infection Prevention Risk Assessment Tool 

(IRAT)

4c. Information and guidance on COVID-19 

is available on all Trust websites with easy 

read versions.

4c-a Easy read COVID guidance for ICU patients 

Oct 20

https://www.sussexcommunity.nhs.uk/news/COVID

19---Important-Information.htm

4c-b Easy read COVID guidance for ICU patients

4d. Infection status is communicated to the 

receiving organisation or department when 

a possible or confirmed COVID-19 patient 

needs to be moved.

4d-a Discharge checklist

4d-b Intermediate care unit COVID-19 admissions 

guidance 13052020

4d-c Appendix 5 patient_transfer_form

4d-d Information for patients - leaving our 

intermediate care units after exposure to COVID

4d-e Leaving our Intermediate Care Units

Signage is in use at Ward entrances, 

side rooms and Bays. Daily updates are 

sent to facilities teams regarding which 

rooms to enhance clean.

Front doors locked where possible

Walk rounds completed by Senior 

Clinical Staff to ensure signage clear and 

in place.

All updates are added to the Covid 19 

pages on the PULSE this is updated 

twice daily. 

Pictorial versions of PPE in place.

A patient transfer form is used and 

admissions criteria followed.

 


National Guidance has been 

implemented regarding visiting patients 

and alternative methods of 

communicating with relatives are in 

place. Posters and guidance are in place 

and visible

All updates are added to the Covid 19 

pages on the PULSE this is updated 

twice daily.

IPC Board Assurance Framework December 2020 version 1.4i

4. Provide suitable accurate information on infections to service users, their visitors and any person concerned with providing further support or nursing/ medical care in a timely 

fashion 

Narrative Mitigating Actions 
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4e. There is clearly displayed and written 

information available to prompt patients’ 

visitors and staff to comply with hands, face 

and space advice.

SCFT update information to patients, 

staff and visitors, using the latest 

information available on gov.uk. 

4e-a handcleaning-techniques-alcoholhandrub

4e-b  handcleaning-technique-soapwater

https://www.sussexcommunity.nhs.uk/news/COVID

19---Important-Information.htm 

accessed 11.1.21

4e-c Entrance poster - do not enter if you have 

symptoms of coronavirus

4e-d Keep your distance poster
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Systems and processes are in place to ensure:
Narrative Documents / Evidence Gaps in Assurance 

5h. Screening and triaging of all patients as per 

IPC and NICE Guidance within all health and 

other care facilities must be undertaken to enable 

early recognition of COVID-19 cases.

This is in place in all services.  Quick screening 

guide and admission criteria are available on the 

PULSE.   

5h-a covid19-rapid-guideline-arranging-planned-care-in-

hospitals-and-diagnostic-services-pdf-66141969613765

5h-b FINAL_Patient_Screening_Questions_v2

5h-c SCFT intermediate care unit admissions criteria guidance 

C19 05012021

5h-d Quick guide for COVID-19 patient testing V8 04012021

5a. Front door areas have appropriate triaging  

arrangements in place to cohort patients with 

possible or confirmed COVID-19 symptoms and 

to segregate them from non COVID-19 cases  to 

minimise the risk of cross-infection, as per 

national guidance.

Appropriate signage and triage arrangements in 

place at entrances 

to UTC and MIU as well as via the ICU 

admission process and these are regularly 

checked by Senior Clinical Staff.

Front doors locked where possible and intercom 

systems in place

5a-b ICU COVID-19 admissions guidance 13052020

5a-c stepping-down-isolation-ipc-precautions-standard

5a-d coronavirus-patients-at-home-advice-JUNE

5a-e coronavirus-patients-in-hospital-advice-a5JUNE

5a-f FINAL_Patient_Screening_Questions_v2

5a-g FINAL_Visitor_Screening_Questions_v2

5a-h patient-appointment-poster-a4

5a-i COVID-

19_Infection_prevention_and_control_guidance_FINAL_PDF_2

0082020

5i. Staff are aware of agreed template for triage 

questions to ask.

Staff are made aware of screening questions via 

the poster on The Pulse and laminated posters.

5i-a FINAL_Patient_Screening_Questions_v2

5j. Triage undertaken by clinical staff who are 

trained and competent in the clinical case 

definition and patient is allocated appropriate 

pathway as soon as possible.

Staff are trained in the appropriate questions and 

how to triage patient pathways.  

5a-j FINAL_Patient_Screening_Questions_v2

5j-b Quick guide for COVID-19 patient testing V8 04012021

5k. Face coverings are used by all outpatients 

and visitors.

This is in place but not mandatory. https://www.sussexcommunity.nhs.uk/news/COVID19---Important-

Information.htm

5l. Face masks are available for patients with 

respiratory symptoms.

Respiratory patients are not routinely asked to 

wear face coverings in Intermediate Care Units 

but these are available where required on every 

unit.

5l-a Wearing masks at work - staff guidance and FAQ January 

2021FINAL2 (2)

5m. Provide clear advice to patients on use of 

face masks to encourage use of surgical 

facemasks by all inpatients in the medium and 

high-risk pathways if this can be tolerated and 

does not compromise their clinical care.

Currently patients in ICUs are not wearing 

masks.  This is being reviewed so that patients 

will be offered a facemask but is not mandatory.

5m-a Wearing masks at work - staff guidance and FAQ 

January 2021FINAL2 (2)

5b. Mask usage is emphasized for suspected 

individuals.

PPE guidance attached provides the narrative 

that is in every version of pdf guidance relating to 

mask usage for suspected individuals.

5b-a 2020 07 23 icu C19 PPE guidance

IPC Board Assurance Framework December 2020 version 1.4i

5. Ensure prompt identification of people who have or are at risk of developing an infection so that they receive timely and appropriate treatment to reduce the risk of transmitting infection to other 

people 

Mitigating Actions 
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5c. Ideally segregation should be with separate 

spaces, but there is potential to use screens, e.g. 

to protect reception staff.

The ICUs have single rooms and Bays

Environmental risk assessments

5c-a isolation-checklist

5c-b  Infection Prevention Risk Assessment Tool (IRAT)

5c-c source-isolation

5c-d 010620 Updated Covid-19 swab flowchart for ICUs 

Chailey

5c-e ICU COVID-19 admissions guidance 13052020

5c-f stepping-down-isolation-ipc-precautions-standard

5d. For patients with new-onset symptoms, it is 

important to achieve isolation, testing and 

instigation of contract tracing is achieved until 

proven negative. as soon as possible.

The majority of cases are received from Local 

Acute Trusts but if a  HCA case is identified  it 

would be investigated and contact tracing 

initiated.

5d-a management-of-suspected-healthcare-associated-covid19-

v5

5d-b stepping-down-isolation-ipc-precautions-standard

5d-c 010620 Updated Covid-19 swab flowchart for ICUs 

Chailey

5f. Patients that test negative but display or go 

on to develop symptoms of COVID-19 are 

segregated and promptly re-tested and contacts 

traced.

Patients are segregated according to the 

admissions criteria

5f-a 010620 Updated Covid-19 swab flowchart for ICUs Chailey

5f-b ICU COVID-19 admissions guidance 13052020

5f-c management-of-suspected-healthcare-associated-covid19-

v5

5g. Patients that attend for routine appointments 

who display symptoms of COVID-19 are 

managed appropriately.

Patients are triaged and screened for Covid 19 

symptoms and advised not to attend if possible. 

Those who are symptomatic are sent home to 

self-isolate or referred to NHS 111.

5g-a patient-appointment-poster-a4

5g-b virtual-appointments-patient-guide (1)

13 C:\Users\jobprocessor\AppData\Local\Temp\b0c0d27b-48fb-4522-9a24-f44720bc2e1d

06
a 

IP
C

 B
oa

rd
A

ss
ur

an
ce

Page 85 of 140



Systems and processes are in place to 

ensure:
Narrative Documents / Evidence 

6l. Separation of patient pathways and staff 

flow to minimise contact between pathways. 

For example, this could include provision of 

separate entrances/exits (if available) or use 

of one-way entrance/exit systems, clear 

signage, and restricted access to communal 

areas.

All services have undertaken an 

environmental risk assessment as part of the 

Estates led Reset and Restore work.  

Environmental guides are also available on 

The Puls.e

6l-a 

FINAL_SCFT_ServiceGuidance_COVID19_Restoration_Environment

_RiskAssesment

6l-b 

FINAL_SCFT_ServiceGuidance_COVID19_Restoration_Environment

_Guide1_Premises

6l-c 

FINAL_SCFT_ServiceGuidance_COVID19_Restoration_Environment

_Guide2_ClinicalAreas

6a. All staff (clinical and non-clinical) have 

appropriate training, in line with latest national 

guidance, to ensure their personal safety and 

working environment is safe.

Yearly STAT training for all staff in place and 

evidenced via ESR.

Additional PPE and IPCC training videos 

developed for staff to access. Clear guidance 

and pictorial templates for staff developed 

and on Pulse. Skype sessions in place for 

staff 

As above, this is also on the PULSE. IP&C 

team demonstrate and reinforce at every 

opportunity.

Donning and Doffing training and guidance in 

place.

Local induction program.

6a-b Use of masks by staff not involved in direct patient care - interim 

g

6a-c 2020 07 06 Uniform  dress code Final

6a-d Quality Report M11 260320

6a-e Copy of Q1 glove audit 27.7.2020

6a-f COVID-

19_Infection_prevention_and_control_guidance_FINAL_PDF_200820

20

6b. All staff providing patient care are trained 

in the selection and use of PPE appropriate 

for the clinical situation and on how to  don 

and doff it safely.

As above. 

Training records in place for each staff 

member.

PPE donning and doffing posters are 

available, together with a video on the 

PULSE.

6b-a 

Quick_guide_to_donning_doffing_standard_PPE_health_and_social_c

are_poster__

6b-b 200326-phe-ppe-putting on

6b-c 200326-phe-ppe-taking-off-equipment

6b-d facial-hair-and-ffp3-respirators

6b-e 2020 07 23 utc cau miu C19 PPE guidance

6b-f  2020 07 23 icu C19 PPE guidance

6b-g  2020 07 23 community nursing C19 PPE guidance

6b-j  2020 07 23 chailey clinical services C19 PPE guidance

6b-k  2020 07 23 outpatients covid19 ppe guidance

6b-l  2020 07 23 responsive services C19 PPE guidance

6b-m 

PHE_quick_guide_to_donning_doffing_PPE_standard_health_and_so

cial_care_settings

https://www.youtube.com/watch?v=OncXSiEZZpc&feature=emb_title 

6c. A record of staff training is maintained. Records on ESR 6c-a fit-testing-assessor

6c-b fittest-memory-jogger

6c-c qualitative-fittest-record

Agency staff IP&C staff visiting the wards, 

Link Champions and Area 

Nurses provide some on the 

spot local training as required.

Assurance on compliance via 

agencies

Ability of IPCC 

team to support 

all areas

Two bank retired registered 

nurses support the team to 

offer additional resource.

Local induction program 

Ability of IPCC 

team to support 

all areas

IPC Board Assurance Framework December 2020 version 1.4i

6. Systems to ensure that all care workers (including contractors and volunteers) are aware of and discharge their responsibilities in the process of preventing and controlling infection 

Gaps in 

Assurance 
Mitigating Actions 
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6d. Appropriate arrangements are in place 

that any reuse of PPE in line with the MHRA 

CAS alert is properly  monitored and 

managed.

PPE is not currently reused apart from visors 

which are assessed by the PPE governance 

process to be reused by individuals

6d-b icu C19 PPE guidance 07052020

6e. Any incidents relating to the re-use of 

PPE are monitored and appropriate action 

taken.

Highlighted on the daily call and via a Datix

Weekly review of all incidents take place.

No incidents regarding re-use reported.

6f. Adherence to the PHE national guidance 

on the use of PPE is regularly audited.

On all ward visits IP&C are checking for 

appropriate use along with ward managers. 

Discussed on weekly calls with matrons and 

Clinical Service managers.

6f-b IP&C Environmental Audit Score Card Bedded units

6f-c 2020 Qualitative Fit Test Results

6f-d COVID-

19_Infection_prevention_and_control_guidance_FINAL_PDF_200820

20

6m. Hygiene facilities (IPC measures) and 

messaging are available for all 

patients/individuals, staff and visitors to 

minimise COVID-19 transmission such as:

o hand hygiene facilities including 

instructional posters;

o good respiratory hygiene measures;

o maintaining physical distancing of 2 metres 

wherever possible unless wearing PPE as 

part of direct care;

o frequent decontamination of equipment and 

environment in both clinical and non-clinical 

areas;

o clear advice on use of face coverings and 

facemasks by patients/individuals, visitors 

and by staff in non-patient facing areas.

IPC measures are in place on the COVID-19 

webpage, Infection Prevention and Control 

webpage and via Infection Prevention and 

Control Policies and Procedures.  

Posters are also displayed in areas.

Hand hygiene – compliant hand hygiene sinks 

in clinical areas and posters are available.

Respiratory hygiene measures – surgical 

masks and FFP3 respirators are readily 

available via the PPE webstore.   Guidance 

on when this should be worn is available for 

each area on The Pulse.

Social distancing is encouraged at all times.

Decontamination guidance is available for 

staff.

Visitors are currently restricted to essential 

visits only from 1 Jan 2021.

Some of the ICUs are non-compliant with the 

2metre distancing between patients in bays 

particularly when sat out in chairs.    A Trust 

wide bed spacing exercise has been 

undertaken and is currently under review.   

6m-a covid-19-remembering-the-basics-poster

6m-b hand_hygiene

6m-c handcleaning-techniques-alcoholhandrub

6m-d handcleaning-technique-soapwater

6m-e standard-infectioncontrol-principles

6m-f SCFT_StaffGuide_COVID19_AccessingPPE_Ordering

6m-g icu C19 PPE guidance Updated September 2020FINAL

6m-h covid-19-remembering-the-basics-poster

6m-i 

FINAL_SCFT_ServiceGuidance_COVID19_Restoration_Environment

_Guide1_Premises

6m-j 

FINAL_SCFT_ServiceGuidance_COVID19_Restoration_Environment

_Guide3_Hygiene

6m-k Use of masks JC amendment 301220

6m-l  Wearing masks at work - staff guidance and FAQ January 

2021FINAL2 (2)

6g. Staff regularly undertake hand hygiene 

and observe standard infection control 

precautions.

Hand hygiene and glove audits are completed 

monthly, these are published in the IP&C 

quarterly and annual report.

Glove audit tool 

https://thepulse.scft.nhs.uk/patient-

care/infection-prevention-control/

6g-a IPC Env audit tool bedded_areas-

6g-b glove_tool

6g-c handcleaning-techniques-alcoholhandrub

6g-d handcleaning-technique-soapwater

6g-e handhygiene-community-products

6g-f handhygiene-quick-reference

6g-g hand-hygiene-practicaltraining

6g-h 

FINAL_SCFT_ServiceGuidance_COVID19_Restoration_Environment

_RiskAssesment
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6h. The use of hand dryers should be avoided 

in all clinical areas. Hands should be dried 

with soft, absorbent, disposable paper towels 

from a dispenser which is located close to the 

sink but beyond the risk of splash 

contamination, as per national guidance.

SCFT IP&C team prohibit the use of hand 

dryers in clinical areas for this reason. We 

work closely with the estates department.

6h-a environmental_auditprocess_flowchart

6h-b SCFTServiceGuidance_COVID19Environment_Guide3_Hygiene

6h-c 

FINAL_SCFT_ServiceGuidance_COVID19_Restoration_Environment

_RiskAssesment

6h-d COVID-

19_Infection_prevention_and_control_guidance_FINAL_PDF_200820

20

Clinical staff with 

bases in non-

clinical areas use 

hand dryers. 

6i. Guidance on hand hygiene, including 

drying, should be clearly displayed in all 

public toilet areas as well as staff areas.

Posters are displayed above all hand basins 

and on all dispensers throughout the 

organisation

6i-a covid-19-remembering-the-basics-poster

6i-b hhguide_community

6i-c glove_guide

6i-d  handcleaning-techniques-alcoholhandrub

6i-e handcleaning-technique-soapwater

6j. Staff understand the requirements for 

uniform laundering where this is not provided 

for on site.

Staff are advised to wash items of uniform 

separately on a hot wash, present in the 

current uniform policy and reiterated in the 

Trust uniform policy section on  Covid.

6j-a covid-19-remembering-the-basics-poster

6j-b  2020 07 06 Uniform  dress code Final

6j-c uniform-nonuniform-dresscode

6k. All staff understand the symptoms of 

COVID-19 and take appropriate action (even 

if experiencing mild symptoms) in line with 

PHE  national guidance and other if they or a 

member of their household display any of the 

symptoms.

Staff are made aware of the symptoms via 

the OH guidance on the PULSE and weekly 

updates and daily calls as required.

Signage at entrance to hospitals describes 

symptoms

6k-b guidance on staying well and at work - covid19

6k-c Reporting  COVID-19 absence guidance

https://www.nhs.uk/conditions/coronavirus-covid-19/symptoms/

6n. A rapid and continued response through 

ongoing surveillance of rates of infection 

transmission within the local population and 

for hospital/organisation onset cases (staff 

and patients/individuals.

The current daily sit rep has recently changed 

to include EU exit reporting.   It is completed 

internally then submitted directly to NHS 

Digital Strategic Data Collection Service via 

the online portal.   The national and regional 

teams then pull the information from this 

portal.

6n-a Covid19 MHLDA SitRep NHS  EU Exit changes mock up

6o. Positive cases identified after admission 

who fit the criteria for investigation should 

trigger a case investigation. Two or more 

positive cases linked in time and place trigger 

an outbreak investigation and are reported.

Outbreak guidance is in place and followed. 6o-a management-of-suspected-healthcare-associated-covid19-v5

6p. Robust policies and procedures are in 

place for the identification of and 

management of outbreaks of infection.

Outbreak policies are in place both for COVID-

19 and other healthcare associated 

infections.

6p-a management_of_suspected_healthcare_associated_covid19 v5

6p-b diarrhoea-vomiting-outbreak

6p-c influenza-procedure
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Systems and processes are in place to ensure:
Narrative Documents / Evidence Mitigating Actions 

7d. Restricted access between pathways if possible, 

(depending on size of the facility, prevalence/incidence 

rate low/high) by other patients/individuals, visitors or 

staff.

One way systems have been put in place as 

part of the Estates led restore and reset work 

stream.

7d-a 

FINAL_SCFT_ServiceGuidance_COVID19_Restoration

_Environment_RiskAssesment

7d-b ELPRG TORs V02 Final

7e. Areas/wards are clearly signposted, using physical 

barriers as appropriate to patients/individuals and staff 

understand the different risk areas.

This work has been completed via the estates 

risk assessment process.  Protective screens 

have been installed at main reception desks.

7e-a Estates Lead Premises Restart Group - Highlight 

Report No 10 26-8-20

7a. Patients with suspected or confirmed COVID-19 

are isolated in appropriate facilities or designated 

areas where appropriate.

National guidance is followed and available for 

staff on the PULSE.

Side room facilities available and in use for 

isolating patients.

The admissions criteria document also 

advises regarding cohorting.

ICUs seek information from transferring 

hospitals regarding whether the patient has 

been in a Green, Amber or Red area and 

when they were last screened.

7a-b SCFT intermediate care unit admissions criteria 

guidance C19 06012021

7a-c management-of-suspected-healthcare-associated-

covid19-v5

7a-d COVID-19 specimen process V4 20200612 (2)

7a-e 010620 Updated Covid-19 swab flowchart for ICUs 

Chailey

7b. Areas used to cohort patients with suspected or 

confirmed COVID-19  are compliant with the 

environmental requirements set out in the current PHE 

national guidance.

SCFT are aware of the guidance and hospital 

sites are all compliant.

Bed and chairs are placed at appropriate 

distances apart.

All local risk assessment have taken place 

7b-a IPC Env audit tool bedded_areas-

7b-b New NHS LogoToilet cleaning sign

7b-c  risk-assessment-checklist-clinical-services-240420

7b-d 

FINAL_SCFT_ServiceGuidance_COVID19_Restoration

_Environment_RiskAssesment

7b-e 

19_Infection_prevention_and_control_guidance_FINAL_

PDF_20082020

NHS Property Services is our 

Landlord and they are

aware of the situation 

Side rooms on Viking being used 

and Covid positive patients 

cohorted in a side room, Covid 

positive bay or an alternative 

ward.

Cohort bays are pathway 

specific according to whether 

symptomatic, asymptomatic or 

covid positive.

Lack of Bay doors is on the risk 

register.

PPE and Covid positive posters 

are displayed outside the bays 

and PPE trolleys

7c. Patients with resistant/alert organisms are 

managed according to local IPC guidance, including 

ensuring appropriate patient placement.

The Infection Risk Assessment is completed 

weekly.

Alert organisms are communicated with us via

Acute trust microbiology dept.

7c-a infection-prevention-control

https://thepulse.scft.nhs.uk/patient-care/infection-

prevention-control/ipc-emerging-threats.htm  

IPC Board Assurance Framework December 2020 version 1.4i

7. Provide or secure adequate isolation facilities 

Gaps in 

Assurance 

Viking Ward 

does not 

have bay doors
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Systems and processes are in place to ensure:
Narrative Documents / Evidence Gaps in Assurance Mitigating Actions 

8d. Ensure screens taken on admission given 

priority and reported within 24hrs.

SCFT use 3 Microbiology labs.  WSHFT and 

BSUH are compliant but SASH results are not 

always received within 24hours.

8e. Regular monitoring and reporting of the 

testing turnaround times with focus on the time 

taken from the patient to time result is 

available.

This is possible on SystmOne. 

8a. Testing is undertaken by competent and 

trained individuals.

SCFT doesn’t have its own lab and has 

contracts in  place with SASH, BSUH 

Eastbourne and Western Sussex.

Redeployed staff Process of induction at place of work

8b. Patient and staff COVID-19 testing is 

undertaken promptly and in line with PHE and 

other national guidance.

A quick guide for staff has been produced 8b-b Quick guide for COVID-19 patient testing 13052020

8b-c COVID-19 specimen process V4 20200612 (1)

8b-d RE Urgent info re testing contracts

https://www.gov.uk/guidance/coronavirus-covid-19-getting-

tested

8f. Regular monitoring and reporting that 

identified cases have been tested and 

reported in line with the testing protocols 

(correctly recorded data).

IIMarch form is completed for all declared 

COVID-19 outbreaks and submitted to 

Sussex Commissioners via Emergency 

Planning within 12hours of declaration where 

possible.

Daily SITREP completed by services 

submitted to NHS Digitial Strategic Data 

Collection Service via the online portal.  The 

national and regional teams then pull the 

information from this portal

8f-a SCFT IIMARCH template V2

8f-b Covid19MHLDASitRepNHS  EU Exit changes mock up

8c. Screening for other potential infections 

takes place.

Patients are screened in the normal way for 

Carbapenemase producing 

enterobacteriaceae (CPE) in full and other 

resistant organisms. Wound infection and 

cases of diarrhoea are dealt with in the 

normal way with evidence based, up to date 

policies in place.

8c-a IRAT SCFT - June 2019

IPC Board Assurance Framework December 2020 version 1.4i

8. Secure adequate access to laboratory support as appropriate 

SCFT get its figures from the swab summaries  for the 

various daily reports, but they only have number of swabs 

taken, rather than how many were done on admission.

The daily COVID sitrep report records whether swabs were 

taken within 2 days of admission, but only for those patients 

who were COVID positive, not for patients that were 

swabbed within 2 days of admission.
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Systems and processes are in place to 

ensure:
Narrative Documents / Evidence 

9a. Staff are supported in adhering to all 

IPC policies, including those for other alert 

organisms.

Staff are made aware of policies via STAT training

They are also supported by ward visits from 

practitioners and link champions. Policies are 

available on The PULSE

9a-a a-z-infectiousdiseases

9a-b infection-prevention-control

9a-c standard-infectioncontrol-principles

9a-d cardinal-masks-recall-v2-290620

9a-e PPE - Tiger Goggles 11052020

https://thepulse.scft.nhs.uk/career%20development/covid-

19-training.htm 

9b. Any changes to the PHE national 

guidance on PPE are quickly identified and 

effectively communicated to staff.

The staff PULSE page is updated twice daily

and any changes communicated via Silver 

Command

https://thepulse.scft.nhs.uk/our-trust/coronavirus-covid-

19.htm 

9b-a COVID-

19_Infection_prevention_and_control_guidance_FINAL_PD

F_20082020

9c. All clinical waste related to confirmed or 

suspected COVID-19 cases is handled, 

stored and managed in accordance  with 

current national guidance.

National guidance is followed and available on the 

PULSE

9c-b covid-19-waste-disposal-guidance-220420

9c-c Disposing of face masks and coverings - July

9c-d COVID-

19_Infection_prevention_and_control_guidance_FINAL_PD

F_20082020

9d. PPE stock is appropriately stored and 

accessible to staff who require it.

PPE stock is managed centrally with local buffer 

stores

PPE can be accessed at anytime 

9d-a SCFT_StaffGuide_COVID19_AccessingPPE_General

https://thepulse.scft.nhs.uk/staff-news/How-services-access-

PPE-is-changing.htm 

IPC Board Assurance Framework December 2020 version 1.4i

9. Have and adhere to policies designed for the individual’s care and provider organisations that will help to prevent and control infections

Gaps in 

Assurance 

Mitigating 

Actions 
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Systems and processes are in place to 

ensure:
Narrative Documents / Evidence Gaps in Assurance Mitigating Actions 

10a. Staff in ‘at-risk’ groups are identified 

using an appropriate risk assessment 

tool and managed appropriately including 

ensuring their physical and psychological 

wellbeing is supported.

The Trust has revised the staff risk assessment tool to identify BAME as a particular group 

and to specifically focus on high risk underlying medical conditions for BAME staff 

Communication has been strengthened  with the BAME network via its Chair, with virtual 

drop in sessions available to all BAME staff on a weekly basis. The revised risk assessment 

also sent to all network members with a reminder to update existing risk assessments or 

encourage one if none was previously undertaken.

Occupational health is contacting all BAME staff (as identified on ESR) to give public health 

advice, particularly around vitamin D, and to promote the use of the risk assessment 

Information for managers has been added to the FAQs on the Covid Pulse pages and to the 

risk assessment toolkit

10a-a Risk Assessment v15 05012021 (2)

10a-b Vitamin D and Covid-19

10a-c risk-assessment-for-pregnant-and-at-risk-may20

10a-d Ethnic disparities in COVID-19 staff management toolkit 

V2.1

10a-e Doing White Allyship FINAL

10a-f Wellbeing Info Copied from the Pulse

10a-g  Please cascade Changes to risk assessment process - 

due by 31 July 2020

https://thepulse.scft.nhs.uk/our-trust/coronavirus-covid-19.htm

The potential gap in 

assurance

here is that we can only 

contact

those members of staff 

who

have actually declared 

their

ethnicity.

Communication with 

managers and staff 

regarding risk 

assessments reduces 

the risk of staff 

slipping through the 

net.

10g. That risk assessment(s) is (are) 

undertaken and documented for any staff 

members in an at risk or shielding 

groups, including Black, Asian and 

Minority Ethnic (BAME) and pregnant 

staff.

This data is included on the staff Risk assessment form. 10g-a Risk Assessment v15 05012021 (1)

10b. Staff required to wear FFP reusable 

respirators undergo training that is 

compliant with PHE national guidance 

and a record of this training is maintained 

and held centrally.

Reusable respirators are not used currently.

    

N/A

10h. Staff who carry out fit test training 

are trained and competent to do so.

 2 SCFT Fit Test Coordinators are now in post and are trained to use the ‘Portacount’ fit 

testing machine.   A regional Fit Tester has also been allocated to SCFT as part of a fit 

testing support programme who is trained in the qualitative hood test.

10h-a Copy of FAQ - Fit Testing Support Programme Vs 9

10h-b Fit Test Co-ordinator JD and PS Oct 20

10i. All staff required to wear an FFP 

respirator have been fit tested for the 

model being used and this should be 

repeated each time a different model is 

used.

This is currently in place with a central database.  As new FFP3 respirators have become 

available all staff undertaking aerosol generating procedures are being re-fit tested for the 

new models.

10i-a Copy of Submitting Fit Test Results - New FFP3 masks V2

10i-b Copy of Example Register for Respirator Hoods

10i-c guide-ffp3-leafletv2

10j. A record of the fit test and result is 

given to and kept by the trainee and 

centrally within the organisation.

A fit test personal record is held and results kept on a central database by the Infection 

Prevention and Control team.

10j-a Fit Test Personal Record Sept 2020

10j-b Copy of Submitting Fit Test Results - New FFP3 masks V2

10k. For those who fail a fit test, there is 

a record given to and held by trainee and 

centrally within the organisation of 

repeated testing on alternative respirators 

and hoods.

Fit test failures are recorded in the same way as above 10j. 10k-a Fit Test Personal Record Sept 2020

10k-b Copy of Submitting Fit Test Results - New FFP3 masks 

V2

10l. For members of staff who fail to be 

adequately fit tested a discussion should 

be had, regarding re deployment 

opportunities and options commensurate 

with the staff members skills and 

experience and in line with nationally 

agreed algorithm.

This takes place with the managers and respirator hoods have been offered where 

applicable.  Respirator hoods are used when all available FFP3 respirators fail to fit.  Hood 

training is provided by SCFT Safety and Risk Manager.

10l-a 28-8-20 - Notes on Power Hoods

10l-b Copy of Example Register for Respirator Hoods

10m. A documented record of this 

discussion should be available for the 

staff member and held centrally within the 

organisation, as part of employment 

record including Occupational Health.

Held by line manager.

The fit testers who complete the form m should have the process for recording the outcomes  

and it would normally be for the manager to keep in  the staffs employment record.  If the 

staff fail the test this  should in the first instance be  discussed with the manager  who would 

then  forward a copy of the form to OH along with a management  referral. 

10m-a Copy of Submitting Fit Test Results - New FFP3 masks 

V2

IPC Board Assurance Framework December 2020 version 1.4i

10. Have a system in place to manage the occupational health needs and obligations of staff in relation to infection
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10n. Following consideration of 

reasonable adjustments e.g. respiratory 

hoods, personal re-usable FFP3, staff 

who are unable to pass a fit test for an 

FFP respirator are redeployed using the 

nationally agreed algorithm and a record 

kept in staff members personal record 

and Occupational health service record.

Held by line manager.

Occupational  Health assess on a case by case basis, provide advice (usually redeployment 

as alternative PPE options not viable at SCFT)  that is documented in the staffs individual 

confidential Occupational Health file. A report is sent to the manager and a copy to the staff 

member.

10o. Boards have a system in place that 

demonstrates how, regarding fit testing, 

the organisation maintains staff safety 

and provides safe care across all care 

settings. This system should include a 

centrally held record of results which is 

regularly reviewed by the board.

A central record of fit test results is held.    Progress on fit testing is reported to the board via 

the quarterly Infection Prevention and Control reports and the DIPC.  As the Fit Test Co-

ordinators are new in post figures will be submitted from Quarter 4.

10o-a Copy of Submitting Fit Test Results - New FFP3 masks 

V2

10o-b Process for requesting FFP3 Fit Testing Nov 2020 V3

10o-c IPC Oct- Dec 2020 Q3 FINAL

10c. Consistency in staff allocation 

should be maintained, reducing 

movement of staff and the cross-over of 

care pathways between planned/elective 

care pathways and urgent/emergency 

care pathways, as per national guidance.

IP&C provide a daily outbreak update to the Bank booking team.

Advice on these points are answered in the HR FAQ section on the PULSE 

10c-a HR FAQs 05.01.2021 FINAL (1)

10c-b Management_of_outbreaks_June2020

https://thepulse.scft.nhs.uk/our-trust/coronavirus-covid-19.htm 

10c-c COVID-

19_Infection_prevention_and_control_guidance_FINAL_PDF_2

0082020

10d. All staff should adhere to national 

guidance on social distancing (2 metres) 

wherever possible, particularly if not 

wearing a facemask and in non-clinical 

areas.

• Health roster

• Redeployed staff to set areas with set roles

• Staff are responsible for social distancing and  risk assessments are in place particularly 

with double handed roles required as priority visits for patients

• Ward managers and team leads have managed breaks following national guidance

10d-b 

FINAL_SCFT_ServiceGuidance_COVID19_Restoration_Enviro

nment_RiskAssesment

10d-c 

FINAL_SCFT_ServiceGuidance_COVID19_Restoration_Enviro

nment_Guide1_Premises

https://www.gov.uk/guidance/national-lockdown-stay-at-home

10p. Health and care settings are COVID-

19 secure workplaces as far as practical, 

that is, that any workplace risk(s) are 

mitigated maximally for everyone.

This work is completed and held on the Restoration risk assessments held by Estates. 10p-a 

FINAL_SCFT_ServiceGuidance_COVID19_Restoration_Enviro

nment_RiskAssesment

10p-b ELPRG TORs V02 Final

10q. Staff are aware of the need to wear 

facemask when moving through COVID-

19 secure areas.

Reusable respirators are not used currently.

    

10q-a Use of masks JC amendment 301220

10q-b icu C19 PPE guidance Updated September 2020FINAL

10q-c  Wearing masks at work - staff guidance and FAQ 

January 2021FINAL2 (2)

10f. Staff absence and well-being are 

monitored and staff who are self-isolating 

are supported and able to access testing.

COVID 19 option when staff phone OH so they can be directed to dedicated COVID 19 nurse 

team.

Results are discussed with individuals and advice given accordingly re isolation, return or 

non return to work. Managers are informed with consent.

10f-a FAQ - Returning staff from shielding

10f-b  Managers briefing - returning staff from shielding

10f-c Managers resources cover sheet

10f-d Returning to work post shielding letter

10g. Staff who test positive have 

adequate information and support to aid 

their recovery and return to work.

COVID 19 pages on SCFT intranet up dated daily offering information and advice for staff 

including how to manage their mental health and wellbeing. Dedicated advice lines also in 

place

10g-a C19 PCR testing quick guide

10g-b Welcome back discussion checklist

10g-c scft-manager-checklist-july2020

10g-d FAQ - Returning staff from shielding

Daily sit reps & reporting in line with national requirements.
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BOARD OF DIRECTORS – PUBLIC MEETING 
 

28 January 2021 
 

Agenda Item Number:  8 
 

 

Report Title: Risk Management Strategy and Risk Management Policy 2021/24 

 

Purpose:
  

Approval X Assurance  Discussion  Briefing  

           

Summary: 
The Trust’s Risk Management Strategy and Risk Management Policy have been reviewed 
and updated, incorporating feedback.  Although regularly reviewed, both documents have not 
fundamentally changed since they were first written in 2014 and this opportunity to review 
both documents at the same time has enabled the strategy and policy to be aligned and 
rationalised, removing considerable duplication.  There are no significant changes in either 
document to how risk is managed and the main changes are highlighted in yellow. 
 
Risk Management Strategy.  The purpose of the strategy is to set out for external 
stakeholders how the Trust manages risk and once ratified the strategy is loaded onto the 
SCFT public website for any interested parties to read. The strategy includes an overview 
and statement on the organisation’s appetite for taking or accepting risk, and reflects 
previous work undertaken with the Board.  The main changes include: 

 A reduction from 29 to 14 pages.   

 Including the assurance work undertaken by the Risk Oversight Group 

 Setting out the Trust’s appetite for risk (pages 11/12)  
 
Risk Management Policy.  The purpose of the policy is to set out the Trust’s internal 
arrangements and responsibilities for how the Risk Management Strategy will be 
implemented and the roles and duties of staff, Managers, Senior Managers, and Directors in 
managing risk. The policy sets out how, when reviewing risks, risk owners can consider 
whether risks are aligned with the Trust’s risk appetite and a duty to report any exceptions to 
Executive Directors.  Main additions include: 

 A reduction from 32 to 28 pages 

 The addition of the risk appetite so that the review/evaluation of all types of risk on 
the Risk Register consider and are aligned to the Board’s appetite for accepting or 
taking risks. 

 Responsibility of Risk Owners to assess equality and diversity impacts when 
reviewing risks and to refer to the Trust’s Equality & Diversity Policy and Procedure 

 Thematic risks to be reviewed at least monthly, so that these risks are updated 
regularly for the BAF and the review frequency is aligned to the Board meeting 
frequencies. 

 Changes to the names of the risk closure rationale options, to indicate which risks 
have been accepted versus those that are tolerated. 
 

Updated job titles and names of groups/committees.   

Recommendation:  

To ratify the Risk Management Strategy and Risk Management Policy  
 

Previously reviewed by:   
Trust Wide Governance Group and Risk Oversight Group in December 2020.  Executive 
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Committee on 11 January 2021. 

 

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

All.  
 

Relevance to CQC Domains: 
 Safe - Safety will be improved by management of high level risks. 

 Responsive - Trust Board and the senior leaders will respond to risks to Corporate Goals 
and implement appropriate actions.  

 Effective - Trust Board and senior leaders will be able to make informed decisions based 
on risks to Strategic Goals, and monitor controls/action plans.  

 Well Lead – Leaders and managers across the organisation will play an active role in the 
management and mitigation of risk. 

 

Equality and Diversity: 
The Equality and Diversity impact assessment in the Risk Management Policy, previously 
approved by the Equality & Diversity Lead in 2019, has been reviewed and there are no 
changes to reflect in the assessment (e.g. the requirements/arrangements in the policy have 
not changed).   
 
Additional wording has been added to the Policy, when opening or reviewing a risk, to 
prompt managers to consider an equality assessment and reference is made to the Trust’s 
Equality and Diversity Policy & Procedure. 

 

Report author: 
Mark Plows, Safety and Risk Manager 

Report owner:  
Sara Lightowlers, Medical Director 

 
 
 

08
 C

S
 R

is
k 

M
an

ag
em

en
t

S
tr

at
eg

y 
an

d 
P

ol
ic

y

Page 97 of 140



 
 

  

Risk Management 
Strategy 
2021 - 2024 

08
a 

R
is

k 
M

an
ag

em
en

t
S

tr
at

eg
y 

20
21

-2
4 

v1
.3

Page 98 of 140



Sussex Community NHS Foundation Trust – Risk Management Strategy 

 

 

 

 

  Page 2  

Reader Box 

Description Risk Management Strategy 

Date published First published in June 2016.  Revised in 2018 and 2019. 

Date due for review Previously reviewed annual.  The 2021 revision of the Strategy is a 
three yearly strategy, inline with other Trust strategies. 

Executive Lead Sara Lightowlers – Medical Director 

Author Mark Plows – Safety & Risk Manager 

Contact details Tel: 01273 696011 
Email: SC-TR.RiskManagement@nhs.net 

Primary audience External stakeholders 

Secondary 
audience(s) 

Senior managers and Directors 

Notes This strategy is an externally facing document, setting out how the 
Trust manages Risk Management, including the organisation’s 
appetite statement.  The strategy is supported by the Risk 
Management Policy, an internal document, which sets out the 
internal arrangements and responsibilities for SCFT staff at all 
levels. 
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Introduction  
Definition of Risk: The potential of an event occurring with the combined likelihood 
and consequence of harm, injury, damage or loss occurring or impacting the 
achievement of the Trust’s objectives or strategic goals. 

 

An understanding of the risks that face NHS Foundation Trusts is crucial to the delivery of 
healthcare services moving forward.  The business of healthcare is by its nature, a high-risk 
activity and the process of risk management is an essential control mechanism.  Effective 
risk management processes are central to providing Sussex Community NHS Foundation 
Trust’s (SCFT) Board with assurance on the framework for clinical quality and corporate 
governance. 

The stated vision for SCFT is to provide excellent care at the heart of the community.  To 
ensure that the care provided at SCFT is safe, effective, caring and responsive for patients, 
the board must be founded on and supported by a strong governance structure. 

SCFT is committed to developing and implementing a Risk Management Strategy that will 
identify, analyse, evaluate and control the risks that threaten the delivery of its operational 
and strategic objectives.  The outputs from the Trust’s register of risk will be used alongside 
other management tools, to develop the Board Assurance Framework (BAF) and give the 
Board a comprehensive picture of the organisational risk profile.  

The management of risk underpins the achievement of the Trust’s objectives.  SCFT 
believes that effective risk management is imperative to not only provide a safe environment 
and improved quality of care for service users and staff, it is also significant in the financial 
and business planning process where a successful and competitive edge and public 
accountability in delivering health services is required.  This illustrates that risk 
management is the responsibility of all staff. 

The Trust is committed to working in partnership with staff to make risk management a core 
organisational process and to ensure that it becomes an integral part of the Trust philosophy 
and activities.  The Risk Management Strategy represents a developing and improving 
approach to risk management which will be achieved by building and sustaining an 
organisational culture, which encourages appropriate risk taking, effective performance 
management and accountability for organisational learning in order to continuously improve 
the quality of services. 

The Board recognises that complete risk control and/or avoidance is impossible, but that 
risks can be minimised by making sound judgments from a range of fully identified options 
and having a common understanding at Board level on risk appetite. 

As part of the Annual Governance Statement, SCFT will make a public declaration of 
compliance against meeting risk management standards.  The Trust currently has 
established risk management systems and process in place as evidenced by internal and 
external audit opinion. 

The Risk Management Strategy underpins the Trust’s performance and reputation, and is 
fully endorsed by the Trust Board.  The Risk Management Strategy is subject to review and 
approval by the Trust Board. 
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Purpose of the Strategy 
The purpose of the Risk Management Strategy is to detail the Trust’s framework and risk 
appetite within which the Trust leads, directs and manages risk.  The internal arrangements 
for implementing the Strategy are detailed within the Risk Management Policy.  

In addition to this strategy there are a range of policies that support the identification and 
management of risk within the Trust.  These include: 

 Risk Management Policy 

 Incident Management & Reporting Policy 

 Health & Safety Policy 

Responsibility for Risk Management 
The success of the Risk Management Strategy is dependent on the defined and 
demonstrated support and leadership offered by the Trust Board as a whole.  

The day-to-day management of risk is the responsibility of everyone in the organisation.  The 
identification and management of risks requires the active engagement and involvement of 
staff at all levels.  Staff are best placed to understand the risks relevant to their areas of work 
and must be enabled to manage these risks, within a structured risk management 
framework.  

Promoting a Fair and Open Culture 
All members of staff have an important role to play in identifying, assessing and managing 
risk. To support staff the Trust provides a fair, open and consistent environment which does 
not seek to apportion blame.  In turn, this will encourage a culture and willingness to be open 
and honest to report any situation where things have, or could go wrong.  Exceptional cases 
may arise where this is clear evidence of willful or gross neglect contravening the Trust’s 
policies and procedures and/or gross breaches of professional codes of conduct which will 
be managed and referred accordingly. 

Aims of the Strategy 
The Risk Management Strategy has the aim of achieving well managed risks so that the 
SCFT vision of excellent care in the heart of the community can be realised.  To achieve this 
aim SCFT the principle overall aims are: 

 To develop a culture where risk management is integrated into all Trust business. 

 Ensure clear accountability for risk management 

 To ensure all risks, including operation, corporate, and project risks are being 
identified through a comprehensive and informed risk register and risk 
assessment process. 
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 To ensure compliance with NHS England, NHS Improvement, CQC registration 
requirements, and Health and Safety Standards. 

 To ensure that risk management processes and arrangements are reviewed and 
monitored annually. 

 To eliminate or reduce risks to patients, carers, staff, sub-contractors, members of 
the public, visitors, etc. to an acceptable level. 

The effectiveness of risk management, the Risk Management Strategy, and Risk 
Management Policy will be monitored and reported upon through the Trust’s Quality 
Governance structures (see Appendix 1 Quality Governance Structure) and the ‘Board 
Governance & Escalation Framework’. 

Risk Management Standards 
The Trust’s risk management processes, as outlined in this strategy and the Trust’s Risk 
Management Policy, are based upon the ISO31000: 2018 Risk Management Guidelines.    
The use of international standards and recognised approaches to risk management enable 
compliance with legislation, NHS Improvement and CQC requirements. This includes the 
Health and Social Care Act 2012, CQC standards, NHS Foundation Trusts: Code of 
Governance 2014, Section C2: Risk Management and Internal Control; NHS Improvements - 
Risk Assessment Framework, and Provider Licence Conditions. 

  

 

Figure 1.  ISO 31000 Process of Risk Management. 

ISO31000 contains five key steps (see Figure 1).  These keys and there relevance to SCFT’s 
risk management arrangements are summarized below: 

1. Establish the context.  Identification of risk may arise through a variety of 
mechanisms; including: local risk assessments, gap analysis of competencies or 
NICE recommendations, findings from incident or complain investigations, or as a 
result from internal or external audits.   
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2. Risk Identification.  Risk assessments should be carried out on all business cases, 
project plans, quality and cost improvement plans to forecast any potential risks, 
escalating and informing through the Quality Governance Structure and Risk 
Register. 

3. Risk Analysis.  Risks are analysed and scored by risk owners, and continually 
reviewed through the Quality Governance Structure as risks are reported upon, 
reviewed, and escalated where appropriate.   

4. Risk Evaluation.  Risks are continually reviewed at a frequency and level of 
responsibility/accountability proportionate to the level of risk (as set out in the Risk 
Management Policy).  Each review evaluates whether the control measures and 
assurances are effective and whether risks are increasing or decreasing in score, or if 
a risk can be closed following successful elimination, mitigation or transfer of the risk. 

5. Risk Treatment.  All risks will include a target score (e.g. the point at which the risk is 
considered safe or acceptable to the organisation) and the actions or state necessary 
to reach the target score.  Timescales for reviewing risks and estimated dates for 
reaching target scores will be continually reviewed on all risks. 

The Communication, Monitor and Review elements of the ISO3100 model are implemented 
through Quality Governance reporting structures: where risks are reviewed, communicated, 
and escalated up to the Board and it’s sub-committees as and when appropriate.   

In order to ensure consistency of risk quantification across the Trust a standardised set of 
descriptors and scoring matrices (based upon the Australian/New Zealand Standard AS/NZS 
4360:2004; and used across the NHS) is used for risk analysis. 

Risks are scored based upon the consequence of a risk and the likelihood of it being realised 
(see Figure 2). 

Consequence: 

Likelihood: 

Rare (1) Unlikely (2) 
Possible 
(3) 

Likely (4) 
Almost 
Certain (5) 

Insignificant (1) 1 2 3 4 5 

Minor (2) 2 4 6 8 10 

Moderate (3) 3 6 9 12 15 

Major (4) 4 8 12 16 20 

Catastrophic (5) 5 10 15 20 25 

Figure 2. Risk score matrix. 

Risk rating makes evaluation of the risk easier to reference to other risks in an Area or 
another part of the organisation.  This standard approach supports consistent risk scoring; 
providing a systemic framework by which to identify the level at which risks will be managed, 
prioritising remedial actions and the availability of resources.  

Risk rating also allows the Trust to set its risk appetite, informs escalation processes 
including the urgency of action to mitigate the risk and clarifies ownership, reporting and 
oversight.  
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Risk Management Approach 
The Trust’s processes for managing risk include several steps (see Figure 3) and reporting 
lines outlined below. 

 Local risk assessments.  In the first instance staff and services are provided with 
training and tools to manage risks at a local level (e.g. project programmes, patient 
specific/clinical risk assessments, health and safety risk assessments).  In the 
majority of cases these are managed to an appropriate level within a service or team.  
These assessments will be communicated to the applicable staff and other groups of 
people affected, and records kept locally, for information and auditing purposes.  In 
situations where significant risks are encountered (e.g. those outside of a team’s 
control or might have an impact outside of the immediate team/service) the risk 
assessment is escalated to the applicable Corporate / Area Governance meeting for 
consideration on the Trust’s Risk Register.  

 Escalating significant risks on the Risk Register.   The Trust uses a web based 
risk management system (i.e. Datix) for the reporting of risks.  The system enables 
risks to be developed, reviewed, updated and closed online.  Reports can be 
generated from the Risk Register; providing live analysis, oversight and assurance 
about the Trust’s significant risks.  Each Corporate or Area Governance meeting will 
review new risks from their directorate, and review all existing risks applicable to their 
Area/Division each month, ensuring records are maintained and updated as per the 
Risk Management Policy.  Corporate and Area Governance meetings, and specialist 
groups/committees (e.g. Health & Safety Committee, Infection Prevention & Control 
Committee) will report on their risks through the Trust’s Quality Governance 
Structure.   

 Reporting on the Risk Register.  The Risk Register is based on an online system 
called Datix and includes different types of risks, including operational risks relating to 
a service or department, risks from corporate services, and thematic risks which 
cover a Trust wide theme or risk (e.g. workforce, IT infrastructure).  Datix is used to 
generate analysis, enabling bespoken and regular reports.  Regular reports on the 
Risk Register, include: 

o Monthly data, on all operational risks with a current risk score of 15 or higher, 
for performance indicator reports (PIR) to the Board. 

o Monthly ‘12+ Risk report’s on all risks with a current score of 12 or higher to 
the Trust-Wide Governance Group (TWGG) and Executive Committee. 

o Quarterly Risk Analysis reports to TWGG and Audit committee. 

o Quarterly Risk Oversight Group (ROG). 

o Yearly review of the whole risk register. 

o Risk data informing the generation of the BAF. 

o Reports on specific types of risks for specialist groups and committees (e.g. 
Medicines Management Safety & Governance Group). 

 Board Assurance Framework.  The BAF uses data from the Risk Register, and 
information escalated up through the Trust’s Quality Governance Structure, to inform 
the Board regarding any risks that may impact on delivery of the Trust’s Strategy 
objectives.   
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The BAF informs the Board where the delivery of strategic objectives is at risk due to 
any gaps in control and/or assurance. Any significant gaps can then be identified, 
remediate action taken, and where appropriate additional measures implemented.  
This allows the Trust to respond rapidly and effectively, ensuring the safety of 
patients and staff. 

The Trust Board undertake a high level review of the BAF on a quarterly basis.  Each 
risk on the BAF has an identified risk owner, who is responsible for managing and 
reporting on the overall risk. The level of responsibility and seniority of risk owners is 
expanded within the Risk Management Policy.  The Audit Committee carries out a 
quarterly detailed review of the BAF to assure the Trust Board that it is being 
monitored, gaps in controls identified, and processes put into place to minimise the 
risk to the organisation. 

 

 

 

Figure 3.  Overview of Risk Management Escalation in SCFT. 

Escalation 

The Board assurance and escalation framework describes the Trust’s Quality Governance 
structure enabling risks and issues to be managed at the appropriate level within the Trust, 
ensuring there is a committee/group or meeting with responsibility for providing assurance 
that risks have been suitably and effectively identified, assessed and documented.  This 
includes processes for the initial and ongoing review of risk scores, adequacy of controls, 
supporting action plans, agreement of target scores and timeframes and confirmation of the 
correct recording of the risk on the Datix system.   

The committee/groups are also responsible for ensuring that all controls and actions are 
proportionate and implemented effectively.  
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The organisational management of risk forms part of the Trust’s overall approach to 
governance in accordance with board governance and escalation framework, summarised in 
Figure 4 below 

 

Figure 4.  Overview of risk escalation and accountability 

Risk Appetite  
This Trust’s Risk Management Strategy sets out the process for determining the Trust 
Board’s appetite for risk and how the appetite is implemented into day to day risk 
management processes across the whole organisation. Risks throughout the organisation 
are managed within the Trust’s risk appetite, or where this is exceeded, action taken to 
reduce the risk.  

Periodically the Board reviews it’s appetite for taking or accepting risks, against established 
risk domains (source: Good Governance Institute), and publish an appetite statement as part 
of the Risk Management Strategy.   

Definition of Risk Appetite 
‘The amount of risk that an organisation is prepared to accept, tolerate, or be exposed to at 
any point in time. ‘                                     (HM Treasury - ‘Orange Book’ 2006)  

The risk appetite of the Trust is the decision on the appropriate exposure to risk it will accept 
in order to deliver its strategy over a given timeframe.  In practice, an organisation’s risk 
appetite should address several dimensions:  

 the nature of the risks to be assumed;  

 the amount of risk to be taken on; and 

 the desired balance of risk versus reward. 
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Determining Risk Appetite 
The following risk domains and appetite scores (see Table 1) are used to determine the 
Board’s appetite for taking or accepting different types of risk, using guidance from the Good 
Governance Institute.  Determining the Board’s risk appetite provides direction and guidance 
to risk owners on the extent to which different types of risk can be accepted, mitigated, or 
avoided. 

 Risk to Business Continuity 

 Risk to Business Growth 

 Risk to Finance 

 Risk to Innovation 

 Risk to Patient Safety 

 Risk to Quality 

 Risk to Regulatory Compliance 

 Risk to Workforce 
 

Score Appetite Level Descriptor Described as:  

1 No appetite Avoid The avoidance of risk and uncertainty is a key organisational 
objective.  

2 Low appetite Minimal The preference for ultra-safe delivery options that have a low degree 
of inherent risk and only for limited reward potential.  

3 Moderate 
appetite 

Cautious The preference for safe delivery options that have a low degree of 
inherent risk and may only have limited potential for reward.  

4 High appetite Open Open and being willing to consider all potential delivery options while 
also providing an acceptable level of reward (and value for money). 

5 Significant 
appetite 

Seek Eager to be innovative and to choose options offering potentially 
higher business rewards (despite greater inherent risk).  

6 Significant 
appetite 

Mature Confident in setting high levels of risk appetite because controls, 
forward scanning and responsive systems are robust. 

Table 1.  Risk Appetite levels 

Trust Statement on Risk Appetite  
“The Trust recognises that its long term sustainability depends upon the delivery of its 
strategic objectives and its relationships with its patients, the public and strategic partners. 
As such, the Trust will not accept risks that materially impact on patient safety.  However the 
Trust has a greater appetite to take considered risks in terms of their impact on the 
organisation and its reputation.  The Trust has greatest appetite to pursue innovation and 
challenge current working practices where positive gains can be anticipated, within the 
constraints of the regulatory environment.”   

Trust’s Risk Appetite 
Risk appetite can apply to a wide variety of risks and opportunities and within some appetite 
domains, the Board risk appetite sits across several appetite levels (e.g. Finance) and 
individual risks or opportunities should be reviewed individually.   
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Executive Directors have oversight of the groups and committees informing the Trust Board, 
and it’s sub-committees.  The Executive Directors provide direction and challenge on risks, 
ensuring any deviation from the Trust’s appetite for risk is appropriate and/or highlighted 
where applicable. 

The risk appetite is used when reviewing the Risk Register to ensure that the Trust is 
managing, accepting, and holding risks inline with the Board’s risk appetite.  The risk appetite 
is used to inform risk management training and guidance (e.g. the types of risk the Trust is 
prepared to accept and those which may need greater levels of control and assurance). 

Assurance of Risk Management 
The designated assurance committees (see Appendix 1) of the Trust Board are the Quality 
Improvement Committee (Quality Risk), the Resources Committee (Financial Risk), and the 
Audit Committee (internal audit).  Each committee will have Terms of Reference (ToR) which 
details the committees’ scope, responsibilities, membership, and reporting functions.   

It is the responsibility of the assurance committees to report to the Trust Board any new 
risks, gaps in assurance or management control, and positive assurance on an exception 
basis.  If a significant risk to the Trust’s service delivery or gap in control/assurance is 
identified then this should be reported immediately via the Executive Directors. 

As part of the Quality Governance structure the Trust has a Risk Oversight Group who: 

 Support and provide strategic oversight of the Trust’s risk management systems.   

 Provide assurance on the control systems for managing risk. 

 Ensure that the Trust’s Risk Register informs the BAF. 

Within the Quality Governance Structure there are specialist, area, and corporate groups and 
committees who review and report on risks applicable to their work streams.     

If at any time performance reporting and risk management processes indicate that the Trust 
will not meet a current or future regulatory requirement/target then the Board must notify 
NHS England/Improvement via an exception report. 

All leads with responsibility for elements of risk will ensure appropriate assurance systems 
are applied.  Examples of internal assurance include committee monitoring reports, self-
assessment processes, internal audit reports and the Trust’s monthly and annual risk 
reports.  External assurance examples include CQC assessment outcomes, reports from 
NHS Improvement and external audit outcomes.        

Monitoring Compliance 
The Audit committee will oversee an annual audit of compliance with the Trust’s risk 
management processes. The audit will include assessment of the effectiveness of 
governance structures including high-level committee review of the risk register.     

TWGG will monitor the effectiveness of quality governance committee structures, including 
compliance with their agreed terms of reference and ensure oversight of those committees 
risk management and escalation standards. 
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Reports on risk management and the effectiveness of the Risk register are reported upon to 
the Board and it’s sub-committees. 

Independent audits of the Trust’s risk management processes are undertaken annually and 
the findings reviewed by the Audit Committee.  
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Risk Management Policy 

 
 
 

2021/2024 
Version 5.2 
 
Month & Year of Ratification  
 
This document remains valid whilst under review 
 

TARGET AUDIENCE (including temporary staff) 

People who need to know this 
document in detail 

Executive Directors 
All Directors, including Clinical, Area and 
Associate and Deputy Directors 
Senior Managers who are responsible for 
managing risks.  
Area Heads of Nursing and Governance 
All Chairs of committees, groups or meetings 
with responsibility for risk. 

People who need to have a broad  

understanding of this document 

All Managers including seconded managers 
from other organisations and Partnership 
Managers.  

People who need to know that this 
document exists 

All staff including seconded staff from other 
organisations. 

 

Policy Author/ 
Reviewed by: 

Safety and Risk Manager 

Approved by: Trust Wide Governance Group / 
Executive Committee 

Date: 5 January 2021 /    
11 January 2021 

Ratified by: Trust Board Date: 28 January 2021 

Expiry date: January 2024   
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VERSION CONTROL  

 

 

Record of Changes 

Date Version Changes / Comments  

09/06/17 2 Section 3.1 responsibility for oversight of development and 
maintenance of BAF now sitting with Trust Secretary 
(previously responsibility sat with Patient Safety and Risk 
Manager)  

10/10/17 3 Update of responsibilities and ownership sections to reflect 
recent operational structure changes.    

20/05/19 4.1 Update of risk management processes including: 
-New processes for opening/ closing risks 
-Reviewed timeframes for risk review 
-Review of groups/ committees roles and responsibilities 

17/12/2019 4.2 Names of groups/ committees updates to reflect current 
governance group/committee structure. 

18/11/2020 5 Aligning Policy with the Strategy (reviewed and updated at the 
same time) and rationalisation of policy content (reduction from 
32 pages to 28).  Addition of the risk appetite to the Policy 
(page 11) so that the review/evaluation of all types of risk on 
the Risk Register consider and aligned to the Board’s appetite 
for accepting or taking risks.  Changes also include amending 
the categories for closing risks.  The previous options of 
‘Target Score Met / Low Scoring Risks (Below 4)’ has been 
changed to Risk Accepted to indicate the risk is at an 
acceptable level (irrespective of whether the target score is met 
or if the target is higher than 4) and ‘Risk Accepted’ changed to 
‘Risk Tolerated’ to indicate that some risks may never get to 
their target scores or below 4.   
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INTRODUCTION 
Sussex Community NHS Foundation Trust (SCFT) is committed to promoting a culture 
that consistently reports, monitors and reviews risks that have, or may have the potential 
to prevent achievement of the Trust’s objectives and strategic goals.  The systematic 
management of risk is a key factor in achieving the provision of the highest quality care to 
patients. 

The Trust accepts that risks will always exist in healthcare and some risks can never be 
fully eliminated. Risk management is as much about exploiting opportunities as it is about 
managing threats, a certain amount of risk taking is inevitable and essential if the Trust is 
to achieve its objectives. Risk needs to be managed rather than avoided and consideration 
of risk should not stifle innovation. 

The Trust will use risk management to maintain and improve the quality of services of 
which it delivers and to ensure that the organisations key priorities and objectives are met.  
This will include regularly reviewing and updating this Policy to ensure it continues to be 
consistent with the Trust’s strategy and appetite for risk. 

Purpose 
The purpose of the Risk Management Policy is to detail the arrangements and delegation 
of responsibilities to implement the Trust’s Risk Management Strategy.   

In addition to the Risk Management Strategy and Policy, there are a range of policies and 
frameworks that support the identification and management of risk within the Trust.  These 
include: 

 Board Governance and Escalation Framework  

 Incident Management & Reporting Policy 

 Health & Safety Policy 

The Risk Management Policy has been developed to enable managers and those 
responsible for reporting and managing risks, to better identify, assess and control risks 
within their areas. It seeks to enforce ownership of risk and support staff with managing 
risks across all levels of the organisation. The Policy clearly defines roles and 
responsibilities, and provides example of best practice to help ensure that the risk 
management processes are effective. 

Policy Aims  
The aims of the Risk Management Policy are aligned to the Trust’s Risk Management 
Strategy and set out to:   

 Provide a framework and clear process for robust risk management at all levels within the 
organisation; 

 Establish clear roles, responsibilities and reporting lines for risk management across the 
Trust; 

 Support staff and managers to manage risks affecting their staff, services, 
patients/families/clients, and others. 
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 Embed risk management across the organisation, ensuring that the Trust’s risk tools (e.g. 
Risk Register, BAF) are relevant and reflect real risks across the organisation. 

Scope 
The policy applies to all of the Trust’s activities.  Where SCFT delivers services in 
partnership, the Trust will work closely with its partner agencies/organisations to establish 
clear governance systems that include clarification of risk management roles, 
responsibilities, reporting lines, and escalation routes.  

Definitions 
Table 1. Table of definitions 

Term Definition 

Assurance  The confidence the Trust has, based on sufficient evidence, that controls are in 
place, operating effectively and its objectives are being achieved. 

Controls  Processes in place that reduce either likelihood or impact of risk 

Incident An unplanned untoward event, which has happened to, or occurred with patients, 
staff, or volunteers, the result of which is harm. 

Initial Risk The remaining level of risk after risk treatment and control measures are applied. 

Issue An actual event that has already occurred, or is still occurring, that may affect 
achievement of strategic or local objectives or generate other risks. 

Near Miss An unplanned untoward event that did not result in harm, injury or illness, but had the 
potential to do so. Preventative change to procedure, process or systems may 
prevent an incident from occurring in the future. 

Risk The potential of an event occurring with the combined likelihood and consequence of 
harm, injury, damage, or loss occurring or affecting the achievement of the Trust’s 
objectives or strategic goals. 

Risk Appetite The amount and type of risk an organisation is willing to take in order to meet its 
strategic objectives.  

Risk Assessment The process of assessing the likelihood of something happening (frequency or 
probability) and the consequence if the risk actually happens 
(impact or magnitude) 

Risk Management The systematic identification, assessment, analysis and monitoring of risk. 

Risk Profile The nature and level of threats faced by an organisation.  

Risk Register A central dynamic repository for the recording of identified risks and their mitigation 
plans to enable the Trust to understand its risk profile. 

Target risk score The amount of risk that is accepted or tolerated, or the level that has been decided to 
manage a risk down to. 

Thematic risk Trust wide themed risks, owned by Executive leads.   

Responsibilities  
The Trust’s management of risk forms part of the Trust’s overall approach to governance 
and specific responsibilities are outlined below.  

The Chief Executive, as Accountable Officer, has overall responsibility for risk 
management and for ensuring the Trust has a Strategy in place to provide a 
comprehensive system of internal control, and systemic and consistent management of 
risk.  They will delegate specific roles and responsibilities to Executive Directors / Senior 
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Managers to ensure risk management is co-ordinated and implemented equitably to meet 
the Trusts objectives. 

The Medical Director has delegated board level responsibility for ensuring that all risk and 
assurance processes are devised, implemented and embedded.  They are responsible for 
reporting any significant issues, arising from the implementation of the Risk Management 
Strategy and Policy, to the Chief Executive and Executive Team, so that remedial action 
can be taken.  

The Chief Operating Officer is responsible for the operational delivery of the Trust’s 
services, and as such holds the executive level ownership for risks relating to the delivery 
of operational services.  

The Trust Secretary is responsible for overseeing the management and maintenance of 
the Board Assurance Framework (BAF) and ensuring the Board follows due process.  

The Associate Director of Quality and Safety is responsible for oversight of the risk 
management processes and early engagement in projects/activities where risk may 
present.   

The Safety & Risk Manager, reports to the Associate Director of Quality and Safety, and 
is responsible for ensuring the development and implementation of Risk Management 
Policy across the Trust, ensuring that risk management processes are effectively 
coordinated, implemented and monitored. This responsibility incudes: 

 Maintenance of the Risk Register as an active document with clear monitoring of mitigation 
and action plans.  

 Supporting the implementation of the Trust’s Risk Management Strategy and Policy 
(including the provision of advice and training). 

 Overseeing and reporting on risk management compliance requirements. 

Senior Managers are responsible for identifying risks, ensuring these are documented 
and appropriate mitigations, reporting and governance arrangements are applied.  

All staff are accountable for the quality and safety of the services they deliver.  All staff 
must comply with identified standards and safe systems of work specific to their roles, 
whether identified in national, professional or Trust policy, procedures and guidelines. 
They will report quality issues, however caused, through identified channels to ensure 
prompt action can be taken using existing reporting systems within the Trust.   

Communication and Escalation of 
Risk 
The Trust has a Board Assurance and Escalation Framework, supported by a Quality 
Governance structure of groups and committees (see appendix A), ensuring that 
information about risks is communicated and where applicable escalated to the Board.  
Each group and committee has a Terms of Reference (ToR) which details the 
group/committees’ scope, responsibilities, membership, and reporting functions.   

08
b 

R
is

k 
M

an
ag

em
en

t P
ol

ic
y

20
21

 v
5.

2

Page 117 of 140



 
 

   
 Page 7 of 29 
 

The Trust’s processes for managing risk include several steps (see Figure 1) and reporting 
stages outlined below. 

 Local risk assessments.  In the first instance staff and services are provided with training 
and tools to manage risks at a local level (e.g. project programmes, patient specific/clinical 
risk assessments, health and safety risk assessments).  In the majority of cases these are 
managed to an appropriate level within a service or team, and risk assessments may be in 
individual paper or electronic formats.  These assessments will be communicated to the 
applicable staff and other groups of people affected, and records kept locally, for 
information and auditing purposes.    

 Escalating significant risks to Corporate / Area Governance.   In situations where 
significant risks are encountered (e.g. those outside of a team’s control or might have an 
impact outside of the immediate team/service) the risk assessment is escalated to the 
applicable Corporate / Area Governance meeting for consideration on the Trust’s Risk 
Register.  The Trust uses an online Incident and Risk Management Software system called 
Datix for the organisation’s Risk register.  New risks are drafted on the Risk Register, 
before approval, amendment, or rejection by the Corporate / Area Governance meeting.  
Governance meetings are responsible for:  

o Reviewing any new risks, ensuring each new entry has: sufficient information to 
describe the risk accurately, appropriate mitigations and assurances in place, 
consistent risk scoring, and a plan of action to eliminate or reduce the risk to an 
acceptable level before approving on the Risk Register.  Once approved the status 
of a risk will be changed from Draft to Live.  Alternatively, draft risks will be retained 
until the risk entry is at an acceptable standard to be approved or rejected if no 
longer relevant.  Corporate / Area Governance meetings are responsible for 
ensuring any risks are reported in a timely fashion. 

o Reviewing existing risks to ensure they are regularly updated to reflect the current 
circumstances surrounding the risk and highlighting any significant changes.   

 Reporting on the Risk Register.  Risks on the Risk Register are reported upon to various 
groups and committees to ensure senior managers and Directors are informed about the 
risks and challenges facing staff and services.  Risk reports can be generated by all 
managers within the Trust, using the Dashboard and Report functions within Datix, and 
regular reports generated by the Safety & Risk Manager, include: 

o Monthly data, on all operational risks with a current risk score of 15 or higher, for 
performance reports to the Board. 

o Monthly ‘12+ Risk report’s on all risks with a current score of 12 or higher to the 
Trust-Wide Governance Group (TWGG) and Executive Committee. 

o Quarterly Risk Analysis reports to TWGG and Audit committee. 

o Quarterly Risk Oversight Group (ROG). 

o Yearly review of the whole risk register. 

o Risk data informing the generation of the BAF. 

o Bespoke Reports on specific types of risks for specialist groups and committees. 

 Board Assurance Framework.  The BAF uses data from the Risk Register, to inform the 
Board regarding any risks that may impact on delivery of the Trust’s Strategy objectives.   
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The BAF informs the Board where the delivery of strategic objectives is at risk due to any 
gaps in control and/or assurance. Any significant gaps can then be identified, remediate 
action taken, and where appropriate additional measures implemented.  This allows the 
Trust to respond rapidly and effectively, ensuring the safety of patients and staff. 

 

Figure 1.  Overview of Risk Management Escalation in SCFT. 

RISK MANAGEMENT PROCESS  
The Trust uses the International Standard for Risk Management ISO31000 as the basis for 
its risk management process. The process of managing a risk is detailed below. 

Risk Identification  
The early identification of risks will help minimise the severity and likelihood of risks, 
helping to improve the quality and safety of SCFT services.  The early identification of risks 
is achieved through the following measures. 

 Risk assessments should be carried out on all business cases, project plans, and quality 
and cost improvement plans to forecast any potential risks.  Unless a specific template or 
proforma is available, assessments should be completed on either: the Trust’s Risk 
Assessment template (Appendix B) or directly into Datix. 

 Any issues or risks should be escalated to Corporate / Area Governance meetings or the 
applicable specialist governance group/committee (see Appendix A). 

 Risks can also be identified through a variety of mechanisms; including: analysis of 
metrics/data/findings by groups/communications, findings from investigations, gap analysis 
of competencies or NICE recommendations, or as a result from internal or external audits.   
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Risk identification should be inclusive of all activities, regardless of whether or not they are 
under the control of the Trust. 

Thematic Review of Risks  

Where strategic risks and/or trust wide risk themes are identified (e.g. through the Trust’s 
Quality Governance group/committee reporting structure, annual reports on risk 
management) Thematic Risks will be generated.  Each thematic risks is owned by an 
Executive Director and the risk score and narrative for each risk informs the BAF.  
Thematic risks should be reviewed and updated at least monthly. 

Subject Specific Risks 

 Health and Safety Risks: Due to their specific nature, health and safety related 
risks are recorded on the appropriate health and safety risk assessment form and 
retained locally. Health and safety risks scoring 8 or more should be escalated to 
Area management teams or Director level for review and escalation onto the Risk 
Register.  

 

 Patient Clinical / Individual Risks: Clinical risks and those relating to individuals 
will be held locally using the appropriate clinical assessment form/documentation 
and will not be entered onto the Risk Register.  

 

 Project / Programme Risks: Project / Programme risks are typically recorded on 
the projects risk documentation/log. Project sponsors must report any significant 
risks (e.g. those scoring 12 and above), aggregated risks, or project/programme 
delivery risks that could impact areas outside of the project scope, onto the Risk 
Register. 

Opening a risk on the Risk Register 
All managers are assigned access to Datix by the Datix team, who are part of the Quality 
and Safety Department.  Staff can raise access enquiries, or requests for 
guidance/training, to the team by emailing: SC-TR.RiskManagement@nhs.net .  

When assessing any new or existing risk managers should consider any impact or affect 
on protected characteristics, for either staff, patients, or any other groups of people or 
individuals applicable to the risk.  Equality impact assessments should be completed inline 
with the Trust’s Equality and Diversity Policy & Procedure and any policies or procedures 
relating to the subject of the risk.   

When a new risk is generated on Datix for the first time, it will automatically sit as a draft 
risk, until the status is manually changed to Live.  This is to ensure, that risks are reviewed 
at the appropriate level before being entered onto the live section of the Risk Register.  

Before inputting a risk onto the Risk Register, key information and details will be needed to 
ensure that the risk entry has sufficient information (see table 2) to inform senior managers 
and directors. 

Table 2.  Level of detail required on risk entries 
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Risk Field Level of detail required 

Title and 
Description 

A clear concise title and description supports efficient communication of the 
challenges to those who may not be as familiar with the risk or service.  The risk 
description must include the exact location of the risk and / or where the risk has 
originated.  In the first instance all acronyms and abbreviations must be written 
out in full.  

The Trust’s standard for describing risks is to define risks in relation to the 
cause, event and effect.  Describing risk in this way enables effective controls, 
actions or contingency plans, to be put in place to reduce the likelihood of the 
risk materialising.   

The risk description must include the: 

 The Cause-the problem or issue that ‘could’ cause the risk to happen.  

 The Effect -the result of something that will happen if we do nothing 
about the risk  

 The Impact -the wider impact of the risk on the objectives if we do 
nothing (e.g. what is the impact for the patient?) 

See Appendix C for additional guidance on writing staffing / inpatient risks. 

Risk Owner The risk owner is the accountable person for the risk.  Initially the Risk Owner 
and the Manager assigned to the risk may be the same person.  Where higher 
risk scores are assigned to risks, the seniority of the risk owner (refer to table 4) 
may change to ensure appropriate accountability for the risk within the Trust’s 
Quality Governance structure. 

Manager 
assigned to the 
Risk 

The manager or lead with operational responsibility for managing the risk within 
the Trust.   

Underlying 
Issues 

Identify any causation factors, so that underlying themes and aggregate risks 
can be identified. 

Area for Review Identify any groups or committees that may need to be sighted on the risk (e.g. 
Patient experience group, Estates SMT). 

Key Dates Ensure that risks are reviewed inline with the review frequencies in table 4.  
Whenever managers access Datix, any risks (where they have been assigned 
responsibility) will be listed on their ‘To Do List’ with the review dates listed. 

Risk Appetite Identify the type of risk being taken by the Trust.  This supports senior managers 
when assessing whether risks and opportunities are aligned with the Trust’s 
appetite for taking or accepting risks.   

Strategic and 
Local objectives 

Identifying the objectives potentially affected by the risk will enable staff to 
recognise and manage potential risks, threats or opportunities. Risks must be 
assessed and evaluate within the context of these objectives. 

Controls Detail the processes in place that reduce either the likelihood or impact of the 
risk.  For example: on a ward the likelihood of drug errors is reduced by staff 
conducting the rounds wearing a sash/tabard clearly showing that they are not 
to be interrupted. 

Assurances The confidence the Trust has, based on sufficient evidence, that controls are in 
place and operating effectively.  For example: what reports or tools inform 
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Risk Field Level of detail required 

managers if the risk is being managed or not?   

Typical assurances include: using metrics on Scholar or KLoE reports to 
highlight any staffing issues, and reviewing incidents and complaints to check 
for any emerging themes or quality concerns. 

Further Actions 
required to 
achieve target  

Detail what actions or measures are realistically required to eliminate or reduce 
the risk to an acceptable level.  These will then determine the ‘Target Score’ and 
‘Anticipated Target Score Date’. 

Risk Scores Having identified and described the risk, the next step is to assess the risk. This 
allows for the risk to be assigned a risk score which determines what actions (if 
any) need to be taken (see table 3 for recommended levels of control). 

Risks are assigned a score based on a combination of the likelihood of a risk 
being realised and the consequences if the risk materialises (see guidance on 
scoring in Appendix D). The Trust uses three risk scores. 

 Initial Risk Score: This is the score when the risk is first identified and is 
assessed with existing controls in place. This score will not change for 
the lifetime of the risks and is used as a benchmark against which the 
effect of risk management will be measured. 

 Current Risk Score: This is the score at the time the risk was last 
reviewed in line with review dates. The current score will typically start at 
the same level as the initial risk score and as additional control 
measures implemented and greater assurances provided, the score will 
decrease towards the target risk score level. 

 Target Risk Score: states the score that is expected to be reached after 
the action plan and mitigating actions have been fully implemented to 
enable the risk to be reduced to a level that is tolerable or acceptable.  

 

Evaluating risks against the Trust’s risk appetite 

Most types of risk focus on negative impacts; which organisations try to avoid.  Risk 
appetite typically focusses on the positive opportunities of risks and determines the level of 
opportunities or risk that the organisation may be prepared to accept.   

Risk Owners of either: existing risks or when accepting new risks (e.g. opportunities from 
projects or change management) must ensure that any significant risks accepted by the 
organisation are inline with the Trust’s risk appetite.  The following points summarise the 
Trust’s risk appetite and to ensure compliance with the risk appetite it is important that all 
risks are reported inline with the governance reporting structure (see Trust Risk 
Management Strategy). 

 Risks to Patient Safety and Business Continuity: The Trust has a low appetite for 
patient safety risks and these types of risks need to be more closely controlled than others. 

 Risks to Quality: The most common type of risk on the Risk register, which the Trust has a 
high appetite for. 
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 Risks to Business Growth and Innovation: The Trust has a High to Significate appetite 
for these types of risks.  There is potential to take/accept many more (opportunity) risks 
linking into Business Growth or Innovation.  To a slightly lesser extent the same could be 
said for risks to Finance and Workforce. 

Where risks deviate from the Trust’s appetite for risk management, the Risk Owner must 
escalated the risk to the applicable Executive Director. 

Recommended levels of control and assurance 

Table 3 provides a summary of the recommended level of control and assurance routes for 
managing risks on the Risk Register.   
 
Table 3.  Level of control and assurance for risks on the Risk Register 

Current 
Risk 
Score 

Level Level of control Assurance 
Group / 
Committee 

1-6 Low 

 

In general, the Trust will tolerate all risks scored 6 or less, 
which do not require further mitigating actions; however 
they must be regularly assessed and monitored to identify 
any change in circumstances or scoring. 

Area 
Governance 

8-10 Moderate Regular review of the risk assurances and effectiveness of 
the control measures. 

Area 
Governance 

12 Further realistic additional control measures are required 
to reduce the likelihood or consequence of the risk 
occurring, with specific timescales and assurance 
monitoring. 

Should the implementation of further actions not be 
reasonably practicable, and the Risk Owner considers the 
level of risk as tolerable, the rationale for this must be 
justified and recorded. Frequent assessment must 
continue to occur, to determine whether any new 
practicable measures have become available.  

Executive 
Committee 

15-25 High Considerable resources may be needed to reduce the risk.  
Such resource will require decision of the Executive in 
order to develop a prioritised risk control programme. 

Board 

 
Both positive and negative assurances must be explained, which means that a clear 
description of what would be seen, known, and understood if the controls were effective or 
not effective in mitigating the risk. Risk Owners must ensure that any gaps in assurances 
are clearly identified, and that appropriate actions are taken to identify any gaps in the 
assurance processes.  

Reviewing and updating risks on the Risk Register 
Recommended minimum review periods align to the risk score (see table 4), though actual 
review periods are at the discretion of the Risk Owner, and in individual cases some risks 
may require more frequent reviews. Where a risk may require less frequent reviews, than 
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the recommendations this should be approved (and documented when agreed) at the 
relevant governance meeting.  Thematic risks inform the BAF, and must be reviewed at 
least monthly so that they are regularly maintained and updated for the Board to review. 
 
Table 4. Level of ownership and review for risks on the Risk Register 

Current 
Risk 
Score 

Level Risk Owner Recommended 
Review 
Frequency 

Assurance Group / 
Committee 

Accepted 
risk  

Low 
 

Local Manager Annual Review Area Governance 

1-6 Local Manager Six Monthly 
Review 

Area Governance 

8-10 Moderate Deputy Area Director Two Monthly 
review 

Area Governance 

12 Area Director / Area Nurse 
/ Area Clinical Director 

Monthly Review Executive 
Committee 

15-25 High Executive Director Fortnightly Board 

 
The Risk Owner is the individual who is accountable and has overall responsibility for a 
risk; and may or may not be the same person as the Manager managing the risk on a day 
to day basis.  The Risk Owner must know, or be informed, that they are the owner, and 
accept this.  
 
Once identified, the Risk Owner takes leadership responsibility for the ongoing 
development and assessment of the risk, ensuring appropriate scoring, implementation of 
suitable and effective controls and that the risk is updated on Datix.  Risk Owners may 
delegate the day-to-day management of the risk, but retain overall accountability. 
 
When undertaking a risk review, managers should consider the following:  
 
Table 5. Considerations when reviewing risks on the Risk Register 

Consideration Review Question Action 

Risk Description Is the risk still the same or has it 
changed? 
 

Update the risk updated to reflect 
the new nature of the risk or if the 
risk has significantly changes 
close the existing risk and raise a 
new entry. 
Note any new compounding 
factors in the risk ‘Description’. 

If significant time has passed since the 
risk was realised; is it still the same 
risk?  And, if the Trust has been 
carrying the risk for a significant length 
of time, does the entry note the steps 
taken during that time? 
 

Either: close the risk and raise a 
new entry to reflect the current 
circumstances; or ensure the risk 
details the measures taken during 
the lifespan of the risk (Using 
‘Progress Notes’ for any historic 
information). 

Realisation of the 
risk 

Has the risk occurred? To what extent?   Review and update the current 
risk score.  . 
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Consideration Review Question Action 

Have there been related incidents, 
complaints or claims? Has the number 
of incidents, complaints or claims 
increased/decreased? 

Note if any incidents/complaints 
have actually occurred in the 
‘Description’. 

Effectiveness of 
existing and 
additional control 
measures. 

Are the controls put in place effective in 
reducing the risk?  Or are further 
control measures required? 
Have any timescale changed? 

Review and update the current 
risk score.   
Update the further actions 
required to reach the target score. 
Include any timescales for the 
additional controls measures. 

Completed Actions Have mitigating actions been 
completed? If so how effective are they 
in reducing the risk? 

Detail competed actions and 
progress made (to date). 
Review and update the current 
risk score.   

Current score Has the likelihood or consequence 
changed? e.g. following investigations 
or any new incidents/complaints or 
successful implementation of additional 
control measures? 

Review and update the current 
risk score.   
If the risk score changes, note the 
rationale within the ‘Description’, 
and update the Risk Owner (see 
table 4) accordingly. 

Specialist Groups and Committees review of risk management 

Specialist groups and committees within the Trust’s Quality Governance structure (see 
Appendix A) have responsibilities for risk management outlined with their ToR.  Managers 
and facilitators of specialist groups and committees can generator bespoke reports, so that 
each group/committee has oversight of the risks applicable to the group/committees work 
objectives.   

Subject specialist groups and committees should have a standing agenda item for 
reviewing risks, to review applicable entries on the Risk Register and: 

 Ensuring that discussions regarding risks are reflected on the Risk Register. 

 Providing assurance and escalating risks within the Trust’s Quality Governance structure. 

 Providing input to the owners and managers of risk entries, ensuring that risk entries 
continue to be relevant and accurate. 

Closing risks on the Risk Register 
Before closing a risk, Managers must ensure that risk entries are accurate, including the 
current risk score at the point of closure.  Any closed risk can be re-activated in the future.  

When closing a risk, managers will be asked to select from one of the following options.   

 Risk Accepted (Target Score Met or below 4).  This option should be selected where the 
risk has been reduced a level acceptable to the organisation.  An acceptable risk is typically 
where the risk has been effectively reduced to the agreed target or to a current risk score of 
four or below.   

 Risk Tolerated.  This option should be selected for risks with a current and target score 
above 4 or where the risk has been reduced to as low as is practicable, but has not 
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reached the target score.  The reasons behind the decision to tolerate the risk and why 
reaching the target score was not possible, must be detailed within the closing rationale. 

 Risk Eliminated.  This option should be selected for risks have been completely eliminated 
due to the permanent removal of the cause of the risk. 

 Risk Transferred.  When a risk is either transferred to another organisation or an existing 
risk entry is combined with another live risk, then the risk transfer option should be 
selected.   

The closing option should be based upon the final current score of the risk and within the 
closing commentary the risk owner must detail whether or not the target score has been 
met and any outcomes from the further actions 

MONITORING COMPLIANCE  
TWGG will monitor the effectiveness of quality governance committee structures, including 
compliance with their agreed terms of reference and ensure oversight of those committees 
risk management and escalation standards. 
 
The Trust’s Quality Governance structure provides assurance (and escalates any gaps or 
issues) up to the Board, and it’s subcommittees, that the Risk Management Policy is being 
implemented effectively across the organisation.  
 
The Safety & Risk Manager monitors compliance with this policy and provides assurance / 
analysis on the Risk Registers effectiveness to the Executive Committee and Audit 
Committee.   
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Appendix A – Quality Governance Structure (Master copy displayed on the Pulse) 
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Appendix B – Risk Assessment Template (Master copy displayed on the Pulse) 

Risk Assessment 
 

Department Assessor Date 

   

Assessment title Review date 
  

Who may be harmed and how? 

 
 

 

Ref Hazard To Be 
Assessed 
 

How Might 
Persons Be 
Affected 

Existing Measures In Place 
 

PLR PSR RR Control Measures To Be 
Implemented To Reduce Risk 
Further  

Timeframe 
and lead 

 
 
 
 
 
 
 

        

  
 
 
 
 
 
 

 
 
 
 
 
 
 

 
 
 
 
 
 
 

     

Potential Likelihood Rating (PLR) 1-5 X Potential Severity Rating (PSR) 1-5 = Risk Rating (RR) 1-25     
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Ref Hazard To Be 
Assessed 
 

How Might 
Persons Be 
Affected 

Existing Measures In Place 
 

PLR PSR RR Control Measures To Be 
Implemented To Reduce Risk 
Further  

Timeframe 
and lead 

 
 
 

 
 
 

 
 
 
 

 
 
 
 
 
 
 
 
 
 

        

 
 

Risk Assessment Review 

Review Date Assessor Designation Action 

    

    

    

 

 

 

Potential Likelihood Rating (PLR) 1-5 X Potential Severity Rating (PSR) 1-5 = Risk Rating (RR) 1-25     
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Appendix C – Guidance on writing a staffing / inpatient risk 

Risk Title:  High vacancies leaving risk in delivering consistent excellent care at (insert 
team / location) 
 
Risk Description: (Team) has a range of staffing issues in relation to recruitment and 
retention which impacts on the ability of the ward to fill the safer staffing template and 
maintain consistency in delivering care. 
 
Within the description provide relevant metrics (see below) and context:  

 Fill rate for registered and non-registered staff (incl. date the data was pulled) 

 Vacancy rate for registered and non-registered staff (incl. date the data was pulled) 

 Number of beds + any additional beds opened for winter pressures, etc. 

 List any compounding factors, such as rural location, nearby acute hospital staff 
receive London waiting pay rates, etc. 

` 
Provide details of potential consequence of risk: (Linked to risk effects) 

 Adverse impact to patient and staff safety 

 Increased number of complaints. 

 Increased incident relating to patient safety 

 Staff may be unable to do 1:1 supervision or have “live” supervision.. 

 Mandatory and non-mandatory study leave may be cancelled. 

 Difficulty doubling up on visits to get competencies signed off 

 Staff stress levels increase- increase in staff sickness 
 
Controls (examples) *Must Reduce Likelihood or Consequence of Risk* 

 Use of temporary workforce- Bank and Agency 

 Block bookings of agency staff and temporary contracts available and offered. 

 Cross site covering in place 

 Weekly review of staffing and forecasting- workforce planning 

 Table top with HR reviewing staff direct and agency reliability. Robust recruitment 
programme in place  

 Daily escalation of unfilled shifts 

 All unfilled shifts going out to bank or agency are scrutinised and skill mixed 
accordingly  

 Daily Safety Huddle 

 Where appropriate Therapy staff are supporting  with Activities of daily living as part 
of the patients therapy goals 

 
Assurance (examples) 

 Daily Sit-Rep monitoring to monitor daily pressures and move resources when 
required/possible. 

 Scholar monitoring.  

 Sickness monitoring.  

 Complaints monitoring.  
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Appendix D – Guidance on calculating risk scores 

The risk score is determined by multiplying the risk consequence and likelihood scores to 
achieve a risk score out of 25 as per the table below. 
 

Likelihood x Consequence = Risk Score 
 

Risk Score Matrix 

Consequence: 

Likelihood: 

Rare (1) Unlikely (2) Possible (3) Likely (4) 
Almost Certain 
(5) 

Insignificant (1) 
 

1 2 3 4 5 

Minor (2) 
 

2 4 6 8 10 

Moderate (3) 
 

3 6 9 12 15 

Major (4) 
 

4 8 12 16 20 

Catastrophic (5) 5 10 15 20 25 

 
When assessing likelihood, it is important to take into consideration the controls already in 
place. The likelihood score is a reflection of how likely it is that the adverse consequence 
will occur.  Likelihood can be scored by considering: 

 frequency (how many times will the adverse consequence being assessed actually 
be realised?); or 

 probability (what is the chance the adverse consequence will occur in a given 
reference period?). 

The likelihood of a risk occurring is assigned a number from ‘1’ to ‘5’: the higher the 
number the more likely it is the consequence will occur. 

Table of Likelihood 

Descriptor Score Frequency Probability  

Rare  1 This will probably never happen / recur > 1 in 100,000 

Unlikely 2 Do not expect it to happen / recur but it may > 1 in 10,000 

Possible 3 Might happen / recur occasionally  > 1 in 1,000 

Likely 4 Will probably happen / recur but it is not a persistent issue > 1 in 100 

Almost Certain 5 Will undoubtedly happen / recur, possibly frequently  > 1 in 10 

 
The risk consequence score is based upon the descriptions within the table of 
consequences and must be based on the most reasonable foreseeable outcome. The 
Trust provides a number of domains for consideration; where multiple domains apply the 
highest scored consequence should be used. 
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Table of Consequences 

Domain: 

Consequence Score and Descriptor 

1 2 3 4 5 

Insignificant Minor Moderate Major Catastrophic 

Injury or harm 
Physical or 
Psychological 

No/ minimal injury 
requiring no / minimal 
intervention or treatment 

No Time off work required 

Minor injury or illness 
requiring intervention 

Requiring time off work < 4 
days 

Increase in length of care by 
1-3 

Moderate injury requiring 
intervention 

Requiring time off work of 4-14 
days 

Increase in length of care by 4-
14 days 

RIDDOR reportable incident. 

Major injury leading to long-
term incapacity/ disability 

Requiring time off work for 
>14 days 

Incident leading to fatality 

Multiple permanent 
injuries or irreversible 
health effects  

Quality of Patient 
Experience / 
Outcome 

Unsatisfactory patient 
experience not directly 
related to the delivery of 
clinical care. 

Readily resolvable 
unsatisfactory patient 
experience directly related to 
clinical care. 

Mismanagement of patient 
care with short term affects <7 
days. 

Mismanagement of care 
with long term affects >7 
days. 

Totally unsatisfactory 
patient outcome or 
experience including 
never events. 

Statutory 

Coroners verdict of natural 
causes, accidental death 
or open. 

No or minimal impact of 
statutory guidance. 

Coroners verdict of 
misadventure 

Breech of statutory 
legislation.  

Police investigation 

Prosecution resulting in fine 
>£50K. 

Issue of statutory notice. 

Coroners verdict of 
neglect/system neglect 

Prosecution resulting in a 
fine >£500K. 

Coroners verdict of 
unlawful killing 

Criminal prosecution  or 
imprisonment of a 
Director/Executive (Inc. 
Corporate Manslaughter) 

Business / 
Finance & 
Service 
Continuity 

Minor loss of non-critical 
service 

Financial loss of <£10K 

Service loss in a number of 
non-critical areas <6 hours 

Financial loss £10-50K 

Service loss of any critical area 

Service loss of non- critical 
areas >6 hours 

Financial loss £50-500K  

Extended loss of essential 
service in more than one 
critical area 

Financial loss of £500k to 
£1m 

Loss of multiple essential 
services in critical areas 

Financial loss of >£1m 
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Domain: 

Consequence Score and Descriptor 

1 2 3 4 5 

Insignificant Minor Moderate Major Catastrophic 

Potential for 
patient complaint 
or Litigation / 
Claim 

Unlikely to cause 
complaint, litigation or 
claim 

Complaint possible 

Litigation unlikely  

Claim(s) <£10k 

Complaint expected 

Litigation possible but not 
certain 

Claim(s) £10-100k 

Multiple complaints / 
Ombudsmen inquiry 

Litigation expected 

Claim(s) £100-£1m 

High profile complaint(s) 
with national interest  

Multiple claims or high 
value single claim .£1m 

Staffing and 
Competence 

Short-term low staffing 
level that temporarily 
reduces patient 
care/service quality <1day 

Concerns about skill mix / 
competency  

On-going low staffing level 
that reduces patient 
care/service quality  

Minor error(s) due to levels of 
competency (individual or 
team) 

On-going problems with levels 
of staffing that result in late 
delivery of key 
objective/service 

Moderate error(s) due to levels 
of competency (individual or 
team)  

Uncertain delivery of key 
objectives / service due to 
lack of staff 

Major error(s) due to levels 
of competency (individual 
or team)   

Non-delivery of key 
objectives / service due to 
lack/loss of staff  

Critical error(s) due to 
levels of competency 
(individual or team)   

Reputation or 
Adverse publicity 

Rumours/loss of morale 
within the Trust 

Local media 1 day e.g. 
inside pages or limited 
report 

Local media <7 days 
coverage e.g. front page, 
headline 

Regulator concern 

National Media <3 days 
coverage 

Regulator action  

National media >3 days 
coverage 

Local MP concern  

Questions in the House 

Full public enquiry 

Public investigation by 
regulator  

Compliance 
Inspection / Audit 

Non-significant / 
temporary lapses in 
compliance / targets 

Minor non-compliance with 
standards / targets 

Minor recommendations from 
report 

Significant non-compliance 
with standards/ targets 

Challenging report 

Low rating 

Enforcement action 

Critical report 

Loss of accreditation / 
registration 

Prosecution 

Severely critical report 
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Did you print this? Please ensure that you are accessing the most recent version.  

Visit: http://thepulse/our-trust/trustwide-policies-procedures/  

 

Equality and Human Rights Analysis 
(EHRA)  
Title(s):  Risk Management Policy  

 

Aims: This policy has been developed to enable managers and those responsible for 
risk reporting, to better identify, assess and control risks within their areas 

Evidence  

Please summarise any evidence about how the 
work may impact people either positively or 
negatively specifically linked to their characteristics. 
 E.g. performance or survey data; focus groups; 

PALS; incident reviews; NICE guidance; 
research; good practice; demographic data 

 Mark an ‘X’ in the columns for as many 
characteristics as are relevant 

Mark ‘X’ relevant characteristics 
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Positive impacts: 
The management of risks reflects positively for all  

 

           

Negative impacts: None identified          

Equality Analysis  
Please evaluate how the work may impact people with protected characteristics to meet 
the three aims (A-C) below, referencing any evidence identified above. If an aim is not 
relevant to your work, please explain why. 
Aim A. Eliminate discrimination – Please evidence if the work could unlawfully 
discriminate: 
Include who is discriminated (e.g. disabled adults) and how. Include detailed reasons if it is 
lawful 

None – any actions, etc. taken as a result of a risk (e.g. to manage/mitigate a risk) 
would be undertaken under other specific policies (e.g. Access Policy, Fire Safety 
Policy) relevant to the risk.    

Aim B. Advance equality of opportunity – Please evidence if the work: 

 Minimises disadvantage – Does the work address any poorer outcomes for 
particular protected groups? 

 Meets different needs – Does the work meet different protected groups’ social, 
cultural or other needs? 

 Encourages participation – Does the work target under-represented groups to 
increase involvement? 
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Aim C. Foster good relations – Please evidence if the work: 
 Tackles prejudice – Does the work increase contact between groups to reduce 

negative attitudes? 
 Promotes understanding – Does the work educate people about groups to change 

negative attitudes? 

Any actions implemented to manage/mitigate a risk (including: communication, training 
and increasing staff awareness) would be undertaken under other specific policies. 

Human Rights Analysis  

Mark ‘X’ against the relevant rights which are safeguarded (+) or breached  
(−) by the work:

 

+ − 

  

 Article 2. Right to life (e.g. The Deteriorating Patient policy, 
DNACPR or Clinical competencies) 

  

 

 Article 3. Prohibition of torture, inhuman or degrading treatment 
(e.g. Consent or Safeguarding) 

  

 

 Article 5. Right to liberty and security (e.g. Deprivation of Liberty 
or Restrictive Interventions) 

  

 

 Article 8. Right to respect for private and family life, home and 
correspondence  
(e.g. Confidentiality, health records, carer involvement, correspondence or 
staff leave) 

  

  

 

 Article 9. Freedom of thought, conscience and religion (e.g. End 
of Life Care or Prescribing) 

  

 

 Article 10. Freedom of expression (e.g. Patient information or 
Raising Concerns policy) 

  

 

 Article 12. Right to marry and found a family (e.g. Pregnancy 
testing procedure) 

  

Monitoring  

Please describe how any impacts will be monitored: (e.g. annual policy review, audit, 
performance metric) 

The policy will be monitored and reviewed 3 yearly.  

Outcome  

Choose the final outcome(s) a-d of the analysis with an ‘X’ and explain the reasons in 
the space below: 

 x (a) Continue the work Detailed reasons (copy this statement into your 
main paperwork and any committee papers –  
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  (b) Change the work this is what you want the decision-makers to 
see): 
The policy will not directly affect the work 
undertaken by services, only how risks are 
identified, reported, escalated, and managed.  
If/when a risk has elements of equality and 
diversity, the mitigations are managed under 
specific policies/procedures.  For example: fire 
safety risk in a hospital affecting wheelchair 
access (reported under this policy), would be 
risk assessed and mitigated under the Trust’s 
Fire Safety Policy. 

 

  (c)  Justify and continue the 
work 

 

  (d)  Stop the work 

 

Please score any risks to equality or human rights below and update your risk register: 

Consequence 
score: 

1    x Likelihood 
score: 

1   = Equality and Human Rights Risk 
Score: 

1 

 

Assurance Statement: I have reviewed the evidence with rigour and an open-mind 
and am satisfied there has been due regard to the need to eliminate discrimination, 
advance equality of opportunity and foster good relations, and there is compliance with 
Section 149 of the Equality Act 2010. 

Analysis Lead(s) names: Mark Plows  Date: 20/11/2020 
Reviewed: 4/1/2021 

Ratifying committee / body:   Board Date:  

Reviewer (office use): Jourdan Durairaj Decision:  Approved Date: 16/09/2019 

Improvement Plan  

Description of actions Date Person How will this be delivered? 

Add more rows if necessary    

Send this form along with your main paperwork for consultation to sc-tr.equality@nhs.ne 
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RATIFICATION CHECKLIST 

(Please note the ratification group is sighted on the ratification checklist only therefore it is to be completed 
comprehensively) 

Public Board – January 2021 
 

Agenda Item: The meeting administrator should be able to provide this 

Policy Title: Risk Management Policy 

Policy Author: Mark Plows, Safety & Risk Manager 

Presented By: Sara Lightowlers, Medical Director 

Purpose: Ratification  

 
 

Checklist for Ratification  

1. Reason for Review:  

  

a) New Policy 

 

Response 

No 

b) Revision/update to current Policy                                        Yes 

Please state the reason for 
updating e.g. compliance with 
new or updated legislation 

Policy due for update.  Policy aligned with the Risk 
Management Strategy and restructured to support 
staff/managers applying risk management / using the Risk 
Register. 

Please state briefly what 
amendments/updates were 
made, what section/page 
number and where they can 
be located within the 
document 

Policy restructured, including more guidance and direction 
for the management of risks on the Risk Register.   

No significant changes to risk management processes and 
minor additions include:  

 The addition of the risk appetite so that the 
review/evaluation of all types of risk on the Risk 
Register consider and are aligned to the Board’s 
appetite for accepting or taking risks. 

 Owners of risks to assess equality and diversity 
when reviewing their risks and refer to the Trusts’ 
Equality & Diversity Policy and Procedure 

 Thematic risks to be reviewed at least monthly, so 
that these risks are updated regularly for the BAF 
and the review frequency is aligned to the Board 
meeting frequencies. 

 Changes to the names of the risk closure rationale 
options, to indicate which risks have been accepted 
verses those that are tolerated. 

 Updated job titles and names of groups/committees.   
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c) Other – please state 

 

 

d) Review date due or expired (please state date) 

2. Summary 

 Please give a brief overview of the following: 

 

The purpose of the Risk Management Policy is to detail the arrangements and 
delegation of responsibilities to implement the Trust’s Risk Management Strategy.   

 

3. Format 

 
Has the standard SCFT template 
been used? If not, please refer to the 

Policies and Procedures page on the Pulse 
and download an up to date policy template. 

Yes  Comments: 

4. Consultation  

 Name Group Member Response 
Y/N 

Please state the consultation - who 
has been consulted on  (as per 
point 7 of the template): 

 

TWGG – December 2020 

ROG – December 2020 

Executive Committee – January 2021 

Y 

Y 

Y 

5. Dissemination/Implementation Process 

 

 

Policy to be communicated via the Pulse.  Regular workshops, and bespoke training, 
provides training and updates on the policy for leads and managers across the Trust.   

6. Cost/Resource Implications 

 Does this policy have any cost and/or resource implications? N – 
processes 
already 
established 

If Yes: 

Please provide details of the cost/resource implications: e.g. training, equipment, additional staff 

Systems and processes already in place, and the review/ update of this policy does not 
introduce or change existing cost/resource commitments. 

 

Has this been agreed by the accountable Director? 

Name:  

Job title:  

Date: 

Y/N 

7. Approval  

 
Please state the name of the Group 
that has approved this document? 

Name: Trust Wide Governance Group (TWGG) 
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Date of Group Approval: 
Date: 5 January 2021 

8. Equality Analysis 

 
 

Has the Equality and Human Rights 
Assessment (EHRA) form been 
completed by the author and sent for 
review to the Equality and Diversity 
team? 

Yes  

(please delete) 

Comments: 

 
Has the Equality and Diversity Team 
reviewed the policy and signed EHRA 
form? 

Yes/No Comments: 

9. Review  

 
Please state the timescale for review: 3 yearly (aligned with the Risk Management 

Strategy) 

 

 

 

DECISION OUTCOME AND RECOMMENDATIONS (to be completed after ratification) 

For completion by the Chair of the Group or Committee considering ratification. 

Is the Committee / Group satisfied 
and assured that due process has 
been followed in order to produce or 
review the Policy?  

Yes/No  

(please delete) 

Comments: 

Is the Committee / Group satisfied 
and assured with the consultation on 
the Policy?   

 

Yes/No  

(please delete) 

Comments: 

Does anybody (Group or individual) 
else need to be consulted prior to 
ratification? 

 

Yes/No  

(please delete) 

Please state who: 

Other Comments 

 
 
 
 

Outcome:  

Was the Policy Ratified?   

 

Yes / No  (please delete) 

Other comments: 

Including strengths and good practice. 
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Additional actions required for 
ratification: 

Must be SMART 

 

 

Signature of Chair: 

 

Print Name:  

Job Title: 

 

Date: 
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