
 

 
 

BOARD OF DIRECTORS – PUBLIC MEETING 

AGENDA 

Thursday 29 July 
Arundel Suite, Arundel Building, Brighton General Hospital, Elm Grove, 

Brighton, BN2 3EW 
10.00 – 12.15 

 

No. Approx. 
time 

Item  Director 

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

     

 10.00 Employee and Team of the Month awards Verbal Chair 

     

  MEETING ADMINISTRATION   

     

1 10.10 Welcome and introduction, apologies and 
declarations of interest 

Verbal Chair 

     

2 10.15 Minutes of the previous meeting 27 May 2021 Enclosure Chair 

     

3 10.15 Matters arising and actions log  Enclosure Chair 

     

  STRATEGIC ITEMS   

     

4 10.20 Board Assurance Framework and Corporate 
Objectives 
To note/approve 

Enclosure Chief 
Executive 

     

5 10.35 Purchase of Elm Grove SECAmb site 
To approve 

Enclosure Chief 
Finance 
Officer 

  PERFORMANCE   

     

6 10.50 Integrated Performance Report   
To review/discuss 

Enclosure 
 

Executive 
Directors 

     

  GOVERNANCE ITEMS    

     

7 11.30 FTSU Annual Report 
To note 

Enclosure Chief Nurse 

     

8 11.45 Health and Safety Annual Report 

To note 

Enclosure Chief 
Finance 
Officer 
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9 12.00 Guardian of Safe Working Annual Report 
2020/21 and Q1 2021/22 

To note 

Enclosure Chief 
Medical 
Officer 

     

 12.15 Close of Board Meeting   

     

  Date of next meeting: 30 September 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 27 May 2021 

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 

Kate Pilcher  Chief Operating Officer 

In Attendance 

Diarmaid Crean  Chief Digital and Technology Officer 

Caroline Haynes  Director of HR and Organisational Development 

Mark Swyny  Non-Executive Director (NED) Designate  

Zoe Smith  Trust Secretary (minutes) 

Apologies 

Sara Lightowlers  Medical Director 

Lesley Strong  Non-Executive Director (NED) Designate  

 

BoD 21/59 Employee of the Month Awards  

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

awards for March and April 2021.  

 

In attendance for this item were March employee of the month, Lisa Holford, Deputy Locality 

Matron, High Weald Lewes Havens Intermediate Care Unit, March team of the month, the Post 

COVID-19 Assessment Service, represented at the meeting by Anna Rodriguez, and April team of the 

month, the Specialist COPD Team (Central), represented by Joan Kilgarriff and colleagues. All were 

warmly congratulated and thanked for their efforts by the Board.  Kerry Hodson, April employee of 

the month, who was not able to attend, was also congratulated on her award and thanked for her 

efforts as Team Administrator/Patient Care Adviser of Diabetes Care for You.   

BoD 21/60 Welcome and introduction, apologies and declarations of interest  

PH welcomed members and 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 

governors and the public could pose questions via the link on the webpage.   

 

Apologies had been received from Sara Lightowlers, Medical Director.   

 

There were no declarations of interest.   

 

BoD 21/61 Minutes of the previous meeting on 25 March 2021 

The minute of the previous meeting were agreed as a true and accurate record.   
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BoD 21/62 Matters arising and action log  

The action log was reviewed and updated.  It was agreed to close actions marked as ‘Complete’ and 

BoD 21/35.  Members agreed BoD (COVID) 20/102 should be closed as the intent of the Long Term 

Plan would be reflected in future service specifications.       

BoD 21/63 Board Assurance Framework and Corporate Objectives 

Siobhan Melia (SM) introduced the item highlighting the Trust’s proposed corporate objectives 

including milestones for the first half of 2021/22.   Referring to national NHS financial architecture 

and operational planning guidance, SM stated while the first half of the year was similar to the 

previous year with a focus on COVID-19 recovery and vaccination, it wasn’t yet clear what the 

second half would will look like in terms of national finances and priorities.  

 

In relation to the Board Assurance Framework, SM said that: 

 There had been a change to the Workforce thematic Risk as although Trust-wide metrics 

were much improved, there remained areas of specific workforce risk.  

 The articulation of the System Fluidity thematic risk would be reviewed following the 

publication of the Health and Care Bill  later in the summer.  Despite the White Paper, there 

remained a number of unknowns in terms of governance and relationships.   

 The COVID-19 pandemic thematic risk had been updated to reflect the changing focus of the 

pandemic.  Despite the success of the vaccination programme, caution was still needed.   

 

In relation to the Digital thematic risk, NEDs referred to Committee discussions about data and asked 

whether there should be a greater emphasis on data risk going forward.  Diarmaid Crean (DC) stated 

that the thematic risk was being updated to reflect these.  

 

Action: Digital thematic risk to be reviewed to fully reflect data issues. 

 

Speaking as Chair of the Resources Committee, Stephen Lightfoot (SL) clarified that the Financial 

Sustainability risk score of 12 was made up of 3 (likelihood) x 4 (consequence) and said that the 

revised Estates Risk target date was more realistic.    

 

There was discussion of the targeted reduction in the Quality and Patient Experience from 12 to 6. 

Referring to Quality Improvement Committee discussions, Donna Lamb said that the risk would be 

reviewed and revised. Although national directions during COVID had impacted governance and 

assurance processes, these were now being re-established , along with a renewed focus on Quality 

Improvement, and although CQC inspection strategy was not yet known, future inspection of the 

Trust by the regulator would inform the risk scoring.   

Action: Quality and Patient Experience thematic risk to be reviewed to fully reflect patient 

experience issues. 

 

 

02
 2

10
52

7 
P

ar
t 1

 B
oa

rd
M

in
ut

es
 2

.0

Page 4 of 115



 

3 
 

Elizabeth Woodman, Quality Improvement Committee Chair, noted that the Committee would 

revisit the Patient Experience Strategy.  

 

Responding to a NED question about workforce resilience and risks/controls in specific teams, 

Caroline Haynes stated that the underlying workforce thematic risk was about having the right staff 

in the right places with the right skills.  The Trust would continue to focus on wellbeing and 

resilience, introducing quarterly staff surveys.  The operational risk register and processes for 

reviewing 12 plus risks ensured oversight of workforce risks in particular teams and the thematic risk 

in the BAF bought these together at an aggregate level.  CH committed to reviewing the Workforce 

thematic risk to ensure that it was explicit about risks and controls in specific areas.   

 

Action: Workforce thematic risk to be reviewed to ensure that it is explicit about specific risks and 

controls.  

 

There was discussion of the corporate objective on vaccination and whether this should be more 

specific and measurable.  Mike Jennings (MJ) highlighted a number of variables affecting what was a 

complex national programme with SCFT as the largest, but not the only, Sussex provider.  The Trust’s 

aim was therefore to support delivery of the nationally set target of offering a first dose of the 

vaccination to the adult population of Sussex by 15 July.   

 

The Chair raised three questions submitted by Beccy Cooper, an SCFT governor, prior to the 

meeting. In relation to a question about the end of the vaccination programme, MJ confirmed that 

the Trust would aim to deliver second doses to the adult population by the autumn.  In relation to 

overseas recruitment, CH said the Trust had not done any direct international recruitment for a 

number of years. However there was now a plan in progress, led by the Chief Nurse, to recruit 

between 50 and 70 overseas nurses. Donna Lamb (DL) highlighted that overseas recruitment was a 

long term programme and that there had been a significant increase in domestic applications for 

nurse training as a result of the pandemic. However it would take some time for this to impact on 

the supply of trained and experienced nurses.   DC provided clarification of the difficulties around 

ethnicity data collection for the Trust, particularly shared use of data with GPs which meant that 

SCFT staff could see data recorded on GP systems but the Trust could not report on it.  This was a 

complex issue which the Trust was working through with partners.   

 

The Board noted the progress made against the 2020/21 corporate objectives and the updated 

Board Assurance Framework and approved the corporate objectives for the first half of 2021/22. 

BoD 21/64 Integrated Performance Report – Month 12 

MJ introduced the Integrated Performance Report for Month 12 (March) highlighting a number of 

achievements as well as challenges, including the impact of the pandemic on waiting lists and other 

operational metrics.   

 

Quality Report 

DL presented the report highlighting two exceptions: 
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 MT267 pressure damage had breached a monthly ceiling but not the annual target.  This was 

being investigated and learning would go through the pressure ulcer prevention steering 

group and as well as being shared across all relevant services.  

 MT258 NICE guidance had been discussed at previous board meetings.   

Responding to questions from the Chair, DL said that the Trust had a low proportion of pressure 

ulcers relative to benchmark. Tissue viability was one the Trust’s main areas of care in peoples’ own 

homes and the monthly ceiling was one case of a pressure ulcer due to a lapse in SCFT care.  During 

March 2021 there had been two cases.   

DL also highlighted the Cdiff case attributed to SCFT care at Caravelle ward in Crawley and confirmed 

that the Root Cause Analysis would be shared with the acute provider.  In relation to hand hygiene 

metrics, DL said that previous reporting had not been correct.  The new Deputy Director of Infection 

Prevention and Control who was working with the performance team to ensure that the right metric 

was reported from June.   

Operational Performance Report 

Kate Pilcher (KP), Chief Operating Officer, introduced the report summarising the exceptions 

featured in the report including MT518 Time to Talk access, MT031 diagnostic waits <6 weeks and 

MT509 Looked After Children initial review.  KP referred to the Spotlight report which provided 

detail on the MT102 Referral to treatment  performance exception highlighting two services, Coastal 

MSK and Dental, where the impact of COVID was making meeting waiting list targets challenging.  In 

Dental, social distancing restrictions were limiting activity and there was also a challenge around 

capacity for general anaesthetic.  MSK needed more work to understand how to support service 

delivery and the implementation of Systm1.     

Workforce Report 

Caroline Haynes introduced the report highlighting improvements in metrics, particularly in sickness 

absence previously discussed by the Board, and the Spotlight report on the Trust’s recruitment 

pipeline, identifying the planned strategic approach to trainees and apprentices as part of the 

pipeline.   

There was discussion of the need to evolve metrics and of how to measure staff wellbeing.   CH 

confirmed that Trust measured and reviewed the stability rate (how long new recruits stay with the 

Trust) at an area/service level.   

It was agreed that the Executive Committee would discuss workforce metrics further and make a 

proposal to the Board, including consideration of staff wellbeing metrics used by other Trusts.   

Action: Workforce metrics to be reviewed by the Executive Committee.    

Martin Ensom, Lead Governor, submitted a question about why the Trust was reporting Total Staff in 

Post as not hitting the target when the numbers suggested it was.  MJ explained that this was 

because of the timeline and that it would be reset to reflect current performance.    
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Finance Report 

MJ presented the Finance Report highlighting improved Better Payment Practice Code performance 

notwithstanding work targeting the small handful of suppliers who submit invoices late, and good 

performance against the 2020/21 capital plan. The Trust had spent digital aspirant funding received 

late in the year however there had been slippage against entire available capital because of delays to 

the Brighton General Hospital redevelopment due to COVID.  He said that although agency spend 

had increased in recent months it remained a last resort and the reasons behind the increased spend 

were well understood – treating more people in ICUs and providing new beds in Brighton & Hove.   

The Spotlight report provided an overview of the Trust’s year end position with a reported £121k 

surplus against a planned £4,022k deficit for the year as a result of NHSE/I covering unfunded 

income at year end. However due to a technical prior year adjustment as part of consolidation of the 

Trust’s performance as part of the Sussex system control total a £869k deficit was recorded.  MJ said 

that the Trust had a healthy cash balance at the end of the year as a result of quicker cash payments 

through COVID.  

SL reported on Resources Committee discussions, noting the complexity of finances in NHS, and 

underlining the importance of the Trust having met its control total.  SL highlighted a 33% reduction 

in bank and agency staff usage in the month of April and the committee’s high level of assurance 

with the Trust’s processes around agency use.   

Trust Wide Risks  

There were no operational risks rated 15+ 

Responding to a question submitted by Lilian Bold, SCFT Governor, KP confirmed that the Trust had 

moved out of Salvington Lodge during is refurbishment, temporarily housing those beds in Iris Ward 

at Horsham Hospital.    

The Board noted the IPR.  

BoD 21/65 Self-Certification on compliance with NHS Provider Licence Conditions 

SM introduced the self-certification item noting in relation to CoS7(3) that the Trust had a 

reasonable expectation that the required resources would be available to deliver designated services 

during the year although contracts had not been signed due to the financial regime. Responding to a 

NED question about the certification on the training of governors, PH confirmed that the Trust had 

continued to communicate with governors during 2020/21 despite not being able to hold face to 

face meetings and governor feedback had been positive.   

 

The Board approved the Trust’s self-certification of compliance with Provider Licence conditions 

G6(3), FT4(8) and CoS7(3) and confirmed that it was satisfied that during 2020/21 the Trust had 

provided the necessary training to its governors to ensure that they were equipped with the skills 

and knowledge they need to undertake their role.  The Board authorised the Chair and Chief 

Executive to sign the self-certifications on its behalf, and agreed that these could be published on 

Trust’s external website (in line with condition G6(4)).      
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BoD 21/66 Infection Prevention and Control (IPC) Board Assurance Framework Summary 

DL presented the latest version of the IPC Board Assurance Framework (IPC BAF) introduced during 

COVID to provide assurance to the Board about the Trust’s compliance with IPC guidance.  DL said 

that the Trust was now reporting good assurance whilst remaining alert to the potential for a COVID 

variant of concern to impact on the Trust and its services and proposed that oversight of the IPC BAF 

moved to the Quality Improvement Committee with any exceptions and risks escalated to the Board.  

 

Responding to questions on the IPC BAF, DL confirmed that the Trust’s microbiology support 

contracts were being reviewed by the Deputy Director of Infection Prevention and Control and said 

that hand hygiene assurance was being strengthened, particularly in community services.  MJ 

clarified that while the Trust’s hand hygiene data was accurate, the way the information had been 

previously been reported was misleading. This was being reviewed.   

 

ACTION: Update on hand hygiene to be reported to the Quality Improvement Committee  

 

The Board noted the IPC Board Assurance Framework Summary and agreed that oversight of the IPC 

BAF move to the Quality Improvement Committee.  

BoD 21/67 Board Oversight of Disciplinary Policy 

CH introduced the report and outlined the background to the requirement under NHSE/I guidance 

for regular reports to the board about the Trust’s management of disciplinary issues.  

 

As context, CH said that so far in 2021 SCFT had just six formal disciplinary cases and that through 

the Workforce Race Equality Standard the Trust could monitor any disproportionate impact on 

BAME staff. CH then outlined her proposal that the Workforce Committee receive the most detailed 

reporting, with escalation to the Executive Committee and an annual report to the Board on themes, 

learnings and improvements to processes.   

 

There was discussion of the Board’s oversight role and it was noted that NEDs should receive 

assurance that the Trust treats staff subject to disciplinary proceedings in a way which is fair, 

reasonable and compassionate. The Board welcomed the report and it was noted  that there had 

been  incidences in other organisations of whistleblowers being disciplined.  CH committed to 

explore further how to provide assurance to the Board in relation to this as well as considering 

whether a named non-executive should receive more/more regular information as additional 

assurance.  CH also committed to look at including in the annual report, where staff change roles as 

an outcome of disciplinary proceedings and the ratio of complainant/subject of complaint moves.   

 

Action: CH to consider the detail of reporting to the Board in relation to the Trust’s management 

of disciplinary issues. 

The Board noted the paper.   

BoD 21/68 Mortality Report Q4 2020/21 
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DL introduced the item and Vivek Patil (VP), Deputy Medical Director, joined the meeting.  The 

report was summarised and VP highlighted that the mean average age of death was 87.23 years, 

older than the UK average.  VP stated that mortality in Q4 was always higher than other quarters 

and the Q4 2020/21 increase had been experienced across the South East Region.   

 

In response to a NED question about whether a patient who died having acquired COVID in a Trust 

bed would be counted as an avoidable death, VP said that it would count as a hospital acquired 

infection but whether it was deemed to be avoidable would depend on the circumstances of the 

situation.  VP highlighted the complexities of classifying COVID deaths noting that all deaths within 

28 days of a COVID positive test are required to be recorded as COVID, and of establishing where 

infection had been acquired where patients transferred to SCFT care from an acute provider.  Asked 

about the difference between COVID and respiratory tract infections (RTIs), VP said that other RTIs 

resulting in death included bacterial pneumonia, which may have occurred after COVID but was 

scientifically classified as pneumonia. However this would need to be reported as a COVID death if 

within 28 days of a positive test.  VP said that the Trust was looking into these issues in more detail 

and committed to include further information in Q1 2021/22 Mortality reporting.   

 

The Board noted the Mortality Report Q4 2020/21.   

 

BoD 21/69 Serious Incidents and RIDDOR Q4 2020/21 

DL introduced the item, taking the report as read and highlighting the Trusts’ relatively low rates of 

serious incidents (SIs) as well as the assurance given at the last Board meeting of robust processes 

including open reporting culture and internal challenge.  In relation to earlier discussion under the 

Quality Report, DL highlighted the pressure ulcer benchmarking against other Community Trusts 

contained in the report.  

 

NEDs thanked DL for the clear and helpful report and asked whether there had been any reduction 

in SIs as a result of COVID.  DL noted that social distancing had meant that patients and staff tended 

to be less mobile within the ward which had had a positive impact on SIs.  Learning and changes in 

practice, particularly around falls and pressure damage, had also had a positive impact  

 

The Board noted the Serious Incidents and RIDDOR report Q4 2020/1.   

 

BoD 21/70 Any Other Business  

The Chair confirmed that that no further questions had been received from the public or governors 

via the livestream.  He noted that the Board hoped to meeting in person for the meeting on 29 July 

and closed the meeting.   

Part 1 meeting closed.  
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.   
                                                                                                                                                                   

 

 

 
ACTION LOG – TRUST BOARD 29 July 2021 

 

 

ACTION 
REF. 

BOARD 
DATE 

ACTION WHO DUE 
DATE 

STATUS 

BoD 
21/63a 

27/05/21 Digital thematic risk to be reviewed to fully 
reflect data issues. 

DC Jul-21 It has been agreed that there is a separate 
thematic risk relating to data accuracy. This is 
being drawn up for inclusion in the BAF from 
September 2021.   

BoD21/63b 27/05/21 Quality and Patient Experience thematic risk to 
be reviewed to fully reflect patient experience 
issues. 

DL Jul-21 Complete. Part of continuous review of the 
thematic risk through Trust-Wide Governance 
Group and QIC.   

BoD21/63c 27/05/21 Workforce thematic risk to be reviewed to 
ensure that it is explicit about specific risks and 
controls. 

CH Jul-21 Complete.   

BoD21/64a 27/05/21 Workforce metrics to be reviewed by the 
Executive Committee.    

CH Jun-21 
 

Complete. Executive Committee reviewed 
Workforce Metrics on 14.06.21.   

BoD21/66 27/05/21 Update on hand hygiene to be reported to the 
Quality Improvement Committee  

DL Jun-21 
 

Complete. QIC received update on hand 
hygiene on 17.06.21.  

BoD21/67 27/05/21 CH to consider the detail of reporting to the 
Board in relation to the Trust’s management of 
disciplinary issues. 

CH Jun-21 Annual report on disciplinary issues added to 
Board Cycle of Business from January 2022 
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BOARD OF DIRECTORS - PUBLIC MEETING 
29 July 2021 

 

Agenda Item Number: 04 

 

Report Title: Corporate Objectives & BAF Report 
 

 

Purpose:
  

Approval  Assurance x Discussion  Briefing  

           

Summary:  
Corporate Objectives 
In May 2021 the Board endorsed corporate objectives for the first half (H1) of 
2021/22.  
 
This paper provides a report on delivery against each of the H1 corporate 
objectives as at the end of the first quarter (30 June 2021).   
 
Board Assurance Framework July 2021 
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.    
 
The BAF is reported quarterly at the first Board meeting in public following the end 
of the quarter.  
 

Recommendation:  

The Board is asked to: 

 note the progress made in the first quarter of 2021/22 against the Trust’s 
corporate objectives for the first half of the year;  

 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 
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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 2021-22.   
 

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 

 

  

2021/22 Half 1 Corporate Objective 1  

Assessing the health of our teams with a focus on wellbeing, 

inclusion, and place of work through implementation of the Healthy 

Teams 2 Checklist. (HRD) 

 

  

What we said we would do:  

Q1 Develop a revised Healthy Teams resource with engagement from 

operational managers on the content and format so that it meets the needs of 

teams. 

Q2 Roll-out the revised Healthy Teams resource and support 85% of managers 

to use it in their team. 

 

What we did in Quarter 1:  

 The Healthy Teams resource was developed through engagement with 

operational and corporate services and reviewed and approved by the Workforce 

Committee.   

 

  

Strategic Goal: Population Health 

Improve health and care outcomes for our communities 

 

  

2021/22 Half 1 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:  

Q1 Use insight gathered from ethnicity data completeness reports and 

discussions with services, develop a training package for staff to improve 

understanding of the importance of recording patient demographic data and 

how to ask sensitive questions.   

Q2 Complete scope and initiating data collection for planned equity audits and 

profiles. 

 

What we did in Quarter 1:  

 Insight gathering with operational areas and specific service has identified a 

number of different barriers to and complications in ethnicity recording.  

 Task and finish group agreed to develop solutions and further understanding.  

 Three equity audit/profiles agreed: Patient outcomes and Did Not Attends (DNAs) 

(Diabetes Care for You); demographic profile (special care dentistry); access 

(UTCs) 
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2021/22 Half 1 Corporate Objective 3 

We will continue to support the Sussex- wide vaccination programme 

by being the lead provider for vaccination centres across Sussex. 

Working with the Sussex programme we will be part of a system that 

aims both to vaccinate the entire adult population of Sussex, and 

within that aim, ensures that all segments of the population are 

supported and enabled to choose to be vaccinated (CFO) 

 

  

What we said we would do:  

Q1 Delivering a roving service in partnership with primary care through Phase 1 

for care home and housebound residents. 

Q2 Continuing to provide vaccination centres through Phase 2 (cohorts 1-12, 

first and second dose). 

 

What we did in Quarter 1:  

 Roving service successfully supported second doses for Care Home and 

Housebound residents for Primary Care Networks who chose to work with SCFT 

roving teams. 

 Support also given in Q1 to other roving work – vaccination visits to Traveller 

Community sites in West Sussex, Roving Team visit to a major West Sussex 

employer. 

 Continued first and second dose vaccinations in centres at Crawley Hospital, 

Eastbourne Welcome Building, Chichester Westgate Leisure Centre and the 

Brighton Centre. 

 Specific 'Quieter” low volume sessions run across centres in conjunction with 

Local Authority Community Officers to improve access opportunities 

 Successfully relocated Eastbourne Welcome Building site to Hampden Park. 

 In excess of 470,000 doses delivered through SCFT teams by end of Q1. 

 

 

Strategic Goal: Quality Improvement 

Foster a continuous improvement culture 

 

  

2021/22 Half 1 Corporate Objective 4 

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.  

Q1 Complete service specification for external support to deliver the project. 

Complete procurement exercise and appoint external supplier.   

Q2 Understand and agree, for each service in scope, optimal or target wait times, 

evidence based and supporting optimal patient care.  Set up systems that 

support the new processes and methodologies to enable capture of wait 
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times data in line with agreed definitions. 

 

What we did in Quarter 1: 

 We have completed the service specification and appointed The PSC.  A group 

of senior Trust staff is now working with The PSC consultants to deliver of this 

project.   

 A small number of services are being identified as first and second waves to help 

define a methodology to be rolled out more widely. The first wave includes MSK 

(including pain and rheumatology), non-obstetric ultrasound and the wheelchair 

service.  Work has now commenced in these areas.   

 

 

Strategic Goal: Patient Experience 

Use patient feedback to improve what we do 

 

  

2021/22 Half 1 Corporate Objective 5 

Evaluate the experience of patients and staff in the implementation 

of digital tools. (CN/CDTO) 
 

 

What we said we would do:  

Q1 Complete and share initial report evaluating video consultations. 

Q2 Building on the findings from the report (as above) and trialling two further 

evaluation tools/methods with a minimum of two specified services.  

  

What we did in Quarter 1: 

 Initial evaluation report completed; primary data from video consultation 

statistics, staff surveys and interviews, patients and bolstered by secondary data 

resource from Healthwatch. 

 Report discussed at the Senior Leadership Executive Committee in May 2021; 

noted that different approaches to evaluating patient experience would be helpful 

and should be trialled with smaller services. 

 

 

Strategic Goal: Value and Sustainability 

Improve efficiency and reduce waste 

 

  

2021/22 Half 1 Corporate Objective 6 

In order to continue to invest in our people and services, SCFT will 

maximise the capital budget available for 21/22, and ensure that this 

budget exceeds the capital envelope from 20/21. This will enable 

the continuation of the digital and estates strategies and reduce risk, 

as well as investments to modernise equipment and support staff 

wellbeing. (CFO) 
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What we said we would do:  

Q1 Secure capital budget in excess of £8.7m for 21/22 (excluding digital 

aspirant). 

Q2 Secure digital aspirant funding and other nationally and regionally available 

capital allocations as available (target value of £4m across all programmes). 

  

What we did in Quarter 1: 

 In Q1, the capital expenditure limit available to Sussex was announced and was 

lower than the capital need of all organisations 

 SCFT secured £7.7m of £9m requested, creating a £1.3m risk to the capital 

programme 

 Working with the system, we are seeking additional national capital monies 

where available to de risk the programme – a bid against Community Diagnostic 

Hub Scheme has been made 

 The Capital resource Group is ensuring each scheme on the programme is 

efficient, correctly prioritised and phased 

 Along with partners across the ICS, capital slippage is being monitored to ensure 

any slippage in Sussex can be used on prioritised schemes that do not have a 

funding source – SCFT will seek to maximise any opportunity if it arises 

 
 

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 – July 2021 

Th
e

m
at

ic
 r

is
k 

re
f 

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 
 

Ta
rg

e
t 

sc
o

re
  

Ta
rg

e
t 

d
at

e
  

Jul 
20 

Nov 
20 

Jan  
21 

May 
21 

Jul 
21 

Nov 
21 

Jan  
22 

May 
22 

 Workforce Resilience EC      16 16 16 16  - - - - Closed Closed Closed 

1 Workforce WC      16    12 12     8 Jan-22 

2 Digital  RC      12 12 9 9 9 9     6 Jan-22 

3 Financial Sustainability RC      20 9 9 12 12 12    
 6 Apr-22 

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

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

6 Quality & Patient Experience QIC      12 12 9 12 12 12     6 Jan-22 

 
Ongoing impact of COVID-19 
pandemic 

EC      25 16 12   - - - - Closed Closed Closed 

7 
Impact of COVID-19 pandemic on 
provision of clinically safe and 
effective services 

EC      25   16 9 9     8 Apr-22 

 

 
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  

Risk Description:  The Trust’s workforce indicators have significantly improved in the last 18 months with an increase in staff in post, a reduction in 
turnover and vacancy rates. However there remain challenges in some staff groups and services and there is therefore a risk that the 
Trust will not have the right number of staff with the right skills to deliver its services once this current stage of the pandemic is over. 

Responsible 
Executive:  

Director of Human Resources and 
Organisational Development  

Committee: Executive Committee  Last Updated: 12/07/21 

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 
workforce. 

   

BAF Risk Scoring 

 
Jul 
20 

Nov 
20 

May 
21 

July  
21 

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

Target Date : 

Likelihood   3 3 There has been a significant increase in the number of staff 
in post and a decrease in turnover and vacancy rates.   
However there remain challenges in some staff groups and 
services and an ongoing need to focus on staff wellbeing, 
resilience and retention as we move forward from the 
pandemic. 

Likelihood 2 

01/04/2022 

Consequence   4 4 Consequence 4 

Risk Score   12 12 Risk Score 8 

Cause of Risk The risk is due to: 

 An ageing workforce in particular in the registered 
nursing staff group 

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

 An unregistered pipeline that has no experience of 
working in health  

 Some services with ongoing high levels of vacancies 

 Intermittent absence due to sickness and other types 
of absence 

 Longer term absence caused by COVID either directly 
e.g. Long COVID, or indirectly. 

Impact:   Increased turnover of experienced staff 

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

 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. 
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 Turnover of experienced staff due to age or post-
pandemic. 

Current methods 
of management 
(controls) :   

 Workforce planning completed for 2021/22 to understand changes to workforce demand by services and staff group 

 Healthy Teams resource for local teams developed in Q1 and shared and promoted in Q2 to all teams  

 Zero HCA programme bringing new entrants to the NHS to become HCAs  to reduce the HCA vacancy to zero in line with the national 
target. Just over 30 HCAs have joined the Trust as part of this programme. Their retention is now being monitored as part of the 
project and learnings to be used as part of the vaccination staff conversion programme. 

 Learning and Organisational Development plan to continue to ensure our offer focuses on staff wellbeing, inclusion and supporting 
teams during and post/Covid as well as retention especially for Registered Nurses and AHPs who are in the last phase of their career 

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

 Part of the ICS wide violence reduction programme 

 Expansion of Health Roster to maximise staff deployment across all services 

Assurance Framework – 3 Lines of Defence  

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

framework) 

2nd Line 
(how the organisation oversees the control 

framework)  

3rd Line 
(objective independent assurance and 

challenge)  

Assurances:   Daily workforce sit rep. 

  Health Roster 

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

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

 Workforce report as part of IPR to 
Board 

 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:  There needs to be continued development of the Trust’s strategic approach to workforce planning.   
 

 

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 Workforce planning Dir HR&OD 30/05/2021 Completed and submitted to the ICS in May 2021 
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2 International recruitment to complement local 
recruitment of registered nurses 

Dir HR & OD 30/06/2021 Interviews completed for first cohort (8). Work underway to 
recruit to second cohort  

3 Development of education strategy  Dir HR&OD 31/03/2022 Gaps identified in current plans and pathways. Agreement to 
focus on pipeline and in particular improving the link between 
traineeship/apprenticeships and vacant roles 

4 Revisiting the Therapies and Community 
Nursing Reviews to ensure teams have the 
right number of staff with the skills required 
to deliver their service 

 

COO TBC Revisiting the Therapies Review is underway. We are currently 
exploring an opportunity to be part of a quantitative 
performance and planning system for community nursing to 
better understand demand and capacity which will impact our 
review so timescales for this are not confirmed yet. 

5 Conversion of vaccination programme staff to 
longer term NHS roles to maximise the 
retention of the staff who have joined the 
Trust and are considering an NHS career 

 

Dir HR&OD 30/09/2021 Survey sent out to all vax staff with 200 expressing an interest 
in accessing roles in health. Webinars and career conversations 
being offered. Funding from NHSI to support this work 
approved (£20K) with a further £47K being bid for. 

6 Staff retention workstream with a particular 
focus on registered nurses in Q2 and AHPs as 
part of the review of the  therapies review 

Dir HR&OD 30/09/2021 Task & Finish group set up HR&OD and nursing leadership. Staff 
engagement events to follow in Q2. 

7 Development of a strategic  plan for  wellbeing  Dir HR & OD 30/09/2021 Discussion at SLEC in June 2021 with a strategic plan being 
developed in Q2. 

8 HealthRoster Dir HR&OD 31/03/2022 Rollout of HealthRoster to a further 700 people underway. 
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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: 21/07/21 

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 digital     

BAF Risk Scoring 

 
Jul 
20 

Nov 
20 

Jan 
21 

July 
21 

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

Target Date : 

Likelihood 4 3 3 3 There is a significantly increased reliance on digital in 
ensuring access to information in a timely and efficient 
manner in all areas of the Trust, including electronic patient 
records and performance management data.  Additionally, 
the digital response to the COVID-19 pandemic has 
substantially increased the number of mobile devices 
(laptops, smartphones) and added more effective digital ways 
of working.  To support business continuity and access to 
data, the Trust must have a robust IT infrastructure in place.  
There are a number of known IT infrastructure risks which 
require mitigation to ensure IT and data resilience. 

Likelihood 3 

01/01/22 

Consequence 3 3 3 3 Consequence 2 

Risk Score 12 9 9 9 Risk Score 6 

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

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

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

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

 Damage to the Trust’s reputation e.g. information governance 
breach, financial loss  

Current 
methods of 
management 
(controls) :   

 Resilience workplan and risks managed through the Information Governance and Security Group and escalated to Digital Data and 
Technology Group.  

 Reports to Resilience Group and cross referenced to prioritise investment. 

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

 Process in place to review and respond to national NHS Digital CareCert notifications.  
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 Self-assessment against Cyber Essential Framework to identify the current gaps in infrastructure and high level assessment of costs and 
investment required. 

 2021/22 capital plan, including external digital aspirant funding.  

 Digital Strategy and forwarding planning of anticipated requirements. 

 Critical systems identified with clinical and corporate colleagues.  
 

 Assurance Framework – 3 Lines of Defence  

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

framework) 

2nd Line 
(how the organisation oversees the control 

framework)  

3rd Line 
(objective independent assurance and 

challenge)  

Assurances:   Resilience workplan  

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

 Cyber alerts from NCSC – National 
Cyber Security Centre 

 ATP alerts – advanced threat 
protection software 

 SMT prioritisation processes and 
financial management in place.  

 Information Governance and Security 
Group Oversight 

 Escalations to the Digital Data and 
Technology Group. 

 Executive Committee provide assurance 
to the Board.   

 Link reporting to Trust Resilience group 
 
 

 TIAA audits  

 NHSX regional cyber lead – advice, 
guidance and input.  

 National Cyber security centre – advice and 
guidance.  

 Cyber essentials assessment 

 Data security and protection toolkit evidence 

 Independent penetration testing 

Gaps in control/assurance:  
 Insufficient resources to mitigate all resilience risks on the current infrastructure (hardware) within acceptable timeframe. 

 Longer term capital investment programme required to ensure that infrastructure is continually maintained – no backlog maintenance issues.  

 Cyber essentials accreditation has lapsed. Last accreditation achieved in November 2019. 
 

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 IT delivery schedule for work identified in 
the high-level plan including key items:  

CDTO 31/06/2021 Currently in development – Project Manager and Infrastructure.  

1.1 Unsupported servers – migrate to 
supported Operating Systems.  

CDTO  31/12/2021 Unsupported servers identified; work plan and delivery timescales being 
drawn up.  (Includes data warehouse migration). Active project with some 
issues on timings to eliminate this risk as there is a considerable amount of 
work involved.  Due date is estimated but will be update following full work 
up of project. 

1.2 Office 2010 replacement – move to 
supported licenses applications (N365)   

CDTO  TBC Funding required (revenue).  Paper taken to June Exec Committee Meeting 
where it was requested for IT to review the licencing model.  This is risk on 
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the Risk Register (487) as NHS Digital have reminded all Trusts that they 
must not be on unsupported applications (e.g. Office 2010)  Once model / 
funding has been agreed completion time within 2 months. 

1.3 Core Switches – increase resilience 
within the Primary datacentre. 

CDTO  31/08/2021 Procurement complete, working on delivery plan and redesign 
requirements. Due date is estimated but will be update following full work up 
of project. 

1.4 Virtual Private Network (VPN)- increase 
stability, resilience and capacity  

CDTO  30/09/2021 Initial firewall purchases have been made. We are currently reviewing the 
options and working on procurement and delivery plans. 
Due date is estimated but will be update following full work up of project.   

1.5 VOIP telephony – resilience and 
improvements (post Capita contract) 

CDTO  31/07/2021 Upgrades underway (SIP Trunks).  Install and commission dates before end 
of July 2021 

1.6 Windows 7 devices – remove these from 
the estate.  
 

CDTO  31/07/2021 All Win7 laptops now removed. Remaining Desktop PCs left in progress for 
replacement.  

2 IG and Security Group to review 
Resilience plan Quarterly 

CDTO  July 2021 Meetings July, September, December, March 
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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: 19.07.21 

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 

 
Jul 
20 

Nov 
20 

Jan 
21 

July 
21 

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

Target Date : 

Likelihood 3 3 4 4 The 20/21 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 winter, or 
will result in essential service developments not progressing due to 
lack of available funding sources.  

Likelihood 3 

01/04/2022 

Consequence 3 3 3 3 Consequence 2 

Risk Score 9 9 12 12 Risk Score 6 

Cause of Risk  Service delivery changes and demand outpacing 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, Trust reset plans, Trust 
elements of ICS recovery plans and Elective Recovery Fund. 

 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. 

 ICS Recovery Steering Group (weekly) 

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

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

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

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

 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:  

 Uncertainty over operational planning and financial arrangements for H2 2021/22 under the new system-based approach to planning and funding.  

 ICS assurance processes still maturing. 

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

 Weakness of current formal contracting governance architecture with commissioners during pandemic response phase 
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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 Ongoing engagement with ICS CFOs group to manage the 
risk of funding gaps at organisation/system level 
 

CFO Ongoing – 
Mar -22 

 System in place to review and discuss system risk – H1 
forecast for system is to break even on plan 

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

CFO Ongoing – 
Nov- 22 

 H1 agreements in place for majority of required 
development – risk remains for second half of year 
whilst H2 funding settlement is unknown 

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

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

CFO Q3  Initial scoping meeting with Lead exe Director and ICS 
COO taken place for this revised framework taken place 

 SCFT team briefed and preparing revised framework 

5 Business planning including efficiency plans developed 
for H2 21/22 

CFO October 21  Budget setting and planning meetings with corporate 
departments and area teams in place across July 

 Detail of national financial offer not yet known 
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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: 07/07/2021 

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 
estates.  

   

BAF Risk Scoring 

 
Nov 
20 

Jan 
21 

May  
21 

Jul  
21 

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

Target Date : 

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

Likelihood 2 

01/04/2024 
Consequence 3 3 3 3 Consequence 3 

Risk Score 12 12 12 12 Risk Score 6 

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

 Premises infrastructure and layout not efficient for 
modern healthcare needs. 

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

 Social distancing requirements have limited space 
available. 

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) :   

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

 Estates maintenance infrastructure in place for Trust managed premises. 

 Contract communication meetings / frameworks established with third party landlords. 

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

 An agreed NHS PS / SCFT Engagement Plan agreed as part of the Cost Transformation Project 
 Regular Estates Liaison and compliance meetings established 
 Enhanced joint working between E&FM and Clinical Teams to reduce the impact of any issues arising from premises incidents.   
 Closer working with both Infection Prevention and Control  and Health and Safety Colleagues, and COVID environmental risk 

assessments in place across all occupied premises .   
 

Assurance Framework – 3 Lines of Defence  

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

framework) 

2nd Line 
(how the organisation oversees the control 

framework)  

3rd Line 
(objective independent assurance and 

challenge)  

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

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

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

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

 Annual Health & Safety report to the 
Board. 

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

 Monthly Estates compliance assurance 
meetings with third party landlords.  

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

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

 Capital Review Group oversight of 
capital plan prioritisation 

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

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

reports have not identified any significant 
issues.  

 Most recent Six Facet Survey shows a well-
managed position.  

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

04
ii 

B
A

F
 to

 B
oa

rd
Ju

ly
 2

02
1 

1.
0

Page 28 of 115



 Works delayed due to impact of COVID-19. 

 It has been some time since the last Six Facet Survey.   
 

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

CFO 2023/24 The Quadrant Business case approved 
Other actions are ongoing including BGH and strategic 
community hub business cases.  

2 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 – Complete 
Approval to submit business cases to DHSC for 
consideration Due Date Q1 2021- complete 
Business Cases submitted to DHSC; currently awaiting 
feedback. 

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

CFO Q2 
2021/22 

Secured property in Haywards Heath for Urgent 
Community response and in Chichester for IAPT.   
continuing to scope service needs in conjunction with 
clinical teams and identify solutions to match 
requirements 

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

HRD Q2 
2021/22 

Place of Work project initiated 
wellbeing and staff rest areas (capital requirement?) 
‘Worksmarter’ arrangements; incorporation of flexible 
working to support estates and ICT digital strategies 
through flexible working and room/clinic/hot desk 
booking system 

5 Regularisation of accommodation agreements for leased 
estate 

 

CFO Q3 
2021/22 

MOTOs (Memorandum of Tenant Occupation) being 
agreed and implemented for NHS Property Services 
(NHSPS) premises. 
Leases and Licences being agreed and implemented for 
other NHS PS properties. 

Regular engagement meetings between NHSPS & SCFT 
Senior Estates leaders. 
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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: 07/07/21 

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 

 
Nov 
20 

Jan 
21 

May  
21 

Jul 
21 

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

Target Date : 

Likelihood 2 2 2 2 COVID has underlined the need for collaboration across 
health and social care and working closely with the ICS and 
partners remains a focus.  The Health and Care Bill was 
published on 6 July 2021 to support the NHS in building 
back better from the pandemic working in closer 
collaboration with local authorities and care providers 
under a new legal framework.  However there is no one-
size-fits-all approach and there remain key questions of 
governance to be answered locally during the formal 
establishment of the Sussex Integrated Care Body and 
Integrated Care Partnership.   

Likelihood 2 

 
01/09/21 

Consequence 4 4 4 4 Consequence 3 

Risk Score 8 8 8 8 Risk Score 6 

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

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

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

 Delays in decision-making 
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 Changing 
organisational 
status and 
accountabilities 

 Uncertain longer-
term ICS 
leadership 

 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 Medical Director co-chairs ICS Wide Clinical Leadership Group. 

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

 Leadership: Monthly WELT briefing sessions regarding ICS, monthly SLEC discussions on national and local strategic developments. 

 Assurance Framework – 3 Lines of Defence  

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

framework) 

2nd Line 
(how the organisation oversees the control framework)  

3rd Line 
(objective independent assurance and challenge)  

Assurances:   Internal governance 
meeting/reporting 
structures (incl. 
WELT, SLEC). 
 

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

 Stakeholder feedback (incl.partner representation on 
CoG). 

 System meetings with CCG and other 
healthcare system partners. 

 ICS governance, strategy and place based 
plans. 

 NHSEI regional teams 

Gaps in control/assurance:  
 Lack of clarity from NHSEI regarding development and implementation of provider collaboratives. 

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

 ICS governance structures still to be decided and decision making at organisation, place and ICS level remains ambiguous at times. 

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

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

1 On-going support to 
development and subsequent 

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

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

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

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

CEO Ongoing H1 2021/22 Corporate Objectives and milestones developed and work in 
train.  

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

MD/CN Ongoing 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 Ongoing ICS updates provided at monthly SLEC meetings, and regular engagement 
through monthly WELT meetings.  

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

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

BAF Reference:  QUALITY & PATIENT EXPERIENCE 

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

Responsible 
Executive:  

Chief Nurse  Committee: Quality Improvement Committee  Last Updated: 12/07/2021 

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 
quality and patient experience. 

   

BAF Risk Scoring 

 
Jul 
20 

Nov 
20 

Jan 
21 

July  
21 

Rationale for Risk Level: 
Target Risk Level  

(Risk Appetite) 
Target Date: 

Likelihood 4 3 4 4 Recovery from the current COVID-19 pandemic has meant 
that clinical governance processes are re-starting there 
remains a moderate risk to the quality of patient care and 
patient experience. The infection control team now have 
experienced leadership in place although new in post. The 
continual effects of vacancies and some staff sickness 
(although reducing) have compounded the risk.   
 
The target consequence score has increased from 2 to 3, 
following challenge at TWGG, where it was agreed that a 
target of 3 (Moderate) was more realistic. 

Likelihood 2 

01/01/22 

Consequence 3 3 3 3 Consequence 3 

Risk Score 12 9 12 12 Risk Score 6 

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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 Review of incidents, SIs and patient feedback to ensure triangulation of themes 

 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. 

 Launch of quality & safety bulletin to promote sharing of learning 

 Assurance Framework – 3 Lines of Defence  

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

framework) 

2nd Line 
(how the organisation oversees the control 

framework)  

3rd Line 
(objective independent assurance and 

challenge)  

Assurances:   Suite of clinical policies in place 

 Incident reporting/management on 
Datix, themes reporting to areas and 
specialist services e.g. safeguarding. 

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

 Team safety huddles and service 
governance meetings with incident 
and patient feedback information 
supporting local ownership of quality 
data. 

 Complaint review actions recorded 
and managed on Datix (increased 
visibility, oversight and capacity for 
triangulation). 

 Area Governance meetings review 
core set of quality and patient 
experience metrics (KLOE 
dashboard), enabling escalation to 
board through IPR  

 Services receive monthly FFT and 
PALS/complaints reports. 

 Weekly review of complaints, 
incidents, and investigations by 
Quality & Safety Dept. with Area 
Nurses and CN/MD. 

 Dissemination and assurance of 
safety alerts ensuring immediate 
action taken to prevent harm 

 Clinical Harm Review panel review 
impact of waiting lists with harm; no 
serious harm identified. 

 Quality Improvement Committee (QIC) 
provides assurance to the Board 
through monthly chair’s reports. 

 Monthly review of quality and safety 
metrics and assurance updates at Trust 
Wide Governance Group (TWGG); 
exceptions and actions to address 
noted. 

 Clinical Effectiveness Group (CEG) 
assurance on NICE guidance, clinical 
audits and peer reviews; compliance 
included in KLOE quality dashboard . 

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

 IPC BAF monthly review and update to 
Board; IPC risks identified and oversight 
of risk management by QIC. 

 FFT results and narrative reviewed 
monthly; exceptions reported in KLOE 
dashboard.. 

 Twice yearly review of safer staffing for 
inpatient units; paused during Covid-19 

 Health and Safety visits and checks on 

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

 CQC inspection regime (Trust rated as 
Good, with aspects of Outstanding). Face 
to face inspection not planned currently; 
engagement meetings report no 
outstanding concerns. 

 CQC Transitional Monitoring Assurance 
completed for IPC BAF positively 

 Monthly Quality Review groups with CCG 
whilst System Oversight of Quality is 
defined; no high/medium risks identified 

 CCG review Serious Incident reports 
before closure. 

 CCG provided positive feedback following 
attendance at SIRCARG 

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

 Other external visits/inspectorates include 
Health Watch, Ofsted, PHE QA however 
no external visits/inspections during 20/21 
because of Covid restrictions. 

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

 FTSU Index shows SCFT is in top 10 in 
England for its Speaking Up culture 
(taken from staff survey) 
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Monitored through trust-wide metric.  

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

 Daily review of staffing in Areas 

 Clinical audit plan for 2021/22 agreed 

COVID-19 environmental 
arrangements. 

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. 
Safer staffing work has been restarted; due to report to QIC in July 21 initially. 

 

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

CN 30/06/2021 Metrics for IPR in place  
Metrics for community nursing, children’s and AHP services 
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. 

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

CN 30/06/2021 
Closed  

Review of KLOE dashboard, and feedback from the Areas, 
currently underway.  
Completed  

3 Recruitment to vacant roles in IPC team. CN 31/07/2021 Deputy DIPC in post, have recruited  to x2 band 6 
development posts following several unsuccessful recruitment 
attempts for band 7 posts. Deputy DIPC reviewing team 
structure. Workplan being developed. 

4  Review FTSU Guardian model and recruit to 
post 

CN 31/07/21 
Closed 

Review workshop held; agreed principles of role including clear 
escalation and responsibilities. Agreed to include focus on 
supporting resilience of FTSUG role and develop role of 
ambassadors. 
Recruitment and FTSUG in post 
Completed 

5 Complete Safer Staffing review in ICUs 
Discuss and agree actions and risks 

CN 30/09/21 Initial report due to QIC July 21 
Data collection (staffing against current template, 
environmental factors and quality indicators) partially 
completed. 
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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 (C19) pandemic presents a risk to the ability of the Trust to maintain safe and effective clinical services and 
environments for C19 and non-C19 patients.  Key areas of concern: 

 The potential impact of increases in community transmission on admissions 

 Potential for new variants with greater transmissibility or vaccine resistance with implications for admissions, outbreaks and 
business continuity if staff numbers increase 

Responsible 
Executive:  

Chief Operating Officer  Committee: Executive Committee  Last Reviewed: 07/07/21 

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 
the impact of the COVID-19 pandemic on clinically safe 
and effective services.  

   

Thematic Risk Scoring 

 
Nov 
20 

Jan 
21 

May  
21 

Jul 
21 

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

Target Date : 

Likelihood  4 3 3 The C19 pandemic continues to present a risk to the ability 
of the Trust to maintain safe and effective clinical 
environment due to the potential impact of increases in 
community transmission as restrictions are relaxed and the 
potential impact of variants/vaccine resistance.  The risk 
score therefore remains 9.     

Likelihood 2 

01/04/2022 

Consequence  4 3 3 Consequence 4 

Risk Score  16 9 9 Risk Score 8 

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

 Potential to not be able to discharge patients safely 
from ICUs 

 Potential for patients to be unable to access SCFT 
services 

Impact:   Interruption of public service provision 

 Services being reduced or suspended 

 Delay in patient care 

 Staff health/wellbeing, and retention 
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 Changes on patient demand and dependency. 

Current methods 
of management 
(controls) :   

SCFT has 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 incident command and control arrangements. 
 
Local interpretation of national guidance is made available to staff through the intranet. Local interpretation is agreed through 
emergency preparedness, resilience and response  routes. A comprehensive review of all internal guidance has been completed to 
ensure all guidance is up-to-date and reflects current national guidance. 
 
The rollout of the staff C19 vaccination programme and continued promotion of the lateral flow device (LFD) testing programme.  
 
Regional meetings are in place to ensure the consistency of response and good communication across the Sussex system. The Sussex 
C19 Silver resilience group meet daily to share intelligence and highlight emerging issues. 
 
A daily Gold report provide detailed updates on the numbers of patients with COVID-19 being cared for in inpatient settings, the 
number of current active outbreaks and impacts of C19 on staff absences (sickness and isolation). Local authority C19 statistics and 
alert levels are available to staff via the PULSE. 

 

 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:   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.  

 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. 

 CQC inspection regime  

 IPC Board Assurance Framework has 
been approved internally by the Board 
and externally by the CQC.  
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 Additional infrastructure support with 
centralised PPE stock in place. 

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

 There have been no outbreaks in 
SCFT inpatient settings during Q1 
2021/22 

Gaps in control/assurance:  

 Globally, the pandemic continues and there remains a risk of new variants with increased transmissibility or vaccine resistance to enter the UK 
population. 

 Nationally the easing of lockdown measures may result in increasing community infections impacting on Trust services and workforce  

 Locally, environmental risk factors within intermediate care units, such as bed spacing, remain. 

 Limited IPC capacity to respond to and manage multiple and complex outbreaks amongst patients and/or staff. 

 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:  

 None identified – will continue to monitor the 
situation and take action as required.  
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TRUST BOARD 
29 July 2021 

 

Agenda Item Number :  05 
 

 

Report Title: Business case for the purchase of the Elm Grove Ambulance Station 
Site from South East Coast Ambulance Service NHS Trust 
 

 

Purpose:
  

Approval x Assurance  Discussion  Briefing  

           

Summary: 
This business case recommends that Sussex Community NHS Foundation Trust 
acquires, through direct purchase at an agreed Open Market Value, the Brighton 
Ambulance Station (known as SECAmb Site) in Elm Grove, Brighton, as part of the 
wider proposed re-development of the Brighton General Hospital Site.  SCFT and 
SECAmb (South East Coast Ambulance NHS Trust) have concluded negotiations in 
principle to purchase the site for £1.575m plus overage of any profit less costs for 
onward sale with 60% of the benefit going to SECAmb. 
 
The ambulance station site is currently vacant and would provide a key enabler to 
delivering a viable health hub project on the Brighton General site.  Under every 
scenario for project progress the SECAmb site enables the project to improve 
substantially accessibility to and within the site, as well as enabling the project to 
deliver modern clinical facilities and improve staff working environments. 
 
Whilst there is further work required to deliver a viable project business case, the 
ambulance station site is vacant currently and if the Trust were not to acquire the site 
within the current financial year, the opportunity to secure the site may be lost.  This 
could substantially compromise the ability to deliver the health hub and BGH site 
redevelopment project.   
 
The business case sets out that the downside risk to site acquisition is very small 
even in the unlikely event that a site redevelopment project would not go ahead, as 
the site could then be sold for development.  However, it is the intention to acquire 
the site to enable the delivery of the Brighton General Health Hub and site 
redevelopment project.  
    

Recommendation :  
The Trust Board is asked to approve: 

 The purchase price on the SECAmb ambulance station for a value of £1.575m 
with a 60% overage on the profit (less cost of sale) on any onward sale in 
favour of SECAmb.  
 

Previously reviewed by:   
Peter Prentice and Mike Jennings 
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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 
 

Equality and Diversity: 
A project to develop new facilities that meet current equality standards and best 
practice would lead to a substantial contribution to equality and diversity in terms of 
improved access to the services on site.  The acquisition of the Elm Grove 
Ambulance Station site enables the new facility to take advantage of the Elm Grove 
frontage substantially improving accessibility to and within the site, improving access 
to people with mobility needs and other barriers, as well as the implementation of a 
site solution that makes a positive impact on equality and diversity in a broader 
sense. 
 

Report author: Geoff Braterman, Head 
of Strategic Health Planning  

Report owner: Mike Jennings, Chief 
Finance Officer 
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1 
 

Business Case 
 

Brighton Ambulance Station (SECAmb Site) 
Elm Grove, Brighton, BN2 3EW 

 
Purchase of SECAmb site, Elm Grove, Brighton, in support of all potential scenarios 

for the re-development of Brighton General Hospital  
 

 
1. Executive Summary 

 
This business case recommends that Sussex Community NHS Foundation Trust (SCFT) 
acquires, through direct purchase at an agreed Open Market Value, the Brighton Ambulance 
Station (known as SECAmb Site) in Elm Grove, Brighton, as part of the wider proposed re-
development of the Brighton General Hospital Site.  SCFT and SECAmb (South East Coast 
Ambulance NHS Trust) have concluded negotiations and have agreed, subject to approval 
by both Trust Boards, to a sale price of £1,575,000 with an overage provision in favour of 
SECAmb.  The approach to valuation and negotiation has been carried out in accordance 
with DHSC guidance to NHS on property transactions, as set out in Health Building Note 
(HBN) 00-08b. 
 
The SCFT Board approved the Outline Business Case for the re-development of Brighton 
General Hospital, and the building of a new Health Hub (hereafter referred to as the BGH re-
development) at its meeting in May 2020. The BGH re-development is predicated on the use 
of the SECAmb Elm Grove Ambulance Station Site on which to situate part of the Health 
Hub, to maintain frontage directly onto Elm Grove providing improved direct access from the 
street.  
 
Since that time the project required further review to ensure it can be delivered within capital 
funding constraints.  The Board will receive further briefing on the implications of capital 
funding constraints for the project later in 2021 that will set out a way forward for the project 
to ensure that fundamental benefits from the original scope can be delivered, that is 
supported by partners within the Integrated Care System (ICS) and that can be met within 
the project constraints.   
 
Irrespective, the opportunity to acquire the site is exclusively available to Sussex Community 
NHS Foundation Trust at the current time and the opportunity to hold an option on the site is 
limited as SECAmb has already declared the property surplus to requirements. 
 
SCFT Trust Board therefore needs to make a decision regarding the purchase of the 
SECAmb site before having certainty on the BGH project, if the Trust Board wishes to keep 
the preferred options to develop the site open.   
 
The process for determining the value of the SECAmb Elm Grove site has followed the 
prescribed methodology in compliance with DHSC HTM 00-08 (Estate Code). RICS 
Chartered Surveyors & Registered Valuers of both Flude Commercial were engaged and a 
final value has been identified, subject to contract between both parties and, in order to 
enable the transaction and project. Trust Board is now asked to approve the purchase of the 
site at a value of £1.575m, which represents between the current assessment of valuers 
provided by each property adviser, but closer towards the lower end of this range.   
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2 
 

The acquisition of the SECAmb site will facilitate the proposed redevelopment scheme of the 
Brighton General Hospital Site, by retaining the required access to the new Health Hub for 
staff and patients on Elm Grove. Without this access the proposed BGH re-development 
scheme has been deemed to be unviable. 
 
The acquisition of the SECAmb site provides the opportunity for Sussex Community NHS 
Foundation Trust to deliver a functional and fit-for-purpose BGH re-development scheme, for 
the benefit of SCFT’s patients, service users, and staff.  
 
The business case is not wholly predicated on financial grounds due to the intrinsic value of 
the acquisition of the SECAmb site to the wider re-development of the site, as this scheme is 
deliverable only with the inclusion of the land on which the SECAmb site is positioned.  
Furthermore, even in the unlikely event that a site redevelopment project does not proceed, 
the SECAmb site could still deliver value in the following ways: 
 

- There is potential marriage value (i.e. the value of two sites joined together is greater 
than the sum of the value of two sites as separate considerations) given the inherent 
value, in terms of accessibility that the additional Elm Grove frontage provides to the 
site 

- Should SCFT acquire the site and it not then be required then it is almost certain that 
a change of use for the site would be achieved; meaning that the Trust would have 
overage on any enhanced value.  It is possible, even before change of use that the 
site may appreciate further in value, meaning that there is upside even in the 
downside scenario of the BGH project not progressing. 
 

It should be noted, however, that the sole reason for site acquisition is to enable the Brighton 
General health hub and site redevelopment project.  The reference to downside is presented 
here only as a statement of how the Trust would hedge the risk related to the decision to 
purchase the site in advance of an approved full business case. 
 
All technical assessments of the BGH hub project proposal demonstrate that value of the 
increased frontage at Elm Grove substantially increases the potential to build an accessible 
community health hub that will improve community presence and accessibility to and within 
site to address mobility needs and other equalities requirements.  The scenario that 
describes the acquisition and subsequent disposal of the site is only presented here as a 
hedge to demonstrate how the downside of purchase is limited in every project scenario, 
that the upside of buying the site in every scenario exceeds downside and that the downside 
of not buying the site and letting it be sold on the open market is likely to add considerable 
constraints and costs.  Furthermore, given that viability for any BGH redevelopment project 
is finely balanced the lost opportunity of the SECAmb site could threaten the Trust’s ability to 
deliver a health hub project at all.  
 
The ambition of the BGH re-development is to enable the consolidation of SCFT clinical 
facilities into a single, integrated high quality facility. In the event that the re-development of 
the BGH site does not progress, and if SCFT seek to sell the SECAmb site as it is deemed 
surplus to requirements, a pre-agreed level of the overage claim will be payable to SECAmb, 
due to any uplift in value which would have been obtained.  It should be noted that SECAmb 
can only claw back overage as a 60% share of any enhanced value over and above the 
costs of purchase, including transaction costs.   As part of the agreement with SECAmb 
SCFT agreed to give a greater share of overage benefit to SECAmb as a trade-off for 
settling an initial purchase price that is closer to the lower end of the value ranges presented 
by the respective property advisers. 
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The following two options are therefore considered as below: 
 

1. Option 1:  Not to purchase the SECAmb site 
2. Option 2:  Purchase the SECAmb site, at a value of £1.575m 

 

 Option 1 is retained as a comparator 

 Option 2 is put forward for consideration and approval 
 
This business case asks the Trust Board to approve: 

- The acquisition, through purchase at Open Market Value, of the SECAmb Elm Grove 
and a fee of £1.575m.   

 
 
2. Strategic Case 
 
The delivery of the Brighton General Community Health Hub is seen as a key enabler to the 
delivery of improved community-based services to the population of Brighton and the 
surrounding areas, and SCFT recognises the need to invest in high quality community-
based assets to meet the Trust’s own ambitions to meet each one of the Trust’s core values 
and mission statement in providing the highest quality patient-focused care at the heart of 
the community.  
 
The business case compares options 1 and 2.  It is recommended that the Trust proceeds 
with Option 2 on the basis that the re-development scheme of the BGH site (including the 
new Health Hub) is unviable without the land of the SECAmb site, as the site is necessary to 
provide the required frontage onto Elm Grove, for appropriate access/egress to the BGH re-
development site, and proposed Health Hub.  The business case also sets out that in every 
scenario for the BGH site the value to the Trust far exceeds the monetary value (including 
transaction costs) of the site in terms of the opportunities enabled and that the downside of 
purchasing the site and not needing it is minimal given that: 
 

- The site could then be sold on at market value 
- Any developer would most likely acquire the site for residential development, which 

requires a change in use provision and that once this planning consent has been 
granted the value of the site increases thereby enabling the Trust to recover a share 
of increased value even if the onward sale was at a loss to the purchase price. 

 
Through the approval of the purchase of the SECAmb Elm Grove site, The Board will enable 
both SCFT’s continued ambition to deliver excellent care at the heart of the community, 
alongside responding to the need to deliver efficiencies and ensure the longer term viability 
of the Trust.  If the site is not acquired the opportunity to optimise the development of the 
Brighton General site would be permanently lost or severely compromised, whereas the 
downside risk associated with the acquisition of the SECAmb site without any strategic 
project going ahead is minimal and can be reasonably be fully mitigated through overage 
that eventually ensures that SCFT has a share of latent additional value that would be 
associated with a value increase related to planning change of use at some point in the 
future. It should be noted that overage only applies on value gained on subsequent disposal 
(less cost of sales, including all attributable costs) and therefore if this provision would be 
applied it is only because SCFT would have already realised upside gain on this transaction 
alone.  SCFT is not intending to acquire the site to make any profit on sale or any other 
speculative purpose and therefore overage provision 60:40 in favour should be acceptable 
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Estates rationale for acquisition 
 
The land acquired will specifically provide the required access and frontage of the proposed 
re-development onto Elm Grove, Brighton. The financial implications of the acquisition are: 

- Capital expenditure of £1.575m. 
- Enabled benefits to deliver a compact health hub with active frontage onto Elm 

Grove (enabling greater accessibility to the site and within the facilities) 
- Neater site assembly, with the potential to provide space to help to address the 

complex phasing strategy required to deliver the build project whilst maintaining 
overall service provision on site. 

 
Through a process of negotiation it was agreed that the transaction should proceed on the 
basis of a sale of the SECAmb Elm Grove site to SCFT at Open Market Value. Flude 
Commercial and Savills were jointly instructed by SECAmb and SCFT to undertake 
independent valuations of the SECAmb Elm Grove site. These valuations were undertaken 
by MRICS Chartered Surveyors, who are also Registered Valuers. An established sale price 
of £1,575,500 that was agreed in principle between SECAmb and SCFT which reflected 
both valuation figures, as of June 2021. 
 
Various communications have occurred between the parties to establish whether SECAmb 
could retain an interest in the new scheme by way of overage provisions should there be any 
planning gain by a purchaser from an onward sale. It has been agreed between parties that 
overage would be shared between SCFT and SECAmb in this instance, and therefore 
theoretically the Trust could become subjected to overage payment provisions of 60% of any 
overage claim to SECAmb should the BGH re-development not progress, and the site is sold 
for housing to a private developer.  However, overage would only apply on any increase in 
value that the Trust obtained once all attributable costs of acquisition and disposal have 
been accounted for, and therefore this would only apply in an upside risk scenario of selling 
the site on at a net profit.  Given that the Trust does not intend to purchase the site for 
disposal and, in the unlikely event that the redevelopment were not to go ahead, the Trust 
would only need to hedge its capital costs related to the costs of the site and therefore a 
higher proportion of overage payment to SECAmb was a reasonably negotiated concession 
to secure a lower initial purchase price.   
 
The Trust’s project team advises that it is crucial that this site is retained as part of the BGH 
Health Hub re-development site. It should be noted that as part of the initial site 
development plans for the BGH re-development project, it has been deemed by the project 
consultants RLB and project Architects IBI that there will be insufficient access/ egress to 
Elm Grove from the proposed BGH re-development site without the inclusion of the 
SECAmb Elm Grove site, thereby making the BGH re-development unviable.  
 
If the site does not come into NHS ownership, and is instead purchased by a private 
developer and developed for private residential housing, this is likely to restrict the ability of 
SCFT to ever develop the BGH site to maximum development value. A private residential 
development on the SECAmb sit would forever impose access/egress restrictions to the 
BGH site to its existing state at the time of writing. It would result in a lack of Health Hub 
frontage to Elm Grove, and the relocation of the Health Hub elsewhere on the sight – 
resulting in a significantly reduced Health Hub footprint, which would inhibit the Health Hub 
design and capacity to provide for all the services and office functions required.  
Whilst there may be the opportunity to develop the BGH site without the SECAmb Elm 
Grove Site, it has been noted by consultants RLB and Architects IBI, that should a 
residential development be built on the site of SECAmb Elm Grove by a private developer,  
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that it is likely there will be resulting design restrictions on the BGH site. The restrictions 
would likely be planning restrictions potentially reducing the capital receipt for the residential 
units required to generate the capital for the construction of a new Health Hub. Furthermore, 
one of the challenges of the BGH site for service users is the steep gradient on the site and 
a strategy to maximise the frontage on Elm Grove improves accessibility overall and make a 
positive impact on addressing equalities overall.  Irrespective, phasing becomes more 
complex and it is also unlikely that a new Health Hub would be able to be situated on the site, 
due to the level of housing units required to result in a capital value large enough to 
construct a purpose built Health Hub.  

 

 
 
Figure 1: Existing site plan showing SECAmb Elm Grove site 

 
Figure 2: Proposed BGH re-development scheme, showing the Health Hub, with frontage 
onto Elm Grove, on the exiting SECAmb Elm Grove site 
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It should be noted that the completion of a land arrangement with SECAmb, for the 
acquisition of the Elm Grove site, is an agreed crucial ‘next step’ as outlined within BGH Re-
development Outline Business Case 2, approved by the Trust’s Board in May 2020.  This 
also aligns with the intention to rework the business case to be deliverable within funding 
constraints as approved by the Resources Committee in May 2021 and to be presented to 
the Trust Board on the same day as it is intended to bring this business case.  
 
Service development rationale 
The purchase of the SECAmb Elm Grove Site forms part of the overall strategic direction of 
SCFT to develop the Brighton General Hospital site, the Outline Business Case for which 
was approved by the Trust’s Board at its meeting in May 2020.  Whilst there is further 
requirement to review the business case, work currently underway suggests that it is likely 
that the Trust could still deliver a viable health hub project, albeit that the scope for funding 
and/or including health hub elements is under discussion at the current time. The purchase 
of this site is therefore an enabler to the previously described benefits within the BGH project. 
 
 
3. Option appraisal  

 
The two options are considered in further detail below. 
 
1. Option 1:  Do nothing (Not to purchase the SECAmb site) 
 
 

 
Option 1 is retained as a comparator option only 
 
  

Option 1 
Do Nothing 

 

Risks /Issues  Benefits  

1. Leaves SCFT in occupation of a 
limited economic life asset (Brighton 
General Hospital) 

2. Leaves service delivery models 
fragmented  

3. Does not address current lack of 
equal access issues for service 
users and staff at the existing BGH 
Site 

4. Does not address capacity issues in 
key services  

5. Does not take advantage of the 
opportunity to either improve the 
quality of accommodation, improve 
capacity and adaptability or support 
wider integration of SCFT services 
and within the wider system 

6. Would unduly constrain the future 
development of the site, as noted 
under ‘Estates Rationale for 
acquisition’ 

  

No direct cost 
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2. Option 2:  Purchase the SECAmb site, at a value of £1.575m. 
 

 
This option would deliver optimum benefits and is considered further in this business case.   
Risks and issues are considered manageable.  
 
Summary – Benefits Assessment 
 
Benefit Option 1 – Do nothing Option 2 – Purchase 

SECAmb Elm Grove 
Site 

Estates infrastructure benefits   

Provides the required frontage onto Elm Grove for 
the new Health Hub (forming part of the BGH re-
development) 

x  

Will assist in the purpose of the re-development to 
replaces buildings at end of economic life at BGH 
site 

x  

Will assist in the purpose of the re-development to 
provides compliant estate for all SCFT clinical care in 
Brighton 

x  

Implementation   

Viable route to project funding N/A  

Provides accessibility to the BGH site in line with the 
requirements of SCFT’s vision statement, core 
values, and the Equality Act 2010  

x  

Capacity to accommodate the proposed future re-
development of the BGH site 

x  

 
  

Option 2 
Purchase of the SECAmb Elm Grove 
Site for £1.575m 

 

Risks /Issues  Benefits  

1. Would require a capital expenditure 
commitment of £1.575m but the risk 
of this being a poor investment is low 
given the demand for the re-
development of the BGH Site 

2. Payment of overage to SECAmb 
60% of profits less cost of sales 
should the site be sold to a private 
developer for housing – however this 
only occurs in the context of an 
upside scenario, i.e. an onward sale 
at a price greater than that paid by 
SCFT.  N.B. A higher overage 
percentage may be negotiated on 
the basis of a lower initial purchase 
price.  

3. Without the purchase of the 
SECAmb site the BGH re-
development becomes unviable, due 
to the access/egress the SECAmb 
site provides onto Elm Grove for the 
future Health Hub  

 

Opportunity to provide the required frontage 
(access/egress) for the proposed Health Hub onto 
Elm Grove 
 
Opportunity to enhance service integration through 
one Health Hub, as part of the BGH re-development 
 
Opportunity to provide sustainable accommodation 
solutions for all community health services 
 
Should the BGH project cease entirely there are 
upside and downside risks related to the value of 
the SECAmb site.  However, the risk associated 
with the onward sale without development scenario 
is almost entirely upside, either because the site 
value has appreciated during the time held by SCFT 
or, even if there is a loss in the short term, the 
likelihood is that a developer goes on to achieve 
alternative use valuation which then increases the 
value for onward sale, where the Trust would be 
able to achieve overage. 
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4. Specific risks  
The case to purchase the SECAmb Elm Grove site requires a capital expenditure 
commitment of £1.575m, but the risk of this being a poor investment is considered extremely 
low given the demand for the re-development of the BGH Site and the potential for onward 
sale, with an upside risk in either scenario, either through onward sale at a higher price or 
overage leading to a deferred payment. 
 
Without the purchase of the SECAmb site the BGH re-development becomes unviable, due 
to the access/egress the SECAmb site provides onto Elm Grove for the future Health Hub. 
 
There is a risk that SCFT will be subject to the payment of overage to SECAmb of 60% of 
overage profits should the site be sold to a private developer for housing, with said 
developer gaining further planning permissions. 
 
5. Financial Case 
The business case is not wholly predicated on financial grounds due to the intrinsic value of 
the acquisition of the SECAmb site to the wider re-development of the site, as this scheme is 
deliverable only with the inclusion of the land on which the SECAmb site is positioned.   
 
The sale price is based on the revised open market valuations as of July 2021 (prepared 
April 2021) of £1.575m.  It should be noted that the Trust has planned for this expenditure in 
the 2021/22 capital plan which has been approved by the Integrated Care System.  
 
6. Conclusion 
This business case is for the acquisition of the SECAmb Elm Grove site.  Whilst it is 
necessary to demonstrate that the Trust can afford the site, it should be noted that provision 
already exists in the ICS capital plan for 2021/22.  The Trust also needs to consider whether 
it can afford to not purchase the site.  
 
The case set out here is that the SECAmb site unlocks additional value to the Trust over and 
above the site acquisition costs through: 

- Enabling the Brighton General Health Hub and site redevelopment project which is 
still considered likely to proceed even if changes will be required to meet current 
overall affordability requirements 

- Providing opportunities either as a new build site or contractor’s compound for any 
project of reduced scope where the Trust is aiming to achieve minimum required to 
deliver compliant estate and rationalised site 

- In the unlikely event that the Trust acquires the site and then sells it on at a future 
date there would be both upsides and downsides, with the overall upside being of 
potentially greater value and probability of delivery than any downside. 

 
7. Recommendation 
The Trust Board is asked to approve: 

- The purchase price on the SECAmb ambulance station for a value of £1.575m with a 
60% overage on the profit (less cost of sale) on any onward sale in favour of 
SECAmb. 
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TRUST BOARD  
29 July 2021 

 

Agenda Item Number:  6 
 

 

Report Title:  SCFT Integrated Performance Report (IPR) - Month 02 (May 2021) 
Reported July 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 IPR Balanced Scorecard includes narrative for each topic area focused on 
identified adverse exceptions only. In addition, all NHS Improvement Oversight 
Framework metrics within the report are highlighted as an exception if they miss their 
monthly target; please see the exception column of the dashboards. Additional 
exceptions will also be identified where relevant. 
 
Each section also has an optional ‘spotlight’ slide providing extra information for each 
area on a particular issue or topic. 
 

Recommendation:  
 

The Board is asked to: 
 

 Note current performance  

 Discuss areas of adverse exception for M02 (May 2021 data) specifically:   
 

Quality: 
Adverse Variation and Favourable Assurance: MT258 NICE Guidance 

            Compliant with review in timescale 

                        
          Operational Performance: 

Adverse Assurance: MT518: Time to Talk: Access Target (Attended Assessments) 
Adverse Amber RAG Rating: MT031Diagnostic Waits <6Weeks (Oversight 
Framework) 
Adverse Variation: MT102: RTT Waiting Time Incomplete Pathways: <18 Weeks 
(Oversight Framework) 
 

Workforce: 
Additional Exception Favourable Variation: MT429 Total Staff in Post; MT116 
Vacancy Rate 
Additional Exception Favourable Variation and Favourable Assurance: MT138 
Annualised Turnover Rate 

            Adverse Variation and Adverse Assurance: MT520: Staff with Either Appraisal  
            Or PDR Within 12 Months  
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            Adverse Variation and Favourable Assurance: MT025: Training: All Statutory  
Courses – substantive 
Finance: 
Adverse RAG Red: MT512 I&E Surplus (£000) (Oversight Framework) 
Adverse Variation and Adverse Assurance RAG Amber: MT514 BPPC (%) 
(Oversight Framework) 
Adverse RAG Amber: MT513 Cash (£000 (Oversight Framework) 
 

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 Jennings, Chief Financial Officer 
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Integrated Performance 
Report

Month 02 May 2021 (reported July 2021)

Mike Jennings
Chief Financial Officer and 
Deputy Chief Executive
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Quality Report

5

06
 IP

R
 J

ul
y 

20
21

Page 55 of 115



6

Quality Dashboard
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Quality Exception Report  
EF

FE
C

TI
V

E

ADVERSE Variation; FAVOURABLE Assurance

Performance Performance has dropped since November 2020. Historically the

Trust has been fully compliant in all guidance, the partial compliance

of two guidelines more recently (one in Dec-20, one in Apr-21) has

brought the overall rate down, however we are still performing above

target.

NB. this metric was suspended between Feb and Sep 2020 due to

the pandemic; resumed in October 2020

Action • CG128 'Autism spectrum disorder in under 19s: recognition, 

referral and diagnosis‘ - SCFT is partially compliant. Initial 

assessments are completed in time however there are long 

waiting times for children requiring a second review/more 

complex needs including CAMHS. Impacted by Covid. Skill mix 

model pilot being developed to support effective management of 

cases.

• CG137 ‘Epilepsies: diagnosis and management’ – SCFT is 

partially compliant due to having no specialist epilepsy nurse. 

There is an inconsistent approach to the delivery of an annual 

review for children with epilepsy across Sussex because of 

commissioning arrangements. All children do have this review, 

although it is not currently undertaken in the community by SCFT. 

Outcome Discussed with commissioners and proposed that NICE guidance is 

monitored at a System level because of the need to take a pathway 

approach and non-compliance escalated through quality contract 

monitoring group.

Timescale Skill mix model pilot due to be implemented by Oct 21.
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Quality Exception Report  

There were no Health Care Associated Infections (HCAI) in May 2021 that were 

associated with SCFT.

This includes MRSA, E coli, Pseudomonas aeruginosa and Klebsiella spp blood 

stream infections, C.difficile infection or COVID-19. 

The Intermediate Care Units (ICUs) continue to undertake weekly swabbing for 

COVID-19 on patients that are negative;  no positive swabs were reported. 

All Central Alerting System (CAS) alerts were reviewed and responded to within 

required timescales. 
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Quality Spotlight Report  

Infection prevention and control

Following a review of the hand hygiene metrics (MT510 and MT511) we have

identified that what was being reported in the IPR was not reflective of the Trust’s

compliance with hand hygiene.

The Deputy Director of Infection Prevention and Control has been working with the

Performance Team to resolve this. The previous hand hygiene metrics measured

whether a team/unit was 100% compliant in hand hygiene or not, these metrics have

now been amended to measure compliance as 90%. Two alternative metrics are

currently being developed with the IPC team which will give broader assurance of

hand hygiene across a wider range of services.

Complaints

(MT278) – the month 1 metric of 83.3% is as a result of one complaint which is being

investigated as an SI. The timescales for an SI are very different to complaint

response times and usually the complaint ‘clock’ is stopped when an SI is reported

but this didn’t happen before the data was retrieved for this report. The complainant

is engaged with the SI process and understands the timescales for investigation and

reporting.
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Performance Report
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Operational Performance Dashboard
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Operational Performance Exception Report
W

EL
LB

EI
N

G

ADVERSE Assurance

Performance Time to Talk is the Trust’s Psychological Therapy service, provided across West 

Sussex. The access targets are set nationally and aim to ensure that  services 

provide  timely access to treatment for people with anxiety disorders and 

depression. 

The Trust’s target is set based upon the expected number of people accessing the 

service and assessed in a given month.  For May, this number was originally set 

with NHSE at 1,586 (and the 100% target assumes that we actually assess at least 

this number of people). In May, the number of people who accessed the service 

was 1,265 (79.8% of original target).  However, it has now been confirmed by 

NHSE that the Trust will be measured against a revised trajectory which better 

reflects the recovery required from services post-pandemic.  For May, and for the 

year to date, this would have meant that that we exceeded the 100% target.  From 

next month the Trust’s performance will be measured against the agreed, revised 

trajectory of 1,082 per month for Q1.

Action It is important to note, as in previous months, that across a range of metrics the 

Time to Talk service benchmarks very well nationally in terms of performance. The 

year to date proportion of service users who have “moved to recovery”, i.e. reached 

a specific threshold in their recovery was 63.7% against a 50% target.  The number 

of service users showing reliable improvement was 79.7% against a 75% target.

Despite the move to a revised access trajectory and general high performance 

against key metrics,  the service recognises that there are challenges in delivering 

IAPT services in a climate of increased demand and continued limitations on 

access.    The actions in train to help deliver sustained increased access  and 

improved outcomes include:

• Focus on both recruitment and retention and digital solutions to increase the 

capacity of the team to meet likely increase in demand into future years

• Review of waiting times for all pathways within the IAPT service, not just initial 

assessments service with specific action plans being developed to address 

longer waits.

Outcome The Trust is expecting to meet the in year revised trajectory for access of 1082 per 

month for Q1, but will need to plan the capacity to meet likely increases in demand 

into 2022/23, and also aim to reduce wait times for some pathways within the 

service from current levels.

Timescale
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Operational Performance Exception Report
C

O
M

M
U

N
IT

Y
 &

 
O

U
TP

A
TI

EN
TS

Oversight Metric ADVERSE RAG(AMBER)

Performance 94.6% of patients waited fewer than 6 weeks in May-21compared to 94.2% in 

April, a slight increase in performance of 0.4%. Overall, performance has 

improved significantly since dropping dramatically in April/May 2020 due to the 

pandemic and has stabilised in the last 3 months.

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 NHSE during this time.  In May, most services 

are performing well, with Diagnostics in East Sussex reporting 99.6% of patients 

waiting fewer than 6 weeks.  Although Audiology services are slightly below 

target, 95.8% of children waited fewer than 6 weeks, this continues a significant 

improvement compared  to a low point  of 24.3% in September 2020.  The 

pressure remains in delivery of ultrasound scans in Bognor, with performance at 

88.7%.

Action Ultrasound activity through the Bognor service remains high, having recovered to 

pre-pandemic levels as early as July 2020.  However, demand into the service 

has increased further, and  increased turnaround times between scans means 

that capacity remains challenged.  Agreement with commissioners to maximise 

referrals through other providers as well as additional hours worked by SCFT staff 

has meant that wait times have recovered from 62.9% in November 2020. 

Additional actions in train to mitigate the waiting time challenges include:

1) Filling vacant B7 Sonographer role from September which will increase 

capacity

2) Continuing with using agency staff to boost capacity and help with clinical 

governance of new staff

3) Continuing Saturday sessions

4) Communication being sent to CCG and primary care about the use of Any 

Qualified Provider (AQP) to encourage more efficient use of other available 

provision 

Outcome

Timescale
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Operational Performance Exception Report
C

O
M

M
U

N
IT

Y
 &

 
O

U
TP

A
TI

EN
TS

ADVERSE Variation; Oversight Metric ADVERSE RAG(AMBER)

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

longer waiting times. The Trust is not currently being performance managed by NHSE 

during this time.   May has seen a slight increase in performance (from 89.5% in Apr to 

90.6% in May) but this measure has been below average for the last 7 months.

Trust-wide performance is driven to a large extent by the Trust’s MSK service that 

accounts for approximately 78% of total patients waiting in May.  As the table below sets 

out the two services with lower than 92% performance are MSK and Dental.  Performance 

in MSK was very close to meeting the 92% target, with Dental services reporting a much 

lower performance.  

Action The key service challenges for MSK is as a result of the move to non face to face 

consultations which has meant that many patients have been seen more often than they 

would have been – many receiving a telephone appointment and also a face to face follow 

up appointment.  This has reduced the services capacity to see new referrals and has led 

to increased wait times.  There have also been challenges with long waits for MRI scans 

(provided by local acute providers) and x-ray.  A move back to greater use of face to face 

activity, as well as a planned increase in x-ray capacity in Bognor, will support greater 

capacity for new referrals, but if demand continues to increase this may be required just to 

maintain performance rather than increase significantly above 92%.

For Dental, the service has secured additional ad hoc sessions at one acute provider this 

month and next (July and August 21). From September, there will be 2 additional GA 

sessions per month allocated. On 22/07/21 NHSE/I asked for a bid application for 

additional resources related to mitigating the GA waits and other Special Dental Service 

(SDS) waits and this is being worked on currently. A new trajectory for reaching the target 

is being drawn up in the context of the recently agreed additional capacity.

Outcome

Timescale

Consultant-led Service 

Group

May 

Performance

% of Total 

Patient Waiting

MSK Services 91.5% 78%

Chailey Services 96.2% 1%

Paediatrics and CDC 99.0% 11%

Dental Services 50.6% 5%

Diabetes 96.3% 5%

Neuro Rehab 100.0% 1%
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Workforce Dashboard
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FAVOURABLE Variation

Performance Favourable variation is reported for this metric as performance has risen

overall since Jan-20 and the target has been met since December 2020.

The Trust recorded 5,617 staff in post for May 2021. This figure is

unchanged from April. The Mass Vaccination Programme (MVP)

contributed 140 staff, excluding MVP, the Trust recorded 5,477 staff in post

against a target of 5,400.

At staff group level, there are no notable changes from April. The majority 

of staff groups continue to show special cause improvement in-line with the 

trend shown at Trust Level.  Following steady growth in staff numbers 

through the pandemic response period there has been a flattening of staff 

numbers since March 2021.

Action 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 Trust will therefore continue to focus on 

recruitment and retention measures including specific support for more 

challenged services.

Outcome We will aim to maintain current staff numbers, although this will be

impacted by any changes to the MVP. Future staff numbers will also be

influenced by the financial regime for the second half of the financial year

and commissioning investment decisions.

Timescale We will continue to monitor through the Trust’s Executive and Workforce

Committees.

Workforce Additional Exception Report
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FAVOURABLE Variation

Performance The Trust vacancy rate has dropped in May-21 (from 8.2% in Apr-21 to 

7.8%) and remaims below the 9.5% target.  The Trust continues to show 

special cause improvement dating back to March 2020. 

At staff group level, vacancy rates remain highest for Nursing and Midwifery 

staff at 12.6%, although this has reduced from a high point of 18% in 

September 2019.  AHP vacancies had increased slightly to 8.5%, the highest 

level since November 2019 and will be kept under review.

Action Although at a Trust level vacancies remain low by historical standards and

below target there are different impacts across services. The Trust’s HR

team continue to provide support for more challenged teams, for both

recruitment and retention plans, and actions are monitored through the

Trust’s Finance, Performance and Quality (FPQ) meetings and Workforce

Committee.

Outcome The Trust will continue to identify and support challenged services in order to

maintain vacant posts at the low levels overall but ensuring that the number

of services most adversely impacted is reduced. A focus on pipeline and the

use of apprenticeships and traineeships is now a priority.

Timescale Review of challenged services and staff groups will continue through the

Executive FPQ workforce reporting and Workforce Committee
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FAVOURABLE Variation; FAVOURABLE Assurance

Performance Favourable variation is reported for this metric as overall we are showing a

consistent reduction in turnover despite a small rise in May 2021, the

annualised rate having been under target since May 2020. Turnover in the

last 12 months for the current month is 11.4%. The Trust can be assured that

the target will be met for this metric.

Staff Turnover is another metric where, following a significant period of strong

performance there is a levelling off or small reversal over the past quarter. It

should be noted however that as the metric compares data from 12 months

ago it will be charting current data against the period at the start of the

pandemic which coincided with a significant reduction in turnover. It is

therefore normal that there will be some upward pressure.

Turnover in two of the staff groups remain close to or higher than the 13.5%

target, Nursing and Midwifery Registered at 13.1% and Additional Clinical

Services (clinical support staff) at 13.8%. All other groups are comfortably

below target.

Action Alongside vacancy and staff in post data, turnover is monitored through the 

Trust’s existing FPQ and Workforce Committees.  Although performance 

remains very strong by historical standards the Trust is continuing to focus on 

its wellbeing and support offer to staff, particularly in light of the current 

pressures on staff as a result of the pandemic.  The refresh and roll out of the 

Trust’s Healthy Teams resources recently are aimed at strengthening the tools 

available to managers to support staff wellbeing.

Outcome The Trust will continue to identify and support services and professions where

turnover remains higher than the 13.5% target or where it is increasing and

continue to strengthen its wellbeing offer to help staff feel supported in their

roles. It s likely that turnover rates show some upward movement as the

comparisons are with a period 12 months ago when staff turnover was low.

But we would expect performance to remain strong in relation to the longer

term trends.

Timescale Review of challenged services and staff groups will continue through the

Executive FPQ workforce reporting and Workforce Committee
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Performanc

e

Sickness absence data is reported 1 month in arrears and therefore the

values reported for May-21 relate to April. The sickness rate was 3.8% (a

drop of 0.1% on the previous month) which is below the Trust target and

within the expected range.

Sickness rates are down significantly from a recent spike recorded in 

January of 5.7%. April is the second consecutive month the Trust has hit 

target. 

Medical and Dental staff at 2.6% and Nursing and Midwifery staff at 3.8% 

have both shown reductions in sickness levels and are below the Trust 

average. The majority of staff groups are within the Trust target rate of 

4.0%. Estates and Ancillary at 5.5% and Additional Clinical Services at 5.3% 

are the only staff groups above target, although Additional Clinical Services 

are below their long term average of 5.9%. 

Action Covid has had a significant impact on staff sickness levels over he past 15 

months, but excluding the impact of this in certain months, sickness levels 

have been lower than we have historically reported.  The Trust’s focus 

remains on strengthening its wellbeing support to staff, recognising that 

stress and anxiety continues to be one of the key drivers of our long term 

sickness performance.

Outcome We would expect that sickness levels remain lower over the summer 

months but recognise the impact of Covid on staff sickness levels.  Staff 

absence data for more recent weeks has seen a rise in the numbers of staff 

absent as a result of track and trace and isolating rather than due to 

sickness per se.

Timescale Review of sickness performance data will continue through the Executive

FPQ workforce reporting and Workforce Committee
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ADVERSE Variation; ADVERSE Assurance

Performance Adverse variation and assurance are being reported for this metric. The 

proportion of staff who have undertaken either an appraisal or PDR within 

the past 12 months has stayed at 66.1% for the past 2 months and has 

been below average since May 2020 and below the Trust target of 80% 

since March 2020.

Action Following suspension of PDRs at the start of the 2020/21 financial year it

was expected that rates would be below the normally reported levels. As

the direct impact of the pandemic continues to reduce, the Trust is aiming

to improve compliance rates for PDRs across services and continues to

engage with staff and managers to support this process and ensure

improvement can be sustained. This has brought a steady improvement in

the position but we recognise there is further work to do to meet the

expected target.

Outcome A focus on PDR is taking place as it remains an important part of the

employee life cycle with all outstanding PDRs aimed to be completed in

Q2. PDR to be monitored and reviewed at Executive Committee.

Timescale Q2 2021/22 financial year.
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ADVERSE Variation; FAVOURABLE Assurance

Performance Favourable assurance is being reported as the overall rate remains above

the 85% target however adverse variation is showing as performance has

been below average since June 2020. The percentage of staff compliant

in all statutory training courses in May-21 was 87.5%, a rise of 1% since

Apr-21.

Performance has remained lower than it was pre-pandemic but remains

above target and is still strong in the context of significant operational

pressures. The Trust has reviewed its methodology for capturing and

reporting training compliance data and as a result the criteria for fully

meeting compliance was slightly stricter from April, which resulted in a 2%

dip in that month with performance improving in May.

Action A change in delivery model to increased online learning and training has

allowed the Trust to maintain a high level of 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. The Trust has targeted specific areas of training if compliance

levels appear to be dropping with positive results in those cases.

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.

Changes to social distancing measures will have a positive impact on face

to face training as compliance in those subjects remain below target.

Timescale We would expect that training take up will continue to recover

performance in Q1 and over Q2
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Workforce Spotlight Report

Workforce spotlight on SCFT COVID-19 Vaccination Workforce & Delivery (as at 6th July 2021)

• Just over 1,700 new staff have been recruited to the programme from a pool of applicants of 4,353, most registered 

onto a dedicated Bank (1,453) with around 230 on fixed term contracts. Internal and external secondments have 

complemented that workforce. Some applicants are currently progressing through the pipeline although new 

recruitment has now stopped

• The split of our recruits was 1,022 (60%) Unregistered and 693 (40%) Registered

• 1,304 people have attended a SCFT Clinical Skills Workshop to train to deliver intramuscular injections. 

• On 6th July Sussex Community NHS Foundation Trust Mass Vaccination sites had delivered 485,0002 vaccinations 

(500,000 has now been reached). This equates to one and half vaccines delivered every minute a vaccine centre has 

been operational

• Up to 1st July 2021, 282,315 rostered hours have been worked across 41,966 shifts, 68% delivered by our 

Temporary Staffing Workforce

• 546 shifts have been filled through Workforce Bureau requests for primary care, hospital hubs and other delivery 

partners

• SCFT employs 578 trained non-registered vaccinators, a role that did not previously exist prior to the mass 

vaccination programme

• 40% of the newly recruited workforce previously worked or currently works in the travel industry

• 28% of the previously employed in the health and social care sector workforce are retired individuals who have 

returned to work

• Over half the workforce (53%) expressed interested in careers within health and social care beyond the vaccination 

programme. 200 are actively involved in our retention programme

• SCFT was selected by NHSE to take part in a virtual retrospect because of its success in achieving good patient 

experience through collaboration of nursing and flight crew staff

• SCFT is currently working with the system to understand the workforce requirements for phase 3 of the vaccination 
programme

• Learnings from the programme are being reviewed and will be implemented to improve the recruitment process
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Finance Dashboard
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Finance Exception Report

Oversight Metric ADVERSE RAG(RED)

Performance The Trust reported a small deficit of £3k in May but still holds a surplus of 

£9k for the year to date, which is also £9k higher than plan. For the first 

half of the year (H1), the Trust continues to operate within a Covid

financial regime where most NHS contractual arrangements are 

suspended and have been replaced by fixed monthly contractual 

payments.  

Action The Trust’s plan has previously assumed that it will break-even for H1, 

but only with system support to mitigate a £1,197k financial risk resulting 

from the loss of non-NHS income.  However, due to better than planned 

performance from Elective Recovery Fund receipts, receipt of other 

income and ongoing cost reductions as a result of vacant posts, we are 

now forecasting that this break-even position can be achieved without 

this system support.

However, there is likely to be even greater pressure on finances for the 

second half of the year (H2) and a number of risks to delivery.  Therefore 

the Trust is focussed both on the delivery of the breakeven position for 

H1 and plans to support continued financial delivery in H2.

Outcome The Trust is expecting to meet a breakeven financial position for H1.

Timescale End September 2021
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Finance Exception Report

Oversight Metric ADVERSE RAG(AMBER)

Performance The Trust held a cash balance of £23,108k at the end of the Month, a 

reduction of £3,283k from the year-end position and £118k lower than plan. 

Despite the small dip below our planned position for May, cash balances 

are high by historic levels for the Trust and the reduction does not signify 

any underlying financial issue.  

The small variance is as a result in the income receipt profile for the Trust’s 

Mass Vaccination service, for which we will now be paid quarterly in 

arrears.  Q1 costs are forecast to be more than £5m and we will now only 

be reimbursed for these costs in August.  The Trust has now reprofiled its 

forecast based on this revised trajectory and this will be reflected in the 

June reported data.

Action The Trust will continue to actively manage its cash flows, in particular to 

minimise the levels of outstanding debt and continue to ensure creditor 

payments are made in a timely manner.

Outcome We expect cash balances to reduce gradually over the year to a level of 

just under £15m by the end of March 2022 as creditor balances reduce.

Timescale March 2022
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Finance Exception Report

FAVORABLE Variation; ADVERSE Assurance; Oversight Metric ADVERSE 

RAG(AMBER)

Performance The Trust aims to be fully compliant with the Better Payments Practice 

Code target - to pay its creditors within 30 days of receipt of invoice.

The target is to ensure that 95% of invoices are paid within 30 days.  For 

the two months to the end of May the Trust had paid 94.6% of invoices 

within the timeframe. 

Performance continues to be good by historic standards. However, the 

Trust recognises its responsibility to pay its suppliers in the most timely 

way and that continued focus is required to ensure all suppliers are paid 

in time and to understand how the Trust can move from its current 

performance to one where it regularly delivers better than 95% 

compliance.  As part of the Covid response the Trust continues to work 

with staff and suppliers to ensure faster payment.

Action The Trust’s Finance and Procurement teams are working with HR and 

other colleagues on an improvement plan to address the small number of 

late invoice payments that mean we have stayed stubbornly close to but 

below 95% for a number of months.  This includes specific arrangements 

for high volume low value agency invoices to accelerate review and 

approval as well as working with the small number of other services and 

suppliers where performance is most challenged.

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

the 95% target over the next two months.

Timescale July 2021
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Finance Spotlight Report

• Financial planning for 21/22 has been split into two halves, H1 and H2

• Whilst the financial settlement for H1 is known and SCFT are forecasting to break even 
for the first half of the year, the financial envelope for H2 is still unknown, the final view 
of this is unlikely before September

• Information from NHSE has confirmed that the Covid financial architecture in place will 
continue into H2 of the year

• There will be a requirement to deliver an efficiency of approx. 3% in the second half of 
the year

• Financial planning is underway within the Trust to have a sustainable plan, aiming to 
break even for the year as a whole

• Elements such as Top Up and Covid funding are likely to be on a much reduced basis, 
and will be funded at system (ICS) level to be applied where appropriate

• The CFO continues to participate in the ICS financial leaders group, and will work with 
the system to ensure SCFT services receive an allocation of these funds that 
recognises the expenditure required to deliver services to the expected quality and level 
of demand
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Trust Wide Risks (15+)

Risk Register

Operational Risks scoring 15 or above

There were no operational risks scoring 15 above

IT Risks

IT Risks scoring 15 or above

There were no IT risks scoring 15 or above
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BOARD OF DIRECTORS – PUBLIC MEETING 
27 July 2021 

 

Agenda Item Number :  7 

 

Report Title : Freedom to Speak Up (FTSU) Annual Report 2020-21  

 

Purpose:
  

Approval  Assurance x Discussion  Briefing  

           

Summary: 
This report summarises the concerns raised by staff to the Freedom to Speak Up (FTSU) 
Guardian in 2020-21. It also gives an overview into activity undertaken during this period to 
develop the culture of positivity around speaking up.  
 
The author brings the Board’s attention to the following highlights: 
 

 SCFT was ranked as 9th in the FTSU Index, and was the first year the organisation was in 
the top ten. This demonstrates the continued improvement in staff being able to speak up 
and the overall culture at the Trust. 

 Positive developments occurred during COVID-19 with the FTSU Guardian supporting 
the Connect line for staff support.  

 The Guardian hours were increased temporarily during COVID-19 to ensure support was 
available and this was made permanent.  

 A Datix module has been created to enable cases to be recorded onto Datix to improve 
data quality.   

 The FTSU Guardian was successful in securing a promotion, and recruitment has been 
completed with Mary Bell starting on the 1st July 2021 as the Trust’s new FTSU Guardian.   

 
Due to a small period of time when the previous FTSU Guardian left the Trust and when 
interim arrangements were put in place before the new FTSU Guardian started, some of the 
detail behind the information is protected and therefore has not been possible to include. 
This report is based on the FTSU quarterly reports provided during the year. 

Recommendation :  
The Board is requested to note the FTSU Annual Report for 2020-21.  

Previously reviewed by:   
Trust Wide Governance Group; Executive Committee. 

Relevance to Trust’s Strategic Goals: 
Population Health; Quality Improvement; Patient Experience; Thriving Staff. 

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

Equality and Diversity: 
High relevance to the duty to eliminate discrimination, the policy has been analysed and 
presented previously. 

Report author: 
Howard Pescott, 
Associate Director of Quality and Safety 

Report owner:  
Donna Lamb, Chief Nurse 
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Freedom to Speak Up 
Guardian Annual Report – 
2020-2021 
Donna Lamb 

Chief Nurse 

Executive Director for Freedom to Speak Up Guardian 
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Reader Box 

Description Freedom to Speak Up Annual Report 2020-21 

Date published July 2021 

Date due for review  

Executive Lead Donna Lamb – Executive Chief Nurse 

Author Howard Pescott, Associate Director of Quality and Safety based on 
information from the previous FTSU Guardian Allison Hawes 

Contact details 01273 666460 sc-tr.raisingconcerns@nhs.net  

Primary audience TWGG 
Quality Improvement Committee 
Trust Board 

Secondary 
audience(s) 

SCFT Staff 

Accessibility If you require this report in another format such as large print, 
electronically or in a different language please contact 
sc-tr.equality@nhs.net or ring 01273 666460 
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1. Introduction 
A FTSU guardian has been in post for just over 4.5 years at SCFT. It is clear that the 
visibility of the role has increased and this has resulted in increasing numbers of staff 
accessing the FTSU guardian for support.  
 
This annual report documents both the number of concerns that have been made 
over the twelve months from April 2020 to March 2021 alongside a review of the 
themes of these concerns. This report will provide examples of improvements that 
have been made as a result of concerns raised.  

 
As well as this data, the report also provides an overview of the development of the 
Freedom to Speak up work over the last year, future aims for the initiative and 
examples of feedback. 

2. Key FTSU activity 
2.1 Activities 

Key activities included: 

 The role of the FTSU ambassador continued to be developed and supported, 
increasing the number to 14 with four from the Black Asian Minority Ethnic 
(BAME) Network.  

 Closer working relationships remain between the Guardian and Connect 
team and this is providing a rapid referral process for additional wellbeing 
support for staff, including referrals for mediation, post-event reviews or 
reflective practice sessions. 

 October is assigned by the National Guardian Office as National Speak Up 
month and in 2020 the following occurred 

 Content captured for short films of staff, managers and other leaders 

 General content about FTSU filmed with guardian, CEO and Chief 
Nurse for future use  

 Three hangouts occurred for staff to join, with one jointly led with the 
BAME Network and one with the FTSU Non-Executive Director 
(NED). 

 The FTSU strategy was ratified by the board in December 2020 and the 
implementation plan is being finalised. 

 A board FTSU self-assessment took place in December 2020 incorporating 
annual FTSU training for all board members.  

 The guardian engaged with the four staff networks to ensure the voices of 
those potentially vulnerable groups could be heard. 

 The guardian worked with the local HR Business Partners, Staffside and 
management to share confidential themes and intelligence to enable 
improvements. 
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2.2 Training  

Health Education England (HEE) and the National Guardian Office have developed 
e-learning modules to explain what speaking up is and how this helps build teams 
where people are supported to be their best.   

 The “Speak Up” module is for all staff, and 76% of staff completed this at year 
end (target 70%). 

 The second module “Listen Up” is for managers and builds on the first module.  
This module was being updated nationally and resulted in the link being 
removed for the training.  SCFT achieved 34% of managers trained. 

 A third module will be rolled out later in 2021 for senior managers, titled “Follow 
Up”. 

3. Speaking up – what the data says 
3.1 The National Guardian Office Freedom to Speak Up Index report 

2021 

The FTSU index serves as an indicator of staff perceptions of Speaking Up based on 
the latest NHS Staff Survey results from 2020.  The metric focuses on errors, near 
misses, incidents, and, unsafe clinical practice.   It is a combined score of the 
following four NHS Staff Survey metrics: 

 

 % of staff responded ‘agreeing’ or ‘strongly agreeing’ that their organization 
treats staff who are involved in an error, near miss or incident fairly (question 
17a) 

 % of staff responded ‘agreeing’ or ‘strongly agreeing’ that their organization 
encourages them to report errors, near misses or incidents (question 17b)  

 % of staff responded ‘agreeing’ or ‘strongly agreeing’ that if they were 
concerned about unsafe clinical practice, they would know how to report it 
(question 18a) 

 % of staff responded ‘agreeing’ or ‘strongly agreeing’ that they would feel 
secure raising concerns about unsafe clinical practice (question 18b) 

 

SCFT scored 84.9% in the 2021 index and Figure 1 demonstrates the continued 
improvement when compared to the national and peer group median.  SCFT was 
ranked as 9th in the FTSU Index, and is the first year SCFT has been in the top ten 
organisations nationally.   

Within the ten highest rated organisations, five have a CQC overall rating as 
outstanding and five are good (including SCFT). 

07
 F

T
S

U
 A

nn
ua

l R
ep

or
t 2

02
0-

21

Page 87 of 115



Sussex Community NHS Foundation Trust – Freedom to Speak Up Annual Report 

 

 

 

 

  Page 7  

 

Figure 1: FTSU Index 2021 

Source: NGO FTSU Index May 2021 

3.2 Number of concerns raised per year 

 Figure 2 below indicates the growth in numbers of individuals speaking up in 
SCFT over the course of the last three years. 

 The data shows that this year activity has been maintained without an increase 
as experienced in previous years.   

 Whilst it is important that staff do contact the FTSUG when needed, we also 
want to encourage staff to discuss issues directly with their line manager. 

  

   

Figure 2: Number of concerns raised in SCFT per year 2017-2021  

Source:  FTSU Log of concerns May 2021 

 

 

3.3 Number of concerns raised by quarter  

 It was anticipated that numbers of concerns would rise in the medium term. The 
extra visibility for the FTSU initiative provided greater opportunities for staff to 
raise concerns using this route. 
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 The increase in the number of staff speaking up is mirrored in SCFT’s overall 
level of staff responding to the NHS staff survey, with 63% completing it in 2020. 

 

Figure 3:  Number of concerns raised per quarter – year on year comparison 

Source:  FTSU Log of concerns May 2021 

3.4 Number of concerns by area  

 To enable comparison across the Areas, Figure 4 presents the number of 
concerns per 1,000 headcount.  

 During 2020-21, there were 36 concerns in East during 20-21 (47 per 1,000 
headcount).  Regular communication occurred with the Area Director and senior 
managers in the Area to enable these cases to progress and only five required 
escalating to Step Two with the majority being resolved at Step One with a local 
manager.   Whilst the data presents the East Area as an outlier, it is positive that 
staff are speaking up and are happy to be supported to have their concerns 
resolved with their managers at Step One.      

 

 

  Figure 4 Number of concerns 2020-2021 per 1,000 headcount per area  

Source:  FTSU Log of concerns May 2021  

           

       

3.5 FTSU Themes during COVID-19 

 It is recognised that 2020-21 has been affected by COVID-19, and the circumstances 
that our staff have been working within has been unusual. 
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 A number of themes this year were related to individual experiences of COVID-19 and 
how they felt they were being treated by their line managers. 

 There was a theme that staff were experiencing a perceived lack of compassionate 
leadership, and discussions occurred with individuals about their own psychological 
wellbeing. 

 Concerns were raised about the processes that were implemented during COVID-19, 
e.g. working from home, and a perceived difference between how teams were 
implementing the guidance. 

 It is important that whilst concerns were being raised, that the majority of cases were 
able to be supported through engagement with managers and individuals as reflected in 
Figure 5. 

 

 

 
Figure 5 Referral route for cases to date 2019-2021 

Source:  FTSU Log of concerns May 2021  

 
 Figure 5 demonstrates that the majority of cases are resolved through advice or by 

supporting local resolution with managers.   

 Managers are being supported by the FTSU guardian to manage their own team 
concerns where they ‘come out’ of the management line temporarily to the guardian. 
This continues to demonstrate that local managers are responding and cases are not 
requiring escalation to Step Two. 

 There has been a reduction in numbers requiring escalation to an Executive Director in 
2020-21.  
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4. Delivery of 2020-2021 objectives 
Objective How we delivered this Outcome 

Increasing awareness and 
visibility of FTSU guardian 

 Review of FTSU ambassadors 

 Training and engagement 

 Council of governors FTSU awareness session 

 TIAA audit will measure progress 

Delayed due to staffing 

Completed 

Delayed due to Covid 

Delayed due to COVID-19 and date 
being confirned 

Promoting a culture of 
raising concerns 

 Review of governance processes  (Quality account, 
privacy notice, reporting, quick reference guide) 

 New Datix module to record cases 

 Review board self-assessment tool 

 Learning from staff who raise concerns (feedback 
survey launched, exit interviews) 

 Complete FTSU strategy 

 Development of implementation plan 

Completed 

 

Completed  

Completed 

Ongoing 

Completed 

Delayed due to staffing 

5. FTSUG regional and national links 
in 2020-2021 
 A key activity has been the completion of a joint peer review with the Royal 

Surrey Hospital NHS Trust. 

 The peer review focused on: 

o Methods of promoting Freedom to Speak up 

o The infrastructure (data management; reporting lines; escalation paths) 
for delivering Freedom to Speak Up 

o The methods of receiving and addressing Freedom to Speak Up 
concerns 

o The anonymised profile of contacts by recognised identifiers e.g. 
occupational group; service; division; protected characteristics 

o The use of evaluative feedback to identify themes, patterns and trends 

o Methods of reporting FTSU to the Board 

o Inclusion of BAME colleagues in the FTSU process 

 The peer review was completed over two days, and the report is currently being 
finalised. 
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6. Case study  
The case study in this year’s annual report provides an example of the direct 
experience of an operational team where concerns were raised, and how the FTSU 
Guardian has been involved in responding with the Patient Safety Team. 

Concerns were escalated about patient safety within a team, and also about the 
overall leadership for this service.  The FTSU Guardian and Patient Safety reviewed 
the concerns and were keen to adopt a robust approach whilst working with the 
team. 

Due to a number of national and local initiatives, we are developing a different 
approach to quality and safety which places greater emphasis on learning and 
understanding the factors that result in us getting it right rather than focusing on the 
few incidents when we get it wrong.   

Working with the local team, an initial meeting occurred to explore the concerns and 
to agree together the approach.  It was clear that the scope was to complete a 
review of quality so that the team could own their achievements and areas for 
development.  The aim was to use the time as an opportunity to explore quality and 
safety with the team, rather than doing an investigation due to concerns.  This 
messaging was essential as it then set the scene for the future work. 

Information was collated, including incidents, patient feedback and complaints, and 
safety metrics.  This was provided for the year, and also included any serious 
incidents or complaint action plans to review learning. 

Listening visits with the team were set up, and were open to all team members to 
contribute.  This enabled staff to speak honestly and to be part of the solutions. 

In addition, it was essential that patient feedback was obtained and this was 
completed by the Patient Experience Team using a standard approach. 

All of the above was then collated and provided for the team to review in a workshop, 
which included clinical and non-clinical staff. 

Learning was identified, but the approach also enabled the team to review quality 
and safety over the last year and themes.   

Feedback has been received from the team and management, that the staff valued 
the opportunity and provided protected space to explore the range of information.   

It was highlighted that the above approach, and how patient safety is being 
approached positively and not seeking blame is being positively experienced.  

This is an example of how staff are being supported to speak up, and that this 
reflects a just culture of openness and learning.  
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7. What have we learnt? 
Thank you to all staff who were able to speak up to the FTSUG in 2020-2021. The 
following is a snapshot of what we have learned because you have spoken up and 
the positive changes that have or will occur as a result. This is just a sample; there 
were many more.   

 We recognised the importance of the FTSU Guardian working closely with the 
local management teams, and to share information as agreed with individuals 
raising concern. 

 The FTSU Guardian has worked with the Area management teams, HR and 
staffside to enable sharing of themes (not detail of cases) so that links across 
issues and understanding can occur. 

 The role that FTSU has in supporting managers to have early conversations with 
staff, to enable resolution and a shared understanding. 

 We recognise managers can be ‘victims’ too and so ensure FTSU impartial 
support and contact is made with all parties where confidentiality allows and the 
correct process is used to review concerns.  

 The importance of FTSU to be part of Patient Safety, and a coordinated 
approach. 

 The role that mediation can play to support conversations between individuals, 
and to enable future working. 

8. FTSU during COVID-19 
The role of FTSU guardians nationally during COVID-19 was vitally important and at 
SCFT this was recognised with a permanent increase in resource. The role has been 
pivotal in providing a link between staff, managers, organisational development and 
human resources.  

 Regular contact between the Chair of the board, the Non-Executive lead for 
FTSU and the FTSU guardian provided assurance our staff’s voice was being 
heard and responded to.  

 In addition to business as usual, the FTSU guardian established closer links with 
key staff who were responding to an increased demand for staff support as the 
pandemic developed. This collaboration was formed of staff in the chaplaincy, 
organisational development, mental health lead, chief psychologist and FTSU 
guardian. Together they launched the Connect telephone support line, designed 
a training programme to support managers respond to staff in a trauma informed 
way and carried out outreach visits to teams that were struggling to manage the 
emotional impact from work or home or both. They ensured feedback from any 
themes arising were linked to those in the organisation looking to learn what went 
well and what could be improved, especially if required to mobilise in a similar 
way again, and similarly important to the reset planning.   
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9. Next steps 
 Support the new FTSUG in their induction and development of the role. 

 Review the implementation plan for the FTSU Strategy with the new FTSUG to 
support delivery or mitigations where required. 

 Complete a workshop with the FTSU Ambassadors on their role and potential. 

 Development of framework for a FTSU case investigation, reflecting a cultural 
enquiry model. 

 Engage with the Staff Networks to ensure close working. 

 Closer alignment of FTSUG and Patient Safety. 

 Working with Quality & Safety in the development of a new Celebrating Quality 
Review with teams, replacing the previous Peer Quality Review process. 

 Support the development of a monthly triangulation of Quality and Safety at Trust 
level, which incorporates a broader appreciation of quality including qualitative 
information related to patient safety and staff wellbeing. 

 Review the final feedback from the peer review from Royal Surrey. 

 Gap analysis for any learning from the NGO case reviews. 

 Continued focus alongside HR colleagues on the theme of incivility in the 
workplace - including closer triangulation with HR around low level incivility cases 
so early intervention can be offered.   

 Work with the Spiritual Care Lead on the development of the mediation service. 

 Support colleagues in the Quality and Safety team to review progress on using a 
Just Culture approach to incidents within SCFT. 

10. Conclusion  
 Awareness of FTSU is consistently increasing, thereby promoting a more open 

and safer culture (for patients and staff). 

 We can demonstrate where we have learnt from Speaking Up and have plans in 
place to share the learning more widely. 

 The FTSU Guardian and Patient Safety have worked closer over the last year, 
and this has resulted in a different approach when there have been patient safety 
concerns identified. 

 This approach reflects the National Patient Safety Strategy which was published 
in 2019, and work nationally is currently in progress aligning the FTSU and 
Patient Safety agendas. 

 Significant progress has occurred in 2020-21 with the development of a module 
on Datix to record FTSU cases confidentially.  This is now in place for the new 
FTSUG to record new cases in the future. 

 2021/22 FTSU strategy implementation plan will ensure a clear vision and 
direction for Speaking Up. 
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BOARD OF DIRECTORS – PUBLIC MEETING 
29 July 2021 

 

Agenda Item Number: 8 
 

 

Report Title: Health and Safety Annual Report 2020-2021 
 

 

Purpose:
  

Approval  Assurance  Discussion  Briefing  

           

Summary: 
This report outlines the Trust’s health and safety performance during 2020-2021 and  
improvements planned for 2021-22, including the impact of the COVID-19 pandemic 
on health safety performance, namely: 

 Incident reporting. A decrease in incident reporting from 1439 incidents in 
2019-20 to 1167 incidents in 2020-21 is attributed to the suspension of face of 
face to face patient appointments at the start of the pandemic and changes to 
working patterns. Incident reporting data at the end of quarter one 2021-22 
(April to June) has indicated that the overall number of incidents has returned 
to pre-pandemic reporting levels. 

 Monitoring health and safety. While normal audits and inspections were 
suspended during 2020, additional focused checks and visits by Facilities and 
the Health and Safety teams (e.g. weekly stock checks on oxygen cylinders 
and site walk-abouts to pick up estates actions on behalf of operational 
services) provided assurance that the organisation is safe. 

 COVID safe work environments. With support from the Estates team all 
services completed environmental risk assessments to ensure that mitigations 
were implemented and that all sites were ‘Covid Safe’. Oversight of the risk 
assessments and assurance was provided to the Restoration and Reset 
Steering Group. Follow up visits by the Health and Safety team have 
monitored the effective implementation of mitigations and supported 
assessments of evolving situations as services are restored. The team 
completed all COVID service visits as planned by 9 July 2021. 

 Patient handling training. Following interruptions to face to face training in 
response to the pandemic, several mitigations were implemented to support 
training, including: introducing peer observations so that competencies can be 
verified in practice, maintained some face to face training at venues which 
were risk assessed, introduced training manikins, training frequency was 
changed to every three years and Trust’s compliance target was reduced to 
85% in line with other Trusts. 

The key areas of focus for the Health and Safety Committee in 2021-2022 are: 

 Supporting the implementation of the new Violence Prevention and Reduction 
standard, being adopted by the Integrated Care System (ICS) as an early 
exemplar, to prevent and reduce abuse of NHS staff. 

 Reviewing and providing oversight of welfare arrangements, so the 
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Committee can address/focus on any areas of non-compliance. 

 Maintaining focus on patient handling training to increase staff access and 
compliance for both substantive and bank staff. 

 Review arrangements for display screen equipment (DSE) to support 
changing work patterns. 

 

Recommendation:  

The Board is asked to note the report. 
 

Previously reviewed by:   
The Health and Safety Committee were assured by the overview of the Trust’s health 
and safety performance. Feedback on the 2021-22 objectives has been incorporated 
into the Committee’s workplan. 
 

Relevance to Trust’s Strategic Goals: 
Thriving Staff: By protecting and ensuring the health, safety and welfare of staff and 
others. 
 

Relevance to CQC Domains: 

 Safe – Good health and safety practices support a safe working environment for 
staff and patients. 

 Well led – Understanding of health and safety requirements and practice is an 
important part of effective leadership. 
 

Equality and Diversity: 
The future objectives outlined in the report should continue as they benefit and 
improve health and safety arrangements for all staff and patients/families/carers 
visiting Trust services. Individual projects and reports resulting from the objectives 
will be individually assessed and reviewed for any equality and diversity 
requirements. 
 

Report author: 
Mark Plows and Mark Pickles 
Safety & Risk Manager and Health & Safety Lead 

Report owner:  
Mike Jennings 
Chief Financial Officer 
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Reader Box 

Description This report provides an overview of health and safety 
performance in 2020-21 and sets objectives for the following 
year.   

Date published 17 May 2021 – updated 13/07/2021 to reflect actions due to be 
completed in June and July (e.g. Medical Device Inventory and 
Covid assurance visits, which were all completed on schedule) 

Executive Lead Mike Jennings, Chief Financial Officer 

Author Mark Pickles, Health & Safety Lead 
Mark Plows, Safety & Risk Manager 

Contributors: 
Steve Tancock, Head of Fire & Security 
Jason Brown, Security Management Specialist 

Contact details Brighton General Hospital, Elm Grove, Brighton, BN2 3EW. 

Primary audience Trust Board 

Secondary 
audience(s) 

Senior Managers and stakeholders to the Public Board 

Notes Further details and analysis of data is included in the Health & 
Safety Committee’s quarterly reports.   
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1. Introduction 
The Trust is committed to the prevention of injury and ill health to all staff, patients and visitors, 
by promoting a safe environment and developing a positive proactive culture by achieving the 
Trust’s Health & Safety Policy objectives. 

The purpose of this report is to provide assurance to the Board, with an overview of the Trust’s 
activities relating to health and safety compliance.  This report describes the Trust's actions and 
significant achievements relating to the management of health and safety and future work 
activity.  Further in-depth analysis and assurance is provided by the Health & Safety Committee 
and further details are available through the committee’s reports. 

2. Report Summary 
2.1 Health and safety performance in 2020-21  
During 2020-21 there were 1167 health and safety related incidents, compared to 1439 
incidents in 2019-20.  This decrease is a result of the COVID-19 pandemic affecting the normal 
running of services and staff working patterns (e.g. introduction of virtual clinics, agile working).   

Themes from incident reports have remained consistent with previous annual reports and the 
key areas of focus are: ‘Verbal and Physical Abuse’ and ‘Unsafe/Inappropriate Environment’.  
These key areas are priorities for the Health and Safety Committee’s work plan. 

There were 14 incidents reported to the Health and Safety Executive (HSE) under the Reporting 
of Injuries, Diseases and Dangerous Occurrences Regulations (RIDDOR).  This is a decrease 
from the 15 incidents reporting in 2019-20.  All of the reportable incidents were staff related.  15 
additional incidents were reported involving staff contracting COVID-19 whilst also working with 
COVID-19 positive patients, which fulfilled the HSE requirements for reporting occupational 
exposures at the start of the pandemic.  In July the HSE guidance was updated to only include 
exposures where a specific breach in containment or control measures had occurred.  
Subsequently no further incidents have met this reporting requirement and the overall number 
of RIDDOR incidents is expected to return to levels comparable with 2019-20.   

The remaining RIDDOR incidents were attributed to slips, trips and falls, mainly due to 
inclement weather, and include various environments outside of SCFT’s control (e.g. patients’ 
homes). These themes are consistent with those from previous years and are highlighted to 
staff through the statutory health and safety training.   

The Trust provides a range of safety training, including patient handling training to clinical 
frontline staff.  At the end of 2020-21 83.8% of substantive staff were in date with their 
mandatory patient handling training, exceeding the Trust’s target of 75%.   

2.2 Significant Events and Challenges 2020-21 
 Health & Safety walkabouts: At the start of the COVID-19 pandemic several governance 

and assurance processes were suspended to reduce the burden on frontline services.        
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To ensure that suitable assurance was maintained, the Health & Safety team visited 
services to provide support, and in conjunction with facilities, monitored oxygen cylinder 
stock levels across all of the Trust’s Intermediate Care Units (ICU).  

 COVID-19 environmental risk assessments: In order to support the restoration of services 
and ensure that workplaces were safe for staff to continue or return to work in, a programme 
of risk assessing and gaining assurance that service locations were ‘covid safe’ was 
implemented.  SCFT staff reviewed both staff and clinical areas, and completed risk 
assessments for every service location.  Compliance leads from Estates evaluated all of the 
risk assessments to ensure compliance with government guidance and  assurance was 
provided to the Trust’s Restoration & Reset Steering Group.  Following assurance that 
100% of all service locations had suitable and sufficient risk assessments in place, the 
Health & Safety team scheduled a programme of visits, to monitor compliance, and to 
provide assurance and guidance to staff.  Between January to April 2021, over 340 service 
locations were visited and the last service was visited on 9th July 2021.      

 Medical Devices Inventory: In 2021 the Medical Devices team and Estates have merged 
several medical device inventory systems to support future maintenance and servicing, 
providing improved levels of assurance, and enable future options for maintenance provision 
and equipment replacement programmes. The single inventory system successfully went 
live on 27th May 2021.   

 Patient handling training: At the end of March 2021, staff training compliance was at 
83.8%, exceeding the Trust target of 75%.  Whilst restrictions on face to face training, and 
redeployment of staff has impacted training compliance, several measures have been 
introduced to support staff and patient safety. This included the introduction of peer 
observations to check and record competency of staff in practice, and increasing the 
requirement for refresher training up to three years.   

Following the approval of this Annual Report, the Health and Safety Committee will focus on the 
key findings from this report and incorporate them into the Committee’s work plan for 2020-21. 

2.3 Changes to legislation 
During the previous year there have been significant changes to legislation affecting the Trust.  

Changes to the Regulatory Reform Order (Fire Safety) 2005 in the form of the “Fire Safety Bill 
2021” have just been through the final stages of government approval and were passed as law 
in April 2021. The guidance as to when this will become enforceable is yet to be provided but 
the Fire Safety team will evaluate any changes that are relevant to the Trust and the way it 
manages fire safety. Further updates will be provided to the Health and Safety Committee when 
available. 

Following Brexit and the UK leaving the EU, the transfer of EU law into UK law legislation has 
been adopted with only one significant change to note. The UK has introduced the UKCA 
marking to replace the CE marking for new products placed on the UK marketplace after 31 
December 2020.  The impact for the Trust is minimal and there will be considerable overlap 
between the CE and UKCA markings for several years.  These changes will fit within existing 
processes and Trust policies.   
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3. Current Compliance 
3.1 Monitoring compliance and effectiveness 
The Health & Safety team undertake regular audits, to monitor compliance with the Trust’s 
Health & Safety Policy and associated procedures, provide support to services, and to escalate 
any risks or learning to the Health & Safety Committee. 

During 2020-21 14 audits were completed and the resulting actions plans managed locally and 
uploaded onto Datix for managers update.  Due to the pandemic most audits have been 
undertaken virtually with managers and focused on priority services, including ICUs, Minor 
Injury Units (MIUs) and Urgent Treatment Center (UTC) services.   

3.2 Monitoring accident and incident data 
During 2020-21 the number of incidents has decreased, compared to the previous three years 
(see figure 1).  The number of incidents reported each month show similar seasonal variations, 
which can be attributed to the impact of traditional holiday periods on work activity and seasonal 
weather variants. There are some abnormal peaks and troughs within this year’s data which 
coincide to the national lockdowns (March – June, November – December and January - April) 
where activity was reduced.     

 

(Figure 1. Reported Health & Safety Incidents) 
 

The Health & Safety Committee review the incident reporting data with vacancy rates each 
quarter, to provide assurance to the Board.  During 2020-21 there was no correlation between 
vacancy staffing data and incident reporting.     
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3.2.1 Level of harm 

The incident reporting system allows the reporter to rate the level of harm and this gives an 
indication around the severity of each incident (see Figure 2).   

 Figure 2. Level of Harm  

The decrease in reported incidents in 2020-21 is spread proportionately across the different 
levels of harm and across different types of services.  All incidents are reviewed by the 
appropriate specialist leads (e.g. fire, security, patient safety) to identify any external reporting 
requirements, support individual services or staff, and provide holistic support to the Trust. 

3.2.2 Incident categories 

When reporting an incident, the reporter selects an appropriate category and these are used to 
determine trends.  

The top four causes of incidents have remained fairly consistent with previous years. Overall, 
the number of incidents in these categories has reduced. This is reflective of the overall 
decrease in reported incidents for 2020-21(see Table 1).     

Incident categories 2020-21 2019-20 2018-19 2017-18 

Verbal Abuse - various categories 314 506 415 363 

Unsafe / inappropriate environment 174 175 111 105 

Physical Abuse - various categories 96 116 110 128 

Moving And Handling - various categories 108 99 100 107 

Fire - various categories 74 57 67 60 

Medical Sharps injury - Used 48 25   

Table 1.  Main causes of reported health and safety incidents 
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3.2.2.1 Verbal and physical abuse incidents 

When compared to last year, the number of verbal abuse incidents by patients (245 incidents) 
and public (119 incidents) on staff has decreased by 38% (see Figure 3).  And, the number of 
physical abuse incidents has decreased by 17% (see Figure 4) on the previous year following 
reduced service activity during COVID-19. 

 

Figure 3. Verbal Abuse Incidents 

The majority of Verbal and Physical Abuse incidents occur in the community and at Crawley 
Hospital, where the UTC sees a high volume of patients and the site features more patient 
services than other sites used by SCFT.   

All reported incidents are reviewed by the Security team and affected staff contacted within 
three working days with offers of support. 
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Figure 4.  Physical Abuse Incidents 

The Security team has worked closely with staff at Crawley UTC providing specialist training 
and where appropriate, issuing behavioural contracts and warning letters to patients.  

Viking ward, at Crawley Hospital, has seen an increase with the majority of incidents related to 
a small number of patients who were abusive to staff. Security is reporting staff abuse incidents 
when required to the Police and are finding an appropriate senior police representative to 
discuss how the Police can support staff when incidents require further action. In the community 
the Security team liaises with services to ensure lone working processes are suitable and 
effective.  This includes the management of lone working devices to protect staff. 

The main cause of physical abuse has been from patients on staff (75 incidents) and although 
this has reduced slightly from the previous year (89 incidents), the overall the number of 
incidents has remained consistent (see Table 1 and Figure 4).  

The Trust’s Security team is working with other NHS Trusts, across the ICS, to share learning 
and in 2021 the team (in conjunction with the ICS) are trialing a new Violence Prevention and 
Reduction standard.   

As part of the support provided to staff, the Trust provides conflict resolution training as 
mandatory for all frontline staff, in addition to bespoke training.   

3.2.2.2 Moving and handling incidents 

The overall number of moving and handling incidents has increased by 9% in 2020-21, when 
compared to the previous year’s data. The increase is partly attributed to increased awareness 
of incident reporting and the additional strain on staff during COVID-19 with redeployed staff 
also undertaking new work activities.  
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Figure 5.  Moving & Handling Incidents 

Overall the number of moving and handling incidents has increased from 86 in 2016-17, to 99 in 
2020-21 (see Figure 5).  The majority of the reported incidents are recorded as no or low harm, 
with 4 incidents rated with moderate levels of harm.  The moderate incidents included: sudden 
movement from patient during handling in patient home, moving office equipment and two static 
postures to provide care in patient homes.   

During 2020 several alternative training methods were used including: virtual training sessions, 
where staff would ask questions and see demonstrations remotely, peer observations to check 
and record competency demonstrated in practice, and when safe to do to reduced face to face 
training was re-introduced with COVID mitigations in place. Throughout the previous year 
support and advice for staff with musculoskeletal disorders has continued to be provided by the 
Trust’s Occupational Health department.     

3.2.2.3 Unsafe or inappropriate environment  

When compared with the other types of incidents, the number of ‘Unsafe or inappropriate 
environment incidents’ has remained consistent with the previous year (i.e. 174 in 2020/21 and 
175 in 2019/20).    

3.2.2.4 Fire 

Fire related incidents have increased from 57 to 74 when compared against 2019-20. There 
were no emerging treads or themes for this increase.  32% of incidents are reported by staff at 
Crawley Hospital and this is reflective of the site’s size and complexity with multiple healthcare 
organisations based on site.  90% of the incidents were false alarm activations and all the 
incident were no or low harm incidents.  

3.2.2.5 Used sharps/needlestick injury 

Used sharps related incidents have increased from 25 to 48 when compared against 2019-20, 
going against the trend of reduced incidents during the pandemic. This is believed to be 
attributed to staff being redeployed undertaking new work activities and the need for staff to 
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wear additional PPE during procedures as part of COVID-19 control measures, reducing their 
dexterity. Insulin and blood taking procedures account for 48% of the incidents. All of the 
incidents were no or low harm, and there were no High risk incidents, which would require 
external reporting.  To put the 48 incidents into perspective, in 2020-21 SCFT’s Community 
Nursing, Responsive Services and Phlebotomy services carried out over 305,000 procedures 
(Source: Performance team 05/05/21).          

Staff fall incidents 

Incidents involving staff falls occur on a wide range of premises (e.g. hospitals, schools, local 
authority buildings and in the community).  Staff falls are typically low or no harm incidents and 
these incidents are spread throughout the year with no statistical treads or patterns.   

11 incidents with Moderate levels of harm were investigated by the Health & Safety team with 8 
reported under RIDDOR.  Staff falls with moderate levels of harm typically occur from 
September to January; when inclement weather and reduced daily hours are increased risk 
factors.  

3.3 Notification of IRMER incidents 
The Ionising Radiation (Medical Exposure) Regulations 2017 (IRMER) place a requirement on 
employers to notify the Care Quality Committee (CQC) in the event of any ‘clinically significant 
accidental or unintended exposure’ to ionising radiation.  In 2020-2021 there were no IRMER 
incidents within the Trust to report.   

3.4 Incidents reported under RIDDOR  
During 2020-21 14 RIDDOR incidents were reported.  This is a decrease compared to the 15 
incidents in 2019-20, and 9 in 2018-19.   

All of the reportable incidents were staff related, as oppose to patients or members of the public.  
15 additional incidents were reported involving staff contracting COVID-19 where they had also 
worked with COVID-19 positive patients, which fulfilled the HSE requirements for reporting 
occupational exposures at the start of the pandemic.  In July the HSE guidance was updated to 
only include exposures where a specific breach in containment or control measures had 
occurred.  Subsequently no further incidents have met this reporting requirement and the overall 
number of RIDDOR incidents is expected to return to levels comparable with 2019/20.   

8 staff slipped, tripped or fell and suffered either fractured/broken bones or required more than 
seven days off work as a result of the injury.  These types of incident commonly occur in patient 
homes or public places; where SCFT has no control over the environment.  These themes are 
consistent with those from previous years.   

Whenever an incident is identified as reportable the applicable Director is informed, the incident 
is reported within the applicable timeframe, and further analysis is included in reports to the 
Health and Safety Committee.   

In order to provide a point of comparison on the number of reportable incidents, information 
from comparable organisations was obtained through the Healthcare Risk Management Group, 
a networking group for healthcare providers (see Table 2). The benchmarking with other 
healthcare organisations shows that SCFT has a low incident rate. 
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Type of organisation Staff head-count March 
2021 

RIDDORS 
(excluding C-19) 

TOTAL Incident rate per 
100,000 employees 

SCFT 5965 14 235 

Community NHS Trust 5480 17 310 

Hospices & Community 4250 10 241 

Acute & Community NHS Trust 3860 18 466 

Acute & Community NHS Trust 7200 24 329 

Table 2. 2020/21 RIDDOR Benchmarking 

3.5 Training 
Health and safety training is provided at different levels, throughout the Trust, according to 
individuals' roles and responsibilities.   

3.5.1 Health and safety training 

The statutory training provided to all staff includes a range of topics relevant to ensuring the 
health, safety and welfare of staff, patients and other persons. The Trust has moved across to 
online training for these topics, setting a compliance target of 85% and the level of compliance 
for substantive staff at the end of 2020/21 was 95.6%. The bank staff level of compliance was at 
80.9% and is an area of focus for the Trust. 

In addition to statutory training, the Trust provides health and safety management and risk 
assessment training.  The half-day mandatory course is run by the Health & Safety team and is 
refreshed every two years. During this year training has been adapted to be delivered virtually 
and future plans include adding the training to Electronic Staff Record (ESR) to enable 
compliance monitoring. 

3.5.3 Mandatory patient handling training 

Patient handling training is mandatory for all clinical staff involved in moving or handling 
patients, including adults and children.  From January 2021 the requirement to attend refresher 
training was changed from two to every three years.  
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Figure 6: Patient handling training compliance, Substantive Staff 01/04/18 - 31/03/21  

 

Figure 7: Patient handling training compliance, Bank Staff 01/04/18 - 31/03/21  

At the end of 2020-21 83.8% of substantive staff were in date with their patient handling 
training, exceeding the Trust’s target of 75% (see Figure 6).  The level of compliance for Bank 
staff was at 62.1% (see Figure 7) and is an area of focus, with a risk on the Trust’s Risk 
Register.   

Typically the Trust’s provide sufficient courses to train approximately 150% of staff who require 
training.  During 2020-21 several changes and mitigations were introduced: 

 The size of face to face training events were reduced due to increased hygiene and 
infection control mitigations put in place in response to the pandemic. 
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 Procurement and use of handling manikins to replicate patients being moved/transferred 
in training scenarios. 

 Peer observations introduced to check and record competencies demonstrated in 
practice. 

 Patient handling frequency extended to a 3 yearly requirement to ensure reduced class 
sizes could meet the required demand.  

 Patient handling compliance target has been reduced to 75% for substantive and bank 
staff. 

 Peer observation available for staff to renew locally.  

3.5.4 Mandatory conflict resolution training 

The conflict resolution training is mandatory for all frontline staff every three years and was 
moved to online training. This is supported with the Security team providing support and training 
locally where required when security/conflict issues have been identified.     

4 Next steps 
Actions arising from the themes and priorities from this report have been summarised in the 
action table below and will be incorporated into the Health and Safety Committee’s work plan for 
2020-21. 

Priority  Brief overview of actions Lead When 

Violence & 
Aggression 

 

Reviewing the Trust’s Security Policy. 

Participating in the ICS trial of the new Violence 
Reduction and Prevention standards. 

Security team 
linking in with 
Workforce 
Committee and 
staff Networks 

December 
2021 

Welfare 
Arrangements 

Establish a programme of site compliance audits and 
assurance reports to advise the H&S Committee and 
Executive Directors.  This will enable risks to be 
escalated and resources prioritised.   

Health & Safety 
Lead 

December 
2021 

Patient handling 
compliance   

Establish alternative methods for delivering peer 
observations and local Link champions to support 
current training programme. 

Patient Safety 
Training Lead 

September 
2021 

DSE work 
environment   

Review the Trust’s DSE Procedures.  

Establish a system for staff to assess their DSE 
environment at home, and the provision of reasonable 
adjustments.   

Health & Safety 
Lead, Linking in 
with HR 

August 
2021 
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BOARD TITLE: 
THURSDAY 29 July 2021 

 

Agenda Item Number (to correspond to the agenda. If not known, leave blank and the meeting 

administrator will insert it): 

 

Report Title:    2020-21 Guardian of Safe Working (Doctors in Training) Annual  
                         Board Report 

 

Purpose
  

Approval  Assurance X Discussion  Briefing  

           

Summary  

 To update the Board on the work of the Guardian of Safe Working  

 To assure the Board of the Trust’s arrangements to safeguard junior doctor 
working hours. 

 

 

Previously reviewed by: Dr Sara Lightowlers, Medical Director 
 

Recommendation: 
The Board is asked to review the content of this report. 
 

 

CQC Domains (Safe; Caring; Responsive; Effective; Well Led) indicate which 
are relevant below: 

 Well Led 

 Safe 
 

 

Relevance to Trust’s Strategic Goals: 

 Quality Improvement and Thriving staff 
 

 

Equality and Diversity  
The (2016) Terms and Conditions of Service for Doctors in Training is subject to 
equality impact assessment.  No adverse impact on equality and diversity has been 
identified in relation to the role of the Guardian of Safe Working. 

 

Report authors:  
Dr Emma Gupta – Guardian of Safe Working 
Dr Ann White – Paediatric College Tutor 
Richenda Tite – Medical and Dental HR Manager 

Report owner:  
Dr Sara Lightowlers – Medical Director 
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1.0 Executive Summary  
 
a) The 2016 Terms and Conditions of Service for Doctors in Training (2016 TCS) 

introduced the role of Guardian of Safe Working (Guardian) for each Trust. 
 
b) The role of the Guardian is to act as a champion for safe working hours and to 

provide assurance to both doctors and employers that doctors in training are 
enabled to work hours that are safe and in compliance with their terms and 
conditions of employment. 

 
c) In addition to quarterly updates, the Guardian is required to produce an 

annual, written report to the Board.  The format of the Guardian’s report 
follows that recommended by NHS Employers.  

 
d) This report concludes that despite a challenging year due to the COVID-19 

pandemic, the Trust continues to meet its contractual requirements for doctors 
in training in relation to working hours and education.   

 

2.0 Introduction 
 
a) The period of the report covers 1 April 2020 to 31 March 2021. 
 
b) The purpose of the report is to: 
 

 Provide the Board with a summary of the Guardian’s quarterly reports to the 
Board over the previous 12 months. 
 

 Assure the Board of the Trust’s arrangements to safeguard trainee working 
hours. 

 
c) The Board is recommended to note the contents of the report. 
 

3.0 High Level Data  
 
During the reporting period: 
 
a) All SCFT doctors in training were working under the 2016 TCS. 
 
b) No work schedules needed review. 
 
c) No exception reports for hours worked, missed breaks or missed educational 

opportunities were submitted. 
 
d) No fines were levied against departments employing doctors in training, as 

there were no breaches to the safeguards of the new contract. 
 
e) The Trust uses Doctors Rostering Software (DRS) for managing the exception 

reporting process. 
   
f) Dr Emma Gupta, Consultant Paediatrician was appointed to the role of 

Guardian in April 2018. 
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g) The Guardian is supported in their role by the Medical and Dental HR 
Manager. 

 
h) The Trust’s Junior Doctor Forum (JDF) supports the work of the Guardian.  It 

provides a forum for engagement with doctors in training to develop and 
improve working conditions and education and training opportunities within 
the Trust.  The JDF works in partnership with staff-side and two remote JDF’s 
were held during the reporting period. 

 
i) In the 2019/20 financial year, the Trust received £30,000 Fatigue and 

Facilities funding from Health Education England.  Spend is monitored 
through the JDF and to date, £20,066 has been used to improve the facilities 
and remote teaching technology at sites with doctors in training.  Due to the 
impact of the COVID-19 pandemic the remaining, ring fenced funding has 
been carried forward to the 2021/22 financial year.     

 

3.0 COVID-19 Pandemic 
 
a) The 2020/21 reporting year coincided with the COVID-19 pandemic.  Due to 

the pandemic and similar to the experiences of other NHS employers, 
education and training was impacted although this was mitigated as far as 
possible. 

 
b) Redeployments: Nationally, it was agreed that paediatric trainees would 

remain in their curriculum aligned post unless specific agreement had been 
obtained from the regional Postgraduate Dean.  Any redeployments would be 
time bound with a clear understanding when the trainees would return to their 
curriculum aligned activity.   
 
During the first wave, two paediatric trainees on placement with the Trust but 
not employed by the Trust were pulled back to the acute sector by their 
employers but they returned to their curriculum aligned activity in Quarter 2.   
 
Two Foundation Doctors due to rotate to the Trust in April 2020 remained with 
their acute Trust employer instead.  This was similar to the picture across the 
region where the majority of foundation trainees were retained by the acute 
Trusts instead of being placed in the community. 

 
One paediatric trainee employed by the Trust increased their acute hours for 
a period of time by mutual agreement.  Their rota remained compliant. 
 
During the second wave, no paediatric trainees were moved from our services 
as unlike the first wave of the pandemic when community services were 
instructed to reduce elective paediatric services (apart from those that were 
urgent) we were not instructed to do that and so elective services were still 
running.   
 
Foundation Doctors were re-allocated to the acute Trust in Brighton in 
January and February 2021 to support the pressures on their Intensive Care 
Units. 
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c) Clinics, Supervision and Teaching: Intermittently during the height of the 

Covid-19 Pandemic Paediatric clinics moved rapidly to on-line video clinics for 
short periods of time. Video clinics allowed the trainees to continue to take 
histories and see patients either alone or with a Supervisor present. This type 
of clinic limits the interaction with the child and there can be no examination 
hence were only undertaken when a face to face clinic could not go ahead. 
Services moved rapidly back to seeing children face to face. 

 
Supervision before and after clinical encounters continued via Teams 
meetings. This proved easy and efficient, and at times continues. 

 
The main difference for supervisors and trainees with staff working from home 
was a lack of social interaction and ad-hoc learning that happens during a 
training rotation. There was also some difficulty at times with joint clinics (i.e. 
therapists or health visitors being re-deployed or not available). 

 
The services took advantage of the time to increase training and trainees 
attended specific training which may not have been possible otherwise (e.g. 
Autism Diagnostic Observation Schedule). 

 
As staff have all become more proficient on Teams - academic and team 
meetings as well as teaching sessions have moved on line and allowed more 
people to attend with less travelling. Working between Child Development 
Centre's (CDC) has improved. 
 
Room availability and capacity has been an issue at Haywards Heath CDC.  
With safe distancing it can be difficult to include trainees in multi-disciplinary 
clinics as the biggest room has been rated as having space for only three 
professionals.  Rooming at the CDC is on the Trust risk register and is being 
mitigated with more video clinics where possible. 

 
d) From October 2020, a fortnightly ‘Sussex Wide Surge Planning Meeting’ 

chaired by the Associate Postgraduate Dean for Sussex for Directors of 
Medical Education and Medical Education Managers was implemented.  The 
meetings moved to weekly at the height of the second wave.  The meeting 
was to discuss co-ordinated arrangements for COVID-19 across the county in 
relation to trainees in the event of a further surge.  There was regular 
representation from SCFT at these meetings and in the event, further 
redeployment was not required. 

 

4.0 Annual Data Summary as at 31 March 2021 
 
a) The Trust has 5 (5.0 WTE) established training posts.    
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2020/21 Vacancy (WTE) 
 

Specialty Grade Quarter 1 Quarter 2 Quarter 3 Quarter 4 Total gaps 
(WTE) 

Paediatrics SSV CT3 0 0 1.0 1.0 0.5 

Paediatrics HH ST6 0 0 0 0 0.0  

Paediatrics CHC ST6 0 0 0 0 0.0 

Paediatrics SSV ST8 0 0 0 0 0.0 

Rehab Medicine ST3+ 0 0 0 0 0.0 

Total Vacancy  0 0 1.0 1.0 0.5 

 

5.0 Issues Arising from Data Summary and Action Taken  
 
a) Trainee vacancies 
 

Paediatrics: The trainee vacancies are a result of Health Education England 
being unable to fill all of the training posts due to a shortage of trainees 
nationally.  The Trust’s paediatric College Tutor works closely with the 
regional Training Programme Director to maximise placement opportunities 
and during the reporting year the Trust benefitted from hosting a 
supernumerary doctor from University Hospitals Sussex NHS Foundation 
Trust in the vacant CT3 post. 

 
b) Exception reporting: The Trust encourages the use of exception reporting but 

did not receive any exception reports during the reporting period.  The Trust 
targets the support trainees receive through local induction, Educational 
Supervisors, the College Tutor and Guardian.  We are confident that our 
reporting accurately reflects the positive working environment experienced by 
our doctors in training on community placements and which is reflected in 
previous GMC Trainee Survey results. 

 

c) The GMC Trainee Survey is an annual survey to find out the views from 
trainees on the quality of postgraduate medical education and training in their 
Trust.  Due to COVID-19 the GMC questionnaire was modified this year and 
the 2020 survey focused on trainees' experiences during the spring peak of 
the pandemic. Health Education England (HEE) confirmed the Trust did not 
receive any Patient Safety or Bullying and Undermining comments through 
the survey.  As fewer than three SCFT responders completed the survey the 
GMC does not publish a report to protect confidentiality. 

 
d) The positive training environment experienced by paediatric trainees 

continues to support consultant recruitment and during the reporting period, 
one former specialty trainee was successfully recruited to a substantive 
consultant post. 

 
e) To maintain their acute paediatric skills, community paediatric trainees spend 

some of their placement working on the Royal Alexandra Children’s Hospital 
(RACH) rotas.  Both the Guardian and Paediatric College Tutor work closely 
with the University Hospitals Sussex NHS Foundation Trust Paediatric Local 
Faculty Group (LFG) to address any training and rota issues arising from work 
at the RACH. 
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6.0 Summary and Conclusion 
 
a) The Trust has fully implemented the 2016 TCS and despite the challenging 

conditions during this past year, overall there are no significant issues in 
regard to the safe working of trainees on the 2016 contract. 

 
b) The Board is recommended to note the contents of the report. 
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