
 

 
 

BOARD OF DIRECTORS – PUBLIC MEETING 

AGENDA 

Thursday 27 May 2021 
MS Teams  

10.00 – 12.00 
 

No. Approx. 
time 

Item  Director 

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

     

 10.00 Employee and Team of the Month awards Verbal Chair 

     

  MEETING ADMINISTRATION   

     

1 10.05 Welcome and introduction, apologies and 
declarations of interest 

Verbal Chair 

     

2 10.05 Minutes of the previous meeting 25 March 2021 Enclosure Chair 

     

3 10.10 Matters arising and actions log  Enclosure Chair 

     

  STRATEGIC ITEMS   

     

4 10.15 Board Assurance Framework and Corporate 
Objectives 
To note/approve 

Enclosure Chief 
Executive 

     

  PERFORMANCE   

     

5 10.30 Integrated Performance Report   
To review/discuss 

Enclosure 
 

Executive 
Directors 

     

  GOVERNANCE ITEMS    

     

6 11.10 Self-Certification on Compliance with NHS 
Provider Licence Conditions 
To approve 

Enclosure Chief 
Executive 

     

7 11.20 IPC Board Assurance Framework Summary 
To note 

Enclosure CN 

     

8 11.30 Board Oversight of Disciplinary Policy Enclosure HRD 

     

9 11.40 Serious Incidents and RIDDOR Q4 2020/21 
To note 

Enclosure  CN 

01
 P

ar
t 1

 T
ru

st
 B

oa
rd

 A
ge

nd
a

21
05

27

Page 1 of 120



 

 
 

     

10 11.50 Mortality Report Q4 2020/21 
To note 

Enclosure CN  

     

 12.00 Close of Board Meeting   

     

  Date of next meeting: 29 July 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 25 March 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 

Sara Lightowlers  Medical Director 

Kate Pilcher  Chief Operating Officer 

In Attendance 

Diarmaid Crean  Chief Digital and Technology Officer 

Zoe Smith  Trust Secretary (minutes) 

Apologies 

Caroline Haynes  Director of HR and Organisational Development 

 

BoD 21/27 Employee of the Month Awards  

Peter Horn (PH), Chair, announced the winners of the Trust’s inaugural Team of the Month award for 

February 2021, and the January and February 2021 Employee of the Month awards.   

 
Helen Mustard had been awarded Employee of the Month for January 2021.  Helen, Team Lead for 

Regis Rural PCN Community Team, had been nominated for her achievements in reducing deferred 

visits which had a direct impact within her team and would also benefit teams across the Trust. 

Roberta Lines, Senior HR Advisor, February 2021 Employee of the Month, had been nominated by a 

member of staff who she had supported through a long recovery from COVID-19.  

Sue Dawson joined the meeting on behalf of the Immunisation Team, Team of the Month for 

February 2021.  The Immunisation Team’s nomination highlighted the ways in which the team had 

stepped up during the pandemic with everyone taking on additional responsibilities, travelling and 

working long shifts to support the vaccination effort.   

Board members gave their thanks to all the award winners and congratulated them on their awards.   

BoD 21/28 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 Caroline Haynes, Director of Human Resources and Organisational 

Development.      
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BoD 21/29 Minutes of the previous meeting on 28 January 2021 

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

 

BoD 21/30 Matters arising and action log  

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

BoD 21/31 Update on Operational Planning / 2021/22 Capital Plan 

Mike Jennings (MJ), Chief Financial Officer, introduced the update stating that the current financial 

regime was expected to apply for the first half of 2021/22 although the detail had not yet been 

confirmed.   Financial and operational plan deadlines had therefore been deferred.  MJ highlighted 

the risks and opportunities for the Trust arising from this as shown on page 14 of the Board papers.   

Responding to a NED question about how the Trust was managing workforce risk associated with 

service expansion pending contracting, MJ stated that where longer term funding was expected, for 

example Home First, the Trust had agreed with ICS partners that it would expand the workforce 

substantively as a managed risk.  Vacancies for qualified clinical staff in other parts of the 

organisation also mitigated against the risk of no confirmation of recurrent funding at this stage.   

Members heard that integrated care systems (ICS) were still required to agree their 2021/22 Capital 

Plans from 1 April 2021 and noted that the 2021/22 Capital Plan was the Trust’s largest ever at 

£12.1m.  As the capital budget was now set at a system level, the Trust would need to submit its 

prioritised plan to the ICS alongside other providers and there might need to be further prioritisation 

at a system level.  Stephen Lightfoot, Non-Executive Director (NED) and Chair of the Resources 

Committee, recommended the 2021/22 Capital Plan to the Board on behalf of the Committee, 

particularly the investment in digital and estates given risks in those areas.   

MJ confirmed that the Capital Plan 2021/22 supported all areas of the Trust’s strategy and that 

provision had been made for investment in staff wellbeing such as improvements to rest areas.   

In response to a question from Martin Ensom, Lead Governor, about how the ICS decide would 

decide on capital allocation, MJ stated that an agreed prioritisation methodology would be used 

across providers and that the Trust would be involved at both CFO and Chief Executive level in 

decision-making as part of the ICS.   

The Board noted the update on Operational Planning and approved the 2021/22 Capital Plan for 

submission to the ICS.     

BoD 21/32 Integrated Performance Report – Month 10 

MJ introduced the Integrated Performance Report for Month 10 (January).   

 

Siobhan Melia (SM), Chief Executive, provided an update on the impact of COVID-19 which had 

reached a peak in January and had then steadily declined through to March.  The Trust now had only 

six COVID-19 positive in its beds, the lowest figure since October 2020.     

In relation to the mass vaccination programme which had scaled up significantly in line with the 

increased availability of vaccine and staff, SM stated that SCFT had received notification of a limited 
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supply of vaccine from the beginning of April.  The Trust would not therefore be booking first dose 

appointments into large scale vaccination centres in line with national guidance but would continue 

to deliver second doses in these venues.  The Trust was engaging with partners about how 

vaccination staff could be used in different delivery models such as GP practices to continue the 

focus on those in the Joint Committee on Vaccination and Immunisation (JCVI) cohorts 1-9 who had 

not yet been vaccinated.  However there would not be the availability of vaccination bank shifts in 

April as there had been in March.    

 

Quality Report 

Donna Lamb (DL), Chief Nurse, presented the report highlighting the two exceptions shown, MT258: 

NICE guidance: Compliant with review in timescale and MT006: C.Diff Root Cause Analysis led by 

SCFT.  She also highlighted the Quality Spotlight report which provided assurance of clinical 

governance arrangements for COVID-19 mass vaccination.  DL gave a verbal update on COVID-19 

outbreak information stating that at the date of the meeting there were no outbreaks of less than 14 

days with patients included in the outbreak still on the ward, there were three outbreaks in the 14-

28 day range where no patients included in the outbreak were still on the ward.  This position was 

being watched closely but reflected the significant reduction in community transmission.  

Responding to questions from NEDs, DL stated that: 

 MT258: NICE guidance: Compliant with review in timescale was a long term risk which had 

been impacted by COVID.  Waiting list initiative work and additional resources had been 

secured to address this but there was not yet any clarity about when improvement would be 

seen.    

 Learning from outbreak management at the new Brighton and Hove Intermediate Care Unit 

(ICU) suggested that an inconsistent approach to infection prevention and control (IPC) 

among temporary staff was likely to have been a factor.   

 Hand Hygiene audits had been paused as part of COVID response and had not yet been fully 

stood back up which had affected compliance percentages with 76% of ICUs having 

submitted an audit rather than the target 90%. Although this metric had not met the criteria 

to be flagged as an exception it had been raised at the Quality Improvement Committee.  

In relation to IPC, DL commented that the new IPC Lead would join the Trust in April and that IPC link 

practitioner forums and training had been reinstated which would increase challenge among 

colleagues.  She confirmed that all temporary staff underwent local inductions.  Members agreed a 

need for universal IPC standards for both substantive and temporary staff.  

There was discussion of the limitations of the statistical process chart based approach to analysing 

performance information.  MJ acknowledged the need for interpretation of data and stated that 

there would be further work on this.  

Operational Performance Report 

Kate Pilcher (KP), Chief Operating Officer, introduced the report highlighting adverse variation on 

MT518: Time to Talk Access Target, MT031: Diagnostic Waits <6 Weeks and MT102: RTT Waiting 

Time: Incomplete Pathways <18 Weeks.   
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In relation MT102: RTT Waiting Time: Incomplete Pathways <18 Weeks, NEDs asked whether the 

impact of the Systm1 unit upgrade on clinical time had been properly assessed prior to 

implementation.   Diarmaid Crean (DC), Chief Digital and Technology Officer, noted that in order to  

improve Systm1 reporting, it had needed to change from ‘freehand’ to more structured data entry 

and this was impacting on front line time.  KP and Sara Lightowlers (SL), Medical Director, both 

noted that there was always some impact initially when systems were changed and committed, 

alongside DC, to ensuring that the impact had not been disproportionate in this case and that any 

lessons were learned to reduce the impact of future upgrades.   

Responding to a NED question about MT518: Time to Talk Access Target, KP stated that the Trust 

had been focused on communicating with primary care but would review its communications with 

its own services as well as other partners, including the third sector, to encourage any patients who 

need the service to self-refer.   

Action: Time to Talk communications to be refreshed and broadened to encourage access  

NEDs queried MT509:  LAC Initial Review Within 16 Working Days of Consent which was low 

compared to target but had not been highlighted as an exception.  KP stated that she did not have 

detailed information for Brighton and Hove but for West Sussex 50% of initial health assessments 

had been completed within the timeline.  If Did Not Attend appointments and requests to move the 

appointment were removed from the figures, the percentage completed within 16 working days 

increased to 83% (Jan) and 93% (Feb).  She highlighted that only 13.6% of referrals from West Sussex 

children’s social care were received within the agreed timeframe. This had been raised at the West 

Sussex Children’s Service Improvement Board and would be the subject of focused work.   The Trust 

would continue to monitor the position and KP would include more detailed information in the next 

Operational Performance Report.   

Action: More detailed information on MT509: LAC Initial Review within 16 Working Days 

performance to be included in the next Operational Performance Report. 

Workforce Report 

SM introduced the report highlighting a great improvement in workforce metrics at a Trust level and 

noting the hard work of all those involved, particularly the HR teams.   

Referring to the Spotlight report on registered nursing, SM commended the improvement in the 

registered nursing workforce vacancy rate which was even more marked since October 2020.   

In relation to the Staff Survey results published during the month as featured in the Spotlight report, 

SM noted that scores for the headline questions on staff engagement – recommendation as a place 

to work, recommended treatment, care as top priority - had all increased.  There had been learning 

from the impact of COVID-19 particularly on staff who had been redeployed as well as an impact 

from geographical dispersion of teams.   

SM confirmed that there was an ICS health and wellbeing talking therapy service available for all 

NHS staff – Health in Mind – as well access for SCFT staff to Time to Talk.  As these services were 
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confidential, the Trust did not have exact figures however there was anecdotal evidence staff were 

accessing.     

SM also confirmed the process for developing actions to respond to the staff survey.  There would 

be engagement with staff, drilling down to team and network level and understanding the specifics 

of areas where improvement was needed.  Once this process had taken place, there would be a 

further report to the Board on plans and priority areas.   

The Chair raised questions submitted by Becky Cooper, Public Governor for Worthing, about low 

staff sickness and staff survey scores for team working and shared values.  SM responded noting that 

there had been a national decline in the indicator for team working reflecting the pressure and 

disruption NHS staff have faced.  Addressing the challenges around team working would be an area 

of focus within SCFT over the next year and teams would be supported to develop plans for 

improvement locally.  In relation to staff sickness, while it was difficult to say for certain, SM hoped 

that the health and wellbeing initiatives enacted by the Trust had helped support staff to stay well 

and at work.   

Thanking SM for the review of the registered nursing workforce, NEDs asked for more information 

on how the registrant recruitment was working. 

Action: Focus on nursing registrant recruitment pipeline in a future Workforce Spotlight Report.    

NEDs also commented on:  

 Long-term and stress related sickness absence.  SM stated that the Trust was not necessarily 

anticipating an increase in long-term sickness absence as a result of long COVID and that the 

Executive team regularly reviewed the breakdown of reasons for sickness absence and 

stress-related absence was not current area of concern.   

 Low sickness absence as an indicator of staff morale. SM agreed that overall feelings of 

wellbeing among staff had improved despite the challenging year.  

 Reluctance to change roles during COVID and whether this would have an impact on Trust 

recruitment.   Responding to this SM noted that NHS staff tended to stay within the NHS and 

that there already appeared to be a positive impact for the Trust with people looking to 

relocate away from cities.   

Finance Report 

MJ presented the Finance Report highlighting a cautious optimism about the Trust’s financial 

position.  Increased annual leave accrual, non-NHS income and uncertainty about the resolution of 

the legacy debt position with NHS Property Services had led to the in-month deficit position 

however the Trust now had assurances that these would all be covered and was confident of 

delivering a breakeven position at year end.   

MJ noted that the Trust’s Better Payments Practice Code (BPPC) had improved greatly and was now 

very close to target with work continuing.   

In relation to capital spend, MJ highlighted adverse variation both year to date and in month due to 

the late receipt of £3m digital aspirant funding and slippage on the core programme due to the 
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delays on the Brighton General Hospital redevelopment and the relocation of Crawley dental 

services.  

MJ stated the winter spike on agency spend had been expected and was related to staff sickness 

absence during COVID.  The Trust would continue to monitor agency spend with ongoing scrutiny of 

the use of agency staff.     

The Chair noted that the Trust had reduced its Financial Sustainability risk score from 12 to 9.  

The Board thanked the executive team for their strong and effective management of the Trust 

during a time of particular uncertainty.   

Trust Wide Risks  

The Chair highlighted the Reduction in IPC Service risk as included in the report and discussed earlier 

during the meeting.   

The Board noted the IPR.  

BoD 21/33 Care Without Carbon Annual Progress Report 2020 

Susie Vernon, Associate Director Sustainability, joined the meeting.  

MJ introduced the report noting that this was the report for the previous financial year with 

presentation to the Board having been delayed by the process of external validation of the Trust’s 

CO2e footprint and finding sufficient time in the Board schedule during the pandemic.  MJ 

highlighted that the Trust had achieved its CO2e reduction target earlier than planned as well as 

having made significant financial savings and successfully engaging staff in supporting the 

achievement of the sustainability strategy.   

Noting that 2020 was the last year of the current Care Without Carbon strategy, MJ reported that 

the Trust was looking forward, informed by the Greener NHS Programme and national ambition for 

net zero carbon emissions by 2040.  The Trust would be looking particularly at transport and 

supporting staff to be efficient with increased electric vehicles and reductions in wasted journeys.  It 

would also be looking more deeply at its supply chain and making sure suppliers were carbon 

efficient, as well as ensuring clinical sustainability.   

Susie Vernon commented on the challenge over the next five years of the Trust’s strategy to reach a 

different level of sustainability which meets the expectations of the public and patients and gets into 

core business and clinical teams in line with sustainable healthcare principles.  She reported that the 

Trust was working within the ICS, integrating sustainability to the structural mechanisms of the new 

system and continuing previous partnership work on sustainability projects.  

The Board commended both the Trust’s sustainability achievements and quality of the Care Without 

Carbon report.  SL stated that the Trust should be ambitious and pursue any opportunities for 

central capital funding to support its ambitions, noting that the BGH redevelopment and other sites 

could be developed as case studies for zero carbon.     

The Board endorsed the Care Without Carbon Annual Progress Report.    
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BoD 21/34 Serious Incidents and RIDDOR Q3 2020/21 

Sara Lightowlers (SaL), Medical Director, summarised the Serious Incidents (SI) Report Q3 2020/21.   

 

Responding to NED questions:  

 SaL confirmed that in the two cases of patient suicide mentioned in the report, secondary 

care providers, including the mental health trust, had been involved with the patients.    

 SaL confirmed that complaints, incidents and inquest information was triangulated.  Staff 

were encouraged to use Datix to report all incidents including near misses and Staff Survey 

results showed an increase in the number of staff confident in reporting incidents.   It was 

noted that the benefit of this as a cultural change may take some time to manifest and 

require a longer-term rather than quarter by quarter view.    

The Board noted the Serious Incidents and RIDDOR report for Q3 2020/21.  It was agreed that where 

significant issues are highlighted as SI themes, Board reporting should include full context.  

BoD 21/35 Mortality Review Report Q3 2020/21 

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

during Q3 2020/21.  She highlighted the start of the second wave of COVID during the period and 

that a number of deaths had been of patients who had tested COVID-19 positive in the preceding 28 

days.  

 

There was discussion of how the Trust ensured that end of life spiritual care needs were met.   SaL 

stated that the Mortality Review Report followed a structured judgement form in line with national 

guidance to ascertain whether there were any lapses of care implicated in patient deaths.  DL 

committed to provide assurance that spiritual care was considered as part of  end of life l care for 

patients. It was noted that the Spiritual Care Lead was a member of the Trust’s End of Life Care 

Group.   

 

Action: DL to provide assurance to the QIC in relation to the inclusion of  spiritual care for end of 

life patients. 

The Board noted the Mortality Report for Q3 2020/21.   

BoD 21/36 Any Other Business  

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

the livestream.  There was no other business.   

Part 1 meeting closed.  
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.   
                                                                                                                                                                   

 

 

 
ACTION LOG – TRUST BOARD 27 May 2021 

 

 

ACTION 
REF. 

BOARD 
DATE 

ACTION WHO DUE 
DATE 

STATUS 

BoD 
(COVID) 
20/102 

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

be agreed.   
 

ZS 
31/03/21 

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

BoD 21/32a 25/03/21 
Time to Talk communications to be refreshed and 

broadened to encourage access 
KP 27/05/21 Complete. In April’s IPR.   

BoD 21/32b 25/03/21 

More detailed information on MT509: LAC Initial 

Review within 16 Working Days performance to be 

included in the next Operational Performance 

Report. 

KP 27/05/21 Complete. In April’s IPR.   

BoD 21/32c 25/03/21 
Focus on nursing registrant recruitment pipeline in a 

future Workforce Spotlight Report.    
CH 27/05/21 Complete. In May’s IPR.  

BoD 21/35 25/03/21 
DL to provide assurance to the QIC in relation to end 

of life spiritual care. 
DL 30/06/21 

20/04/21 Paper to be presented to QIC on End of 
Life Spiritual Care – June 2021 
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BOARD OF DIRECTORS - PUBLIC MEETING 
27 May 2021 

 

Agenda Item Number: 04 

 

Report Title: Corporate Objectives & BAF Report 
 

 

Purpose:
  

Approval  Assurance x Discussion  Briefing  

           

Summary:  
 
Corporate Objectives 
In November 2020 the Board endorsed a set of revised corporate objectives for the 
remainder of 2020/21.   
 
As a result of the impact of the Coronavirus pandemic, progress on some of the 
2020/21 corporate objectives was delayed as the Trust prioritised managing the 
impact of the pandemic and delivering the associated vaccination programme. It is 
therefore recommended that 2020/21 corporate objectives 2, 3 and 4 are rolled 
over as they remain important areas of focus for the Trust but require more time to 
deliver. 
 

Due to delays in operational planning and with the current financial regime set to 
last for the first half of the new financial year, the Board is asked to agree 6-month 
objectives covering the first half of the current financial year, with a view to setting 
longer term objectives from the second half of 2021/22.  
 
This paper provides a report on delivery against each of the 2020/21 corporate 
objectives as at the end of the year (i.e. 31 March 2021) and sets out corporate 
objectives (including three new objectives) for the first half of 2021/22, as well as 
Q1 and Q2 milestones. 
 
Board Assurance Framework April 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. For clarity references to quarters have been replaced with 
references to months in this edition of the BAF.  
 

Recommendation:  

The Board is asked to: 

 note the progress made in 2020-21 against the Trust’s corporate objectives;  

 approve the corporate objectives for the first half of 2021-22; 

 note the updated Board Assurance Framework. 
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Previously reviewed by:   
Executive Committee  
 

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

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

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

 

  

2020/21 Corporate Objective 1  

Supporting and increasing staff wellbeing through the challenges of 

the coming year. (HRD) 
 

 DELIVERED  

What we said we would do:  

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

resilience using a variety of methods and channels and respond to immediate 

needs. 

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

increase staff participation in wellbeing activities leading to staff reporting 

improvements in the wellbeing support they receive. 

 

What we did 2020/21:  

 Held an all staff wellbeing webinar and started quarterly wellbeing and inclusion 

meetings open to all staff. 

 Responded to common issues raised by staff including establishing a reasonable 

adjustments task and finish group 

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

all staff. 

 Launched and embedded the SCFT Job Options Support Line, a dedicated 

phone number and email address for staff who might be feeling a little unsettled 

in their role and offered career conversations/interview support, including to staff 

who have supported mass vaccination and have expressed an interest in 

continuing a career in health and social care. 

 Approved funding for an additional psychological therapist to support staff. 

 Regular hangouts have taken place for staff networks and support hangouts 

been offered for members of staff who have been shielding.Tailored resilience 

sessions planned for BAME network.  

 Improvements made to the wellbeing funding streams and process following 
feedback from staff.  

 Facilitated support from Sussex Community NHS Charity and other charities for 
staff wellbeing. 

 A total of 81 contacts to the Connect staff wellbeing line since its launch in 2020 

and there have been 44 contacts (email/phone) to the Job Options line since 

November.  30 teams have had post-event reviews and there have been 24 

reflective practice groups established. 57 people attended Leading in Heightened 

stress training.   

 

2021/22 Half 1 Corporate Objective 1 - NEW 

 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) 
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Strategic Goal: Population Health 

Improve health and care outcomes for our communities 

 

  

2020/21 Corporate Objective 2 

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

by developing systematic approaches to the collection and 

understanding of equalities data. (MD) 

 

 PARTIALLY 

DELIVERED 

What we said we would do:  

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

and postcode data of our patients. SystmOne template for collecting 

protected characteristics data developed and piloted.  

Q4 90% of ethnicity and postcode data collected. 

Identify gaps in protected characteristics data and the training and 

development needs of staff  

Utilise insight gathered to improve access to services. 

  

What we did during 2020/21:   

 A SystmOne template for collecting protected characteristics data went live in 

December 2020. 

 The Trust is reporting 100% postcode completeness for key clinical systems and 

services.   

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

ethnicity completeness and validity with teams to try to improve completeness.  

 End of year figures are not available due to the complexity of reporting. Figures at 

Month 11 were: Emergency Community Data Set - 68%, Community Data Set – 

Inpatients - 67%, Community Data Set – Outpatients - 49%, Community Services 

Data Set - 47%.  The 90% completeness target for ethnicity data has not been 

met, in part due to the impacts of the COVID-19 response, but also due to the 

complexity of recording and reporting patient demographic data. 

 There has been a review of targets for 2021/22 to reflect the reporting across 

different types of services and baseline achievement in 2020/21. Targeted support 

is being developed to work with teams with the lowest completeness  

 A programme of equity profiles and audits have commenced, or are under 

development. These will look specifically at ethnicity and deprivation assessing 

how patients seen reflect the local population demographics, how access and 

outcome measures differ across population groups and how services can better 

meet the needs of all population groups.  

 

2021/22 Half 1 Corporate Objective 2 – ROLLED OVER 

 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) 
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2021/22 Half 1 Corporate Objective 3 – NEW 

 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) 

 

 

Strategic Goal: Quality Improvement 

Foster a continuous improvement culture 

 

  

2020/21 Corporate Objective 3 

Delivering better outcomes for patients seen in clinic and 

community settings by improving the management of waiting lists. 

(COO)   

 

 
PARTIALLY 

DELIVERED 

 

What we said we would do:  

Undertaking a project to re-engineer how the Trust approaches waiting lists so that 

we can be assured that our most vulnerable patients are clinically prioritised.  

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

list and caseload management programme. 

Q4 Continue rollout and embedding of application; developed dashboard with 

priority to demonstrate effective management of waiting lists. 

  

What we did during 2020/21:   

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

follow up appointment from their date of referral for all SystmOne services and all 

pathways (referral reason). 

 We have identified a need for external support with the waiting list project and 

have developed a specification for procurement.   

 

2021/22 Half 1 Corporate Objective 4 – ROLLED OVER 

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

improving the management of waiting lists. (COO)   
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Strategic Goal: Patient Experience 

Use patient feedback to improve what we do 

 

  

2020/21 Corporate Objective 4 

Evaluate the experience of patients and staff in the implementation 

of digital tools. (CN/CDTO) 
 

 
PARTIALLY 

DELIVERED 

 

What we said we would do:  

Q3 Design an evaluation methodology to objectively evaluate digital tools within 

services. 

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

refine the deployment. 

  

What we did during 2020/21:   

 Reviewed evaluation methodologies including initial discussions with Academic 

Health Science Network, Brighton University and University of Surrey, and Allied 

Research Collaborative (ARC) 

 Noted published report ‘Multidisciplinary community paediatric video appointments 

during COVID-19 pandemic descriptive study’ by SCFT paediatric team 

 Initial patient surveys conducted to solicit feedback for specific services 

on their experience of video consultations  

 Secured initial funding for ‘Insight’ to support SCFT (digital, QI, research) teams in 

evaluation projects 

 Reconvened Evaluation Steering Group 

 Identified four priority services for formal evaluation projects 

 Completed evaluation of virtual consultations 

o Included staff and patient feedback (primarily via HealthWatch) and virtual 
consultation statistics 

o Based on four dimensions of an agreed evaluation-based framework 
(technology, people, organisation and macro findings) 

o Agreed to work with supplier to co-create templates and questionnaires for 
future use  

 

2021/22 Half 1 Corporate Objective 5 – ROLLED OVER 

Evaluate the experience of patients and staff in the implementation of digital tools 

(CN) 
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Strategic Goal: Value and Sustainability 

Improve efficiency and reduce waste 

 

  

2020/21 Corporate Objective 5 

Free up staff time to care. (CDTO)  

 DELIVERED 

 

What we said we would do:  

Q3 n/a. 

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

digital means as per the objectives in the Phase 3 letter.  

  

What we did during 2020/21:   

 We have completed significant work on moving to digital patient appointments  

 Qualitative evaluation of virtual consultations was positive (see 2020/21 Corporate 

Objective 4) and further evaluation is being undertaken to better understand the 

impact on staff time.   

 

2020/21 Corporate Objective 6 

Remain financially sustainable, and support value   

 DELIVERED 

 

What we said we would do:  

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

(CFO) 

  

What we did during 2020/21:   

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

for digital projects. This re-forecast, approved by the Resources Committee, 

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

 
2021/22 Half 1 Corporate Objective 6 – NEW 

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.   

 

04
 C

or
po

ra
te

 O
bj

ec
tiv

es
 a

nd
B

A
F

 fo
r 

M
ay

 B
oa

rd

Page 17 of 120



Strategic goal 2021/22 H1 Corporate Objectives and Milestones

Thriving Staff

Provide rewarding 
working lives and 
careers

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).  Through:

Q1 – Developing a revised Healthy Teams resource with engagement from operational managers on the content 
and format so that it meets the needs of teams.
Q2 – Rolling-out the revised Healthy Teams resource and support 85% of managers to use it in their team. 

Population Health

Improve health and 
care outcomes for our 
communities

2

3

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). Through:

Q1 – Using insight gathered from ethnicity data completeness reports and discussions with services, develop a 
trining package for staff to improve understanding of the importance of recording patient demographic data and 
how to ask sensitive questions.  
Q2 – Completing scope and initiating data collection for planned equity audits and profiles.

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). Through:
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)

Quality Improvement

Foster a continuous
improvement culture

4 Delivering better outcomes for patients seen in clinic and community settings by improving the management of 
waiting lists (COO).  Through: 

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 
times data in line with agreed definitions.
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Strategic goal 2021/22 H1 Corporate Objectives and Milestones

Patient Experience

Use patient feedback 
to improve what we 
do

5 Evaluate the experience of patients and staff in the implementation of digital tools (CN/CDTO).  Through: 

Q1 – Completing and sharing 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 

Value and 
Sustainability

Improve efficiency and 
reduce waste

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. Through:

Q1 – Securing capital budget in excess of £8.7m for 21/22 (excluding digital aspirant).
Q2 – Securing digital aspirant funding and other nationally and regionally available capital allocations as available 
(target value of £4m across all programmes).
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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  
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Thematic Risk Title 
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Residual Risk* (Current Position) 
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d
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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     New 8 Apr 22 

2 Digital  RC      12 12 9 9 9      6 Jul -21 

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

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

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

6 Quality & Patient Experience QIC      12 12 9 12 12      6 Aug-21 

 
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      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: 26/04/2021 

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

Date: Risk Register 
Number: 

Risk Title: Inherent 
Risk Score: 

Current 
Risk Score: 

Change: 

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

   

BAF Risk Scoring 

 
Jul 
20 

Nov 
20 

Jan 
21 

May 
21 

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

Target Date : 

Likelihood    3 There has been a significant increase in the number of staff 
in post and a decrease in turnover and vacancy rates, 
leading to the likelihood of the risk decreasing.    

Likelihood 2 

01/04/2022 Consequence    4 Consequence 4 

Risk Score    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. 

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

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. 

Current methods  Workforce planning completed for 2021/22  
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of management 
(controls) :   

 International recruitment pipleline in place 

 Strategic approach to apprenticeships and traineeships  

 Revisiting the Therapies and Community Nursing Reviews  

 Involvement in ICS workstream looking at shortage occupations ie diagnostics  

 Conversion of vaccination programme staff to longer term NHS roles  

 Zero HCA programme bringing new entrants to the NHS to become HCAs  

 Learning and Organisational Development plan 

 Expansion of Health Roster 

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 International recruitment to complement local 
recruitment of registered nurses 

Dir HR & OD 30/06/2021 First cohort reduced due to current impact of COVID-19 in India 
but 8 confirmed following recent interviews and options for 
other sources being explored. 

2 Healthy Teams resource for local teams Dir HR & OD 30/06/2021 Healthy Teams 2 (revised) resource developed and will be rolled 
out in Q2.   

3 Ongoing review of the wellbeing offer for 
individuals and teams 

Dir HR & OD 30/06/2021 Ongoing. 

  

04
b 

B
A

F
 M

ay
 2

02
1

Page 22 of 120



4 Review of sickness management approach Dir HR & OD 30/06/2021 Deep dive report discussed at Workforce Committee in May 
with further actions to start during Q1. 

5 Enacting the Workforce Plan  Dir HR & OD 31/03/2022 Ongoing throughout the year.   
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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: 07/05/2021 

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 digital     

BAF Risk Scoring 

 
Jul 
20 

Nov 
20 

Jan 
21 

May 
21 

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

Target Date : 

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

Likelihood 3 

01/07/21 

Consequence 3 3 3 3 Consequence 2 

Risk Score 12 9 9 9 Risk Score 6 

Cause of Risk  Global malware attacks and cyber attacks 

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

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

 Not being able to align and share data  

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

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

 Damage to the Trust’s reputation  
 

Current 
methods of 
management 
(controls) :   

 Anti-virus and anti-malware software in place. 

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

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

 2020/21 capital plan. 

 Continuous prioritisation of spending and active management of capital resource. 

 Digital Strategy and forwarding planning of anticipated requirements. 

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

 Assurance Framework – 3 Lines of Defence  
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 1st Line 
(line management, day-to-day control 

framework) 

2nd Line 
(how the organisation oversees the control 

framework)  

3rd Line 
(objective independent assurance and 

challenge)  

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

 Digital procurement processes in 
place 

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

 Digital Data and Technology Group 
reports to the Executive Committee 

 Information Governance and Security 
Group Oversight 

 

 TIAA audits on digital infrastructure 

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

 

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

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

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

CDTO 31/06/2021 Equipment procured, to be deployed. 
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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: 06/05/21 

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 

May 
21 

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

Target Date : 

Likelihood 3 3 4 3 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 out placing 
what has been budgeted. 

 Increased agency use. 

 Income streams not available for nationally identified 
community service developments. 

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

 Unable to meet system/commissioner requirements. 

 Unable to re-invest in services across the Trust. 

 Damage to the Trust’s reputation. 

 Impact on CQC rating. 
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Current methods 
of management 
(controls) :   

 Stakeholder communications: Strong partnership relationship management arrangements, engagement with Commissioners. 

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

 Service developments/new opportunities and transformation schemes overseen through Planning and Development Assurance 
Group. 

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

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

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

 Collective risk management through ICS CFOs group. 

 Assurance Framework – 3 Lines of Defence  

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

framework) 

2nd Line 
(how the organisation oversees the control 

framework)  

3rd Line 
(objective independent assurance and 

challenge)  

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

 Budget setting and monthly financial 
reports. 

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

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

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

 Reports to 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. 
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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  

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

CFO Ongoing  

3 Close monitoring of agency spend to identify any risks CFO Ongoing  
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Thematic Risk Summary  

BAF Reference:  ESTATES 

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

Responsible 
Executive:  

Chief Financial Officer Committee: Executive Committee  Last Updated: 08/04/21 

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

Date: Risk Register 
Number: 

Risk Title: Inherent 
Risk Score: 

Current 
Risk Score: 

Change: 

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

   

BAF Risk Scoring 

 
Jul 
20 

Nov 
20 

Jan 
21 

May  
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. 

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

 Contract communication meetings / frameworks established with third party landlords. 

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

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

 Regular engagement meetings between NHSPS & SCFT Senior Estates leaders. 

Assurance Framework – 3 Lines of Defence  

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

framework) 

2nd Line 
(how the organisation oversees the control 

framework)  

3rd Line 
(objective independent assurance and 

challenge)  

Assurances:   Supervisor and manager planning and 
oversight of work in accordance with 
HTM’s. 

 Work requests triaged via Estates 
Helpdesk. 

 Executive Committee provide 
assurance to the Board. 

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

 Monthly Estates compliance assurance 
meetings with third party landlords.  

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

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

 Six Facet Survey. 

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

 Works delayed to impact of COVID-19. 

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

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

1 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 
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Approval to submit business cases to DHSC for 
consideration Due Date Q1 2021. 

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

 Q2 
2021/22 

Secured property in Haywards Heath for Urgent 
Community response and in Chichester for IAPT.   

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

 Q2 
2021/22 

Place of Work project initiated 
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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: 18/05/21 

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 

 
Jul 
20 

Nov 
20 

Jan 
21 

May  
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 the 
health and social care and working closely with  the ICS and 
partners including PCNs remains a focus.  Although the 
position has become clearer with the publication of the 
White Paper, there still remains uncertainty Once 
legislation is published confirming the full authority and 
status of the ICS the risk will be reviewed and updated.   

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 /PCN 
discussions 

 Unable to 
influence the 
direction of change 
in the local health 

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

 Damage to the Trust’s reputation  
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economy 

 Changing status 
and accountability 
of ICS 

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, 
plus regular updates on development of PCNs. 

 Assurance Framework – 3 Lines of Defence  

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

framework) 

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

3rd Line 
(objective independent assurance and challenge)  

Assurances:   Internal 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. 

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

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

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

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

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

CEO Ongoing Sussex ICS governance and assurance plans are progressing.      
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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 engagements 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: 04/05/2021 

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 

May  
21 

Rationale for Risk Level: 
Target Risk Level  

(Risk Appetite) 
Target Date: 

Likelihood 4 3 4 4 The main impact on delivery is the current COVID-19 
pandemic, and whilst our clinical governance processes are 
re-starting there remains a moderate risk to the quality of 
patient care. 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 

01/08/21 

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 
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themes, and FFT survey results, to share and incorporate leaning from mistakes. 

 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. 

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

 Team safety huddles and service 
governance meetings. 

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

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

 Services receive monthly FFT and 
PALS/complaints reports. 

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

 3 times a weekly outbreak meeting to 
support IPC team. 

 Dissemination and assurance of 
safety alerts  

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

 Freedom to Speak Up and Patient 

 Clinical Harm Review panel reviews 
impact of waiting lists with harm. 

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

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

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

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

 Review of governance group/committee 
meetings to support Business 
Continuity, included the suspension of 
CEG meetings to reduce burden on 
operational colleagues.  

 IPC BAF monthly review and update to 
Board. 

 FFT results and narrative reviewed 
monthly. 

 Twice yearly review of safer staffing for 
inpatient units. 

 Health and Safety visits and checks on 
COVID-19 environmental 
arrangements. 

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

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

 CQC Transitional Monitoring Assurance 
completed for IPC BAF positively 

 CCG/SCFT weekly quality catch ups 

 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 

 SCFT is a key member organisation of 
statutory safeguarding boards in Sussex. 
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Safety Specialist available for staff to 
raise concerns 

 Daily review of staffing in Areas 

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. 

 

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

3 Recruitment to vacant roles in IPC team. CN 31/07/2021 Deputy DIPC in post, recruiting to x2 band 6 development 
posts following several unsuccessful recruitment attempts for 
band 7 posts. Deputy DIPC to review team structure.  

4  Review FTSU Guardian model and recruit to 
post 

CN 31/07/21 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 underway 
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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 changes in community transmission as a result of moving out of lockdown  
 Potential for new  variants with greater transmissibility or vaccine resistance  

Responsible 
Executive:  

Chief Operating Officer  Committee: Executive Committee  Last Reviewed: 28/04/21 

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 

 
Jul 
20 

Nov 
20 

Jan 
21 

May  
21 

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

Target Date : 

Likelihood   4 3 Due to the changing nature of the pandemic, the existing 
thematic risk for the ‘Ongoing Impact of Covid-19’ was 
closed and two new risks were created in January 2021, 
this thematic risk, ‘Clinically safe and effective services’, 
and an operational risk for ‘Business Continuity’. The 
reduction in the likelihood and consequence scores for this 
risk reflect the reducing incidence of COVID and the 
lessening impact of the pandemic on the Trust’s 
operations. 

Likelihood 2 

01/04/2022 

Consequence   4 3 Consequence 4 

Risk Score   16 9 Risk Score 8 

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

 Unable to discharge patients safely from the ICUs 

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

Impact:   Interruption of public service provision 

 Services being reduced or suspended 

 Delay in patient care 

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

In line with the national incident level 3 SCFT retains a major incident infrastructure, including strategic (gold) and tactical (silver) levels 
of command. This includes review, interpretation and cascade of national guidance and changes that impact on SCFT services and staff.  

 

 Assurance Framework – 3 Lines of Defence  

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

framework) 

2nd Line 
(how the organisation oversees the control 

framework)  

3rd Line 
(objective independent assurance and 

challenge)  

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

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

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

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

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

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

 CQC inspection regime  

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

Gaps in control/assurance:  
Gaps in Control: 

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

 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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BOARD OF DIRECTORS - PUBLIC MEETING 
27 May 2021 

 

Agenda Item Number:  5 
 

 

Report Title: SCFT Integrated Performance Report (IPR) - Month 12 (March 
2021) Reported May 2021 

 

Purpose:
  

Approval  Assurance x 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 M12 (March 2021 data) specifically:   
 
Quality: 
Red Rag: MT267 Pressure Damage: Cat 3&4 SCFT Lapse 
Adverse Variation and Favourable Assurance: MT258 NICE Guidance 

            Compliant with review in timescale 

                        
          Operational Performance: 

Adverse Variation: MT518: Time to Talk: Access Target (Attended Assessments) 
Oversight Metric Adverse Amber RAG Rating: MT031Diagnostic Waits <6Weeks  
Adverse Variation and Favourable Assurance: MT102: RTT Waiting Time 
Incomplete Pathways: <18 Weeks (Oversight Framework) 
Additional Exception: MT509 LAC - Initial Review in 16wd from consent(B&H+Wsx) 
 
Workforce: 
Additional Exception Favourable Variation: MT429 Total Staff in Post;  
Additional Exception Favourable Variation: MT116: Vacancy rate; MT138 
Annualised Turnover Rate 
Adverse Variation MT107: Sickness Rate ** (Data Reported Month in Arrears) 

05
 C

S
 IP

R

Page 41 of 120



 

 

(Oversight Framework)  
            Adverse Variation and Adverse Assurance: MT520: Staff with Either Appraisal  
            Or PDR Within 12 Months  
            Adverse Variation and Favourable Assurance: MT025: Training: All Statutory  

Courses – substantive 
 
Finance: 
Month RAG (red), YTD RAG (green): MT516 Agency Spend (Oversight Framework) 
Month RAG (amber), YTD RAG (amber): MT515 Capital Spend (£000) 
Favourable Variation and Adverse Assurance: MT514 BPPC (%) (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 12 March 2021 (reported May 2021)

Mike Jennings
Chief Financial Officer and 
Deputy Chief Executive
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Quality Report
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Quality Dashboard
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7

Quality Exception Report  
SA

FE

MONTH RAG (RED)

Performance There were 2 category 3&4 pressure damage incidents due to an 

SCFT lapse in care in March 2020 against a target  of 1 per month. 

Action Both incidents occurred in West area and are being 

investigated. Themes will be included in the action plan for the 

pressure ulcer prevention steering group which will report to 

TWGG.

Outcome

Timescale
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8

Quality Exception Report  
EF

FE
C

TI
V

E

ADVERSE Variation; FAVOURABLE Assurance

Performance Performance has dropped since December 2020. Historically the 

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

of one guideline since December 2020 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 One NICE Guidance issued in December 2017 and assessed as 

fully applicable to SCFT - CG128 'Autism spectrum disorder in under 

19s: recognition, referral and diagnosis'. SCFT is partially compliant. 

This is on the trust risk register; 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. 

Outcome All children have had an initial assessment by a paediatrician. 

Additional investment in CDC teams has been secured and Wait List 

Initiative work is underway

Timescale
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9

Quality Exception Report  

The Trust reported one Health Care Associated Infection (HCAI) in March 2021. 

This was a CDiff case which was attributed to SCFT care on Caravelle ward, 

Crawley. 

Following investigation it was identified that the likely source of infection was high 

risk antibiotics commenced in the acute hospital following the patient’s surgery.
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10

Quality Spotlight Report  

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

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

compliance with hand hygiene.

The Deputy Director of Infection Prevention and Control is working with the

Performance Team to resolve this.
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Operational 
Performance Report

11
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Operational Performance Dashboard
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Operational Performance Exception Report
W

EL
LB

EI
N

G

ADVERSE Variation

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

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

for people with anxiety disorders and depression. 

The Trust’s target of 100% was increased in April 2019, with the expectation that 

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

therefore, reflects the expected demand into the service.  In March, the percentage 

of people accessing the service was 76.6%, an improvement of 9.6% since 

February. Performance has been below target since April 2020.

Action The numbers accessing the service had increased steadily to November 2020 

following the significant reduction in April and May 2020. The reduced performance 

earlier in the year was primarily as a result of the impact of Covid, with a reduction 

in referrals. Numbers accessing the service reduced again over winter, linked to the 

reduction in working days in December and the impact of increased Covid cases in 

January and February 2021,  before increasing again in March.  The number of 

assessments carried out in March was 1,199, the highest monthly volume this year.

Alongside the access target performance the service also measures the proportion 

of service users who have “moved to recovery”, i.e. reached a specific threshold in 

their recovery.  The national target for this metric is that 50% of users have moved 

to this position.  Current performance nationally (England) suggests average 

performance is at 51.9%.  The Time to Talk performance for March was 63.2%, and 

the service averaged 62.9% for the final quarter of the year and 59.7% for the year 

as a whole.  The service also benchmarks very well on the number of service users 

showing reliable improvement (83.2% - 75.0% target) and the number who have 

moved off sick pay or benefits (7.7% - 5.0% target).  On outcome measures 

therefore the service is maintaining  high performance, despite the challenge in 

meeting access targets.  

Outcome The Trust is working with the Sussex Health and Care Mental Health Collaborative

to agree access targets for 2021/22 that reflect likely demand and access to 

appropriate workforce.

Timescale June 2021
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Operational Performance Exception Report
C

O
M

M
U

N
IT

Y
 &

 
O

U
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A
TI

EN
TS

FAVOURABLE Variation; Oversight Metric ADVERSE RAG(AMBER)

Performance Performance has improved significantly over the past two months since dropping 

dramatically in April/May 2020 due to the pandemic, with 95.7% of patients 

waiting fewer than 6 weeks in March 2021.

The services included within this target are the Trust’s Diagnostics services in 

East and West Sussex, as well as Paediatric Audiology.  The Trust is not currently 

being performance managed by NHS England during this time .

Action The improvement in the reported position in February and March relates to two 

services in particular, the West Sussex Radiology service and Paediatric 

Audiology.  Both services have struggled to meet the 6 week wait target during 

this year due to increased demand (Diagnostics) and the impact of Covid on 

demand and capacity (Audiology).  Both services set recovery plans in train in Q3 

following the deterioration on performance earlier in the year.  In March, the West 

Sussex Radiology service improved performance to 94.2% (66.2% in January) 

and Paediatric Audiology improved to 82.1% (56.4% in January).   

East Sussex Radiology services are still all reporting performance greater than 

the 99% target.

Outcome All services are expecting to have fully recovered performance by June 2021.  

However, this will be dependent upon any residual impacts of the most recent 

Covid lockdown

Timescale With the caveats above performance is expected to recover by June 2021.
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Operational Performance Exception Report
C
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ADVERSE Variation; FAVOURABLE Assurance; 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 NHS England during this time. 

March has seen a slight drop in performance (from 92.2% in Feb to 90.7%).

Action Of the five service groups covered by this metric, three (Chailey Services, Child 

Development Centres and Diabetes report performance above the 92% target).  

Two service groups, MSK (91.1%) and Dental (67.4%) remain below the 92% 

target.  The West Sussex MSK service has the largest reported activity for this 

metric and therefore this service has the largest impact on the Trust reported 

position. The service continues to be challenged as a result of social distancing 

constraints and the impact on the volume of patients that can be seen.   In 

addition to distancing challenges, long waits for diagnostics, particularly MRI 

scans, provided through neighbouring acute providers, are impacting on 18 week 

performance.  

Dental performance dipped significantly in March with the impact of the reduction 

in available capacity during the most recent lockdown, with the most significant 

impact in Brighton and Hove where performance dropped from 94.9% in February 

to 71.3% in March as a result of a combination of short notice patient 

cancellations and difficulty in gaining access to theatres for general anaesthetics 

(GA).  

Outcome The MSK service has been following guidance to adhere to 2m distancing, 

although a move to 1m is under review to increase capacity.  We are continuing 

to look for solutions to the MRI scan delays through the system diagnostic group.  

Further work is required to ensure there is a clear route to recovering 

performance.  

Dental services have secured additional GA theatre slots across Sussex as well 

as setting up additional assessment clinics, with opportunities for further theatre 

lists being sought.  A recovery trajectory is being completed.

Timescale Performance is likely to remain below the 92% target in April,  with a focus on 

recovering the position by the end Q1 of 2021/22.
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Operational Performance Additional Exception Report
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ADVERSE Variation; FAVOURABLE Assurance

Performance Combined LAC IHA performance is improving (initially dropped as B&H area 

moved to a consultant led model in December, with sessions needing to be 

factored into the paediatrician rotas). 

West Sussex area saw a decline of those completed in time to 70% in March, 

and Brighton and Hove an increase to 75% completed in time. There were 

incidents of carers declining the appointments offered this month, which has 

impacted on performance for both areas.

Combined LAC performance for IHAs completed in timescale, with exceptions 

removed is 92%.

Action Both areas continue to offer consultant led appointments, with close scrutiny on 

the pathway by the LAC coordinators and management team. Appointments are 

offered within timescale for IHAs, but on occasion these are cancelled or 

rescheduled at short notice by the foster carer which then causes the breach.

Outcome Performance continues to improve and expected that target will be met (80% 

completed in time). Numbers of LAC are relatively small so performance 

compliance can be easily impacted when there breaches.

Timescale
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Operational Performance Spotlight Report
Review of Metrics – Dental and MSK

• The RTT performance exception report highlighted two services, Coastal MSK and Dental, where meeting the current 18 week 

targets continues to be challenging.  A high level review of other operational qualitative metrics for the services is set out below to 

provide assurance that there are not significant underlying operational or clinical issues impacting on the two services and that the 

reduction in performance on waiting times is overwhelmingly as a result of the impact of Covid.

• Performance over the final six months of 2020/21 is highlighted across six separate metrics that could be indicators of underlying 

pressures or issues within the services.  Neither service reported any significant issues relating numbers of serious incidents or 

patient safety.  

• In some months staff sickness rates were over the Trust target rate of 4%, but given that the timeframe covered includes a 

significant Covid spike, sickness has been comparatively very low.  Vacancy rates have generally been lower in the MSK service 

although both services are below target levels for the Trust.  Appraisal rates have been higher in Dental services, but neither 

service is an outlier compared to Trust average performance which has been impacted by the pandemic.

• Overall, therefore, there are few, if any significant risks demonstrated by the supporting metrics highlighted below, supporting the 

view that it is primarily due to challenges resulting from the pandemic response that services are struggling to meet RTT access

targets.

Coastal WSx MSK

Domain Metric
Annual 

Target
Oct Nov Dec Jan Feb Mar

Responsive Complaints: Responded to in Time 95% 100.00%

Safe SIs: Reported in Month No target 0 0 0 0 0 0

Safe Patient safety incidents causing harm (moderate+) 1.35%

Workforce Sickness rate **(data reported month in arrears) 4% 5.20% 9.10% 2.30% 2.40% 0.80% 0.00%

Workforce Vacancy Rate 9.50% 1.40% 3.70% 7.60% 4.40% 7.40% 4.30%

Workforce Staff with either Appraisal or PDR within 12 mths 80% 62.30% 73.90% 70.20% 67.40% 63.00% 65.20%

Dental Services

Domain Metric
Annual 

Target
Oct Nov Dec Jan Feb Mar

Responsive Complaints: Responded to in Time 95% 100.00% 100.00% 100.00% 100.00%

Safe SIs: Reported in Month No target 0 0 0 0 0 0

Safe Patient safety incidents causing harm (moderate+) 1.35%

Workforce Sickness rate **(data reported month in arrears) 4% 5.20% 3.80% 3.90% 2.90% 3.90% 6.20%

Workforce Vacancy Rate 9.50% 9.10% 9.10% 8.80% 8.20% 9.30% 8.00%

Workforce Staff with either Appraisal or PDR within 12 mths 80% 74.30% 76.60% 77.30% 80.40% 79.20% 77.30%
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Workforce Dashboard
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FAVOURABLE Variation; 

Performance Favourable variation is reported for this metric as staff in post numbers have risen

consistently since January 2020. The target has been met since December

2020. 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.

Action Of the 5,638 staff in post as at the end of March, 158 related to the Mass 

Vaccination programme.  Excluding this number the Trust would be reporting 

5,480 staff in post against a target of 5,400. . But this programme does account for 

the majority of the 209 growth since December 2020.  

All four of the largest staff groups end the financial year showing significant year-

on-year growth Registered Nursing (4.8%), Health Care Assistants (16.0%), 

Administrative and Clerical (9.5%) and Allied Health Professionals (8.5%). Overall 

the Trust achieved 8.7% growth in 2020/21. 

The forward plan for staff in post numbers will be reviewed in detail through the 

workforce committee. 

Outcome We expect to see staff in post numbers continue to grow based upon known

developments and the current position but at a lower rate.

Timescale The target for staff in post of 5,400 was met the end of Q3, with a plan for 2021/22

being developed through the workforce committee.

Workforce Exception Report
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FAVOURABLE Variation

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

reduction in vacancy rates. The Trust’s vacancy rate target is set at 9.5% with

current performance at 5.9%.

Action Following reductions in vacancy rates across all staff groups over the past 12

months, Registered Nursing is the only group where vacancy rates are above the

Trust target of 9.5% and increased slightly in March to 12.3%.

AHP vacancies have continued to reduce and are now at 5.5%, below the Trust

average, with Administrative vacancies at just 3.9%.

Continued focus on hard-to-recruit roles, monitored through the workforce reporting

through Area and Executive-led performance review meetings will be maintained to

mitigate vacancy risks, particularly in Registered Nursing roles for individual

services.

Outcome A review of target for 2021/22 will be included within the workforce planning review

through Workforce Committee; however increase in establishment numbers in line

with service expansions means the rate will increase again from Month 1 of

2021/22.

Timescale Review of challenged services will continue through FPQ workforce reporting and

workforce committee
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FAVOURABLE Variation; FAVOURABLE Assurance

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

reduction in turnover, the annualised rate having fallen since April 2020. Turnover

in the last 12 months to the end of March 2021 was 10.9% against a target of

13.5%.

Action By comparison to April 2019, there has been a total reduction of 2.6%. However,

this has not impacted equally across staff groups.

In percentage terms, the reduction in Medical and Dental staff has been most

significant, with a reduction from 13.5% to 1.1% in the past year, a reduction of

12.4%. For Registered Nurses the reduction has been 0.4%, to 13.1% and

turnover amongst this group has slightly increased over the last quarter, which is

also true of the AHP workforce where all others have seen further reductions.

Outcome Although the ongoing focus on staff wellbeing and support to improve retention

appears to have had a positive impact in terms of staff retention, the smaller

improvement in nursing numbers suggests that a continued focus is required for

this group in particular. Both Nursing and AHP turnover rates have increased

slightly in the last quarter and will need to kept under review.

Timescale Ongoing.
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Oversight Metric ADVERSE RAG(RED)

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

reported for March relate to February.  The sickness rate reported for the month 

was 4.5% (a drop of 1.28% since last month) against a target of 4%.

Action Covid related sickness dropped markedly in February from the very high levels in

January, with staff absence linked to Covid averaging close to 100 staff daily

(approximately 2% of the Trust’s workforce) compared to more than 4% in

January.

The two largest staff groups, Registered Nursing (4.8%) and Healthcare 

Assistants (5.4%), both show significant reductions of 1.7% and 2.4% respectively 

from the previous month and were below their two year average rates in February.  

The Trust has also seen a reduction in the rate of long term sickness, with overall 

rates down to 2.6% from 2.9% in January, again, below two year average rates.  

Outcome The Trust’s Workforce Committee is continuing to review the Trust’s sickness

performance. There has been considerable success in the proactive management

of sickness episodes, with reductions in the average length of episodes of

sickness being reported. However the Trust recognises that it will need to also

maintain a proactive approach to prevention of sickness amongst staff.

Timescale Ongoing

23

P
ER

FO
R

M
A

N
C

E

Workforce Exception Report

05
 IP

R
_2

02
1_

M
12

F
IN

A
L

Page 65 of 120



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 risen from 62% in February to 63.8% in March and has been 

below the Trust target of 80% since March 2020.

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

that PDR rates would be below the normally reported levels. The impact of the

most recent surge in the pandemic has halted the recovery of the performance

and this will now be expected to improve going into Q1 of the new financial year.

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

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

Timescale Q1 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

target however adverse variation is showing as performance has been below

average since June 2020.

Action Performance has reduced slightly in March, to 88.5% from 89.2% in February, but

remains above target and performance still remains good in the context of

significant operational pressures. A change in delivery model to increased online

learning and training has allowed the Trust to maintain performance in this area.

When staff statutory training becomes due, managers and staff are reminded of

their obligations and provided with guidance on how to access.

Ongoing restrictions continue to affect face to face training compliance rates.

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

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

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

performance remains slightly lower than previous high levels

Timescale We would expect that training take up will start to recover performance in Q1 of

2021/22.
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Workforce Spotlight Report

Workforce spotlight on Recruitment pipeline

Understanding the current gaps

At the end of 2020/21 the vacancy rate was 5.9 and since April 2020 all areas and staff groups have shown a positive trend in decreased

vacancies. Turnover has also reduced which means recruitment has had a positive impact on staffing. An increase in the vacancy rate is

expected for 2021/22, linked to a number of service expansions. The total vacancy gap is currently being worked out and as new posts

are brought into budgets it is expected the vacancy rate will increase but still remain below target.

Band 5 nursing posts remain one of the most challenging to fill with an expected vacancy gap of around 110WTE. The HealthCare

Assistant pipeline also presents a number of challenges as these posts tend to attract a lot of applicants, however retention and

attracting candidates with experience remain an issue. HCA vacancies will total 75WTE with service expansion.

Issues affecting the workforce plan

Understanding turnover trends and forecasts is essential to supporting workforce planning and predicting what pipeline might be needed 

in future. The benefits of improving retention must also be considered with improving vacancy rates. High turnover limits the impact of 

recruitment and the ability to increase activity within teams when recruitment activity becomes focused solely on replacing leavers.  

In 2020/21, the Trust recruited 979 people representing 822WTE and lost the equivalent of 522WTE meaning a net increase of 300WTE. 

Across nursing the net increase was 25WTE, a positive improvement from a deficit of 39WTE the previous year. There was a net 

increase of 169WTE HealthCare Assistants and 31WTE more Allied Healthcare Professionals.

The age profile of the workforce is also a consideration in terms of workforce planning and predicting future pipeline requirements as

retirement remains one of the top reasons for staff leaving. Currently 9.3% (120WTE) of the nursing workforce is aged between 60 and

70 years old. Although most nurses can no longer retire at 55 through special class status, sections of the NHS Pension scheme allow

retirement at age 60 or 65 rather than the state pension age (66 and over).

Pipeline actions and opportunities

Approaches to ways of working, skill mix and attracting staff need to be reviewed regularly to ensure that the Trust is exploring all

opportunities to appeal to a wide range of candidates. Candidates are now more commonly seeking roles that offer flexibility and careers

that provide varied options to develop and learn new skills, with more traditional routes through single careers seeming to become less

appealing.
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Workforce Spotlight Report
The Trust needs to be responsive to these labour market trends in order to be a competitive employer. Covid-19 has had a significant

impact in some sectors and forced many people to rethink their career options due to availability of jobs and uncertainty in how some

sectors will be impacted in future. This presents an opportunity to explore how we can support people from other sectors to take up careers

in the NHS especially in unregistered roles or using routes such as apprenticeships. The following actions are in train:

International recruitment – The Trust was recently successful in a bid for funding to support international recruitment for band 5 Nurses to

work in the ICUs. There are just over 50WTE band 5 nursing posts in total in those units and the funding will support the recruitment of

between 50 and 70 nurses. There is also work taking place to review how international recruitment might benefit other services such as

community nursing and urgent care in partnership with another Community Trust.

Zero HCA vacancy campaign – The Trust recently took part in a national campaign to support the reduction in HCA vacancies across the

NHS to zero. The pilot aimed to attract candidates with no previous NHS or health and social care experience Funding was provided

centrally to support with staff induction and skills development, and to date the Trust has recruited 35 HCAs through the pilot.

Vaccination programme - The Trust recruited an additional 1,483 staff to support the vaccination programme. We recently surveyed them

about their future work aspirations and 200 have indicated a wish to work in the NHS after the programme. Those are being supported with

individual career conversations and webinars as well as face to face sessions on role opportunities. All 200 will be followed up and their

conversion to posts in the Trust will be monitored. Interests in roles vary from administrative, to digital and clinical.

Apprentices and trainees – Working with education providers and fully exploring the benefits of utilising apprenticeships, T level

qualifications and other trainee opportunities to increase the pipeline is key to delivering longer term workforce planning aims. This is an

underdeveloped pipeline which requires urgent focus. The number of posts, the type of roles, and the financial arrangements for

apprenticeships and traineeships need to be established so that they can form part of the workforce plan.

Place of work – The place work project is aimed at looking how we might incorporate more agile ways of working on a longer term basis

post pandemic. It’s widely recognised that organisations across many sectors plan to continue with home working or blended working

models following covid. This project is important in terms of the pipeline as it helps understand how we may incorporate more modern ways

of working which will support us to attract and retain staff. Home working may not work for all services depending on the nature of the role

and service delivery model. In some services such as IAPT home working has been a theme in feedback from candidates as this is

something which seems to be widely offered by other organisations in this line of work.

Risks to pipeline

There are risks associated with the current pipeline such as national shortages in some staff groups, retention of those new to the NHS and

healthcare roles, the lack of an established strategy on trainees and apprentices, and the continuing impact of Covid on international

recruitment.
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Finance Dashboard
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Finance Exception Report

FAVOURABLE Variation; ADVERSE Assurance, Oversight Metric RAG(AMBER)

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

- to pay its creditors within 30 days of receipt of invoice. The target is to ensure that 

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

had paid 94.3% of invoices within the timeframe.  

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

on the value of invoices,  the Trust paid 96.2% within 30 days.

Performance has improved this year, with the proportion meeting the target for the 

same period last year being 93.4% (94.7% in value).  However, the Trust 

recognises its responsibility to pay its suppliers in the most timely way and that 

further work is still required to ensure all suppliers are paid in time 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 regularly reinforces its communication to managers to approve valid 

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

that suppliers are paid in good time.  The current small underperformance relates 

largely to a number of agency staff invoices that cannot be authorised in time due 

to gaps in information.  We are working on a solution with suppliers to improve the 

rate of compliance.

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

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

suppliers regularly to improve this practice.

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

target.

Timescale June 2021
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Finance Exception Report

MONTH RAG (AMBER); YTD RAG (AMBER)

Performance Following a significant effort by corporate and operational teams during the final 

quarter of the year to deliver estates, digital and operational schemes, the Trust 

reported a net spend (netting off donated assets and  income received) for the year 

of £9,558k.

Action Although spend was higher than initially planned, this was on the back of an 

additional £3,000k of central Digital Aspirant funding.  Excluding this receipt, the net 

impact on the Trust-funded capital plan and ICS capital envelope  was a £2,246k 

underspend.  This largely reflects this slippage in spend on the BGH development 

programme, where work to secure external funding and sign off continues.

The heavily back-ended profile of spend in the year reflected very late notifications 

of national funding approvals and this caused some operational pressures.  

However, the Trust’s Capital Review Group worked with services to ensure we 

were able to maximise investment while ensuring value for money was always 

delivered.

Outcome The Trust has approved a capital investment plan for 2021/22 and will work with the 

Sussex Health and Care ICS to ensure that we maximise the system capital 

budgets available and that the investment is prioritised based upon agreed 

principles.  The new plan will be reflected in the June IPR.

Timescale June 2021
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Finance Exception Report

MONTH RAG (RED); YTD RAG (AMBER), Oversight Metric ADVERSE RAG(RED)

Performance Agency costs increased significantly in March to £844k for the month.  £174k of the 

spend was related to three specific areas; The Mass Vaccination service where the

majority of flexible working cover is provided through Bank staff but with some 

agency use as well; the newly opened Brighton and Hove bedded unit, where the 

need to ramp up activity quickly has required additional use of agency - £110k in the 

month; and Covid, where additional agency costs were incurred in covering 

sickness.  

However aside from these three areas, remaining spend of £670k for the month

was nearly £200k higher than in February.  The increase was primarily in inpatient 

units which experienced increases in occupancy – the Trust reported its highest 

number of occupied beds days for any month in the past year in March - and 

throughput – we also reported the highest number of completed spells - which put 

additional pressures on services.  

Action We note that much of the increased spend in the final quarter of the year, and in

March in particular, related to some specific, non-recurrent impacts. However, the

Trust will need to focus on the continued reduction of underlying agency costs,

particularly as vacancy and turnover rates are low by recent standards. Agency

spend is monitored through the Trust’s Finance, Performance and Quality

governance meetings as well as through the Resources Committee.

Outcome Expected reduction of agency spend in Q1 back to levels closer to the £490k target -

3% of staff costs assuming staff absence levels return to normal.

Timescale June 2021.

05
 IP

R
_2

02
1_

M
12

F
IN

A
L

Page 74 of 120



33

Finance Spotlight Report

Overview – 2021/22 Financial Position

• As highlighted in the Finance Dashboard, the Trust ended the year with a reported £121k in year surplus against a 
planned deficit of £4,022k for the year. The table below sets out the in-year performance.

• When looking at our year end performance and how it impacts on the system control total, a technical prior year 
adjustment is made relating to the consolidation of a subsidiary, that reduces our performance to an £869k deficit, 
against the planned deficit of £4,022k

• Other key financial metrics for the year:

• The Trust’s reported position includes spend of £3,811k, matched by additional income for  the Covid mass 
vaccination programme which was stood up in the final quarter of the year.

• The year end cash balance was £26,148k, in line with forecast values, but significantly above the original 
planned balance of £5,639k.

• Total net assets on the Balance Sheet increased by £4,493k to £54,553k.

• Gross capital spend for the year was £10,267k.  Once the impact of donations is removed, total net 
investment was £9,558k.  This was against an original plan of £8,744k.

Financial Performance (£000) Commentary

Accounting surplus (deficit) for the year (28) This is the reported position in the Trust’s statutory accounts – a deficit of £28k

Impact of technical adjustments for fixed asset 
impairments and donated assets 

159
These are non-recurrent items excluded from the reporting of the Trust’s 
underlying financial performance 

Control total surplus for the year 131 This is the underlying financial performance for the year

Remove impact from (gains) / losses on disposal of 
assets

(10) Any benefit form profits are deducted from the reported position

Adjusted surplus 121
Reported position for the purposes of amalgamation for system financial 
performance
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Trustwide Risks
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Trust Wide Risks (15+)

Risk Register

Operational Risks scoring 15 or above

There were no operational risks scoring 15 above
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BOARD OF DIRECTORS – MEETING IN PUBLIC 
27 May 2021 

 

Agenda Item Number: 6 
 

 

Report Title: Self-certification on compliance with NHS Provider Licence conditions  
 

 

Purpose:
  

Approval X Assurance X Discussion  Briefing  

           

Summary: 
NHS providers are required to self-certify annually that they have complied with the 
conditions of the NHS Provider Licence.   
 
As a Foundation Trust providing Commissioner Requested Services, Sussex 
Community NHS Foundation Trust is required to confirm its compliance with the 
Provider Licence conditions listed in the table below, as well as confirming that it has 
provided the necessary training to governors to ensure that they are equipped with 
the skills and knowledge they need to undertake their role.  
 

Reference Condition 
Annual 
deadline 

G6(3) The provider has taken all precautions to comply with 
the Licence, NHS acts and the NHS Constitution 

31 May 

G6(4) Publication of condition G6(3) self-certification 30 June 

FT4(8) The provider has complied with required governance 
arrangements 

30 June  

CoS7(3) The provider has a reasonable expectation that 
required resources will be available to deliver the 
designated services for the 12 months from the date of 
the statement  

31 May 

 
The aim of self-certification is for provider boards to carry out assurance against 
compliance with the conditions; there is no set process for assurance or submission 
required to NHS England and NHS Improvement (although spot-checks may be 
performed).  
 
The tables in Appendix 1 outline the various pieces of evidence and/or sources of 
assurance upon which the Board can base its self-certifications of compliance 
against the Licence conditions.   
  
In relation to Licence condition CoS7 (3) the Board should be aware that while 
finance and contracting arrangements for the six-month period from 1 April 2021 to 
30 September 2021 (‘H1 2021/22’) have been confirmed and verbal assurances 
have been received in relation to H2, the detail of the regime from October 2021 is 
not yet known.  The Trust has not been informed of any plans for dissolution of 
designated services. In addition, the long term plan for the NHS reinforces the 
national commitment to supporting community services and the Trust is working 
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alongside partners in the Integrated Care System to develop longer term plans for 
the whole of Sussex.  
  

Recommendation :  
1. That the Board self-certify the Trust’s compliance with Provider Licence 

conditions G6(3), FT4(8) and CoS7(3) and confirm that it is satisfied that during 
2019/20 the Trust provided the necessary training to its governors to ensure that 
they are equipped with the skills and knowledge they need to undertake their 
role. 

 
2. That the Board authorise the Chair and Chief Executive to sign the self-

certifications on its behalf, and agree that these can be published on Trust’s 
external website (in line with condition G6(4)).      

 

Previously reviewed by:   
N/A  
 

Relevance to Trust’s Strategic Goals: 
All  
 

Relevance to CQC Domains: 
Well Led 
 

Equality and Diversity:  
This report has been reviewed for equality and diversity. No implications have been 
identified.   
 

Report author: Zoe Smith, Trust 
Secretary  
 

Report owner: Siobhan Melia, Chief 
Executive 
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SELF-CERTIFICATION OF COMPLIANCE WITH  
NHS PROVIDER LICENCE CONDITIONS 

 
Background 
 
NHS providers are required to self-certify annually that they have complied with the 
conditions of the NHS Provider Licence.   
 
As a Foundation Trust providing Commissioner Requested Services, Sussex 
Community NHS Foundation Trust (SCFT) is required to confirm its compliance with 
the following Provider Licence conditions, as well as confirming that it has provided 
the necessary training to governors to ensure that they are equipped with the skills 
and knowledge they need to undertake their role:  
 

Reference Condition 
Annual 
deadline 

G6 The provider has taken all precautions to comply with 
the Licence, NHS acts and the NHS Constitution 

31 May 

G6(4) Publication of condition G6(3) self-certification 30 June 

FT4(8) The provider has complied with required governance 
arrangements 

30 June  

CoS7(3) The provider has a reasonable expectation that 
required resources will be available to deliver the 
designated services for the 12 months from the date of 
the statement  

31 May 

 
The aim of self-certification is for provider boards to carry out assurance against 
compliance with the conditions; there is no set process for assurance, or submission 
required to NHS England and NHS Improvement although spot-checks may be 
performed.   
 
It should be noted that declarations are prospective, i.e. to cover the period of the 12 
months from April 2021 – March 2022, with the exception of the declaration regarding 
the training of governors, which covers the preceding 12 months.  Although COVID-
19 meant that governors were not been able to attend Trust premises during the year 
or to meet in person, a regular virtual programme of governor communication, 
engagement and training was maintained. There was additional communication with 
governors during period when the Board did not meet in public under COVID-19 
standing orders enacted in line with national Reducing the Burden guidance, 
including regular briefings by the Chair using MS Teams.    
 

Evidence of SCFT Compliance 
 
The tables in Appendix 1 outline the various pieces of evidence and/or sources of 
assurance upon which the Board can base its self-certifications of compliance 
against the Licence conditions.    
 
Ongoing assurance can also be drawn from the Board’s regular review of quality, 
finance, workforce and operational performance data and the Board Assurance 
Framework as well as the Trust’s governance infrastructure and arrangements 
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including Board committees, executive and management groups and the Trust’s risk 
management strategy, policy and process.    
 
In relation to Licence condition CoS7 (3) the Board should be aware that while 
finance and contracting arrangements for the six-month period from 1 April 2021 to 
30 September 2021 (‘H1 2021/22’) have been confirmed and verbal assurances have 
been received in relation to H2 (October 2021 – March 2022), the detail of the regime 
from October 2021 is not yet known.  The Trust has not been informed of any plans 
for dissolution of designated services. In addition, the long term plan for the NHS 
reinforces the national commitment to supporting community services and the Trust 
is working alongside partners in the Integrated Care System to develop longer term 
plans for the whole of Sussex.  
 
Recommendation  
 
The Board is asked to:  
 

a. Review the assurance/evidence against compliance with NHS Provider 
Licence G6, CoS7, FT4 and training of Governors.  

 
b. Review the completed but unsigned self-certification templates (attached as 

appendices) and provide any feedback on the narrative provided to support 
the confirmed self-certifications against each relevant Licence condition.  

 
c. Authorise the Chair and Chief Executive to sign the self-certifications on 

Behalf of the Board.   
 
d. Agree that the self-certifications can be published on Trust’s external website 

(in line with condition G6(4)).      
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APPENDIX 1 
 

 

Licence 
condition 

Description Evidence/Assurance Sources 
Concerns 
highlighted  

G6 
The provider has 
taken all 
precautions to 
comply with the 
Licence, NHS 
acts and the NHS 
Constitution 
 
 

The Licensee shall take all reasonable 
precautions against the risk of failure to 
comply with: (a) the Conditions of this 
Licence, (b) any requirements imposed on 
it under the NHS Acts, and (c) the 
requirement to have regard to the NHS 
Constitution in providing health care 
services for the purposes of the NHS. 
 
Without prejudice to the generality of 
paragraph 1, the steps that the Licensee must 
take pursuant to that paragraph shall include: 
(a) the establishment and implementation of 
processes and systems to identify risks 
and guard against their occurrence; and (b) 
regular review of whether those processes 
and systems have been implemented and 
of their effectiveness. 
 
 

2020/21 Head of Internal Audit Opinion  
 
2020/21 Annual Report & Accounts, including  
2020/21 Annual Governance Statement (subject to 
audit)  
 
Board Governance Framework  
 
Trust Policy Framework (including Risk 
Management Strategy and Policy)  
 
CQC rating – Good (2017) and extensive 
programme of work to prepare for 2020 CQC 
inspection 
 
EY Well Led Development Review (2019)  and 
action plan reported to Board 
 
 
NHSI Segmentation – 1, Maximum autonomy  - no 
support needed (May 2021)  
 
Performance against Use of Resources indicators 
(summary financial sustainability risk rating) – 1 
(best possible performance) 
 
NHSI Monthly, Quarterly and Ad-hoc returns 

None  
 
None  
 
 
 
N/A  
 
N/A  
 
 
None 
 
 
None in terms of 
Licence 
compliance 
 
 
N/A 
 
 
N/A 
 
 
 
N/A 
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APPENDIX 1 
 

 

Licence 
condition 

Description Evidence/Assurance Sources Concerns 
highlighted  

CoS7 
Availability of 
resources  

The Licensee shall at all times act in a 
manner calculated to secure that it has, or 
has access to, the Required Resources.   
 
The Licensee shall not enter into any 
agreement or undertake any activity which 
creates a material risk that the Required 
Resources will not be available to the 
Licensee.  
 
Providers are asked to confirm in respect of 
the delivery of Commissioner Requested 
Services either that:  
 
1. The required resources will be available 

over the next financial year, OR  
 
2. The required resources will be available 

over the next financial year but specific 
factors may cast may doubt on this, OR  

 
3. The required resources will not be 

available over the next financial year. 
 
Required resources include: management 
resources, financial resources and facilities, 
personnel, physical and other assets. 
 
 

2020/21 Head of Internal Audit Opinion  
 
2020/21 Annual Report & Accounts, including  
2020/21 Annual Governance Statement (subject to 
audit)  
 
2020/21 Going Concern assessment to Audit 
Committee/Board (April 2021)  
 
2020/21 M12 Finance Report (Resources 
Committee April 2021), Update on Operational 
Planning (Board, March 2021) 
 
NHSI Segmentation – 1, Maximum autonomy  - no 
support needed (May 2021)  
 
Performance against Use of Resources indicators 
(summary financial sustainability risk rating) – 1 
(best possible performance) 
 
NHSI Monthly, Quarterly and Ad-hoc returns 
 
 
Board and committee structure; board and 
committee papers on quality, finance, workforce 
and operational performance; board and committee 
minutes; Board review of major risks.  

None  
 
None  
 
 
 
None  
 
 
None  
 
 
 
N/A  
 
 
N/A 
 
 
 
N/A  
 
 
None in terms of 
Licence 
conditions 
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APPENDIX 1 
 

Licence 
condition 

Description Evidence/Assurance Sources Concerns 
highlighted  

FT4 
The provider has 
complied with 
required 
governance 
arrangements  
 

The Licensee shall apply those principles, 
systems and standards of good corporate 
governance which would reasonably be 
regarded as appropriate for a supplier of 
healthcare services to the NHS.   
 
Providers should review whether their 
governance systems and processes enable 
them to achieve compliance with FT4.  There 
is no set approach but we expect any 
compliant approach to involve a review of the 
effectiveness of board and committee 
structures, reporting lines and 
performance and risk management 
systems.    

2020/21 Head of Internal Audit Opinion  
 
2020/21 Annual Report & Accounts, including  
2020/21 Annual Governance Statement (subject to 
audit)  
 
2019/20 Quality Account 
 
Board Governance Framework  
 
Trust Policy Framework (including Risk 
Management Strategy and Policy)  
 
CQC rating – Good (2017), and extensive 
programme of work to prepare for 2020 inspection 
 
 
EY Well Led Development Review (2019) and 
action plan reported to Board  
 
 
Corporate Strategy 2019-22: Excellent Care at the 
Heart of the Community 
 
Board and committee structure; board and 
committee papers on quality, finance, workforce 
and operational performance; board and committee 
minutes; Board review of major risks  
 
September 2020 Board seminar review of Board 

None  
 
None  
 
 
 
N/A  
 
N/A  
 
N/A  
 
 
None in terms of 
Licence 
compliance 
 
None in terms of 
Licence 
compliance 
 
N/A  
 
 
None in terms of 
Licence 
compliance 
  
 
N/A  
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APPENDIX 1 
 

and Committee governance and assurance 
mapping  
 
Register of Interests – updated annually (April 21) 
and ad hoc 
 
Fit and Proper Persons Test – annual declarations 
(April 21)  

 
 
 
None  
 
 
None 
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APPENDIX 1 
 

  Description Evidence/Assurance Sources Concerns 
highlighted  

Certification on 
training of 
governors 

Foundation Trusts must confirm that they 
have provided the necessary training to 
governors to ensure that they are 
equipped with the skills and knowledge 
they need to undertake their role: 

New governor induction including issue of updated 
governor manual and handbook (April 2021) 
 
Buddy scheme introduced to support new 
governors (April 2021) 
 
Presentations to governors on COVID-19 and 
restoration of services, Freedom to Speak Up, 
volunteers and digital strategy during 2020/21   
   
Lead and public governor attendance at annual 
NHS Providers governor focus conference 
(November 2020) 
 
Governors attended virtual governor workshops 
hosted by NHS Providers in July and January 
 
Lead Governor and Deputy Lead Governor 
attended Lead Governor Association virtual 
conference (January 2021) 
 
Governor attendance at Sussex Governors Network  
 
Weekly email updates to support governors in their 
role and regular signposting to knowledge and 
development opportunities through NHS Providers 
(ongoing) 

N/A 
 
 
N/A 
 
 
N/A 
 
 
 
N/A 
 
 
 
N/A 
 
 
N/A 
 
 
 
N/A 
 
N/A 
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Self-Certification Template - Conditions G6 and CoS7
Sussex Community NHS Foundation Trust

Insert name of organisation

1) Save this file to your Local Network or Computer.

2) Enter responses and information into the yellow data-entry cells as appropriate.

3) Once the data has been entered, add signatures to the document.

This template may be used by Foundation trusts and NHS trusts to record the self-certifications that must be made under their NHS Provider Licence.  
You do not need to return your completed template to NHS Improvement unless it is requested for audit purposes.

How to use this template

These self-certifications are set out in this template.

Foundation Trusts and NHS trusts are required to make the following self-certifications to NHS Improvement:

Systems or compliance with licence conditions - in accordance with General condition 6 of the NHS provider licence

Availability of resources and accompanying statement - in accordance with Continuity of Services condition 7 of the NHS provider licence (Foundation Trusts designated CRS providers only)
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Worksheet "G6 & CoS7" Financial Year to which self-certification relates Please Respond

1 & 2 General condition 6 - Systems for compliance with licence conditions (FTs and NHS trusts)

1 Confirmed

OK

3 Continuity of services condition 7 - Availability of Resources (FTs designated CRS only)

3a Confirmed

Please fill details in cell E22

3b

Please Respond

3c
Please Respond

Signed on behalf of the board of directors, and, in the case of Foundation Trusts, having regard to the views of the governors

Signature Signature

Name Name

Capacity [job title here] Capacity [job title here]

Date Date

Declarations required by General condition 6 and Continuity of Service condition 7 of the NHS provider 

licence

In making the above declaration, the main factors which have been taken into account by the Board of 

Directors are as follows:

In making the above declaration, the Board has taken into account the confirmed financial and contracting 

arrangements for the period between April 1st and September 30th 2021 and the additional funding being made 

available to reflect the ongoing impact of COVID-19.  Verbal assurances have been received from NHSI in 

respect of financial arrangements for Half 2 2021/22 and the Board anticipates written confirmation that the 

required resources will be made available. The Board has kept and will keep resources under review on an at 

least monthly basis to identify any risks as they arise and to put appropriate mitigations in place.  

EITHER:

After making enquiries the Directors of the Licensee have a reasonable expectation that the Licensee will have 

the Required Resources available to it after taking account distributions which might reasonably be expected 

to be declared or paid for the period of 12 months referred to in this certificate.

OR

In the opinion of the Directors of the Licensee, the Licensee will not have the Required Resources available to 

it for the period of 12 months referred to in this certificate.

Statement of main factors taken into account in making the above declaration

Further explanatory information should be provided below where the Board has been unable to confirm declarations under G6.

The board are required to respond "Confirmed" or "Not confirmed" to the following statements (please select 'not confirmed' if confirming another 

option).  Explanatory information should be provided where required. 

Following a review for the purpose of paragraph 2(b) of licence condition G6, the Directors of the Licensee are 

satisfied that, in the Financial Year most recently ended, the Licensee took all such precautions as were 

necessary in order to comply with the conditions of the licence, any requirements imposed on it under the NHS 

Acts and have had regard to the NHS Constitution.

OR

After making enquiries the Directors of the Licensee have a reasonable expectation, subject to what is 

explained below, that the Licensee will have the Required Resources available to it after taking into account in 

particular (but without limitation) any distribution which might reasonably be expected to be declared or paid for 

the period of 12 months referred to in this certificate. However, they would like to draw attention to the 

following factors (as described in the text box below) which may cast doubt on the ability of the Licensee to 

provide Commissioner Requested Services.
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Self-Certification Template - Condition FT4
Sussex Community NHS Foundation Trust Insert name of 

organisation

Foundation Trusts and NHS trusts are required to make the following self-certifications to NHS Improvement:

1) Save this file to your Local Network or Computer.

2) Enter responses and information into the yellow data-entry cells as appropriate.

3) Once the data has been entered, add signatures to the document.

This template may be used by Foundation trusts and NHS trusts to record the self-certifications that must be made under their NHS Provider Licence.  

How to use this template

These self-certifications are set out in this template.  

Corporate Governance Statement - in accordance with Foundation Trust condition 4 (Foundations Trusts and NHS trusts)

Certification on training of Governors - in accordance with s151(5) of the Health and Social Care Act (Foundation Trusts only)

You do not need to return your completed template to NHS Improvement unless it is requested for audit purposes.
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Worksheet "FT4 declaration" Financial Year to which self-certification relates Please Respond

Corporate Governance Statement (FTs and NHS trusts)

The Board are required to respond "Confirmed" or "Not confirmed" to the following statements, setting out any risks and mitigating actions planned for each one

Corporate Governance Statement Response Risks and Mitigating actions

1 Confirmed The Board is confident the mechanisms investigated as part of the CQC inspection of the Trust in October 2017, which included a 

well-led assessment and delivered a Good rating, are still enforced and valid for the effective corporate governance of the Trust. 

The Trust's overall CQC rating was also Good with some areas Outstanding. This confidence is supported by the 2019 external 

Well Led Review conducted by EY which found that the governance of the organisation enabled effective oversight of the strategy 

and delivery of healthcare.  Further assurance was provided to the Board as part of preparation for CQC inspection in 2020 which 

did not go ahead due to COVID.  
#REF!

2 Confirmed The Board is confident that there are no risks to the Trust's corporate governance arrangements and structures and that thre are 

systems in place that enable it to keep abreast of new guidance and/or regulatory requirements as issued from time to time.

#REF!

3 Confirmed As part of ongoing Board development, the Board held a seminar in September 2020 to review the effectiveness  its committee 

structure in achieving the right balance between assurance and scrutiny of strategy development/delivery of strategy.  All 

Committees have clear Terms of Reference setting out responsibilities and reporting lines and these are reviewed annually as part 

of committee self-assessments of their effectiveness. Executive governance arrangements are also supported by a formal meetings 

structure, with all groups properly constituted and with clear accountabilities extending across the Trust's Area structure.  In 

September 2020, as part of ongoing Board development, a Board seminar reflected on how the Board receives assurance and 

considers risk, including the role of Board committees.

#REF!

4 Confirmed The Board has considered where it can draw assurance against these Licence criteria as part of the self-certification process. A full 

list of such sources of assurance/evidence is contained in the Board report accompanying the self-certification statements. 

#REF!

5 The Board has considered where it can draw assurance against these Licence criteria as part of the self-certification process. A full 

list of such sources of assurance/evidence is contained in the Board report accompanying the self-certification statements. The 

Board also takes assurance from the external 2019 Well-Led review which found that the Trust had an experienced leadership 

team, with a balance of skills to lead the organisation as well as a clear Quality Strategy and detailed oversight of both clinical 

governance and risk.   

The Trust's performance management framework was recognised as informed and insightful and further actions identified to 

improve reporting have been taken forward, as have improvements in communications with staff on workforce and their working 

environment and digital solutions to support staff .

Please Respond

6 Confirmed There is a risk in terms of recruiting sufficient numbers of suitably qualified clinical staff. This is reflected in the Risk Register and is 

part of the Workforce Strategy. 
#REF!

Signed on behalf of the Board of directors, and, in the case of Foundation Trusts, having regard to the views of the governors

Signature Signature

Name Siobhan Melia Name Peter Horn

A

Please Respond

Further explanatory information should be provided below where the Board has been unable to confirm declarations under FT4.

The Board is satisfied that there are systems to ensure that the Licensee has in place personnel on the Board, 

reporting to the Board and within the rest of the organisation who are sufficient in number and appropriately 

qualified to ensure compliance with the conditions of its NHS provider licence.

The Board is satisfied that the Licensee applies those principles, systems and standards of good corporate 

governance which reasonably would be regarded as appropriate for a supplier of health care services to the 

NHS.

The Board has regard to such guidance on good corporate governance as may be issued by NHS Improvement 

from time to time

The Board is satisfied that the Licensee has established and implements: 

(a) Effective board and committee structures;

(b) Clear responsibilities for its Board, for committees reporting to the Board and for staff reporting to the 

Board and those committees; and

(c) Clear reporting lines and accountabilities throughout its organisation.

The Board is satisfied that the Licensee has established and effectively implements systems and/or processes:

(a) To ensure compliance with the Licensee’s duty to operate efficiently, economically and effectively;

(b) For timely and effective scrutiny and oversight by the Board of the Licensee’s operations; 

(c) To ensure compliance with health care standards binding on the Licensee including but not restricted to 

standards specified by the Secretary of State, the Care Quality Commission, the NHS Commissioning Board and 

statutory regulators of health care professions;

(d) For effective financial decision-making, management and control (including but not restricted to 

appropriate systems and/or processes to ensure the Licensee’s ability to continue as a going concern); 

(e) To obtain and disseminate accurate, comprehensive, timely and up to date information for Board and 

Committee decision-making;

(f) To identify and manage (including but not restricted to manage through forward plans) material risks to 

compliance with the Conditions of its Licence;

(g) To generate and monitor delivery of business plans (including any changes to such plans) and to receive 

internal and where appropriate external assurance on such plans and their delivery; and

(h) To ensure compliance with all applicable legal requirements.

The Board is satisfied that the systems and/or processes referred to in paragraph 4 (above) should include but 

not be restricted to systems and/or processes to ensure:

(a) That there is sufficient capability at Board level to provide effective organisational leadership on the quality 

of care provided;   

(b) That the Board’s planning and decision-making processes take timely and appropriate account of quality of 

care considerations;

(c) The collection of accurate, comprehensive, timely and up to date information on quality of care;

(d) That the Board receives and takes into account accurate, comprehensive, timely and up to date information 

on quality of care;

(e) That the Licensee, including its Board, actively engages on quality of care with patients, staff and other 

relevant stakeholders and takes into account as appropriate views and information from these sources; and

(f) That there is clear accountability for quality of care throughout the Licensee including but not restricted to 

systems and/or processes for escalating and resolving quality issues including escalating them to the Board 

where appropriate.
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Worksheet "Training of governors" Financial Year to which self-certification relates Please Respond

Certification on training of governors (FTs only)

Training of Governors

1 Confirmed

OK

Signed on behalf of the Board of directors, and, in the case of Foundation Trusts, having regard to the views of the governors

Signature Signature

Name Siobhan Melia Name Peter Horn

Capacity Chief Executive Capacity Chair

Date Date

The Board is satisfied that during the financial year most recently ended the Licensee has provided the necessary training to its 

Governors, as required in s151(5) of the Health and Social Care Act, to ensure they are equipped with the skills and knowledge they 

need to undertake their role.

The Board are required to respond "Confirmed" or "Not confirmed" to the following statements.  Explanatory information should be provided where required.
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Further explanatory information should be provided below where the Board has been unable to confirm declarations under s151(5) of the Health and Social Care Act

A
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BOARD OF DIRECTORS - PUBLIC MEETING 

 
27 May 2021 

 

Agenda Item Number:  7 
 

 

Report Title: Infection Prevention and Control – Board Assurance Framework 
Summary 

 

Purpose:
  

Approval  Assurance X Discussion  Briefing x 

           

Summary: 
The Board is provided with a gap analysis against the most recent version of the 
Infection Prevention and Control (IPC) Board Assurance Framework (BAF). This has 
been reviewed by the IPC Committee and the Quality Improvement Committee and 
shared with the Integrated Care System (ICS).  
 
There are no lines of enquiry which have a red rating i.e. where there is low 
assurance of the adequacy or effectiveness of controls.  

Recommendation:  
The Board is asked to note this paper and the management of risks and gaps in 
assurance in the context of the Trust reporting zero patients who are Covid-19 
positive in our Intermediate Care Units (ICUs) and zero open outbreaks of Covid-19.  
 
The Board is also asked to agree the proposal that the Quality Improvement 
Committee has the responsibility for oversight of IPC issues and reporting of 
exceptions and risks to the Board.  
 

Previously reviewed by:   
Quality Improvement Committee 
 

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

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

Equality and Diversity: 
No formal assessment undertaken; equality and diversity is part of the clinical risk 
assessment for patients and staff. 
 

Report author: 
Donna Lamb, Chief Nurse 

Report owner:  
Donna Lamb, Chief Nurse 
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Infection Prevention and Control – Board Assurance Framework Summary 
 
1.0  IPC Board Assurance Framework 
The IPC BAF has been developed to support all healthcare providers to effectively 
self-assess their compliance with PHE and other COVID-19-related infection 
prevention and control guidance and to identify risks and mitigating actions.  The first 
version was published 4 May 2020 and included 60 key lines of enquiry (KLOE).  The 
latest version of the IPC BAF – v1.6 – was published in February 2021. 
 
The framework is structured around the existing 10 criteria as set out in The Health 
and Social Care Act (2008) Code of Practice on the prevention and control of 
infection. 
 
The general principles can be applied across all settings and can be used to provide 
assurance to trust boards by assessing the measures taken in line with current 
guidance. Using the framework is not compulsory; however its use as a source of 
internal assurance supports us in maintaining quality standards. 
 
2.0 Executive Summary 
The table in appendix 1 provides a summary of the gaps and risks to assurance 
taken from the main assurance framework. These have improvement actions which 
should provide good assurance to the Board on actions required to close these gaps. 
Each gap or risk has an assurance rating. 
 
There are no areas where the trust does not have medium to high levels of controls 
to manage the risks and gaps in assurance.  
 
The trust now has an experienced deputy director for infection prevention and control 
who is new to the organisation but who is providing senior leadership to the team and 
its functions.   
 
3.0 Recommendations 
The Board is asked to note this paper and the management of risks and gaps in 
assurance in the context of the trust reporting zero patients who are Covid-19 
positive in our ICUs and zero open outbreaks of Covid-19. 
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Appendix 1 
 

Red  Low Assurance – significant concerns over adequacy/effectiveness of controls in 
place in proportion to risk 

Amber Medium – Some areas of concern over adequacy/effectiveness of controls in 
place in proportion to risk 

Green High – Controls In place are adequate/effective and in proportion to risk 

White Insufficient evidence at present to judge the adequacy/effectiveness of controls 

 
 
 

 KLOE Gaps  Risks Control 
 RAG 

Assurance  
OK? 

Improvement Actions 

1a Infection risk is 
assessed at the front 
door and this is 
documented in the 
patient notes 

 Delayed 
assessment on all 
pathogens on 
admission.  

 Y Infection status included 
on transfer information 
from transferring units and 
discussed as part of 
transfer process. 

1e Infection risk is 
assessed at the front 
door and this is 
documented in the 
patient notes 

This relates to 
completion of the 
IRAT (Infection 
Prevention Risk 
Assessment Tool) 
form within 2 hours of 
admission.  IRAT is 
an internal document 
with a scoring system 
to enable safe 
placement of the 
patient on ICUs.  At 
times of escalation 

  Y IRAT is now on 
SystmOne. Completion of 
this within 2 hrs is reported 
to the IPC committee 
 
The delay to completion of 
the form does not prevent 
clinical decisions being 
taken re placement of 
patients and therefore this 
is not felt to be high risk. 
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this may be delayed.   

1s Staff adherence to 
hand hygiene 

Staff ability to 
complete required 
hand hygiene audits 
reduced during 
pandemic period. 

Decreased 
monitoring of 
hand hygiene 
practice. 
 

 N IPC team actively 
undertaking hand hygiene/ 
glove validation audits in 
ICUs.  
 
Deputy DIPC is 
developing a framework 
for hand hygiene audits of 
all services including 
validation audits and 
escalation. 

3b Mandatory reporting 
requirement are 
adhered to and 
boards continue to 
maintain oversight 

A reduction of 
information from acute 
microbiology 
department during the 
COVID period due to 
increase in work load.  
This affected ability to 
report on E.coli 
bloodstream 
infections. 

Delayed 
surveillance of 
E.coli 
bloodstream 
infections. 
 

 Y Gram negative 
bloodstream infection 
surveillance to 
recommence as workload 
allows.  This was possible 
at the end of the 1st wave 
but not during 2nd wave. 

5o To ensure 2m social 
and physical 
distancing in all 
patient care areas 

All ICUs assessed 
and unable to 
guarantee 2 metre 
distancing of patients 
in all ICU bays. 
Reviewed in context 
of current levels of 
incidence and 
transmission; risk 

Increased risk of 
cross infection 
between patients.  
 

 Y Mitigation includes: 
patients offered surgical 
masks, cohorting of 
patients with similar 
COVID status, ventilation 
of environment. Barriers 
between beds has been 
explored, but nothing 
suitable found. 
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noted on risk register 
and mitigation agreed. 
Will be reviewed 
again if transmission 
increases.  

5k Face coverings are 
used by all outpatients 
and visitors 

Face coverings are 
not used by all 
outpatients 

Increased risk to 
patients if they 
choose not to 
wear a face 
covering. 

 Y Face coverings are offered 
to all patients, but this is 
not a mandatory 
requirement. 

5n Monitoring of 
inpatient’s compliance 
with wearing face 
masks when moving 
around a ward 

Face coverings are 
not used by all 
patients.   
 

Increased risk to 
patients if they 
choose not to 
wear a face 
covering. 

 Y Face coverings are offered 
to all patients, but this is 
not a mandatory 
requirement. 

6a All staff have 
appropriate training in 
line with PHE and 
other national 
guidance to ensure 
their personal safety 
and working 
environment is safe. 

Agency staff training. 
 

High use of 
agency staff 
during pandemic, 
without adequate 
training has 
potentially 
increased the risk 
of cross infection. 

 Y IP&C staff visiting the 
wards.  Link Champions 
and Area Nurses provide 
some on the spot local 
training as required. 
Assurance on compliance 
required from agencies. 

6b/c All relevant staff are 
trained in the 
selection and use of 
PPE and how to don 
and doff it safely.  

Ability of IPCC team 
to support all areas of 
community trust. 
 

Potential training 
and monitoring of 
infection gaps. 
 

 Y Additional bank support to 
IPC team.  
Guidance including 
pictures available on the 
Pulse. IPC webinars to 
demonstrate donning and 
doffing held. 

6o Positive cases that Ability to complete Retrospective  Y The RCA process is 
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meet the criteria 
should trigger an 
investigation. 

timely RCA 
investigations at all 
times. 
 

investigations 
may result in a 
delay identifying 
lessons to be 
learned. 
 

currently under review to 
ensure all cases that fit the 
criteria are investigated.  
Additional support from 
Governance team agreed. 
All cases discussed at 
outbreak meetings so that 
immediate actions/learning 
can be shared 

7b Areas used to cohort 
patients with 
suspected or 
confirmed Covid-19 
are compliant with 
environmental 
standards 

Viking ward does not 
have bay doors. 

Reduced ability to 
contain outbreaks 
of infection on 
Viking ward in 
Crawley. 

 Y Refurbishment works 
underway at Crawley to 
provide bay doors. This 
will resolve issue. 

8a Testing is undertaken 
by competent and 
trained individuals 

Microbiology SLA 
written agreements.   
 

Ability to access 
Microbiology 
advice Trust wide 
out of hours. 
 

 Y 24 hour microbiology 
support required by 3 
laboratory services used 
by SCFT; not currently 
reflected in written 
agreements with exception 
SASH. 
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BOARD OF DIRECTORS – PUBLIC MEETING  
27 May 2021 

 

Agenda Item Number: 8 

 

Report Title: Board oversight of disciplinary policy 

 

Purpose:
  

Approval  Assurance x Discussion  Briefing x 

           

Summary: 
In May 2019, NHSI released guidance on ‘Learning lessons to improve our 
people practices’. This was produced following the tragic death of a staff member 
involved in a disciplinary process at a London Trust. It highlighted a number of key 
themes and points of learning for NHS organisations in how they manage disciplinary 
issues. These dovetail with broader work being done in line with the People Plan, 
and as part of steps to reduce disparity between BAME and white staff (as reported 
via the Workforce Race Equality Standard (WRES)).  
 
As a result, the following actions have been taken or are in progress. 
 
Actions taken: 
 Disciplinary policy reviewed against good practice, to ensure things align. 
 A ‘deep dive’ review of past disciplinary cases to identify any internal learning 

and themes. 
 Implementation of a more structured ‘triage’ process prior to taking disciplinary 

action, to help give assurance that this is necessary, proportionate, and fair. 
 Implementation of case reviews following complex employee relations cases.  
 Improvements to the casework information we record to better monitor and 

identify themes.  
 A workshop with the HR team to share learning and discuss quality 

improvements to our processes.  
 

Actions in progress: 
 Disciplinary policy recently updated and will include reference to the triage 

process (for discussion at Terms & Conditions Group in May).  
 Building on the existing case review process to introduce a more structured ‘root 

cause analysis’ approach.  
 Working with ICS partners to establish peer review of disciplinary cases. 
 
Last month, NHSI wrote to Trusts to seek assurance that they had reviewed 
disciplinary policies against the guidance issued in May 2019. Trusts are also asked 
to ensure Board-level oversight of disciplinary policies and action taken. 

 

Recommendation:  

The Board is asked to consider how best to ensure ongoing assurance regarding 
this.  It is proposed that: 
 Disciplinary data and themes are reported on quarterly to the Workforce 

Committee, with items escalated to the Executive Committee with a yearly report 
to the Board as appropriate. 
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 The disciplinary policy continues to be reviewed and ratified via JCNC, in 
partnership with Staff Side.  

 

Previously reviewed by:   
The report has not been previously reviewed by a Committee. 
 

Relevance to Trust’s Strategic Goals: 
Thriving Staff 

Relevance to CQC Domains: 
All but especially Well Led 
 

Equality and Diversity: 
The review of the disciplinary policy and process and the regular reporting of themes 
alongside the relevant WRES indicator supports the aim to eliminate disparity 
between groups by identifying themes and patterns. 
 

Report author: 
Hazel Foss, Head of HR 
 

Report owner:  
Caroline Haynes, Director HROD 
 

 
 
 

08
 B

oa
rd

 o
ve

rs
ig

ht
 o

f
di

sc
ip

lin
ar

y 
po

lic
y 

M
ay

 2
02

1

Page 100 of 120



 

 

 

BOARD OF DIRECTORS – PUBLIC MEETING 
 

27 May 2021 
 

Agenda Item Number:  9 

 

Report Title: Serious Incidents, Patient Safety and RIDDOR Q4 2020-2021  

 

Purpose: Approval  Assurance X Discussion X Briefing  

           

Summary: 
This is a quarterly assurance report which provides an overview of SCFT Serious 
Incident (SI) management, patient safety processes and Health & Safety Executive  
(HSE) reporting.  
 
The Quarter 3 report focused on local data analysis to review top patient safety 
themes and evidenced a significant reduction in Falls and Deteriorating Patient SIs 
over the last two years.  
 
This Quarter 4 report looks at the community benchmarking data and demonstrates 
that SCFT continues to compare favourably with other community providers in the 
patient safety aspects.  
 
The report also presents the current priorities of the NHS Patient Safety Strategy and 
an update on SCFT’s current position with these. This provides assurance that SCFT 
is in a good position to meet the implementation of these priorities.  
 
The report also includes a statement to confirm that there were 3 incidents reported 
to the HSE under the Reporting of Injuries Diseases and Dangerous Occurrences 
Regulations (RIDDOR). There were no incidents reported to the Care Quality 
Commission (CQC) under the Ionising Radiation (Medical Exposure) Regulations 
(IRMER). 

Recommendation: The Board is asked to note the Serious Incidents, Patient Safety 
and RIDDOR Q4 2020-2021report.   
 

Previously reviewed by:   
Trust Wide Governance Group 
 

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

Relevance to CQC Domains: 
Safe; Caring; Responsive; Effective; Well Led –this report covers the five domains.  
 

Equality and Diversity: No impact identified.   
 

Report author: 
Deborah Johnson, Patient Safety Manager 

Report owner:  
Donna Lamb, Chief Nurse 
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2020-2021 Q4 Report: 
Serious Incidents, Patient 
Safety and RIDDOR 
Deborah Johnson, Patient Safety Manager 
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Description 2020-2021 Q3 Report: Serious Incidents 

Date published 29/04/2021 

Executive Lead Medical Director 

Author Deborah Johnson, Patient Safety Manager 

Contact details Deborah.Johnson16@nhs.net 

Primary audience  

Secondary 
audience(s) 

Trust Wide Governance Group 
Trust Board 
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Introduction 
The Trust is committed to the prevention of injury and ill health to all staff, patients and 
visitors resulting from avoidable incidents. The Trust has a nominated Patient Safety 
Specialist who leads a team of three Patient Safety Leads. The team manages existing 
systems and processes. They are also supporting changes and developments, as required, 
to implement the National Patient Safety Strategy. The short to medium term priorities for this 
implementation and SCFT progress updates are presented in this report.  
 
This report provides detail about the number and type of serious incidents from Quarter 4, 
with the themes of learning currently identified, from the investigations undertaken. The 
Trust’s patient safety incident data reported by the Community Indicators National 
Benchmarking Network is presented to demonstrate how SCFT compares with other similar 
organisations.  

The report also includes a statement to confirm that there were 3 incidents reported to the 
Health & Safety Executive (HSE) under the Reporting of Injuries Diseases and Dangerous 
Occurrences Regulations (RIDDOR). There were no incidents reported to the Care Quality 
Commission (CQC) under the Ionising Radiation (Medical Exposure) Regulations (IRMER). 

1. Serious Incident Overview 

 
SCFT declared six (6) Serious Incidents (SI) in Quarter 4. The numbers of SIs declared over 
the financial year 2020/21, was lower than previous years as shown in Table One below.  
Last quarters report provided assurance about our robust processes for detecting and 
escalating serious incidents and safety critical concerns.  In addition, caution is required 
when comparing data from previous years due to the impact of COVID-19 over the last 
financial year.  

Table One below shows the number of reportable PSIs per financial year with the number of 
those that were declared as SI’s and Internal RCAs, shown as a percentage of the total for 
each year also. It is evident that there has been a decline in the number and percentage of 
patient safety incidents (PSIs) that are declared SIs, and an increase in the number and 
percentage of PSIs that undergo an Internal RCA. Internal RCAs are undertaken for 
incidents that are significant but that do not meet the SI criteria under the NHS Serious 
Incident Framework.  If during or on presentation of the investigation report the findings 
indicate that the incident did, in fact, meet SI criteria then the incident is escalated and 
declared an SI accordingly. These processes are overseen by the Medical Director and Chief 
Nurse.  
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Table One:  

  NRLS reportable 
PSIs 

SIs declared Internal RCA 

2018/2019 4531 65 (1.4%)  44 (0.9%) 

2019/2020 5222 53 (1%)  45 (0.8%) 

2020/2021 5183 24 (0.5%) 55 (1.06%) 

Total 14,936 142 144 

 

Table Two shows the number of SIs reported each year by Datix category. Patient Falls, 
Pressure Ulcers and Deteriorating Patient incidents have been the top SI trends in the 
previous two financial years.  There is a noticeable decline in these categories this year to 
date, which is discussed in the report below:  

Table Two: Datix Category and STEIS Submitted Date (financial year)  

  2018/19 2019/20 2020/21 Total 

Slips, Trips and Falls 15 13 4 32 

Pressure Damage 12 10 3 25 

Care (Patient ) / ongoing monitoring / review 10 7 3 20 

Treatment or Procedure (Clinical) 7 7 1 15 

Clinical Assessment (inc diagnosis, tests, 
assessments, x-rays) 

3 5 3 11 

Self Harm / Suicide / Unexpected Death 4 3 3 10 

Medication 4 4 0 8 

Safeguarding 4 0 3 7 

Infection Control 2 1 2 5 

Medical Device / Medical Equipment 1 1 0 2 

Access, Admission, Transfer, Discharge 2 0 0 2 

Documentation (inc electronic and paper 
records) 

0 0 1 1 

Security 0 1 0 1 
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Consent, Communication, Confidentiality 0 1 0 1 

Infrastructure – staffing, facilities, IT, 
environment 

1 0 0 1 

Patient Accident ( Used needlestick injury) 0 0 1 1 

Total 65 53 24 142 

 

It is evident that there has been a marked reduction in the number of Patient Falls and 
Pressure Ulcers declared as SIs. These categories of incidents were examined in last 
quarters report to provide assurance.  

There were 6 patient falls that underwent Internal RCA investigations during 2020/21 which 
was an increase of 5 from the previous year. There has been a reduction in falls resulting in 
fractures requiring surgery or resulting in severe harm. The Patient Safety Team attends the 
Falls Steering Group and supports the Think Falls! Campaign.  

There were 8 Pressure Ulcers that underwent Internal RCA investigations during 2020/21 
which was an increase of 3 from the previous year. Category 3 and 4 Pressure ulcer 
incidents are subject to a 72 hour investigation to gather information to inform the decision on 
the level of investigation required. There has been an improvement noted in the quality of 
local investigations. A number of pressure ulcer incidents have been investigated through a 
thematic review to understand cross-cutting themes of similar incidents within teams or 
localities. This helps to target improvement initiatives. The Patient Safety Team attend the 
Pressure Ulcer Prevention Steering Group (PUPS) and are supporting the PUP strategy.  

1.1 Serious Incident Themes from Quarter 4 2020/21 

Table Six: Q2 SIs by Division and STEIS category. 

 SI types by Area 

 

Central 
Area 

East 
Area 

West 
Area 

Centrally 
Funded 
Budgets- 
MVC’s 

Total 

HCAI/Infection control incident 
meeting SI criteria 

0 0 0 2 2 

Pressure Ulcer meeting SI criteria  0 0 1 0 1 

Suboptimal care of deteriorating 
patient meeting SI criteria 

1 0 0 0 1 

Slips/trips/falls meeting SI criteria 2 0 0 0 2 

Total 3 0 1 2 6 
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Two patient falls were declared one has a completed investigation and the other is still in 
progress. However, the themes that have emerged are consistent with previous falls 
incidents;   

 Lack of risk assessment or reassessment 

 Lack of personalised care planning for mitigation of falls risks 

 Lack of post falls MDT reviews 

There were two used needle stick injuries at the Mass Vaccination Centres declared as SIs 
and a further one has been reported this Quarter. These three incidents had similar themes; 

 Failure to place discharged vaccine syringe into sharps bin 

 Placing of discharged vaccine syringe into the prepared vaccines tray 

 Failure to check the contents of the syringe prior to delivering the next person’s 
vaccine.  

Actions to further reduce the risk of further incidents of this nature have been undertaken and 
include; 

 Placement of the sharps bin in front of the prepared vaccination trays to create a 
physical barrier to inadvertently placing the used syringe back into the tray.  

 Continued reminders about the risk and the safety procedures to follow being 
provided to vaccinators at pre-shift huddles. 

 Safety posters as a warning and an aide memoire placed in each vaccination centre 
Pod.  

All three incidents share a combined action plan and the investigations will be presented on a 
shared report due to these incidents being of the same nature.  

The Pressure Ulcer incident is under investigation due for completion by June.  

The Deteriorating Patient incident is under investigation due for completion by June. This 
was a case of a patient who presented at the Urgent Treatment Centre and was referred 
onwards to A&E with suspected renal colic or abdominal aortic aneurism. The patient was 
sent with his wife by taxi and collapsed on the way to A&E, resuscitation was attempted but 
unsuccessful.  

2. Community Indicators NHS Benchmarking Network 

The Community Indicators project helps community providers track their performance, across 
35 metrics covering patient safety and quality, productivity, workforce, and finance. Data 
collected within this project contributes to filling the gap in the lack of national data set, at 
present, on community-based provision.  
 
The information is intended to be used by members to provide comparative intelligence and 
insight to their Board on tracking the performance across community health services. Unique 
to the Community Indicators project is that the outputs are not anonymised; all codes are 
shared to allow shared learning and networking between participants. SCFT continues to 
compare favourably with other community providers in the patient safety metrics. 
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New Serious Incidents reported per month (excluding all pressure ulcers) SCFT is 

represented in RED.  
 
Rate of NEW Grade 2,3 and 4 Pressure Ulcers acquired whilst under the care of a provider 
in a Community Hospital setting per 1,000 occupied bed days.  

 
 
Rate of NEW Grade 2,3 and 4 Pressure Ulcers acquired whilst under the care of a provider 
in a Community setting per 1,000 patients (on caseload).  
(Kent Community NHS Foundation Trust (KCT) is the community NHS Trust considered to 
be most similar to SCFT for comparative analysis.) 
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Rate of falls (injurious) per 1,000 Occupied Bed Days (OBDs) 

 
 
Rate of all falls per 1,000 Occupied Bed Days (OBDs) 
 

 
 
Number of incidents (causing harm or otherwise) per 1,000 WTE budgeted clinical staff 
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Medication errors rate per 1,000 OBDs (Community Hospitals) 

 
 

3. NHS Patient Safety Strategy Implementation Update:  

The National Patient Safety team have distributed a guidance paper to organisations Patient 
Safety Specialists. This provides short to medium term priorities to support implementation of 
the NHS Patient Safety Strategy. The paper identifies nine key work programmes with 
associated actions and timescales.  

1. Just culture 

SCFT was an early adopter of the Just Culture Guide and this is promoted by the Patient 

Safety Team. The Patient Safety pages on the Pulse provide videos explaining the Just 

Culture Guide, the Duty of Candour and Human Factors.  

The Trust reviews the safety sections of the NHS Staff Survey. The survey will be reviewed 

in detail by the Patient Safety Team as a culture metric.  

Further work is planned to link with HR to ensure that the Just Culture Guide is built into 

SCFT HR policies and the delivery of training to support this being used effectively.  

2. National Patient Safety Alerts 

SCFT has the required process in place to ensure executive oversight. The Central Alerting 

System policy has been rewritten to reflect the national requirements and this policy is 

currently being reviewed. In addition to this, following the Never Event, which highlighted that 

actions from a previous alert had not been undertaken, the quality of evidence provided in 

response to alerts has been reviewed.  

3. Improving quality of incident reporting 

All patient safety incidents are triaged and data cleansed by the Patient Safety Team. The 

Quality and Safety Support team close the completed incident reports and upload these to 

the NRLS (national database).  

The team is reviewing the data quality processes and undertaking a review of the local harm 

guide to identify any improvements that may be required.  
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The NRLS explorer reports are scrutinized when they are published and the data analysis is 

presented in this quarterly report and provides assurance of a good reporting culture and 

data quality within the reports submitted.  

4. Support transition from NRLS (National Reporting and Learning System)  and StEIS 

(Strategic Executive Incident Reporting System) to one new system called PSIMS 

(Patient Safety Incident Management System) 

The Trust uses the Datix Local Risk Management System, which is compliant with the new 

PSIMS system.  

The Patient Safety Specialist and Patient Safety Team works closely with the Datix Senior 

Advisor and this aspect of the strategy is on track.  

5. Involvement in implementing the new Patient Safety Incident Response Framework 

(PSIRF) 

SCFT has a team of Patient Safety Leads who undertake Serious Incident and other 

investigations as trained investigators. However, in preparation for the PSIRF investigation 

methods and templates are under review. The team has proceeded with the ambitions of the 

framework by starting to complete thematic reviews and incorporating table top exercises 

within investigations.  

The Patient Safety Specialist is liaising with the Patient Experience Lead to plan delivery of 

core skills for investigation training to team leads and managers across the Trust. This 

training is being designed to ensure that it will be in line with the requirements of the PSIRF 

and proposed changes to complaints investigations by the NHS Compliants Ombudsman.  

6. Implementation of the Framework for Involving Patients in Patient Safety 

The Framework for Involving Patients in Patient Safety is due for publication in April 2021. 

SCFT is aware of requirements and is awaiting the framework to begin the business case.  

7. Patient safety education and training 

The National Patient Safety Syllabus has now been published and the requirement is for 

training in the ‘essentials’ of patient safety to be available for all NHS staff by July 2021 with 

a view to all staff being trained by April 2023. The executive directors have been advised of 

this in previous reports.  

The SCFT Patient Safety Specialist and the Patient Safety Team will be ready to support 

their colleagues Trust-wide to engage with and understand the new ‘essentials’ training. The 

Patient Safety Team has strong links with our colleagues in education and training and are 

ready for liaison for the delivery of ‘essentials’ training.  

8. National patient safety improvement programmes 

There are currently five National Patient Safety Improvement Programmes;  

 Managing deterioration 

 Maternity and neonatal 

 Adoption and spread 
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 Medicines safety 

 Mental health 

SCFT has well established links with the Patient Safety Collaborative and the nationally 

prioritised actions are ongoing. The SCFT Patient Safety Specialist is networking with others 

through a regional network and through the CCG.  

9. COVID-19 recovery planning  

The national team advised that developing plans for recovering from this phase of COVID-19 
are appropriately driven by their potential impact on patient safety.  

No specific actions have been identified but the national team advises that there are a 
number of areas that have initially been identified for further work that they wish to support 
including: 

• implementation of national planning/recovery guidance when available 

• investigating outstanding declared Serious Incidents during COVID-19 as required 

• introduction of new models of care. 

To summarise on this section, SCFT has not outstanding Serious Incidents as these have 
continued to be investigated under usual timescales.   

4. Incidents reported under RIDDOR  

During this quarter the Trust has reported 3 incidents to the Health and Safety Executive 
(HSE) under the Reporting of Injuries Diseases Dangerous Occurrence Regulations 
(RIDDOR). 

Incident date Datix 

ref. 

Patient, contractor, 

staff or Public? 

Location/ site of 

incident 

Type of accident RIDDOR 

category 

30/09/20 44310 Staff Crawley Hospital Struck by an object 
Over 7 days 

absences 

12/01/21 47935 Staff Horsham Hospital Trip, slip or Falls Minor injury 

21/01/21 48216 Staff Bognor  Trip, slip or Falls Minor injury 

 

 44310 Staff member was working their normal work duties as a domestic assistant and 
was cleaning a counter within a store room that had a hatch that was up at the time. 
The hatch dropped from the upright position and hit staff member on the head causing 
injury.  

Following the accident the return date for the staff member was confirmed to be within 
the 7 day requirement. After their return date the report was further update with a date 
that then exceeded 7 days inputted, with no communication of the change notified to 
the Health & Safety team. This has led to the RIDDOR notification being reported late 
to the HSE and the Health & Safety team are looking at the possibilities to stop any 
reoccurrence  
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 47935 Staff member was attending their work location to complete their normal work 
duties. When entering the building the staff member accidently fell injuring their ankle. It 
was raining at the time and water had been brought in on other staff entering building   

 48216 The staff member had finished their shift and was exiting the hospital and 
accidently fell. The area was being cleaned by facilities at the time of the accident with 
signage in place. 

During quarter four the Trust has not reported any incidents to the CQC under the Ionising 
Radiation (Medical Equipment) Regulations (IRMER).   

5.  Conclusion and Recommendations 

This report provides assurance that the organisation has robust safety systems and 
processes in place that continue to be reviewed and developed. The Trust continues to 
promote an effective safety culture that strives to report and investigate all patient safety 
incidents in a transparent manner.   

The benchmarking data for patient safety demonstrates a favourable comparison with other 
community providers who contribute towards that project.  

The Trust is prepared for the implementation of the requirements of the NHS Patient Safety 

Strategy and further updates will be provided through Trust Wide Governance Group 

(TWGG).  
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BOARD OF DIRECTORS – PUBLIC MEETING  

27 May 2021 
  

Agenda Item Number : 10 
 

 

Report Title:  Mortality Review Report  
 

 

Purpose:
  

Approval  Assurance X Discussion X Briefing  

           

Summary: Sussex Community NHS Foundation Trust has been using structured 
judgment forms to review the period before a patient has died. Reviewing deaths in 
this way enables us to identify any trends that would indicate that a particular service 
has higher deaths than average which would lead to a more in-depth review of the 
care provided within that service.  
 
In Quarter 4 there were 42 deaths across our intermediate care units. This reflects 
the second peak of the COVID-19 pandemic and related deaths. 19 of these deaths 
were due to COVID 19.  From the review, there were no avoidable deaths, all deaths 
are explainable and there was no evidence of suboptimal care or that different care 
provision would have made a difference.  
 
The report highlights good teamwork, communication with family and well managed 
End Of Life care.  Reviewers also noted that SystmOne made it easier to do the 
reviews as all the information was in one place.  

 

Previously reviewed by: Mortality Review Group & Trust Wide Governance Group 
 

Recommendation:  Board members are asked to note the content of the report.  
 

 

CQC Domains (Safe; Caring; Responsive; Effective; Well Led) indicate which 
are relevant below: 

 Relevant to all CQC domains  

 

Relevance to Trust’s Strategic Goals: Population Health, Quality improvement and 
Patient experience of care  

 

Equality and Diversity: The Trust recognises there are equalities aspects of end of 
life care and will provide assurance on its approach to these through the Quality 
Improvement Committee. The mandated process for mortality reviews uses 
structured judgement forms which do not cover equalities and this report is not 
therefore considered to have equality and diversity implications.  

 

Report author: Dr Vivek Patil, 
Deputy Medical Director  

Report owner : Dr Sara Lightowlers,  
 Medical Director  
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Reader Box 

Description This is the summary of all the structured judgment review of deaths 
in our intermediate care units. Any learning from how we cared for 
the patient pre and post death is shared across trust through 
mortality review meetings and TWGG. 

Date published 18 May 2021 

Date due for review None  

Executive Lead Dr Sara Lightowlers, Medical Director  

Author Dr Vivek Patil Deputy Medical Director  

Contact details vivekanandpatil@nhs.net  

Primary audience Mortality Review Group & Trust Wide Governance Group.  

Secondary 
audience(s) 

Executive Team, Trust Board, Quality Committee and others.  

Notes This is the summary of mortality reviews done in our intermediate 
care units using structured judgment forms.  The aim is to identify if 
the trust could have improved the quality of care leading up to the 
death, identify any trends that would indicate that poor care had led 
to the death and to identify if there are any particular services where 
mortality is higher than expected and to take the necessary actions 
as need be. 

 

 

Table of Contents 
  1  Introduction ………………………………………….3 

  2  Results of Q4 and analysis…………………………..Error! Bookmark not defined. 

  3  Lessons learnt………………………………………………6 
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1. Introduction  
Sussex Community NHS Foundation Trust (SCFT) has been using structured judgment 
review (SJR) forms to review the period before a patient has died.  Reviewing deaths in this 
way has enabled us to identify any trends that would indicate that a particular service has 
higher deaths than average which would lead to a more in-depth review of the care provided 
within that service.  

2. Results for Q4 and analysis.  

2.1 Overall deaths during reporting period.  

From 1st Jan 2021 to 31st March 2021 there were 42 reported deaths in our intermediate care 
units. All deaths have been reviewed using the SJR forms. We aim to undertake the review 
of all deaths in intermediate care units in a defined time line. This is not always possible due 
to a combination of heightened case load activity and the availability of senior staff to 
undertake the review. The breakdown of numbers of deaths in each units is as follows.  
 

Quarter Hospital 
Arundel 
Hospital 

Bognor 
Hospital 

Crawley 
Hospital 

Horsham 
Hospital 

Lewes 
Victoria 

Salvington 
Lodge 

Uckfield 
Hospital 

Zachary 
Merton 
Hospital Total 

2020-2021 Q4   2 9 11 5 6 3 4 2 42 

Total   2 9 11 5 6 3 4 2 42 

            
The below table is the number of deaths we have had in our units in the quarter in previous 
years. 
    

Quarter 4 2019/20          31 

Quarter 4 2018/19           23  

Quarter 4 2017/18           32 

Quarter 4 2016/17           34 

 
It is to be noted that the most of the deaths in this quarter occurred in the month of January   
and the nation went into another lockdown just after New Year. It is also to be noted that the 
COVID 19 variant in circulation in community at that time, known as the Kent variety was 
more transmissible and hence it was anticipated that it will carry a higher mortality rate. It is 
also to be noted that the South East part of UK particularly had higher number of cases. 
When compared to other neighbouring trusts, numbers of deaths are within the same range. 
The 3 areas within the Trust (Central, East and West) had similar number of deaths and 
there was no variation in proportion.  
                               

2.2 Deaths that have been reviewed using SJR process.  

Age range is from 65 to 99 with mean age range of 87.23 for all the deaths reviewed using 
SJRforms.  

SJR forms were completed by ward doctors, advanced nurse practitioners and ward sisters.  
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Time of admission was relaxed due to pandemic to aid the patient flow from acute Trusts.  
The time of admission did not have any relation to outcome of death in any of the reviews.  

Length of stay varied from 3 days to 28 days.  

Main causes of death were COVID 19, pneumonia and lower respiratory tract infection, 
cancer and frailty.  

From the review of cases it is noted that 8 had malignancy and 7 had distal metastases.  

Increasing comorbidity is seen in the form of cardiovascular, respiratory, metabolic (diabetes) 
& cancer pathology.  

 

2.3 Involvement of Coroner  

There were no hospital post mortem but the Coroner was consulted in 3 of the deaths. This 
demonstrates that clinicians are actively reporting to the Coroner and seeking advice in 
cases where diagnosis may not be clear.  

2.4 Medical oversight of patients who have died.  

First clinical review of patients took place within an hour to one working day as in line with 
standard operating procedure for our intermediate care units. 

It has been recorded that in all reviews there was evidence of clear management plans within 
one working day and there were no omission in the initial management plans.  

2.5 Transfer between wards and hospitals.  

SCFT units were divided into different zones to separately accommodate patients from acute 
trusts their COVID 19 status was confirmed. All  transferring patients had swabs done at 
regular intervals to make sure that we didn’t miss any infections and to break the chain of 
transmission. Two patients were moved to different wards as they tested positive. Three 
patients were transferred to acute Trusts for further medical management. However there 
were no patient transfer to the acute trusts for terminally ill patients. 

2.6 Medical staff reviews.  

It has been documented that patients were seen on regular basis in accordance with the 
standard operating procedure and documentation was noted to be of good medical 
standards. It is worth noting that some of our units are Nurse led units and if there is a 
sudden change in patients clinical condition, doctor input is sought accordingly.  

2.7 Care preceding death.  

There were two documented falls. One patient was transferred to the acute trust and 
underwent CT investigation. The other patient did not suffer any injuries. This did not have 
direct correlation with death.   

Two patients developed pressure sores during their stay. Both patients had underlying 
related comorbidities which resulted in tissue damage. From the notes it is evident that staff 
carried out appropriate assessment and management.  
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Fluid balance has been documented as adequate in all cases. Nutrition assessment was 
addressed appropriately for those nearing end of life and dietician input was requested in 
three cases. 

National Early Warning Score (NEWS) was recorded as appropriate in all cases and in 
majority of cases this was discontinued as patients approached end of life.  

None of the patients had raised troponin (indicating a heart attack), abrupt drop in 
hemoglobin (indicating blood loss), hypoglycemia (low blood sugar level) or raised 
international normalized ratio (INR) indicating a likelihood of bleeding.  

10 patients had urinary catheter in situ and reviews suggest that these were inserted for 
appropriate clinical reasons i.e. acute urinary retention and end of life care. It is to be noted 
that none of them developed any post insertion infection. This demonstrates good catheter 
care provided in our units.   

Reviews of SJRsuggest that 12 people had respiratory tract infection. They were all treated 
appropriately where needed with oral or intravenous antibiotics. 11 of them were reported as 
having tested COVID 19 positive in the 28 days preceding death.  

There is no documentation of never events in patients who have died under our care  

In all cases a decision to limit the treatment was made. Resuscitation status was 
documented in all cases apart from one. All patients were seen before the death by a 
clinician.  

The palliative care team was involved in two cases. 8 patients received syringe driver in 
optimal time without any delay. All patients had preemptive medications written in advance. 
From the review it is felt that patients received optimal care in the patient’s preferred place.  
All patients’ relatives and carers were involved in discussions about preferred place of death.  

In overall review it is felt that there was no delay in making a diagnosis and there was good 
communication between teams.  There was no delay in delivering care and no recorded 
suboptimal care provision. It is felt from the review that a different care would have made no 
difference to the outcome of patients.  All deaths were explainable. From the review it is felt 
that there were no avoidable deaths. There was no evidence of poor communication, 
organizational failure or delivery of suboptimal care provided.  

 

2.8 Evidence of Good Standard of Care  

Highlights of good care were communication between teams, documentation, keeping 
families and carers involved, using technology, treatment escalation plans and the care given 
by the staff themselves.  

The standard of documentation is noted to be excellent in 28 of the deaths, good in 10 and 
average in the remainder.  
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3. Lessons Learnt 

As a nation the UK re-entered lockdown at the beginning of quarter and witnessed the 
emergence of a more transmissible COVID variant (especially in south east of the 
country)with an associated increase in the mortality rate. This has resulted in the 
increased number of COVID attributed deaths in this quarter.  

Although there is no specific learning this quarter our staff in intermediate care units have 
worked relentlessly throughout this pandemic. They have to adapted to new ways of 
working using technology to communicate with relatives. Many have worked overtime to 
cover shifts so that patient safety can be maintained. This shows in the compassionate 
and excellent care they have delivered. Reviewers also noted that SystmOne has helped 
them to do the reviews in an efficient way as all information was in one place and could 
be accessed at any time.   
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