
 

 
 

BOARD OF DIRECTORS – PUBLIC MEETING 

AGENDA 

Thursday 25 November 2021 
Arundel Suite, Arundel Building, Brighton General Hospital 

10.00 – 12.15 
 

No. Approx. 
time 

Item  Director 

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

     

 10.00 Employee and Team of the Month awards Verbal Chair 

     

  MEETING ADMINISTRATION   

     

1 10.10 Welcome and introduction, apologies and 
declarations of interest 

Verbal Chair 

     

2 10.15 Minutes of the previous meeting 30 September 
2021 

Enclosure Chair 

     

3 10.20 Matters arising and actions log  Enclosure Chair 

     

  STRATEGIC ITEMS   

     

4 10.25 Corporate Objectives and Board Assurance 
Framework Q2 2021/22 
To review/discuss   

Enclosure CEO 

     

  PERFORMANCE   

     

5 10.40 Integrated Performance Report Month 6 
To review/discuss 

Enclosure 
 

Executive 
Directors 

     

  QUALITY ITEMS   

     

6 11.10 Safer Staffing 
To review/discuss   

Enclosure  CN 

     

7 11.30 Serious Incidents Report Q2 2021/22 
To note  

Enclosure CMO 

     

8 11.40 Mortality Report Q2 2021/22 
To note  

Enclosure  CMO 

     

  GOVERNANCE ITEMS    

00
 P

ar
t 1

 T
ru

st
 B

oa
rd

 A
ge

nd
a

21
11

25
 -

 P
ub

lic

Page 1 of 112



 

 
 

     

9 11.50 Guardian of Safe Working Q2 2021/22  
To note 

Verbal  CMO 

     

10 12.00 Emergency Planning Resilience and Response 
Annual Report 2020/21 
To receive/endorse 

Enclosure COO 

     

11 12.15 Close of Board Meeting   

     

  Date of next meeting: 27 January 2022   

     

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

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

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

Thursday 30 September 2021 

Present:  

Peter Horn  Trust Chair (Chair) 

Siobhan Melia  Chief Executive 

Rebecca Crook  Non-Executive Director (NED) 

Maggie Ioannou  Non-Executive Director (NED) 

David Parfitt  Non-Executive Director (NED) 

Stephen Lightfoot  Non-Executive Director (NED) 

Lesley Strong  Non-Executive Director (NED) 

Mark Swyny  Non-Executive Director (NED) 

Mike Jennings  Chief Financial Officer  

Donna Lamb  Chief Nurse 

Sara Lightowlers  Chief Medical Officer 

Kate Pilcher  Chief Operating Officer 

In Attendance 

Diarmaid Crean  Chief Digital and Technology Officer 

Caroline Haynes  Chief People Officer 

Susie Vernon  Associate Director Sustainability (item 4 only via MS Teams) 

Paul Somerville  Deputy Trust Secretary (minutes) 

Observers 

Martin Ensom  Deputy Lead Governor 

Anne Walder  Public Governor 

Apologies 

Giles York  Non-Executive Director (NED) 

 

BoD 21/114 Employee and Team of the Month Awards  

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

awards for July and August 2021.  

Employee of the month for July was Karen Arkle, Team Lead for the Children and Young People’s 

Continence Service. Karen was nominated as she is an exceptional leader who demonstrated 

compassion and care in all she does for her team and the service.  The July team of the month award 

went to Responsive Services in Crawley. The team had been at the forefront of the pandemic 

response and the Home First project had improved discharges from acute hospitals.  Employee of 

the month for August was Sue Cousens, Team Lead, Learning Disabilities Health Facilitation Team. 

Sue was nominated by her manager, because she had energised, supported and developed the team 

since taking on the role. The August team of the month award went to OneCall Coastal. The team 

had been nominated by Ronnie O’Connor, the ECHO Team Lead for their compassion in supporting 

the ECHO team during a period of business continuity, ensuring that patients continued to be 

supported. All were warmly congratulated and thanked for their efforts by the Board.   

BoD 21/115 Welcome and introduction, apologies and declarations of interest  
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PH welcomed members and attendees, with a special welcome to new non-executive director (NED) 

Rebecca Crook and Associate NED Dipesh Patel. PH confirmed that the meeting was being live 

streamed on the Trust’s website and that Governors were able to join on MS Teams.  

Apologies were received from Giles York NED. There were no declarations of interest.    

BoD 21/116 Minutes of the previous meeting on 29 July 2021 

On page 7 it was agreed that the word ‘charging’ should be changed to ‘changing’, on page 8 the 

word ‘expectation’ should be changed to ‘exception’ and the second sentence in the second 

paragraph of text on page 8 under BoD 21/102 should be removed. The minute of the previous 

meeting were agreed as a true and accurate record.   

BoD 21/117 Matters arising and action log  

The action log was noted as due dates were not due.   

BoD 21/118 Care Without Carbon Strategy 2021-25 

Mike Jennings (MJ), Chief Financial Officer, introduced the item with Susie Vernon (SV), Associate 

Director Sustainability, on MS Teams available to take questions. MJ thanked the Care Without 

Carbon (CWC) team for the new strategy and said that during the period 2010-11 to 2020-21 the 

Trust had reduced its CO2 by 43%. MJ said that many of the Trust’s teams had been engaged in the 

development of the new strategy and that there was now a national requirement for all NHS 

organisations to have a green plan. The strategy linked directly to supporting the Trust to deliver its 

strategic goals and in particular would have a positive impact on population health. A major aim of 

the new strategy would be to streamline and embed in clinical decision making. 

MJ said the strategy focused on changing attitudes and approach and the ‘Dare to Care’ campaign 

would be refreshed with a new name to support ongoing engagement with staff and patients. There 

would be an increased focus on the electrification of vehicles within the Trust’s fleet and work was 

due to start on developing zero carbon buildings, with Chailey Clinical Services being the first. 

Procurement was a key area of focus and the Trust was committed to use suppliers with a focus on 

sustainability where possible. MJ said the Trust was a leader in this field and the CWC team would 

continue to work across the Sussex Integrated Care System (ICS) and further afield to maximise 

impact. 

NEDs questioned if patients would have a choice to see a professional face to face or virtually, as the 

majority of care provided by the Trust was provided in the community and most colleagues would 

need to continue to use a vehicle when visiting patients. MJ said the Trust supported staff to plan 

journeys and reduce mileage where possible and salary sacrifice schemes were available for staff to 

lease electric vehicles, and to make use of the Trust’s electric fleet vehicles via the Travel Bureau. 

NEDs questioned how the strategy would help influence and change behaviour. MJ said that the 

next staff engagement programme would address this and encourage people to think and act 

differently. 
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NEDs questioned how business mileage could be reduced by a further 1 million and if this was the 

right approach, following a reduction from 5 million to 3 million, especially if the Trust provided 

more services in the future. SV said that the extra 1 million miles reduction had already been 

achieved during the COVID-19 pandemic and going forward it was the reduction in CO2 that would 

be measured, and not miles, as more people started to use electric vehicles and were supported to 

travel in the most appropriate way. 

NEDs questioned the return on investment when purchasing more electric vehicles. MJ said that a 

business case was being prepared. 

NEDs questioned if it was better to invest in the electrification of vehicles or making buildings 

greener. MJ said that the relative benefits of different options for improving sustainability were 

being considered and would influence decision making and prioritisation. 

NEDs sought assurance on the delivery of the strategy within budget. MJ said that there were 

several challenges. The majority of buildings the Trust operated out of are rented and although the 

Trust would influence landlords the Trust did not have direct control. The Trust would influence the 

supply chain within the Sussex ICS; however this would not be easy and would take some time.  

NEDs questioned the ability for the Trust to reduce its emissions by 57% in the next four years. MJ 

said it was a national target and SV said the Trust had already reduced it by 43%, and as the 

electricity used in the future would be greener more reductions could be realised. SV said the CWC 

team were confident it could be achieved. 

NEDs questioned how much the Trust was investing in the CWC programme. MJ said this would be 

included in the proposed delivery plan that would come back to the Board in the next 12 months. 

The Board thanked the CWC team for the quality of the strategy and recommended that a summary 

document would help with supporting its engagement plans. SV confirmed that a summary would be 

available shortly. 

The Board approved the Care Without Carbon strategy and congratulated the CWC team. 

BoD 21/119 Integrated Performance Report    

MJ introduced the Integrated Performance Report (IPR) for Month 4 (July) highlighting the exception 

reports. MJ also gave an update on the mass vaccination programme. The Chichester base had 

moved to Northgate Car Park, the programme had started phase three booster vaccinations and 

rapid mobilisation had started on the 12 to 15 year old programme in schools. There had been an 

increase in anti-vax activity and the Trust was working with local partners including the Police so that 

safety was maintained.  

 

Quality Report 

Donna Lamb (DL), Chief Nurse, stated that the Trust was compliant with NICE guidelines. For the two 

clinical pathways where commissioned care was not provided by the Trust these had been 

highlighted to commissioners to address at a system level. It was advised that this variance would no 
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longer come to the Board. NEDs said it was important for the Board to understand where the system 

was not performing, what action the Executive team had taken to inform and influence the system 

and in the future what improvements had been made. 

DL said there was a slight adverse variance related to time responded to complaints. This was due to 

two complaints that had been re-opened and were not in line with the Trust’s timeframe. DL stated 

that the Health and Safety team had reviewed individual incidents of harm as there had been an 

increase in recent data although overall the Trust remained on target.  

DL said in September the Trust hosted a teleconference visit from NHSX which included the national 

Chief Nursing Information Officer and Chief Information Officer. A new role of Chief Nursing Digital 

Officer had been created to provide leadership and accountability and Jane Corser had been 

appointed.  

NEDs fed back that clinicians required multiple screens for assessments. Diarmaid Crean (DC), Chief 

Digital and Technology Officer, said he would follow this up. DL added that there would be more 

emphasis on increasing clinical ownership to develop efficient digital solutions that included 

SystmOne. Sara Lightowlers (SL), Chief Medical Officer, added that intermediate care units (ICUs) 

had reviewed several forms and now had one digital form to complete which created a big reduction 

in staff time. 

NEDs sought assurance on hand hygiene compliance and asked what percentage of teams had 

reported this. DL said all ICUs had responded and that she would go back to Lesley Strong (LS), NED, 

regarding community teams.  

ACTION: DL to contact LS about hand hygiene compliance across community teams. 

NEDs sought assurance that there were sufficient budgets and commitment at the Trust to embed 

digital nursing for the long-term. DC said there was the will and ambition to drive long-term 

developments and in recent years the Trust had been successful in securing significant digital 

funding.  

Operational Performance Report 

Kate Pilcher (KP), Chief Operating Officer, introduced the report, noting the increased level of 

demand on services. 

KP said the Trust was anticipating a drop in performance in August regarding Diagnostic Waits as it 

was important to allow staff to take holiday. There was increased capacity in September and the 

East Area had cleared its backlog through using agency staff. From September the Trust should be 

achieving the target.  

KP said that more face to face sessions for the Time to Talk service are to be put in place from 

October offering 5 to 6 extra clinics a week. Digital solutions were being used to increase the 

capacity of the team. 

The bed occupancy rate had risen to 99.7% for some days in September. KP said that the average 

length of stay and number of patients who were medically fit for discharge had increased due to the 
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lack of available domiciliary care packages in the community.  Responsive Services had reduced 

demand but currently were working near to capacity.  

NEDs asked if patients awaiting a musculoskeletal appointment would prefer a digital consultation. 

SL said that this was appropriate for some patients and many had received a positive experience. For 

the majority of patients a physical assessment was necessary and the Trust had learnt from recent 

experience to avoid duplicating assessments. 

NEDs asked if escalated discussions were taking place in the system about delayed discharges and if 

the Trust was receiving enough support. Siobhan Melia (SM), Chief Executive, said that all NHS Chief 

Executives across Sussex were part of a weekly meeting with Directors of Adult Social Care and that 

solutions were needed to be in place in the next few weeks to address this. SM said that it would be 

a challenging winter as general immunity would be lower due to periods of lockdown during the 

pandemic. SM provided assurance that daily conversations took place when the system was under 

significant pressure. SM said the Trust had being thinking about mitigations for adult social care, and 

that these provisions would require investment from commissioners and would need to be put in 

place before winter. 

NEDs asked for assurance about maintaining safe and effectives discharges. DL said that clinical staff 

planned discharges every day and discharge plans started as soon as patients were admitted in an 

ICU, that conversations took place with patients, their families and carers, and that for the Trust 

safety was paramount. DL said when patient flow was impacted in the system both DL and SL were 

involved in decision making. SL noted that data on patient care was triangulated and that this helped 

to identify any areas of concern. 

NEDs queried the occupied bed day rate at 91.9%. KP said that the Trust’s aim was to keep 

occupancy below 90% to optimally manage patient flow and to allow for flexibility within the system. 

NEDs asked if there were any plans to redeploy staff to support parts of the system under most 

pressure. KP said that relevant services would consider enacting their business continuity plans if 

necessary. Learning from the pandemic, redeploying a significant size of the workforce did not work 

well in practice and KP had regular conversations with the Area Directors about how best teams 

could support each other. 

NEDs fed back that it would be helpful if future IPR reports not only focused on the inputs but also 

provided any available data on outcomes, for the Board to be sighted on their impact.    

Workforce Report 

Caroline Haynes (CH), Chief People Officer, introduced the report noting that more nurses were 

leaving than starting at the Trust, and that this was being kept under close review. The first cohorts 

of international nurse recruitment had taken place with new nurses started at Crawley ICUs. It was 

highlighted that the mass vaccination programme had recruited a significant clinical and 

administration workforce and lots of conversations and support had been put in place to enable as 

many people as possible to find substantive roles at the Trust. The Trust was also leading the work of 

the Landmark Programme across the Sussex ICS to support people to find a long-term career in the 

NHS.  
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CH stated that teams were being supported to complete annual personal development reviews 

(PDRs) whilst being mindful of the pressures on services. Evidence had highlighted that over 50% of 

people who left the Trust in the last year did not have a PDR in the last 12 months. Flexibility was a 

key area that staff and teams had fed back on that important to them.   Several things were now in 

place to support the health and wellbeing of teams including the Healthy Team Resource and Place 

of Work Project, and that teams were encouraged to think about working flexibility.  

NEDs said that the trend for the vacancy rate and turnover was increasing and that it would be 

helpful to include the lowest and highest vacancy rate across teams as a comparison. CH said the 

Finance Performance and Quality meetings looked at service exceptions and staff grouping and 

triangulated this data.  

NEDs asked if the Trust was working together with the ICS on international nurse recruitment. DL 

said that while acute providers were established in this area community nursing what not fully 

understood or established across many other countries. The Trust therefore had prioritised 

international nurse recruitment at its ICUs.  

Finance Report 

MJ presented the Finance Report and highlighted that funding available to the Sussex ICS had 

increased it was not yet clear what this meant for the Trust for the second half of the year (H2). Cost 

improvement plans (CIPs) were supporting the Trust to deliver sustainable efficiencies. MJ 

highlighted the growth in demand for services including Responsive Services and Time to Talk, and 

the additional workforce that needed to be secured. The Trust continued to use flexible staffing 

through its own in-house staff bank (Staff Direct) and where possible continued to avoid using more 

expensive agency staff.  

NEDs commended the good financial performance at the Trust with income growing and satisfactory 

levels of cash in the bank.  

Trust Wide Risks  

There was one operational patient safety risk rated at 15 due to staffing  challenges  in Adult Speech 

and Language Therapy where there was  rising demand. A plan was due to be agreed with 

commissioners. 

The Board noted the IPR.  

BoD 21/120 Equality and Diversity Annual Report 2020/21 

CH introduced the report and thanked the work of Jourdan Durairaj, Michael Ecclestone, the Trust’s 

four Staff Networks and Hazel Foss in preparing the report. CH reflected that the Trust still had a lot 

to do and the Executive team had made a commitment to make changes so that the experience of 

everyone at the Trust was good. In addition to what the data in the report showed CH noted that the 

Staff Networks had seen positive changes within the organisation.  

 The growth in BAME appointments at the Trust had increased to 114 in 2020-21 compared to 85 in 

2019-20, however BAME representation in Agenda for Change (AfC) bands 8a-9 had shrunk (by -
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11.1%) for the first time in 5 years. Areas of progress included NED recruitment in 2021 where the 

Trust had actively taken steps to increase the diversity of its Board of Directors. There was a clear 

link to the BAME Staff Network through career conversations and reciprocal mentoring which had 

demonstrated the progress the Trust had started to make. 

CH concluded that the gender pay gap (both mean and median  measures) was positive for women.  

DL said that she was pleased to see the patient care equity section. It highlighted a huge variance 

and inconsistencies in capturing data which would be addressed by embedding consistent 

approaches to population health management at the Trust. NEDs suggested that a piloted approach 

might be helpful prior to full roll out. 

NEDs asked if there could be a separate equality report that was focused on patients. CH said that 

the Trust was mandated to produce the report in a prescribed way. NEDs said the Board should think 

about what assurances it should consider for both patient and staff care equity. DL said the Quality 

Improvement Plan (QIP) specified services where equity of patient care was reviewed by the Trust. It 

was acknowledged that although the Trust did not get many queries about access it did not mean 

that this was not an issue. 

NEDs highlighted that Hindu staff reported higher level of discrimination with patients as well as 

from their manager,  team leader or other colleagues compared to other relevant benchmarks, and 

said that if the sample size was small this may skew the data. CH said that similar feedback had 

previously been shared by Buddhist staff and work had been undertaken with this staff group to 

remedy s these issues.   

NEDs said it was important that there were opportunities for the staff to communicate both the 

successes and the challenges the Trust was facing.  

The Board noted the Equality and Diversity Annual Report 2020/21. 

BoD 21/121 Duty of Candour Annual Report 2020/21 

SL presented the report and said that following a review of incidents where the duty of candour was 

applicable, it had demonstrated that staff across the Trust had ensured that the organisation was 

complaint with its legal duty.  

NEDs said that a key issue going forward would be staff having the confidence and skill to adhere to 

Duty of Candour requirements. SL said the Patient Safety team supported teams during the process. 

NEDs said that the Trust had provided good assurance in this area.  

The Board noted the Duty of Candour Annual Report 2020/21. 

BoD 21/122 Infection Prevention and Control Annual Report 2020/21  

DL presented the report which covered the pandemic year. The Trust had achieved targets across all 

infections which remained low. DL acknowledged that the Infection Prevention and Control team 
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had worked incredibly hard and flexibly during this time and that safe and risk based decisions had 

been made. This was during a period when the team was under establishment. 

NEDs commended the report. 

The Board noted the Infection Prevention and Control Annual Report 2020/21. 

BoD 21/123 Medical revalidation and Appraisal Annual Report 2020/21  

SL presented the report and said that the requirement to complete an Annual Organisational Audit 

(AOA) was cancelled by NHS England due to the pandemic. The Trust employed 54 doctors and that 

some doctors who worked for the Trust were employed by NHS England. All doctors had completed 

an appraisal and 92% had completed an appraisal feedback form. 16% of doctors rated their 

appraisal as good and 84% as very good. SL said that the appraisal paperwork had been reduced and 

the appraiser asked the appraisee how they were feeling.  

NEDs asked SL when she had her appraisal. SL said that she had two appraisals each year – one 

carried out by the Trust’s Chief Executive and the second carried out by NHS England/Improvement. 

The Board noted the Medical revalidation and Appraisal Annual Report 2020/21. 

BoD 21/124 lnformation Governance and Caldicott Guardian Annual Report 2020/21  

DC presented the report. The Trust had met all the mandatory requirements of the Data Security 

and Protection Toolkit and it was cyber resilient. TIAA, the Trust’s independent internal auditors, had 

recently undertaken an audit on the toolkit and had provided a substantial assurance report. DC 

highlighted that the 95% information governance (IG) training compliance rate had been achieved 

and the IG team continued to support teams to complete it. 

NEDs thanked all contributors for the report and the work of everyone involved in delivering the 

results. 

The Board noted the lnformation Governance and Caldicott Guardian Annual Report 2020/21. 

BoD 21/125 Serious Incidents Report Q1 2021/22  

SL presented the report and said that 5 Serious Incidents (SIs) were declared in Q1. These included 

on two separate occasions a used COVID-19 vaccine which had been placed into a prepared vaccines 

tray instead of the sharps bin, and resulted in the used needle being delivered into the arm of the 

next patient. Other SIs included: an inquest into the death of a patient who had been discharged 

from an ICU; a patient who was mobilising with a wheeled gutter frame with an agency health care 

assistant when the gutter frame wheel caught the medication trolley and the patient fell; and a four-

week old baby who was found to have a non-accidental injuries. SL said that for each SI an internal 

root cause analysis was undertaken and learning was shared within the Trust and with other 

agencies, where appropriate.  

NEDs sought clarification as to why some incidents were reported as an SI and others were not. SL 

said that the Patient Safety team reviewed all incidents weekly, and if the team were unsure if an 

02
 B

oa
rd

 M
in

ut
es

 P
ar

t 1
21

09
30

Page 10 of 112



 

9 
 

incident should be an SI, this would be discussed and agreed with the Chief Nurse and Chief Medical 

Officer. SL said the Trust’s was implementing the new National Patient Safety Strategy priorities 

which would look at themes and not just individual incidents. DL said that within 72 hours of an 

incident being reported fact finding analysis took place and themes were then agreed to be 

investigated by a Task and Finish Group. LS asked that future reports went to the Quality 

Improvement Committee first before coming to Board to gain assurance from the incident process 

that was in place at the Trust. 

ACTION: Serious Incident Reports to go to Quality Improvement Committee for assurance before 

going to Trust Board. 

Martin Ensom (ME) asked if it was possible to include in future reporting a comparison of previous 

quarterly data. It was agreed that this would be shared outside of the meeting.  

The Board noted the Serious Incidents Report Q1 2021/22. 

BoD 21/126 Mortality Report Q1 2021/22  

SL presented the report. There were 9 deaths across the Trust’s ICUs. The aim of mortality reviews 

are to identify if the Trust could have improved the quality of care leading up to death, to identify 

any trends that would have indicated that poor care had led to the death and to identify if there was 

any ICU where mortality was higher than expected and therefore to take any necessary action.  

The report found that there were no avoidable deaths. There was no evidence of suboptimal care or 

that different care provision would have made a difference. SL said that since March 2021 the 

average monthly number of deaths had been lower compared to previous years. It was thought that 

the initial rise in deaths during the first year of the pandemic had played into this.  

NEDs asked how the Trust reported lapses of care in the community. SL said that by April 2022 all 

deaths in England would be scrutinised by a Medical Examiner. This would include deaths in various 

settings including people’s own homes and in hospices linked by the patient’s GP. NEDs asked how 

the Board would get oversight of this. SL said that the Medical Examiner would notify the Trust of 

any lapses of care that it had provided. 

The Board noted the Mortality Report Q1 2021/22. 

BoD 21/127 Any Other Business  

The Chair confirmed that no further questions had been received via the livestream. There was no 

other business.  

Part 1 meeting closed.  
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ACTION LOG – TRUST PUBLIC BOARD 30 September 2021 

 

 

ACTION 
REF. 

BOARD 
DATE 

ACTION WHO DUE 
DATE 

STATUS 

BoD 21/97 29/07/21 To review the insertion of a specific winter 
planning risk within the BAF. 
 

SM/KP Nov-21 25/11/21 – Winter planning risk added to the 
Operational Risk Register. CLOSED. 

BoD 21/99 29/07/21 To prepare a further report at a Board Meeting 
in Committee on current and proposed 
recruitment action and initiatives. 
 

CH/DL Jan-22   

BoD 
21/119 

30/09/21 DL to contact LS about hand hygiene 
compliance across community teams. 
 

DL Nov-21 25/11/21 – Completed. CLOSED. 

BoD 
21/125 

30/09/21 Serious Incident Reports to go to Quality 
Improvement Committee for assurance before 
going to Trust Board. 
 

SL/DL Nov-21 25/11/21 – Serious Incident Reports now go 
to Quality Improvement Committee before 
Trust Board. CLOSED. 
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BOARD OF DIRECTORS – PUBLIC MEETING 
25 November 2021 

 

Agenda Item Number: 4 

 

Report Title: Corporate Objectives & BAF Report – Q2 

 

Purpose:
  

Approval  Assurance x Discussion  Briefing 
 

           

Summary:  
Corporate Objectives 
In May 2021 the Board endorsed corporate objectives for the first half (H1) of 
2021/22.  
 
This paper provides a report on delivery against each of the H1 corporate 
objectives as at the end of the second quarter (30 September 2021).   
 
Board Assurance Framework November 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.  
 
In order to improve the BAF, there needs to be more explicit links between the 
gaps identified in the existing controls and assurances, and the actions arising out 
of the thematic risks. The thematic risks for Financial Sustainability and System 
Fluidity are impacted by wider developments in the healthcare system and until H2 
funding and governance structures at ICS level are confirmed, the scale of risk for 
SCFT are not fully known. All risks have been updated.  
 

Recommendation:  

The Executive Committee is asked to note the Q2 update for assurance. 

Previously reviewed by:   
Executive Directors and at Executive Committee on 8 November.  
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 

Page 1 of 29
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Equality and Diversity: 
One of the Trust’s strategic goals is to improve health and care outcomes, 
including meeting the needs of diverse communities and tackling health 
inequalities.   
 
Ensuring services can meet the needs of all segments of the population by 
developing systematic approaches to the collection and understanding of equalities 
data is one of the Trust’s corporate objectives for the 2021/22.    
Report author: 
Paul Somerville, Deputy Trust Secretary 
and Mark Plows, Safety and Risk 
Manager 

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

Provide rewarding working lives and careers 

 

  

2021/22 Half 1 Corporate Objective 1  

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

inclusion, and place of work through implementation of the Healthy 

Teams 2 Checklist. (CPO) 

 

  

What we said we would do:  

Q1 Develop a revised Healthy Teams resource with engagement from 

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

teams. 

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

to use it in their team. 

 

What we did in Quarter 2:  

 The Healthy Teams resource was launched in July 2021. 

 HR Business Partners and the Occupational Health team held a variety of 
sessions with managers to promote it use and support was offered.  

 Promotion through a number of channels including in the CEO message, Team 
Talk, social media and on the Pulse (intranet). 

 In September the HROD team focused on gathering feedback from managers 
about the themes and activities they had covered with their teams.  

 Feedback collected from 107 8a managers across all areas (managers with 
responsibility for teams e.g. matrons, CSMs, corporate managers) showed that 
80% had covered healthy teams related activities, 44% had directly used 
activities from the resource pack with their teams, whilst another 36% had 
covered activities in line with the themes of healthy teams, exploring issues such 
as wellbeing, place of work and inclusion.   

 

  

Strategic Goal: Population Health 

Improve health and care outcomes for our communities 

 

  

2021/22 Half 1 Corporate Objective 2 

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

by developing systematic approaches to the collection and 

understanding of equalities data. (CMO) 

 

  

What we said we would do:  

Q1 Use insight gathered from ethnicity data completeness reports and 

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

understanding of the importance of recording patient demographic data and 

how to ask sensitive questions.   
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Q2 Complete scope and initiating data collection for planned equity audits and 

profiles. 

 

What we did in Quarter 2:  

 Initiated three equity profiles/audits across different services – Special Care 

Dentistry, Diabetes Care for You (DCFY) and Urgent Treatment Centres. 

 Early results from work with DCFY has shown a relationship between 

deprivation and higher rates of non-attendance for appointments. Additional 

qualitative research is being designed to understand patient experience. 

 Work has continued on understanding and resolving technical and system 

challenges of reporting Trust-level ethnicity recording. 

 

2021/22 Half 1 Corporate Objective 3 

We will continue to support the Sussex wide vaccination programme 

by being the lead provider for vaccination centres across Sussex. 

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

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

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

supported and enabled to choose to be vaccinated (CFO) 

 

  

What we said we would do:  

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

for care home and housebound residents. 

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

first and second dose). 

 

What we did in Quarter 2:  

 Completed tenure of the Brighton Centre and relocated within a retail unit in 

Churchill Square, Brighton. 

 Completed tenure of the Westgate Leisure Centre in Chichester and relocated 

to a modern, temporary structure in Northgate Car Park. 

 Ceased operations in Crawley and Eastbourne due to strong primary care 

coverage in those areas and a reduced demand, freeing capacity. 

 Started vaccinations for 16-17 year olds at mass vaccination centres, and 

prepared and planned for the booster programme and the 12 -15 year old 

vaccinations ahead of winter. 

 

 

Strategic Goal: Quality Improvement 

Foster a continuous improvement culture 

 

  

2021/22 Half 1 Corporate Objective 4 

Delivering better outcomes for patients seen in clinic and 

community settings by improving the management of waiting lists. 

(COO)   
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What we said we would do:  

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

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

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

Complete procurement exercise and appoint external supplier.   

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

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

support the new processes and methodologies to enable capture of wait 

times data in line with agreed definitions. 

 

What we did in Quarter 2: 

 For the services in scope in waves one and two, optimal or target wait times 

have been agreed. These are evidence based and support optimal patient 

care. A plan is in place to continue this process with all other services in scope 

of the project.   

 There is further work underway to understand the resource requirement and 

timescales required to set up systems that support the new processes and 

methodologies to enable capture of wait times data in line with agreed 

definitions.  

 A bid has been made as part of the system wide Targeted Investment Fund to 

secure further input from PSC (consultancy), the outcome of this is not yet 

known.  

 

 

Strategic Goal: Patient Experience 

Use patient feedback to improve what we do 

 

  

2021/22 Half 1 Corporate Objective 5 

Evaluate the experience of patients and staff in the implementation 

of digital tools. (CN/CDTO) 
 

 

What we said we would do:  

Q1 Complete and share initial report evaluating video consultations. 

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

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

  

What we did in Quarter 2: 

Video Consultations (VC): 

 Healthy Child Programme – increased parent feedback via surveys. 

 Optimisation Project – supported services to identify pathways suitable for its 

use.  

 Worked with supplier to improve VC functionality. Surveys now integrate with 

SystmOne.  

 

Trialled two further evaluation tools/methods (worked with Unity Insights): 
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 Community Nursing Teams – provided a health economics evaluation on the 

use of Autoplanner. 

 Framework created to evaluate all future service level digital transformation 

projects. It includes interviewing and surveying staff and patients to capture 

outcomes. Staff and patients input into scoping of all projects. 

 

 

Strategic Goal: Value and Sustainability 

Improve efficiency and reduce waste 

 

  

2021/22 Half 1 Corporate Objective 6 

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

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

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

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

as well as investments to modernise equipment and support staff 

wellbeing. (CFO) 

 

 

What we said we would do:  

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

aspirant). 

Q2 Secure digital aspirant funding and other nationally and regionally available 

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

  

What we did in Quarter 2: 

 Successfully secured additional funding for community diagnostic hubs. 

 Informed that the Trust had successfully secured £3m digital aspirant funding 

for the year – awaiting final confirmation and approval to draw down funds. 

 Placed bids through H2 planning round for further capital through the 

Transformation Investment Fund (TIF) – following confirmation the Trust will 

have achieved its objective for capital funding. 
 

Key: 

Full delivery anticipated  
 

Some risk to delivery 
 

Significant risk to delivery 
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INHERENT RISK = risk score prior to current controls (‘gross’ risk)                                            RESIDUAL RISK = risk score with current controls in place (‘net’ risk) 

BOARD ASSURANCE FRAMEWORK SUMMARY – November 2021 
T

h
e

m
a

ti
c 

ri
sk

 r
e

f 

Thematic Risk Title 

O
v

e
rs

ig
h

t 

C
o

m
m
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e
 

Strategic Goal 

Impacted 

In
h

e
re

n
t 

ri
sk

*
  

Residual Risk* (Current Position) 

C
h

a
n

g
e

 o
n

 

p
re

v
io

u
s 

 

T
a

rg
e

t 
sc

o
re

  

T
a

rg
e

t 
d

a
te

  

1 2 3 4 5 
Jul 

20 

Nov 

20 

Jan  

21 

May 

21 

Jul 

21 
Nov 

21 
Jan  

22 
May 

22 

1 Workforce WC      16 16 16 16 12 12 12    8 Jan-22 

2 Digital  RC      12 12 9 9 9 9 8    8 Jan-22 

3 Financial Sustainability RC      20 9 9 12 12 12 12  
 

 6 Apr-22 

4 Estates  RC      16 12 12 12 12 12 9    6 Apr-24 

5 System Fluidity EC      12 8 8 8 8 8 8    6 Apr-22 

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

7 

Uncertainty regarding the 

progression of the COVID-19 

pandemic and potential impacts 

on provision of patient care 

EC      25 16 12 16 9 9 9    8 Apr-22 

 

STRATEGIC GOALS  

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

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

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

BAF Reference:  WORKFORCE  

Risk Description:  Following improvements in the Trust’s workforce indicators, particularly in the Nursing and Midwifery staffing groups, these 
improvements have started to reverse. This has been mitigated by international recruitment and increased effort around retention, 
including: agile working for some groups of staff and the quality of the Trust’s wellbeing offer. The risk has been compounded by 
increases in backlogs, staffing templates, turnover and service expansion; increasing the staffing gap. Public discontent and increasing 
incidents of incivility towards healthcare staff have affected staff wellbeing and retention. 

Therefore there is a risk that the Trust will not have the right number of staff with the right skills to deliver its services.   

Responsible 
Executive:  

Chief People Officer  Committee: Executive Committee  Last Updated: 4/11/2021 

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: 

22/09/2021 855 Podiatry: Patient safety and staff wellbeing risk due to insufficient 
staffing establishment in Podiatry Area-wide. 

15 15  

BAF Risk Scoring 

 
Jan 
21 

May 
21 

July 
21 

Nov 
21 

Rationale for Risk Level: 
Target Risk Level  

(Risk Appetite) 
Target Date: 

Likelihood 4 3 3 3 There had been significant improvements over the previous 
year and as services have started to expand the staffing gap 
has increased and workforce metrics have started to decline.  
International recruitment and mitigations have restricted the 
likelihood from increasing.   

Likelihood 2 

01/04/2022 
Consequence 4 4 4 4 Consequence 4 

Risk Score 16 12 12 12 Risk Score 8 

Cause of Risk The risk is due to: 

 An ageing workforce in particular in the registered 
nursing staff group 

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

 An unregistered pipeline that has no experience of 
working in health  

 Some services with ongoing high levels of vacancies 

 Services expanding and the demand for staff 
increasing 

 Incidents of incivility impacting staff retention 

 Intermittent absence due to sickness and other types 
of absence 

 Longer term absence caused by Covid either directly 

Impact:   Increased turnover of experienced staff 

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

 Increased reliance on agency staff 

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

 Further detriment to staff resilience and wellbeing 
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e.g. Long Covid, or indirectly 

 Turnover of experienced staff due to age or post-
pandemic 

 Backlog in services putting pressure on the 
workforce 

Current 
methods of 
management 
(controls) :   

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

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

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

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

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

 Part of the ICS wide violence reduction programme 

 Expansion of Health Roster to maximise staff deployment across all services 

Assurance Framework – 3 Lines of Defence  

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

framework) 

2nd Line 
(how the organisation oversees the control 

framework)  

3rd Line 
(objective independent assurance and 

challenge)  

Assurances:   Daily workforce sit rep 

 Health Roster 

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

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

 Workforce report as part of IPR to 
Board 

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

 

 NHSE/I SE Region Workforce 
Report 

 NHSE/I Model Hospital  

Gaps in control/assurance: There needs to be continued development of the Trust’s strategic approach to workforce planning.   

 

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

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

1 Workforce planning CPO 30/05/2021 Completed and submitted to the ICS in May 2021 

2 International recruitment to complement local CPO 30/06/2021 Interviews completed for first cohort (8). Work underway to 
recruit to second cohort  
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recruitment of registered nurses 

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

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

COO Therapy 
Review - 
Complete 

A task and finish group was established to evaluate the 
implementation of the therapies review in Q1 of 2021/22; 
which identified improvements regarding access to senior 
clinical leaders, and alignment of budgets against the 
blueprint had been achieved. There were challenges still 
with adhering to supporting protected time for training and 
implementation of job plans due to increased demand within 
the urgent community response pathways and increased 
complexity within Intermediate Care Units. The 
growth/change in these services occurred after the design 
of the Therapies Blueprint, and it was agreed further work 
was needed to ensure that the correct balance of staff was 
available to all pathways. Due to the implementation of 
Urgent Community Response delivery and Community Beds 
transformation groups, it was agreed that future therapy 
modelling should be incorporated into these work streams, 
with the strong recommendation that the blue print is used 
to maintain a standardised approach to recruitment and 
access to leadership. 

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

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

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

CPO 30/09/2021 Task & Finish group set up People Directorate and nursing 
leadership. Staff engagement events to follow in Q2. 

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

8 HealthRoster CPO 31/03/2022 Rollout of HealthRoster to a further 700 people underway. 
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Thematic Risk Summary  

BAF Reference:  DIGITAL 

Risk 
Description:  

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

Responsible 
Executive:  

Chief Digital and Technology Officer Committee: Resources Committee  Last Updated: 16/11/2021 

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 

 
Jan 
21 

May 
21 

July 
21 

Nov 
21 Rationale for Risk Level: 

Target Risk Level  
(Risk Appetite) 

Target Date : 

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

Likelihood 2 

30/09/2021 
 

(Target Risk Score 
has now been met 
and remains under 
continuous review) 

Consequence 3 3 3 2 Consequence 4 

Risk Score 9 9 9 8 Risk Score 8 

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

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

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

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

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

Current 
methods of 
management 
(controls) :   

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

 Reports to Resilience Group and cross referenced to prioritise investment 

 Anti-virus, anti-malware software in place. All devices end user (laptops and desktops) and servers are enrolled in Microsoft ATP 
(advanced threat protection software) 
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 Process in place to review and respond to national NHS Digital CareCert notifications 

 Self-assessment against Cyber Essential Framework to identify the current gaps in infrastructure and high level assessment of costs and 
investment required 

 2021/22 capital plan, including external digital aspirant funding  

 Digital Strategy and forwarding planning of anticipated requirements 

 Critical systems identified with clinical and corporate colleagues 
 

Assurance Framework – 3 Lines of Defence  

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

framework) 

2nd Line 
(how the organisation oversees the 

control framework)  

3rd Line 
(objective independent assurance and 

challenge)  

Assurances:   Resilience workplan  

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

 Cyber alerts from NCSC – National 
Cyber Security Centre 

 ATP alerts – advanced threat 
protection software 

 SMT prioritisation processes and 
financial management in place.  

 Information Governance and Security 
Group Oversight 

 Escalations to the Digital Data and 
Technology Group. 

 Executive Committee provide assurance 
to the Board.   

 Link reporting to Trust Resilience group 
 
 

 TIAA audits  

 NHSX regional cyber lead – advice, 
guidance and input.  

 National Cyber security centre – advice and 
guidance.  

 Cyber essentials assessment 

 Data security and protection toolkit evidence 

 Independent penetration testing 

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

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

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

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

Lead:  
Due Date:  Progress Report:  

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

CDTO 31/06/2021 Plan has been developed and assurance through IG and Security Group. 
Plan has also been shared with Resilience group and Digital Data and 
Technology Committee. 

1.1 Unsupported servers – migrate to 
supported Operating Systems 

CDTO  31/12/2021 Unsupported servers identified; work plan and delivery timescales being 
drawn up (includes data warehouse migration). Active project with 
considerable amount of work involved. Due date is estimated but will be 
updated following full work up of project. This work is to mitigate the risk of 
cyber-attacks on servers that cannot be patched and therefore are at a higher 
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risk of exposure to cyber threats/malicious actors. 

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

CDTO  31/03/2022 Risk (487) on the Risk Register as NHS Digital have reminded all Trusts that 
they must not be on unsupported applications (e.g. Office 2010). Revenue 
funding secured for an initial order of £400k worth of N365 licenses and 
project is starting to deploy. Moving from Office 2010 reduces the risk of 
cyber-attack surfaces that could be exploited. 

1.3 Core Switches – increase resilience 
within the Primary datacentre 

CDTO  31/11/2021 Procurement of hardware complete. BGH and Crawley hospital core switches 
all racked and stacked on-site. Completion of Crawley waiting on agreed 
downtime. BGH – works being done and should be switched over by end of 
November. This work will improve resilience. Experience of core switch 
failure previously at BGH which caused major disruption to the Trust as 
services were hampered from connecting to systems in the data centre. 

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

CDTO  30/12/2021 Initial firewall purchases have been made. Currently reviewing the options 
and working on procurement and delivery plans. Using MTI for expert 
consultancy so that we can choose the right solution to provide resilience, 
uptime and future proofing for agile and remote users.  

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

CDTO  31/11/2021 Work is ongoing. The SIP trunks are physically in place and requested IP 
network addresses have been received. ITGL require additional information 
which we be requested from Maintel/ Gamma. 

1.6 Windows 7 devices – remove these from 
the estate 
 

CDTO  31/10/2021 Completed.  

1.7 Active Directory 
 

CDTO 31/12/2021  The Trust is moving from the shared SUSSEX active directory to our own 
active directory. This will enable greater control over standards, group 
policies and security therefore reducing risk, whilst still allowing users to work 
on shared sites. Staged work is taking place to migrate Servers, devices 
(laptops/ desktops) and staff log on accounts across. Working with TIAA on 
an audit of set up and security settings of new active directory for assurance 
purposes.  

2 Resilience plan  CDTO  31/12/2021 Resilience plan has been presented at the September IG and Security Group. 
This will be reviewed quarterly: December 2021 and March 2022. 
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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: 08/11/2021 

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 
financial sustainability  

   

BAF Risk Scoring 

 
Jan 
21 

May 
21 

July 
21 

Nov 
21 Rationale for Risk Level: 

Target Risk Level  
(Risk Appetite) 

Target Date 
: 

Likelihood 4 4 4 4 The 20/21 financial position was positive, with the Trust 
achieving its control total. The current financial architecture 
linked to pandemic response has a fixed funding envelope held 
at the Sussex ICS level; current plans show a shortfall of 
income at the ICS level against the totality of expenditure 
plans. Therefore there is a possibility that the envelope for the 
remainder of the financial year for the Trust 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 Consequenc
e 

2 

Risk Score 12 12 12 12 Risk Score 6 

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

 Increased agency use. 

 Income streams not available for nationally 
identified community service developments. 

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

 Unable to meet system/commissioner requirements. 

 Unable to re-invest in services across the Trust. 

 Damage to the Trust’s reputation. 

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

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

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

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

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

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

 Robust process for submitting COVID-19 expenditure claims to NHSE/I. 

 Collective risk management through ICS CFOs group. 

Assurance Framework – 3 Lines of Defence  

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

framework) 

2nd Line 
(how the organisation oversees the 

control framework)  

3rd Line 
(objective independent assurance and 

challenge)  

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

 Budget setting and monthly 
financial reports. 

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

 ICS Recovery Steering Group 
(weekly). 

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

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

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

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

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

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

Gaps in control/assurance:  

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

 ICS assurance processes still maturing. 

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

 Weakness of current formal contracting governance architecture with commissioners during pandemic response phase. 
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Further action required to reduce risk to target risk level in line with risk appetite  

No. Action required:  Executive 
Lead:  

Due Date:  Progress Report:  

1 Ongoing engagement with ICS CFOs group to 
manage the risk of funding gaps at 
organisation/system level 
 

CFO Ongoing – 
Mar 22 

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

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

CFO Ongoing – 
Nov 22 

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

3 Close monitoring of agency spend to identify any 
risks 

CFO Ongoing  Monthly reports to Resources Committee 

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

CFO Q3 – Dec 
21 

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

 SCFT team briefed and preparing revised 
framework 

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

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

 Detail of national financial offer not yet known 
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Thematic Risk Summary  

BAF Reference:  ESTATES 

Risk 
Description:  

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

Responsible 
Executive:  

Chief Financial Officer Committee: Executive Committee  Last Updated: 04/11/2021 

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

Date: Risk 
Register 
Number: 

Risk Title: Inherent 
Risk 
Score: 

Current 
Risk 
Score: 

Change: 

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

   

BAF Risk Scoring 

 
Jan 
21 

May  
21 

Jul  
21 

Nov 
21 

Rationale for Risk Level: 
Target Risk Level  

(Risk Appetite) 
Target Date : 

Likelihood 4 4 4 3 The likelihood of this risk has reduced following the 
approval and implementation of several new premises.  
These new premises are being planned to meet the 
needs of service expansions, and improve efficiency 
and quality of The Trust’s accommodation.   

Likelihood 2 

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

Risk Score 12 12 12 9 Risk Score 6 

Cause of Risk  Ageing 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. 

 Staff moving to better paid industries. 

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.  

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

Current 
methods of 
management 
(controls):   

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

 Estates maintenance infrastructure in place for Trust managed premises. 

 Contract communication meetings/frameworks established with third party landlords. 

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

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

 Regular estates liaison and compliance meetings established. 

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

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

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

Assurance Framework – 3 Lines of Defence  

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

framework) 

2nd Line 
(how the organisation oversees the 

control framework)  

3rd Line 
(objective independent assurance and 

challenge)  

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

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

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

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

 Annual Health & Safety Report to the 
Board. 

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

 Monthly Estates compliance assurance 
meetings with third party landlords.  

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

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

 Capital Review Group oversight of 
capital plan prioritisation. 

 Annual audits of specialist estates risks on 
Trust managed sites, e.g. asbestos, high 
voltage. 

 Authorised engineers for electrical 
systems and water provide assurance 
reports against compliance with HTMs. 
Most recent reports have not identified any 
significant issues.  

 Most recent Six Facet Survey shows a well-
managed position.  
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Gaps in control/assurance:  

 Longer term capital programme required to identify pressures and requirements. 

 Works delayed due to impact of COVID-19. 

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

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

No. Action required:  Executive 
Lead:  

Due Date:  Progress Report:  

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

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

2 Transfer of NHSPS freehold assets to SCFT  
 

CFO Q4 2021/22  DHSC approval to submit business case for first 3 
properties – complete.   
Due date Q4 – Development of Full Business Case for 
first 3 properties – complete. 
Approval to submit business cases to DHSC for 
consideration due date Q1 2021 – complete. 
Business cases submitted to DHSC; currently awaiting 
feedback. 

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

CFO Q2 2021/22 Secured property in Haywards Heath for Urgent 
Community Response and in Chichester for IAPT.   
Continuing to scope service needs in conjunction with 
clinical teams and identify solutions to match requirements. 

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

CPO Q2 2021/22 Place of Work project initiated. 
Wellbeing and staff rest areas (capital requirement?). 
‘Worksmarter’ arrangements; incorporation of flexible 
working to support estates and ICT digital strategies 
through flexible working and room/clinic/hot desk booking 
system. 

5 Regularisation of accommodation agreements for 
leased estate 

 

CFO Q3 2021/22 Memorandum of Tenant Occupation (MOTOs) being 
agreed and implemented for NHS Property Services (NHS 
PS) premises. 
Leases and licences being agreed and implemented for 
other NHS PS properties. 

Regular engagement meetings between NHSPS & 
SCFT Senior Estates leaders. 
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Thematic Risk Summary  

BAF 
Reference:  

SYSTEM FLUIDITY 

Risk 
Description:  

Should the Trust be unable to develop and maintain collaborative relationships with partner organisations based on shared aims, 
objectives, and timescales there could be an adverse impact on its 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: 15/11/2021 

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 
system fluidity. 

   

BAF Risk Scoring 

 
Jan 
21 

May  
21 

Jul  
21 

Nov 
21 

Rationale for Risk Level: 
Target Risk Level  

(Risk Appetite) 
Target Date : 

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

Likelihood 2 

 
01/04/2022 

Consequence 4 4 4 4 Consequence 3 

Risk Score 8 8 8 8 Risk Score 6 

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

 Changing organisational status and 
accountabilities 

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

 Mis-alignment of system changes with the needs of the 
community and poor quality outcomes/patient 
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 Uncertain longer-term ICS leadership experiences 

 Delays in decision-making 

 Damage to the Trust’s reputation  
 

Current 
methods of 
management 
(controls):   

 Regular SCFT executive engagement and attendance at ICS Board and Place Based/ICP planning meetings. SCFT CEO 
chairs ICS level Primary and Community Collaborative Network and SCFT Chief Medical Officer 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 wider executive leadership team (WELT) briefing sessions regarding ICS, monthly senior leadership 
executive committee (SLEC) discussions on national and local strategic developments. 

Assurance Framework – 3 Lines of Defence  

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

control framework) 

2nd Line 
(how the organisation oversees the 

control framework)  

3rd Line 
(objective independent assurance and 

challenge)  

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

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

 Stakeholder feedback (incl. partner 
representation on CoG). 

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

 ICS governance, strategy and place based 
plans. 

 NHSEI regional teams. 

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

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

 Three CCGs in Sussex will be disbanded on 31/3/22 and leadership structures are changing, therefore ambiguity exists regarding relationships and 
service developments. 

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

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

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

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

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

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

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

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

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

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

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

BAF Reference:  QUALITY & PATIENT EXPERIENCE 

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

Responsible 
Executive:  

Chief Nurse  Committee: Quality Improvement Committee  Last Updated: 04/11/2021  

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 

 
Jan 
21 

May 
21 

July 
21 

Nov 
21 Rationale for Risk Level: 

Target Risk Level  
(Risk Appetite) 

Target Date: 

Likelihood 4 4 4 4 The current key impact on delivery is our clinical workforce. 
Whilst our clinical governance processes have resumed, 
increasing demand (organisation going into OPEL 4) and 
expansion of services stretching staffing resources will further 
compound this risk. There remains a Moderate (3) risk to the 
quality of patient care.  

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

Likelihood 2 

31/12/2021 

Consequence 3 3 3 3 Consequence 3 

Risk Score 12 12 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. 

 Clinical workforce challenges.  

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

 poor patient outcomes and experience; 

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

 a potential detrimental impact on staffing recruitment 
and retention. 

Current 
methods of 
management 
(controls):   

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

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

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

 Specialist leads in post to promote consistent high professional care (e.g. leads for Dementia, Falls, End of Life) and specialist leads 
for patient safety, experience and clinical effectiveness. 

 PALs & Complaints service to receive and coordinate with services to enable a responsive service to patients. Continuous review of 
themes, and FFT survey results, to share and incorporate leaning from mistakes. 

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

 Freedom to Speak up guidance and processes in place to allow staff to speak up where there is poor care or safety concerns. 
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Assurance Framework – 3 Lines of Defence  

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

framework) 

2nd Line 
(how the organisation oversees the control 

framework)  

3rd Line 
(objective independent assurance and 

challenge)  

Assurances:   Suite of clinical policies in place. 

 Incident reporting/management on Datix. 

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

 Team safety huddles and service 
governance meetings. 

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

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

 Services receive monthly FFT and 
PALS/complaints reports. 

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

 Dissemination and assurance of safety 
alerts.  

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

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

 Daily review and escalation where required 
of staffing in Areas. 

 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.  

 IPC BAF quarterly review and update to 
Board via QIC. 

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

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

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

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

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

 CQC Transitional Monitoring Assurance 
completed for IPC BAF positively. 

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

 CCG review Serious Incident reports 
before closure. 

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

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

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

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

Gaps in control/assurance:  

 Audits, peer reviews and surveys only provide a snapshot and pockets of poor quality or patient experience may go unnoticed.   
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 As more clinics and face to face appointments are re-established, assurance measures have to implemented, or existing assurance measures 
extended, to ensure managers are receiving assurance on the status and quality of the new clinics/appointments. 

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

 Safer staffing review not undertaken in full since 2019 due to the Covid pandemic. 

 Limited oversight of potential gaps in clinical training. 

 QI paused during the Covid pandemic; relaunch not yet implemented. 

 

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

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

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

CN 31/10/2021 
Completed 

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

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

CN 31/01/2022 Metrics for IPR drafted and awaiting approval. 
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. 
Reports from Area Governance copied to Q&S Dept to inform 
KLoE report for TWGG and Monthly Information Quality 
Review meeting arrange for Quality & Safety and QI in January 
2022. 

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

CN 31/01/2022 Review of KLoE dashboard, and feedback from the Areas, 
currently underway. Monthly meetings started in June to review 
data metrics, useful outputs, and reporting cycles.  Action 
evolving and adapting to feedback from operational services – 
Q&S Dept reviewing further metrics to identify the number of 
Registered Nurses (RNs) on shift and will be reporting through 
TWGG in December 2021. 

4 Development of the Patient Experience and 
Engagement Strategy to strengthen our 
understanding of patient experience and 
involvement of patients. 

CN Completed Draft strategy signed off in December 2020 and approved at 
QIC in March 2021. Implementation plan developed and will be 
monitored at the Patient Experience Group (PEG) with 
exception report to TWGG. 

5 Completion of review of patients waiting for 
podiatry treatment. 

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

Page 25 of 29

04
 C

or
po

ra
te

O
bj

ec
tiv

es
 a

nd
 B

oa
rd

Page 37 of 112



patients were waiting to be reviewed. TWGG agreed on 6 April 
that action could be closed. 

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

7 Implementation of business continuity plans for 
IPC team. 

CN Completed Successful recruitment into the team. 

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

CN 
 
CN 

01/12/2021 
 
15/01/2022 

Draft report being shared with Executive team on 08/11/21. 

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

CN 01/02/2022  

10 Relaunch of QI programme: 
- Website 
- Resources 
- Training 
- Communications plan 
- Alignment with change management 

process 

CN 31/12/2021 New website developed, communications plan for relaunch in 
progress. Team roles and leadership being reviewed. 
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Thematic Risk Summary  

BAF Reference:  UNCERTAINTY REGARDING THE PROGRESSION OF THE COVID-19 PANDEMIC AND POTENTIAL IMPACTS ON 
PROVISION OF PATIENT CARE 

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 include: 

 The potential impact of increases in community transmission on admissions. 

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

Responsible 
Executive:  

Chief Operating Officer  Committee: Executive Committee  Last Reviewed: 21/10/2021 

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

   

Thematic Risk Scoring 

 
Jan 
21 

May  
21 

Jul 
21 

Nov 
21 

Rationale for Risk Level: 
Target Risk Level  

(Risk Appetite) 
Target Date : 

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

Likelihood 2 

01/04/2022 

Consequence 4 3 3 3 Consequence 4 

Risk Score 16 9 9 9 Risk Score 8 

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

 Potential to not be able to discharge patients 
safely from ICUs. 

 Potential for patients to be unable to access 
SCFT services. 

Impact:   Interruption of public service provision. 

 Services being reduced or suspended. 

 Delay in patient care 

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

Current 
methods of 
management 
(controls) :   

SCFT has retained a major incident response, including strategic (gold) and tactical (silver) level of command in place. This 
includes review, interpretation and cascade of national guidance and changes that impact on SCFT services and staff.  

Local interpretation of national guidance is made available to staff through the intranet. Local interpretation is agreed through 
emergency planning resilience and response (EPPR) routes. A comprehensive review of all internal guidance has been 
completed to ensure all guidance is up-to-date and reflects current national guidance. 

Staff C19 vaccination programme and continued promotion of the Lateral Flow Device (LFD) testing programme.  

Regional CEO, CMO, DON, COO and financial meetings are in place to ensure the consistency of response and good 
communication across the Sussex system. 

A daily Gold report produced by the Performance team provides detailed updates on the numbers of patients with COVID-19 
being cared for in inpatient settings, the number of current active outbreaks and impacts of C19 on staff absences (sickness 
and isolation). Local authority C19 statistics and alert levels are available to staff via the intranet. 

 

Assurance Framework – 3 Lines of Defence  

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

framework) 

2nd Line 
(how the organisation oversees the 

control framework)  

3rd Line 
(objective independent assurance and 

challenge)  

Assurances:   Patient and staff testing 
programmes in place. Patient 
testing regime has been updated 
to include increased routine 
testing for known exposed 
patients 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 

 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 the estates 
led Premises Restart Group.  
Ongoing monitoring of site 
arrangements is being undertaken 
by the Health & safety team. 

 CQC inspection regime.  

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

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

 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.  

Gaps in control/assurance:  

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

 Nationally increasing community infections and hospital admissions has potential to increase system and Trust pressures. 

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

 Limited IPC capacity to respond to and manage multiple and complex outbreaks amongst patients and/or staff (Risk 715) 'Reduction in 
infection prevention and control service'. 

 Limited capacity of Occupational Health to respond to multiple or complex outbreaks impacting large numbers of staff.  

 Some of the identified environmental risks predate the current C19 pandemic and are reliant on external landlords to address. 

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

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

 None identified – will continue to monitor 
the situation and take action as required.  
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BOARD OF DIRECTORS – PUBLIC MEETING 
25 November 2021 

 

Agenda Item Number:  5 

 

Report Title: Integrated Performance Report (IPR) – Month 06 (September 2021)  

 

Purpose:
  

Approval  Assurance  Discussion  Briefing x 

           

Summary: 
 
The IPR sets out details of the Trust’s performance using a balanced scorecard 
covering key metrics for each topic (Quality, Operational Performance, Workforce 
and Finance).   
 
The IPR Balanced Scorecard includes narrative for each topic area focused on 
identified adverse exceptions only. In addition, all NHS Improvement Oversight 
Framework metrics within the report are highlighted as an exception if they miss their 
monthly target: please see the exception column of the dashboards. Additional 
exceptions will also be identified where relevant. 
 
Each section also has an optional ‘spotlight’ slide providing extra information for each 
area on a particular issue or topic. 
 

Recommendation:  
 

The Board is asked to: 
 

 Note current performance  

 Discuss areas of adverse exception for M06 (September 2021 data) 
specifically: 
 
Quality 

MT278 Complaints responded to in time: 
Adverse Variation 
 

Operational Performance 

MT031 Diagnostic waits less than 6 weeks 
(Oversight Framework): Favourable Variation and Adverse RAG (red) 

MT102 RTT waiting time – incomplete pathways less than 18 weeks 
(Oversight Framework): Adverse Variation and Adverse RAG (red) 

MT509 Looked after children – initial review in 16 working days from consent 
(Brighton & Hove and West Sussex): 
Additional Exception – below target and performance level reducing 

MT518 Time to Talk access target (attended assessments): 
Additional Exception – below target for latest two months 
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Workforce 

MT429 Total staff in post: 
Additional Exception – Favourable Variation 

MT116 Vacancy rate: 
Additional Exception 

MT138 Annualised turnover rate: 
Additional Exception – Adverse Variation and Favourable Assurance 

MT107 Sickness rate – July 
(Oversight Framework): Adverse RAG (red) 

MT520 Staff with either appraisal or PDR within 12 months: 
Adverse Variation and Adverse Assurance 

MT025 Training – all statutory courses – substantive: 
Adverse Variation and Favourable Assurance 

 

Finance 

MT512 I&E surplus 
(Oversight Framework): Adverse RAG (red) 

MT514 BPPC (%) 
(Oversight Framework): 
Favourable Variation, Adverse Assurance and Adverse RAG (amber) 

MT516 Agency spend 
(Oversight Framework): Adverse Variation and Adverse RAG (red) 

 

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 

Phil Woolf, Head of Performance 
Analysis 

Performance Team 

Executive Directors for each section 
 

Report owner:  
Mike Jennings, Chief Financial Officer 
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Integrated Performance 
Report 

Month 06 September 2021 (reported November 2021) 

Mike Jennings 
Chief Financial Officer and 
Deputy Chief Executive 
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Report version 9 
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Quality Report 

5 

05
 IP

R
 M

on
th

 6

Page 48 of 112



6 

Quality Dashboard 

MT527 is the Trust’s new hand hygiene metric for intermediate care units, urgent treatment centres and minor injury units, 

reported here for the first time. 

MT528, for community teams, will be reported from Month 7 (October), in line with the roll out of the new audit. 
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Quality Exception Report   
SA

FE
 

ADVERSE VARIATION 

Performance Three quarters of complaints closed in September 2021 (15 out of 20) were 

reported as being responded to within the required timeframe. 

Action Any delay in responding to complaints is examined to understand the 

reasons. A review of the five, apparently ‘non compliant’, cases has 

established that: 

• The complaint start date was incorrectly recorded for two of them. Both 

were, in fact, closed in time. 

• One investigation took longer because of operational pressures. 

• Two were delayed because of staff availability. 

Outcome All of the cases have been closed. 

Timescale 
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Outbreaks 

 
Ward Date outbreak 

declared 
Patients involved in the outbreak Number of staff 

involved in 
outbreak Total 

number 
Currently on the ward 

(as of 16-11-21) 

Viking 21-10-21 16 8 
(all more than 14 days since 

positive swab) 

2 

Caravelle  8-11-21 24 15 5 

Horizon  10-11-21 6 5 0 

Quality Spotlight Report   

Infection prevention and control (IPC) 

• All outbreaks are of the Covid-19 virus; 0 norovirus and 0 flu 
• A patient is “involved” in an outbreak if they tested positive for Covid-19 at least 8 days 

after admission to the inpatient unit, indicating likely healthcare associated transmission  
• Likely index cases in all three outbreaks were admitted from Surrey and Sussex Healthcare 

NHS Trust (SASH) 
• Cohorting of patients where possible to protect exposed and negative patients 

but support safe patient flow 
• All outbreaks reported on national system; system IPC lead attends daily outbreak 

meetings which are chaired by the DIPC/CN 
8 
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Operational 
Performance Report 
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Operational Performance Dashboard 
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Operational Performance Exception Report 
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FAVOURABLE VARIATION, OVERSIGHT METRIC ADVERSE RAG (RED) 

Performance This indicator includes ultrasound, DEXA bone density scans and 

audiology. It shows diagnostics performance overall has improved 

significantly since the early impact of the pandemic in Spring 2020. 

In September 2021, 85.3% of patients had been waiting less than six 

weeks, only marginally lower than the previous month.  

Diagnostics in East Sussex reported 98.3% of patients waiting less than 

six weeks, just short of the national target of 99%. All patients in 

Crowborough and Uckfield were seen within six weeks.  For Lewes, the 

overall figure for Diagnostics has fallen to 97.1%, caused by waits for 

DEXA bone density scans. 

Paediatric audiology services were just below target, with 98.1% of 

patients waiting less than six weeks. 

The number of patients receiving an ultrasound scan in Bognor within six 

weeks is still proving a challenge, with performance at 66.3% for 

September. 

Action Ultrasound activity through the Bognor service recovered to pre-pandemic 

levels as early as July 2020 and has largely been sustained since then.  

However demand for the service also continues to be high, and Covid 

cleaning protocols between each scan mean capacity remains challenged. 

Agreement was reached with commissioners to maximise referrals through 

other providers and SCFT staff also worked additional hours. These 

measures helped improve performance on waiting times substantially from 

a low at the end of 2020.  By March 2021, more than 90% of those on the 

list had been waiting less than six weeks for their scan. Performance 

subsequently fell slightly, affected by the difficulty of maintaining extended 

staff hours. August saw a further, seasonal dip in scans, with September 

activity back at the average level for the past year. 

Reducing waiting times at Bognor is dependent upon introducing an 

additional ultrasound machine. This is being bought with NHS England 

Community Diagnostic Centres funding and is due to become operational 

in March 2022. 

Outcome Increase in ultrasound activity at Bognor will begin to raise overall Trust 

performance on this metric. 

Timescale Spring 2022 

05
 IP

R
 M

on
th

 6

Page 54 of 112



Operational Performance Exception Report 
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ADVERSE VARIATION, OVERSIGHT METRIC ADVERSE RAG (RED) 

Performance Referral to Treatment (RTT) measures the waiting times for consultant-led SCFT 

services and those that provide an interface with acute hospitals’ consultant-led 

pathways.  Pre-pandemic, the target was for 92% of patients waiting to have been on 

the list for less than 18 weeks. Owing to the pandemic, many outpatient services 

suspended activity, leading to longer waiting times. The Trust is not currently being 

performance managed by NHS England on the waiting times target. However trusts 

will be expected to stop further growth in waiting lists and reduce the number of 

patients with very long waits. 

Overall Trust performance is 80.9%, with most in-scope services meeting the 92% 

target. MSK, Dentistry and Chronic Pain are the exceptions. 

The West Sussex MSK service was at 78.5% in September (down from 91.6% in 

May). Trustwide performance is driven to a large extent by MSK. Of the SCFT 

patients included in the RTT definition, eight out of ten are within the MSK service. 

Of those waiting more than 18 weeks, nine out of ten are MSK patients. For the 

smaller Chronic Pain service, 78.6% were waiting less than 18 weeks. 

Dental services were significantly below target in September, at 73.1% in West and 

78.3% in Brighton. Dental patients make up 3.5% of all RTT patients and 4.7% of 

those waiting more than 18 weeks.  

Action A range of measures are being used to reduce the MSK waiting list. Initial 

consultations have returned to being face to face, reducing the likelihood of a follow 

up being needed. Diagnostics are being booked at the time of referral, rather than 

after the first appointment. A Trust bid to NHS England, confirmed as successful in 

November, will fund additional staffing in the service for the remainder of 2021/22. 

MSK is also in the first wave of SCFT’s Waiting Times Programme. 

Work is also underway to increase X-ray capacity in Bognor, again following 

Community Diagnostics Centre funding. Although not included within the national 

Diagnostics target, this service also experiences waiting time challenges. 

For Dental, additional general anaesthesia (GA) sessions have been secured at an 

acute provider and in the independent sector, the latter following another successful 

funding bid to NHS England. To manage any risk to people on the GA waiting list, 

patients are prioritised using a Royal College of Surgeons assessment matrix, with 

the result determining how frequently they are clinically reviewed. 

Outcome Additional Dental sessions will reduce its waiting list steadily until January 2023. 

Timescale Plans being developed to reduce MSK list to pre-Covid levels during 2022. 12 
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Operational Performance 
Additional Exception Report 
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BELOW TARGET AND PERFORMANCE LEVEL REDUCING 

Performance SCFT’s support to looked after children includes regular health 

assessments. The first of these, an Initial Health Assessment (IHA), is 

completed when a child first comes into care. The target is completion 

within 16 working days of Trust staff receiving a consent form for the 

assessment. 

Performance has reduced since May. It reached 30.8% in September, with 

12 out of 39 assessments completed within 16 working days. 

Action September performance was exceptional partly due to the impact of the 

Covid pandemic in the summer term: a high number of both looked after 

children (LAC) and SCFT medical staff were required to isolate which 

caused appointments to be cancelled. There are a fixed number of IHA 

clinical appointments each week to accommodate average demand. 

Missed appointments need to be rebooked in the next available slot which, 

if demand is high in the following week, may be out of the 16 working day 

timeframe.   

Due to the summer pressures and needing to rebook appointments for 

those that cancelled or did not attend, the October performance was also 

impacted, although more IHAs were completed within the 16 working day 

timescale. With exceptions removed for those undertaken late but out of 

SCFT control, the performance for October is 72% undertaken in time. 

Outcome Service availability is back to business as usual (BAU) levels and 

performance should continue to improve. 

Timescale November 2021 
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BELOW TARGET FOR LATEST TWO MONTHS 

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

West Sussex. The access targets are set by NHS England and aim to 

ensure that services provide timely access to treatment for people with 

anxiety disorders and depression.  

The target is based upon the expected number of people who each month 

access the service and attend assessments. From April to June 2021 the 

Trust exceeded the monthly target. In July the target increased, and was 

met. Assessment numbers in August and September were lower: they 

were similar to the monthly number of assessments in late 2020 and early 

2021. Performance for those months was 92.1% and 93.9% respectively. 

Action August was impacted by staff sickness, on top of annual leave. 

Within the expansion plan the service increases the number of trainees 

(additional 41) within the service, starting in September. The trainees 

require induction, training and supervised practice which reduces clinical 

capacity during this time. The trainees will be fully operational in mid-

November. The full year plan accommodates a slight reduction in 

performance during September to November to accommodate this. Q4 has 

an increased target to accommodate this to deliver against the full year 

plan. 

Outcome Performance will increase when training/induction is completed. 

Timescale December 2021 

Operational Performance 
Additional Exception Report 
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Operational Performance Spotlight Report   

Workforce challenges 

• Vacancies in Health Visitors 14%; split Brighton & Hove 22.5% and West Sussex 9.8% 

• Similar situation across whole Sussex area – workforce very limited, and mirrored nationally 

• In Summer, 10% of Health Visitor (HV) posts in Brighton & Hove were skill mixed to Band 5 nurses (already in 

place in West Sussex) and a recruitment campaign including online webinars in evenings was undertaken – with 

some success 

• Some Band 5 nurses in service have moved to HV training posts – “growing our own” HVs, which will continue to 

be promoted as a route into HV profession 

• New Band 5s coming into post and being supported to develop skills in Healthy Child Programme (HCP) service 

• 5 whole time equivalent (WTE) new HVs joining January, on qualification 

Covid recovery 

• HCP adapted during Covid, moving to more virtual contact or bookable face to face (F2F) appointments with new 

babies being seen at home as a priority 

• Learning from blended model of delivery (virtual and face to face) informing ongoing plans for service delivery – 

parents report to have liked being able to have a virtual contact at times 

Recent national report “No one wants to see my baby” about the impact of Covid-19 on babies and their 

families.  Published by Best Beginnings, Home-Start UK and the Parent-Infant Foundation, it highlighted 

• Parents reported children adapting well and socialising again 

• Parents valued more time together as a family  

• Felt not always able to access a GP or HV and wanted reassurance baby was doing OK 

• Parental mental health affected 

• Limited groups and activities in communities for parents to access with baby/toddler (not HCP remit)  

• Digital support important and welcomed but also need element of face to face contact 

SCFT HCP continues to offer face to face wherever practicable and where need indicates 

Healthy Child Programme Health Visiting 
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Operational Performance Spotlight Report   

Brighton & Hove HCP service moved to Business Continuity model 

In response to vacancies and pressures on staff, B&H moved to a 6 month Business Continuity model in June 2021: 

all discussed and agreed with lead commissioner 

• Created 2 larger teams: workload more evenly shared, and vulnerable families have more equitable access to HV 

support  

• Vulnerable families continue to be supported and each has a named HV 

• Introduced a single point of contact (SPOC): covered all day by 2 HVs that can respond to parental queries on the 

day, which has proven to be successful  

• SPOCs deal with queries from Social Care and, therefore, there is a prompt response to initial safeguarding 

enquiries 

• Parent-line in situ, and those covering the SPOC respond to these digital contacts and questions 

• Daily bookable appointments in place for immediate face to face (F2F) contacts with a HV, where required 

• Contact for HCP promoted via Children’s Centres and Family Information Service and contact information given at 

all contacts with families. General team phone numbers are routed to the SPOC 

• HCP core contacts continue to be offered – Antenatal contacts for first time and vulnerable parents, with all 

parents-to-be contacted to advise of HCP and how to request an antenatal contact 

• New Birth Visit remains as face to face at home for all parents  

• 6-8 week appointments are virtual or F2F, with significant proportion being F2F (70% F2F in October) 

• 1 year and 2 year reviews continue, F2F for 1 years and virtual for 2 years with follow-up as needed – vulnerable 

children seen as F2F as default 

Healthy Child Programme Health Visiting 
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Workforce Report 
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Workforce Dashboard 
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FAVOURABLE VARIATION 

Performance Favourable variation is reported for this metric with the target of 5,400 met 

since November 2020. Trust workforce numbers remained stable in 

September with 5,575 staff in post, two fewer than in August. Within that, 

the Mass Vaccination Programme (MVP) continues to reduce in 

headcount (77 staff in post in September against 104 in August) balanced 

by growth elsewhere in the Trust. 

The largest increases were seen in the growing Time to Talk 

psychological therapies service and in countywide immunisation, where 

demand – and therefore resourcing – vary during the year. 

Action The number in post reflects levels of staff turnover and time taken to 

recruit to vacant posts. The Trust will therefore continue to focus on 

recruitment and retention measures, including specific support for more 

challenged services, for example nursing posts in the Brighton locality 

(inpatient and community services). 

SCFT’s recruitment of international nurses is one measure to help staffing 

levels. Twenty nurses have already joined SCFT through the programme, 

with another 50 expected in coming months. This is enough to fill all 

current nursing vacancies in inpatient intermediate care units. 

Flexible and agile working principles are also being used where possible 

to help recruit and retain, with arrangements tailored to the needs within 

individual services. 

Outcome Aim to maintain current staff numbers, with a view to retaining staff from 

the Mass Vaccination Programme (MVP) where appropriate. Staff levels 

will be affected by changes to the MVP. Future numbers will also be 

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

and commissioning investment decisions. 

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

Committees. 

Workforce Additional Exception Report 
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Performance The Trust vacancy rate dropped to 7.7% in September 2021 from 8.9% in 

August 2021. It has remained below the 9.5% target since March 2020. 

Vacancies across the “Support to Nursing” group of roles fell to 4.5% from 

7.9% in August. The drop is attributable to a reduction in vacancies within 

Immunisation and Time to Talk. This change in Support to Nursing was the 

primary driver for the reduction in the Trust-level vacancy rate. 

Allied Health Professionals (AHP) at 10.5% (down 1.1% points) was another 

staff group helping to support the overall reduction. AHP vacancies in Time 

to Talk reduced. Therapist roles in other services saw a mix of increases 

and decreases. 

AHP and Nursing & Midwifery (13.9%, down 0.4%pts) are the only staff 

groups not meeting the Trust target of 9.5%. 

Action Although at Trust level vacancies remain better than the target, the impact 

of unfilled posts is felt differently between areas and services. The Trust’s 

HR team continues to provide support for more challenged teams, with both 

recruitment and retention plans. Actions are monitored through the Trust’s 

Finance, Performance and Quality (FPQ) meetings and Workforce 

Committee. 

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

maintaining the lowest possible levels of vacancy. A focus on pipeline and 

the use of apprenticeships and traineeships is a priority. 

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

Executive FPQ workforce reporting and Workforce Committee (WFC). A 

deep dive on AHP workforce will take place at WFC in November. 
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ADVERSE VARIATION, FAVOURABLE ASSURANCE 

Performance The Trust’s turnover rate began falling at the start of the pandemic, and 

from December 2020 to April 2021 was less than 11%. Since then, it has 

been on an upward trend, reaching 13% in September, approaching the 

13.5% upper level set as the target. 

The majority of staff groups have now returned, or are moving towards, 

pre-pandemic levels of turnover. Medical & Dental, among the smaller staff 

groups, is the only one for which turnover is not increasing.  

Turnover within Estates & Ancillary, at 15.1%, and Additional Clinical 

Services (15.6%) is particularly high. The latter saw a total of 201 leavers in 

the 12 months to September. However, for the same period, the group also 

welcomed 366 starters: this is a changing, and growing, part of the Trust’s 

workforce. 

The Mass Vaccination Programme, countywide immunisation service and 

community therapy teams are all contributing to the current turnover rate in 

the Trust. 

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

SCFT’s FPQ and Workforce Committees. Although performance remains 

strong by historical standards, the Trust is continuing to focus on its 

wellbeing and support offer to staff, particularly in light of ongoing pressures 

as a result of the pandemic. 

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

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

increasing. It will continue to strengthen its wellbeing offer to help staff feel 

supported in their roles. After relatively low levels of staff leaving the Trust 

during the first year of the pandemic, turnover has increased in recent 

months. We expect performance to remain strong in relation to the longer 

term trends. 

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

Executive FPQ workforce reporting and Workforce Committee. 
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OVERSIGHT METRIC ADVERSE RAG (RED) 

Performance Sickness rates are reported one month in arrears. Therefore the figures 

discussed here relate to August, when the sickness rate dropped to 4.6%, 

from 4.9% in July. This is above the Trust target of 4.0% but within the 

expected range and close to the historical average. 

For the majority of staff groups, August marks a return to their average. All 

staff groups are within their expected ranges. The Estates and Ancillary 

staff group, at 6.3% (up 0.3% points), has the highest rates of sickness 

and is the only staff group with a sickness rate above 6.0%. Next highest 

are the Trust’s two largest staff groups: Additional Clinical Services 

(sickness at 5.3%, down 0.5%pts) and Nursing & Midwifery at 5.1% (no 

change). The relatively high rates of absence in these two groups, 

combined with their size, means they are the primary drivers for the 

Trust’s sickness rate. 

Action Sickness has returned to historical levels, although this year rates have 

risen sooner than the seasonal norm. The Trust’s focus remains on 

strengthening its wellbeing support to staff, recognising that stress and 

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

performance. November’s Trust Wellbeing and Inclusion webinar has a 

focus on winter wellbeing and includes a session on stress awareness 

and management. 

Outcome The normal seasonal pattern is for sickness levels to climb in winter 

months. Covid may impact on absence levels and there are concerns flu 

will have more of an impact than usually this winter. 

Timescale Review of sickness performance data will continue through the Executive 

FPQ workforce reporting and Workforce Committee. 
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ADVERSE VARIATION, ADVERSE ASSURANCE 

Performance The percentage of staff who have undertaken either an appraisal or PDR 

within the past 12 months increased to 71.3% in September from 68.2% 

in August. Performance has moved back into the expected range but 

remains substantially below target.  

The PDR process was formally suspended at the start of 2020/21 as staff 

managed the operational impact of the pandemic. The subsequent dip in 

this indicator was therefore expected. 

Action Monitoring and improving PDR compliance is a regular part of Area and 

Trust-level performance and leadership meetings. To support managers, 

a new PDR compliance report is being developed on the Trust’s HR 

computer system to provide real-time reporting. HR business partners 

are working with leaders to set improvement trajectories for their teams, 

with the aim of bringing completion rates up to target during the Autumn. 

Outcome The importance of PDRs is being emphasised, both for their contribution 

to delivering operational objectives and their role in supporting the health, 

wellbeing and development of colleagues more than 18 months into the 

pandemic. 

Timescale Q3 2021/22 
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ADVERSE VARIATION, FAVOURABLE ASSURANCE 

Performance The percentage of staff compliant in all statutory training courses in 

September was 88.7%, a drop of 1.1% points since August. Performance 

is outside the expected range and has been below average since 

November 2020, but does remain above the Trust target of 85%. 

Overall, the strong performance seen across all staff groups in recent 

months continues, albeit all recorded moderate falls in September. 

Action Performance remains above target despite significant operational 

pressures. A change to increased online learning and training has 

allowed the Trust to maintain performance in this area. 

Some courses, such as resuscitation and patient handling, require face 

to face training. This has been impacted by social distancing measures 

throughout the pandemic. Patient handling is above its 75% target, 

however resuscitation is currently below its target of 85%. 

When staff statutory training becomes due, managers and staff are 

reminded of their obligations and provided with guidance on how to 

access it. Individual courses and teams with lower compliance are 

identified, and work done to ensure staff have opportunities to undertake 

the necessary training. 

Outcome Continued monitoring as part of the wider focus on training to maintain 

performance, ensuring training is prioritised and accessible. 

Timescale Compliance rates overall are expected to remain solid into the autumn. 

The continued focus on resuscitation training is expected to result in 

improving compliance levels over the coming months. 
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Workforce Spotlight Report on The People Directorate 

Introduction 

 

The People Directorate employs over 100 people supporting SCFT staff at every stage of their career  and covers Resourcing 

(Recruitment, Staff Direct and Mass Vaccination staff), Occupational Health, Learning & Organisation Development, HR 

Business Partnering, HR Advisory Support, Medical Education, Workforce Information, Communications & Engagement, the 

Trusts Charity, 3 Nurseries and workforce Equality, Diversity & Inclusion. 

 

Key achievements 

• In  2021-2022 so far, the temporary workforce has covered 661,506 hours for the Trust: broken down into 547,880 hours 

by bank staff and 113,626 hours by agency staff. 

• Recruitment have advertised 752 new vacancies and issued 1,321 contracts  since April 2021, with 150 potential 

candidates attending online recruitment events.  We supported, and continue to support, the Mass Vaccination recruitment 

where over 1500 new staff members joined us. 207 staff have attended online induction sessions with directors 

• Occupational Health have implemented an electronic patient record system, which allows managers to submit referrals 

and give recruitment access for  pre-placements. 

• Career Development – since the  launch of “Job Options” in December 2020, we have listened to and supported 67 staff 

who are thinking about their work and future options. We have also held 62 career conversations and we offer interview 

support on request.  

• We are supporting Mass Vaccination (MV) colleagues to continue their career in the NHS. So far 12 have commenced 

roles in the NHS, 1 has started nurse training,11 have been identified to join a B3 insulin pilot, 2 have planned shadow 

experiences with the Central therapy team and 40 have moved from MV to the immunisation team. 

• Team support: Since its launch in August 2021, we have supported over 100 managers to use our Healthy Teams 

Resources.  

• Since April 2021 we have implemented 585 staff onto E-Roster. The implementation so far covers 61 teams. 

• Medical workforce: Our new Medical Education function has supported the development of new training posts and 

arranged 200 medical student placements across 27 services.  

• Advice & support: Our two HR Officers resolve about 600 queries a week via the HR inbox and phone line alone. 

• Inclusion: We’ve achieved ‘Disability Confident Leader’ status and reached the  final for a RIDI Award. 38 staff have 

attended “It’s all about Race” training and  94 staff have attended the Inclusive Leader course. 

• Learning: 78 learners have completed the Care Certificate since April 21. 92 learners attended sessions during 

Management Skills week and 90  during Admin week. 

• The Trust Charity, Sussex Community NHS Charity has been relaunched and has been funding for improvements in staff 

areas and wellbeing initiatives. 
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• Health and Wellbeing: Passport introduced and downloaded 513 times since September. Our targeted support to those 

with the highest impact sickness absence meant the impact was 1.6 times lower this year compared to 19/20. We’re doing 

more to recognise and support neurodiversity, with awareness training and our new ‘dyslexia pathway’ as a key resource.  

• The Communications team have offered continuing support of the vaccination programme, branding, signage, leaflets, 

patient information, local media, social media, patient queries as well as  supporting centres and schools experiencing 

protests. There is increased promotion of the great work of our staff and services, internally and across local media and 

social media. 

• Workforce Information have provided support to SCFT teams to increase and improve usage of ESR – training sessions 

and support provided to Recruitment, Occupational Health, Education, Finance, Time to Talk, Therapies Management, 

Infection Prevention and Control etc. Over 600 Managers, Supervisors and Administrators now have access to ESR. 

• In our 3 nurseries we have 11 children who have special educational needs and 37 children who speak a different 

language. Since the beginning of the pandemic, we have had 56 new children start at the nurseries and helped 61 

transition to school. 

 

Priorities for improvement 

 

While these are fantastic reasons to be proud the directorate maintains an appropriate focus on continuous improvement and 

evaluating the impact of activity so that we enable all staff to access support, advice and guidance from the People 

Directorate in a timely way. Some of the priorities for improvements are: 

 

• The launch of the People’s Gateway the new front door for the directorate that will provide one central first level service, 

referring more complex issues and queries to specialists in the team (organisational development, inclusion, employee 

relations etc.) 

• Transformation of Occupational Health to better meet the needs of our workforce and offer a more streamlined service. 

• Expanding the Staff Direct service to improve access to temporary workers out of hours. 

• Reducing the time to recruit and improving the experience of managers and applicants by centralising some of the tasks 

and using faster communication methods. 

• Strengthening the use of digital solutions for managing staff including maximising the use of Healthroster and ESR. 

• Strengthening our approach to Agile working as part of the new change framework for service planning and development. 

• Reviewing our approach to dealing with Incivility in the workplace and ensuring a just & learning approach to staff 

involved in incidents and errors through a review of our investigation process. 

• Improving our Inclusion plan so we can better assess the impact of the actions we are taking and continue to stamp out 

racism and any other forms of prejudice and discrimination as they arise. 
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Finance Report 
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Finance Dashboard 
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Finance Exception Report 

OVERSIGHT METRIC ADVERSE RAG(RED) 

Performance The Trust’s financial plan for the first half (H1) of the 2021/22 financial 

year plan assumed that the Trust would breakeven, but only with system 

support to mitigate a £1,197k financial risk resulting from the loss of non-

NHS income. However, due to better than planned performance from 

income receipts and lower than planned staff costs, the Trust has been 

able to achieve a break-even position without this system support. 

 

The in-month adverse performance is merely as a result of the planned 

profile of the break-even position in H1 and not as a result of underlying 

adverse financial performance. For the 6 months to the end of September 

the Trust is reporting a £90k surplus, £90k favourable to plan. 

 

Action The Trust is working through the Sussex Health and Care Partnership 

(SHCP) to approve financial plans for the second half of the year (H2) 

that would maintain the Trust’s break-even performance across the year.  

The Trust is expected to be in a position to deliver a break-even plan 

albeit with a number of financial risks, relating to winter pressures, 

agency usage, non-pay inflation and unconfirmed sources of funding 

which we will need to ensure are mitigated. 

Outcome The Trust has delivered H1 financial results slightly better than the 

planned break-even position. The Trust is  expecting to submit a break-

even financial plan for H2. 

Timescale End March 2022 to confirm year end position. 
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Finance Exception Report 

FAVOURABLE VARIATION, ADVERSE ASSURANCE, OVERSIGHT METRIC 

ADVERSE RAG (AMBER) 

Performance Favourable variation is reported for this measure as performance has 

been above the long-term average since April 2020.  However, adverse 

assurance is also reported as the target is sitting above the expected 

upper performance control as the Trust has not historically reached the 

95% target on a cumulative year to date basis. 

 

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 

six months to the end of September the Trust had paid 94.5% of invoices 

within the timeframe.  However, it is worth noting that in September 95% 

of commercial invoices were paid within 30 days, therefore meeting the 

target in the most recent month. 

 

Action As previously noted, despite failing to meet target for the year to date, the 

Trust benchmarks well, with the fourth highest performance amongst 26 

community providers reporting through the NHS Benchmarking Network, 

and the national average performance being 84.99% against 94.5% for 

the Trust. 

 

Lower value agency invoices continue to be the difference between 

current performance and cumulative achievement of the 95% target. The 

Trust continues to work with agencies to try to incentivise them to 

consolidate invoices – reducing volume and increasing the chance of 

faster payment. Further improvement have  been made into October. 

 

Outcome The Trust will continue to engage with agency suppliers to try to agree 

mutually beneficial process changes with the aim of maintaining monthly 

performance above 95%. 

Timescale December 2021 
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Finance Exception Report 

ADVERSE VARIATION, OVERSIGHT METRIC ADVERSE RAG (RED) 

Performance Agency pay costs in September were £624k for the month, compared to 

average monthly spend of £583k for the first five months of the year.    

Allied Health Professional (AHP) staff costs, including psychotherapists, 

have shown proportionately the highest growth in agency spend over the 

first half of the year, reflecting the fact that many of our services showing 

greatest increase in demand rely upon this staff group. Average AHP 

monthly agency spend has been £138k per month compared to £32k for 

the same period last year. Approximately half of this growth relates to the 

Trust’s Psychological Therapy services, partially covering vacant posts.   

 

Once fixed term or additional service provision is stripped out of costs, the 

value of agency spend in September was £564k, only £25k higher than 

planned. 

Action While there is a continued need for some temporary staff capacity the 

Trust has always focused on the use of bank staff rather than agency to fill 

this gap and has been successful in the use of bank staff contracts to cover 

the mass vaccination service for example ,without the need for significant 

agency spend. 

 

As well as increased bank use the Trust is continuing to focus on the 

reduction in the use of high-cost non-framework agencies. In addition the 

Trust’s HR teams are focusing efforts, alongside Operational teams on 

staff retention, reducing turnover and the need for temporary staff.    

Outcome There is a risk that agency spend continues to be higher than planned, 

particularly over winter with unprecedented demand.  Where the Trust has 

secured additional funds to cover investment, this may include a 

requirement for additional agency spend. The Trust will continue to work to 

improve staff retention, reduce turnover and the use of non-framework 

agencies and maximise the use of bank staff over agency. 

Timescale March 2022 
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Finance Spotlight Report   

• NHS organisations are expected to transform the way 
that they think about costing their services, moving 
from costing based on averages to costing the actual 
care individual patients receive.  Patient-Level 
Information and Costing Systems (PLICS) bring 
together healthcare activity information with financial 
information in one place.  PLICS provides detailed 
information about how resources are used at patient-
level, for example, staff, drugs, and diagnostic tests. 

 

Benefits for Clinical Service Design 
 

• PLICS is about delivering costing information that 
more accurately reflects the care a patient receives.  
The richness of PLICS data can support clinicians in 
many ways. It can provide granular cost and activity 
information for quality improvement projects, identify 
and help explain clinical variation, support 
improvements in patient care and help to drive value 
by linking costs and outcomes that matter to patients. 

 

Benefits for Service Planning 

 

• Patient-level costing data, combined with other data-
sources, provides a rich source of information to help us 
understand patients and services. Understanding the 
resources required to deliver care down to individual 
patient level gives us much better evidence on which to 
base future demand and capacity plans, including 
providing the right workforce and facilities in the right 
place and informing commissioner investment decisions. 

Benefits to deliver Improved Value 

 

• Patient-level costing information provides  a much more 
accurate source of costing and activity information than 
we currently have, as it is based on the range of 
individual patient activities and not on averages. It will 
help us identify, analyse and understand variances or 
unexpected outliers when they occur and drive our 
future work on improving standardisation and identifying 
and eliminating waste. 
 

 

32 

SCFT is currently implementing a PLICS system jointly through the Performance Analysis and Finance teams. This work will 
be completed shortly and the next stage will be to roll out resources, training and support to operational and corporate 
teams to start to build our patient level information with services to support clinical and service planning and deliver 
improved consistency and value. The Trust is aiming to have completed this initial roll out by March 2022. 
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Operational Risks 
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Operational Risks (scoring 15 or above) 

Title Podiatry: patient safety and staff wellbeing risk due to insufficient staffing establishment 

Description The current workforce establishment is insufficient to meet existing demand and the requirement is increasing. Referrals 

include high risk patients who require intensive treatment, usually weekly appointments, for the long term. This is impacting the 

ability to see lower risk patients. 

Vacancies remain hard to fill: multiple attempts to recruit have failed. This reflects a national shortage of podiatrists working in 

the NHS, with staff increasingly being attracted into private work. 

Control 

Measures 

 Caseload review work to be undertaken, with plan to review discharge criteria  
 Plans to liaise with, and plan education for, primary care and community nursing to highlight importance of timely 

referrals  
 Plan for national recruitment campaign through Royal College of Podiatry (RCOP) publication 
 To engage with joint work through regional workforce committee in conjunction with Health Education England (HEE) 
 Existing vacancies reviewed and posts adjusted to improve clinical capacity in highest risk areas 
 Recruitment drive for all grades of podiatrist and administrative support 
 Creation of SystmOne Data Clinical Lead and Administrative support posts to improve waiting list and caseload 

management 
 Ongoing locum requests for temporary workforce support 
 Continue to support high and medium risk patient cohorts; service remains unable to reset to low risk work 
 Professional Lead linking with RCOP and HEE for national and regional insight 

 Tabletop review completed to evaluate risk and ensure all appropriate actions are taken 

Further 

actions to 

reach target 

score  

Business case to be written to improve staffing resource of podiatry teams both clinically and administratively. 

Additional support to deliver medium term pieces of work in relation to education and discharge pathways, due to impact on 

primary care and community nursing services. 

Review options for Foot Health assistants with Head of Allied Health Professionals (AHP). 

Current Risk 

Score 

Consequence= 3 

Likelihood = 5 

Risk Score = 15 
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BOARD OF DIRECTORS – PUBLIC MEETING 
25 November 2021 

  

Agenda Item Number: 6 

 

Report Title: Safer Staffing in Intermediate Care Units (ICUs) – Establishment 
Review 

 

Purpose:
  

Approval  Assurance X Discussion  Briefing  

Summary: 
This paper provides the Board with a summary of the detailed review that has been 
carried out regarding the nursing establishments in the intermediate care in-patients 
units. 
 
The option agreed by the Executive team on the 8th November 2021 is discussed and 
includes the next steps required to enable the recommendations to be implemented. 
 
Subsequent on-going associated pieces of work have been advised and these will be 
managed as part of a work plan related to safer staffing that will provide further 
stability in relation to the working environment, as well as further assurance around 
staffing processes. 

Recommendation:  

That the Board are assured on the process used to determine staffing levels in ICUs 
and support the agreed option to alter the establishments in them. 

Previously reviewed by:   
Informal Executive Group – 1st November 2021   
Executive Committee – 8th November 2021 
Quality Improvement Committee – 18th November 2021 

Relevance to Trust’s Strategic Goals: 
Quality Improvement, Patient Experience and Thriving Staff 

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

Equality and Diversity: 
Not formally assessed at this stage 

Report author: 
Jane Corser, Deputy Chief Nurse 

Report owner:  
Donna Lamb, Chief Nurse 
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Nursing establishment review for Adult Intermediate Care Units (ICUs) 
 
1.  Introduction 
 
The Care Quality Commission outline in Regulation 18 of the Health and Social Care Act 
(2008) that Providers must provide sufficient numbers of suitably qualified, competent, 
skilled and experienced staff to meet the needs of the people using the service at all times 
and the other regulatory requirements.  
 
This paper provides the Board with a high level summary of the detailed review that has 

been carried out regarding nursing establishments in the intermediate care in-patients units. 

The option agreed by the Executive team on 8th November 2021 is discussed and includes 

the next steps required to enable the recommendations to be implemented. 

Subsequent on-going associated pieces of work are referenced and these will be prioritised 
as part of a work plan related to safer staffing. These will be discussed in future iterations of 
safer staffing reports to provide the Board with on-going assurance. 
 
 
2. Summary of methodology for review: 
 
Multiple data sets were reviewed as part of this review on nurse staffing in in-patient ICUs, 
and included the following: 
 

1) Previous establishment review carried out in 2019 and current established staffing 
templates. 

2) A review of the current evidence base for nurse staffing levels in in-patient settings 
including NICE guidance. 

3) Data analysis including: 
- Acuity and dependency of patients (safe care) data sets 
- Activity data – admissions, discharges, occupancy rates, length of stay 
- Care hours per patient day data (CHPPD) 
- Shift fill rates 
- Quality outcome data 
- Registered nurse to patient ratios 
- Workforce data: vacancies, turnover 
- Costs and use of temporary staffing. 

4) Impact of environmental issues and infection control requirements. 
5) Impact of digital technology e.g. SystmOne. 
6) ICS requirements for bed optimisation and expectations in future for beds. 
7) Review of career framework in ICUs to include nursing associate roles (band 4 

registrants), and consideration of skill set required for health care support workers. 
8) Shift patterns.  
9) Professional judgement to make a final assessment of nursing staff requirements, 

taking account of the local circumstances, variability of patient needs, and previously 
reported nursing red flag events. 

10) Recommendations from previous committee reviews on need to standardise 
approach to staffing on wards and ensure consistency of approach. (Executive 
Committee October 2021). 
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A template for each ward was developed that captured the information on key factors that 
impact on staffing and this was RAG rated based on data available.  
 
Meetings were held with each Area, including ward managers, matrons and general 
managers to add value and context. The detailed findings and the preferred options were 
supported by the Area teams. 
 
The methodology used was compared with a neighbouring acute/community NHS trust and 
data was compared to provide some benchmarking.  
 
 
3. Overall findings from triangulation of data  
 

a) All staffing establishment templates need to incorporate band 4 nursing associate 
posts which support achieving the minimum registered nurse 1:8 ratio.   

b) All establishments need to incorporate trainee apprenticeship band 3 posts for those 
staff training to become a nursing associate including some backfill support. 

c) Review of unregistered posts shows an inconsistency between ICU healthcare 
support workers (HCSWs) and those working in community settings. It is agreed that 
all band 2 posts are moved through a progression of training and competency 
development to band 3 to reflect level of skill required in ICUs. 

d) Some areas need to increase their registered nurse (RN) ratios in the day to the 
minimum of 1:8. For some areas the ratio is less due to anomalies with bed numbers. 

e) Overall increased RN numbers per shift will create better ability to manage short-term 
sickness, unfilled shifts, acuity and vacancy factors. 

f) Altering the skill mix will impact positively on the use of temporary staffing. Costs are 
associated with agency overheads, vacancies and an overall need to put in more 
staff to manage complexity of patient cohorts. This is evidenced by the overall spend 
being adverse against substantive funding. (£1.2 million overspend).  

g) Activity (admissions, discharges and occupancy) shows a trend upwards. A skill mix 
change will help with managing this. 

h) It is important that establishments are future proofed for any changes required as 
part of bed optimisation work.  

i) It is important to ensure a band 6 level nurse is rostered in the daytime, 7 days a 
week to provide optimum clinical leadership. Note the ward manager role continues 
to be supervisory. 

j) Shift patterns are variable across ICUs. It is recommended that a 2 shift pattern is 
adopted across all units, incorporating a flexible working set of principles to meet 
individual staff’s health and wellbeing needs. 

k) Income received from the CCG is not sufficient to manage current bed stock and 
further dialogue is required as part of the on-going bed optimisation work. 

 
 
4. Option agreed for staffing establishments: 
 
The Executive team reviewed a number of options and agreed Option G which is shown 
overleaf and supports the overall outcome of the data review. This option adopts the 
recommended changes in skill mix (increase in RN ratios, move from band 2 to band 3 
HCSW and new band 4 nursing associate roles), the two shift pattern, and a slight reduction 
in beds at Arundel Hospital to meet infection prevention and control guidance. See fuller 
detail overleaf: 
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Option G 
Invest in a combination of skill mix revisions (RN ratio increased/nursing associate role), 2 shift patterns & Arundel at 15 
beds, and cost in conversion of band 2 to 3 posts. 
 (£138,933) REDUCTION of current budget 
 

Benefits Risks to patient safety and 
experience/other risks 

Workforce impact 

 Meet NICE standard 

 Provide future proofed 
establishment in an ICU to 
meet demands of system 
and patient profiles 

 Give a better diversity of 
roles and ability to grow our 
own RN band 5 posts 

 Puts in place nurse 
associate roles and trainee 
posts 

 Ensure consistency of 
templates across all ICU’s  

 Achieve similar staffing 
levels to other Trusts  
(benchmarked data)  

 Improve some elements of 
environment by creating 
more space for Arundel 
ward 

 Develops potential model 
for enhanced care and 
management of specific 
caseloads of patients 

 More simple roster for 
day/night continuing to have 
flexible working practise for 
individual staff, and 
consistency of numbers 

 Financially positive + in 
terms of impact on current 
budget (achieved through 
removing the lap over of 
shifts currently seen in 
some areas and bed 
reduction)  

 

 

 Decreased risk of impact on 
patient experience and safety 

 

 

 

 Better career framework from untrained to 
trained 

 Reduction in sickness and absence 
indicators 

 Reduction on vacancy/turnover figures 

 Improved health and wellbeing (key is detail 
behind how shifts will work) 

 Reduction in temporary staffing spend 

 Better roster management 

 Better resilience to cope with increased 
activity/acuity 
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5. Next steps and implementation plan: 
 
The next steps involve feeding back to all Areas and to engage with them on agreeing the 
process to implement the positive skill mix changes and move to a two shift flexible rota.  
 
This will include: 

a) Discussion at Area Level meetings (note this has been on-going  thus far) 
b) Quality Improvement Committee (QIC)/Trust Board November 2021 
c) Discussion with Staff Side in particular in relation to shift pattern changes  
d) Quality Impact Assessment (QIA) panel review 
e) Consultation with staff regarding working shift pattern changes and individual 

meetings to ensure health and wellbeing has been considered   
f) Agree ‘go live’ date for new templates 
g) Recruitment, retention and workforce development  plan for each unit, with 

matrons/ward managers being integral to delivery 
h) Agreed programmes of work for other factors articulated and project plan for delivery. 

 
It is key that staff understand the changes proposed and it is therefore felt appropriate that 
adequate time is spent with staff talking through the various parts of this establishment 
review. Regular meetings, forums and guidance will be produced to support the local areas 
and this will ensure that the formalised part of the consultation regarding shift patterns 
reflects the dialogue with staff and covers all questions and scenarios.  
 
In addition, other areas for further review will be taken forward, all of which impact on staffing 
and will support the ICUs in terms of the day to day management of staffing and the risks 
associated with this. This includes: 

 
a. Focus on day to day oversight of staffing and understanding of key indicators for safe 

staffing (the ‘are we safe today? question’). Work has commenced with Performance 
and Staff Direct on the best metrics to create a safer staffing dashboard. In addition 
this includes defining safer staffing risks and scenarios /mitigation required. 

b. Further work on filling vacancies to create better stability and improved consistency 
of care (this links to The People Plan and joint work with HR and OD). 

c. Review support roles to ICUs to see if the level of support is sufficient. This includes: 
advanced nurse practitioners, medical staff, therapy staff, dietetics and ward 
administrators. These follow a Mon–Fri pattern and there is a growing need to 
consider more 7 day working to manage the complexity of patient case mix and flow. 
It should be noted this is being reviewed as part of the community bed transformation 
project currently underway. 

d. Review SystmOne on ICUs to evaluate quality of records and timeliness of record 
keeping.  

e. Review enhanced care usage and link to wider ICS work on community beds, (linked 
to community bed transformation project). 

f. Agreement on regular reports to QIC/Trust Board to provide assurance regarding 
safer staffing. 

g. Review mental health expertise needed for ICUs. 
h. Discuss with ICS revisions of income required to run community bed stock. 

 
 
6. Conclusion: 
 
This paper provides a high level summary to the Board on the agreed option that will be 
taken forward to change the establishments on the ICUs. The option enables a model to be 
put in place that will help the ward areas be ‘fit for the future’ in terms of ICS requirements 
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and modernise the types of roles available to staff, creating a better and enhanced career 
framework.  
 
It is proposed that establishment reviews will take place every 1-2 years, and that ‘in-year’ 
quarterly reports will provide an on-going view of safer staffing. This will include measuring 
against key metrics that will be used to help determine what ‘safe staffing’ means in an ICU, 
and therefore articulate more accurately the level of risk.   
 
The Board is asked to note this report on nurse establishments, and be assured in relation to 
the detail reviewed at the Executive Committee, and resulting decisions taken. 
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BOARD OF DIRECTORS – PUBLIC MEETING 
25 November 2021 

 

Agenda Item Number:  7 

 

Report Title: Serious Incidents, Patient Safety and RIDDOR Report – Q2 2021/22  

 

Purpose: Approval  Assurance X Discussion  Briefing  

           

Summary: 
This report provides an overview of Serious Incidents (SIs) declared in Quarter 2 
2021/22 and the investigation reports that were reviewed by the Serious Incident and 
RCA Review Group. The report includes some detail around the Trust’s processes 
for triaging, escalating and decision making within incident management.  

There were two SIs related to babies who were under the care of Health Visitors in 
the Healthy Child Programme that were investigated during Quarter 2. The cases 
were different but shared similar learning around communication within teams and 
across providers.  

The report presents and considers the national data set from the National Reporting 
and Learning Service and notes that the Trust is consistent with reporting and safety 
awareness.   

An update is provided within the report on the release of the Patient Safety e-learning 
modules for the National Patient Safety Syllabus. All NHS staff are encouraged to 
complete this training and the report recommends that Trust Wide Governance 
Group (TWGG) members complete it.  

Future quarterly reports will continue to be developed to reflect progress with 
implementation of the Patient Safety Strategy, evolving ways of working and 
managing patient safety events.  

The report also includes a statement to confirm that there was one incident reported 
retrospectively 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). 
 

Recommendation:  

The Board is asked to note the contents of this report. 

Previously reviewed by:   
Quality Improvement Committee and TWGG. 

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

Relevance to CQC Domains: 
Safe; Caring; Responsive; Effective; Well Led –this report covers the five domains.  
 

Equality and Diversity:  
There are no equality and diversity implications from this report or content. 

Report author: 
Deborah Johnson, Patient Safety 
Manager 

Report owner:  
Sara Lightowlers, Chief Medical Officer 
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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. Incident reporting is a long established key 
component of safety management across all industries including healthcare. The analysis of 
incidents to determine why they happen and implement improvement actions enables us to 
learn from things that go wrong and protect people from harm in the future. The Trust uses 
Datix as its local incident management system for staff to report incidents affecting patients, 
staff, and visitors, members of the public or the organisation into a central database.  
 
Incidents reported into Datix trigger notifications to relevant specialist leads and managers, 
such as Health and Safety, Medical Devices, Fire safety, Patient Safety, Security, Infection 
Prevention and Control. Specialist leads triage incidents and escalate them to the Chief 
Medical Officer and Chief Nurse if they may meet Serious Incident criteria, under the NHS 
Framework for Serious Incidents. Serious Incidents in health care are adverse events, where 
the consequences to patients, families and carers, staff or organisations are so significant or 
the potential for learning is so great, that a heightened level of response is justified. The 
Chief Medical Officer and/or Chief Nurse review and declare Serious Incidents (SIs) on 
behalf of the Trust.     
 
SCFT declared four SIs during Quarter 2. This report presents the themes of SIs along with 
significant incidents that require thorough investigation that do not meet the SI criteria.    

This report provides an overview of the monthly and annual data set published by the 
National Reporting and Learning System, which provides further assurance that the Trust 
has a consistent level of safety awareness and culture.  

This report includes an update on the Patient Safety Strategy.  Future quarterly reports will 
continue to be developed to reflect our progression with the ambitions and purpose of the 
Patient Safety Strategy.  

The report includes a statement to confirm that there was one retrospective report to the 
Health & Safety Executive (HSE) under the Reporting of Injuries Diseases and Dangerous 
Occurrences Regulations (RIDDOR) and no reports to the Care Quality Commission (CQC) 
under the Ionising Radiation (Medical Exposure) Regulations (IRMER). 

1. Patient Safety Incidents and Serious Incidents: Process 
overview 

The Patient Safety Team triages all incidents affecting patients reported by staff to identify 
any potential SIs and risks to patients. Incidents escalated by the Patient Safety Leads 
undergo senior review through a weekly teleconference. This weekly forum also reviews and 
triangulates potential patient safety issues raised through Pals/Complaints, Claims/Inquests 
and Safeguarding processes to identify emerging safety trends, themes, and potential 
Serious Incidents. The forum escalates potential SIs to the Chief Medical Officer and Chief 
Nurse who review and confirm if the incident meets SI criteria under the NHS Serious 
Incident Framework or requires an Internal RCA or other type of investigative process.  
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Since these processes have been in place, the Trust has had a consistent reduction in the 
number of incidents declared under the NHS Serious Incident Framework and an increase in 
the number of incidents subjected to an Internal Root Cause Analysis (RCA) investigation. 
Internal RCAs are undertaken for incidents that are significant but that do not meet the SI 
criteria. Internal investigation reports are reviewed through the Serious Incident and RCA 
Review Group (SIRCARG) chaired by the Chief Medical Officer. Where there is any 
indication that the findings of an Internal RCA meet the SI criteria it is promptly declared. This 
provides safety netting ensuring the declaration of all incidents meeting SI criteria in 
accordance to the framework.  

Figure One: Number of SCFT serious incidents declared by financial quarter since Q1 
2018/19. 

  2018/19 2019/20 2020/21 2021/22 

Quarter 1 16 20 3 5 

Quarter 2 15 9 9 4 

Quarter 3 15 17 6  

Quarter 4 19 7 6  

Total 65 53 24  

 

The Trust’s processes have resulted in a more resourceful approach by ensuring that the 
length and depth of investigation is proportionate to the degree of harm or risk to patients.  

The Trust has three Patient Safety Leads who are independent of services and lead SI 
investigations. The reduction in SI investigations has resulted in more comprehensive SI 
investigations and support for other patient safety issues and quality improvement initiatives. 
This is in line with the ethos and purpose of the NHS Patient Safety Strategy and the Patient 
Safety Incident Response Framework, due to replace the current NHS SI Framework in April 
2022.  

Service leads and managers undertake Internal RCA and Complaints investigations. The 
Patient Safety Team acknowledges that the increase in Internal RCAs has an impact on 
service leads and managers, who undertake these in addition to busy day jobs. In addition, 
there is currently no provision of investigation training which is essential to ensure the quality 
of investigations. The development and provision of investigation training, to equip service 
leads and managers with core investigation skills, is a priority for the Patient Safety Team.  
This is being developed in collaboration with the Patient Experience Team.  

     2. Serious Incidents Quarter 2 2020/21: Trends and Themes 

Figure Two: provides the detail and status of SIs declared in Q2. 

 Datix ID Detail Current status 

51236 Delayed diagnosis of a baby with Biliary Atresia. The CCG Scrutiny  

07
 S

er
io

us
 In

ci
de

nt
 R

ep
or

t
20

21
-2

2 
Q

2

Page 88 of 112



Sussex Community NHS Foundation Trust – 2021/22 Quarter 2 Serious Incidents, Patient 
Safety and RIDDOR 

 

 

 

 

  Page 5  

Initially investigated as an Internal RCA and escalated 
to SI status at SIRCARG. The investigation found that 
a lack of attention to the mother’s concerns led to 
missed opportunities to escalate, communicate and 
investigate in line with expected practice. Learning was 
identified for SCFT and the GP.  

panel have deemed 
the report as good 
but a SMARTER 
action plan 
requested. The 
revised Action Plan is 
due to SIRCARG in 
November prior to 
resubmission to 
CCG.  

53156  Patient developed a cavity wound to the right gaiter 
area exposing metalwork from previous orthopaedic 
surgery. They were receiving care from podiatry and 
community nurses. Investigation was unable to 
establish if the wound was a result of pressure or the 
underlying metalwork or both. Lessons were identified 
around communication between services when 
attending the same patient. Also, that dressing choices 
need to be based on holistic assessment of the 
patients health status rather than just the presentation 
of the wound. In this case, the patient was diabetic and 
the dressing choice by the community nurses was not 
advisable for diabetic patients.  

The report is currently 
with the CCG awaiting 
scrutiny.  

54250 A patient admitted to an Intermediate Care Unit was 
assisted with feeding shortly after arrival. The patient 
had a recommended diet, which was followed. The 
patient started coughing and was assessed as likely 
having aspirated food. An emergency response was 
initiated including the administration of oxygen. The 
administering nurse was about to increase the oxygen 
to high flow but became hesitant when consistently 
challenged by a student nurse suggesting that high 
flow oxygen could not be given without a prescription. 
This led to a delay in the increase to high flow oxygen. 
The patient was transferred via 999 ambulance to the 
acute hospital and treated for aspiration pneumonia. 

The investigation found that the delay in the high flow 
oxygen did not have an impact on the outcome for the 
patient. Therefore, a downgrade from SI status has 
been requested.  

Actions were taken to ensure all staff are aware that 
oxygen can be administered without a prescription in 
an emergency. Relevant policies and procedures have 
been reviewed to ensure accuracy. In addition, this 
raised awareness that the nature of student challenges 
may have a negative impact on the confidence of 
experienced staff and patient care. The case was 
shared with the university for onward discussion.   

The report is currently 
with the CCG awaiting 
scrutiny.  

56234 Patient had an unwitnessed fall in the bathroom at ICU. 
They sustained a C6 vertebrae fracture, fractured wrist 
and head injury. The investigation is underway and due 

Investigation in 
progress.  
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to be reviewed at SIRCARG on 15.11.2021.   

 

In addition to the SIs declared in Quarter 2, the Trust currently has three other open SIs.  

52475 – This is a complex multi-provider case around the late detection of non-accidental 
injuries suffered by a baby. SCFT, Sussex Partnership Foundation Trust (SPFT) and Surrey 
and Sussex Hospital Trust (SASH) each declared SIs. The CCG granted an extension to the 
investigation time to enable us to co-ordinate a multi-provider approach. The final report has 
been submitted to the CCG for scrutiny.  Learning was identified around information sharing 
and communication between providers. Improvement actions include the introduction of 
safety huddles to Health Visitor teams and communication improvements across teams and 
services. These are improvements consistent for 51236 detailed above.  

54844 – A SI declared to investigate the potentially sub-optimal care of a deteriorating 
patient with wounds and risk of infection and sepsis. The patient has since died and the 
death is the subject of a coroner’s enquiry. The investigation is underway.  

57558 – A SI declared following receipt of a complaint from the father of a pre-pubescent boy 
who attended the Urgent Treatment Centre. The allegation is of a failed diagnosis of torsion 
of testes. The nature of this case is similar to a SI previously investigated. It is also similar to 
two cases that East Sussex Healthcare NHS Trust (ESH) previously declared and 
investigated. ESH have kindly shared their previous investigation reports with us to compare 
and identify any further learning that can be shared across the system. Early review has 
identified that in each case the presentation of the patient has been atypical of the symptoms 
for torsion of testes. The investigation is in progress.   

Figure Three:  Themes of SI and RCA reports reviewed by SIRCARG in Q2.  

 Total 20 

Infection control – outbreak 6 

Slips, Trips and Falls 5 

Pressure Ulcers 3 

Diagnostic delay/failure 2 

Delays in admission/referral/treatment 1 

Unexplained injury 1 

Medication error 1 

Information Governance 1 

 

Appendix A provides a table of SI and Internal RCA investigations by category and reported 
date (financial year)  

Appendix B provides a table outlining the level of investigation process for incidents by 
Quarter over the last 4 financial years.  
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3. Patient Safety Incidents reported to the National Reporting and 
Learning System (NRLS) 

The Trust uploads all patient safety incidents into the national database, the National 
Reporting and Learning System (NRLS). This system is being replaced by the Learning from 
Patient Safety Events system, launched on 19th July 2021.  

The NRLS publishes a monthly report of rolling data based on a 12-month period. The NRLS 
is a dynamic database and, as such, incident reports can be updated after initial submission. 
This includes the degree of harm if, for example, further information becomes available 
following an investigation. Therefore, the figures in the NRLS monthly report represents 12 
months of rolling incident data, that is refreshed and subject to change. The latest monthly 
NRLS report for SCFT data is below.  
 
Figure Four: Patient Safety Incidents reported by SCFT to NRLS from September 2019 on 
12 month update for comparison. .  

Degree of 
harm 

Sep
20 

Oct 
20 

Nov 
20 

Dec 
20 

Jan 
21 

Feb 
21 

Mar 
21 

Apr 
21 

May 
21 

Jun 
21 

Jul 
21 

Aug 
21 

No harm 206 258 130 332 367 201 351 262 275 261 532 251 

Low 152 173 91 183 223 120 257 141 157 173 282 141 

Moderate 2 12 1 3 3 2 1 4 0 2 11 4 

Severe 0 0 0 0 0 0 0 0 0 0 1 0 

Death 0 0 0 0 0 0 0 0 0 0 0 0 

Organisat
ion Total 

360 443 222 518 593 323 609 407 432 436 826 396 

 
 

Degree of 
harm 

Sep
19 

Oct
19 

Nov
19 

Dec
19 

Jan
20 

Feb 
20 

Mar
20 

Apr
20 

May
20 

Jun
20 

Jul
20 

Aug
20 

No harm 263 233 183 318 247 283 385 136 249 252 257 275 

Low 160 154 119 175 128 143 197 70 121 179 186 171 

Moderate 6 2 7 6 5 5 10 3 5 4 4 3 

Severe 1 0 0 0 0 0 0 0 1 0 0 0 

Death 0 1 0 0 0 0 0 0 0 0 0 0 

Organisat
ion Total 

430 390 309 499 380 431 592 209 376 435 447 449 
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The NRLS traditionally published an official data set twice yearly in March and September. 
This changed during the development of the new LFPSE system. The NRLS published an 
annual data set in September.  The data is for incidents reported into NRLS from 1 April 
2020 to 31 March 2021.  

The data demonstrates that SCFT reported 5050 incidents in that time period. These were 
broken down as 60.9% no harm, 38.6% low harm, 0.5% moderate harm and 0% severe 
harm and 0% death. SCFT was the fifth highest reporter of incidents out of 15 Community 
Trusts. However, the NRLS report notes that due to structural changes within these 
organisations, with many no longer having inpatient services and the provision of diverse 
services between then, this cluster of organisations cannot be described as an homogenous 
group.   

Figure Five provides the SCFT Top 3 reported incident categories accounting for 63.5% of all 
patient safety incidents reported. The local Datix system categories are mapped to the NRLS 
categories and it is worth noting that Pressure ulcers and Deteriorating Patient incidents are 
among the categories of incidents mapped to the NRLS category of Implementation of Care 
and ongoing monitoring/review. Slips, Trips and Falls are mapped to the NRLS category of 
Patient Accident. It is also worth noting, however, that different Trusts may have differing 
categories mapped to the NRLS category codes. 

Figure Five: NRLS Categories Top 3 SCFT incidents by number and percentage.  

Category  Number  Percentage 
of  Total 

Implementation of Care 
and ongoing monitoring / 
review  

1854 36.7% 

Patient Accident 710 14.1% 

Medication 643 12.7% 

Total 3207 63.5% 

 

These top 3 incident themes are similar across the Community Trusts included in the data 
set, apart from Kent Community NHS Foundation Trust whose top category is 
Documentation at 34% of their total incidents number (1728), followed by Medication at 
24.3% and Consent, communication, confidentiality at 11.5%.  

The Trust is not an outlier and no new themes have emerged. The national data is consistent 
with the local data. Falls, Pressure Ulcers and Deteriorating Patient events continue to be 
patient safety priorities with dedicated work streams that are supported by the Patient Safety 
Leads. These work streams also report into TWGG to provide assurance on continuing 
improvement work.   

4. Patient Safety Strategy: Safety II and Update  

The Patient Safety Team recently shared the work we have been doing, to support staff and 
promote a positive safety II culture at SCFT, at the Patient Safety Managers Network hosted 
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by Patient Safety Learning.Org. In addition, the Trust has been invited to collaborate with that 
organisation and other Trusts to support the development of Patient Safety Standards.  The 
purpose for these is to provide all health and social care organisations with comprehensive 
patient safety standards that they can adopt and implement to meet their legal and moral 
obligations. 

The Patient Safety Level 1 and Patient Safety Level 2 modules for the National Patient 
Safety Syllabus were released on 27th October 2021. These modules provide patient safety 
training for all NHS staff and whilst this is not mandated at national level, all NHS staff are 
encouraged to complete the Level 1 training as a minimum. There is a specific Patient Safety 
Level 1 – Essentials for boards and senior leadership teams.  

The courses are accessible through the Course Catalogue on the learning pages in ESR. 
The Patient Safety Team is working with our colleagues in Education and Development and 
Communications and Engagement to promote this valuable training to staff with incentives 
for early take up.  

It is recommended that all TWGG members complete this training.  

5. Incidents reported under RIDDOR  

Whenever notifiable incidents are identified, the Health and Safety team reviews the incident, 
notifies the applicable Executive Directors, and reports the incident to the HSE.  The Health 
and Safety Committee reviews the notifiable incidents in further detail and provides 
assurance to the Executive Committee.  The Health and Safety Committee, via the Radiation 
Protection (sub) Group, provides assurance of incidents reported under IRMER to the CQC.  
There have been no IRMER reportable incidents in Quarter 2 and there was one backdated 
RIDDOR reported to the Health and Safety Executive (HSE)   

Incident date Datix 

ref. 

Patient, contractor, 

staff or Public? 

Location/ site of 

incident 

Type of accident RIDDOR 

category 

04/05/21 51595 Patient 
Bognor hospitals, 

Don Baines Ward 
Slip, trip or Fall Minor injury 

 

51595: The patient was receiving rehabilitation and provided with a gutter frame for 
mobilisation with staff assistance. Patient, supported by a Healthcare Assistant, mobilised 
with the frame to go to the toilet. A medication review was underway, and a medicines trolley 
was positioned slightly more prominently in the walkway, creating a possible obstacle. Whilst 
on their way back from the toilet the wheel of the gutter frame caught the trolley, and this 
caused the patient to lose her balance and fall backwards causing injury.  

The initial incident was triaged, reported as a Serious Incident (SI), and the CCG notified. 
During the early stages of the investigation there was a query about the root cause of the fall 
being either the trolley or a medical episode. Once it was clear that the likely cause was the 
frame catching the medicines trolley, a RIDDOR notification was completed. 
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6. Conclusion and Recommendations 

This report provides assurance that the Trust’s incident reporting and management 
processes are consistent and support the detection and proportionate investigation of 
adverse events. Continual review and evaluation of these processes is undertaken as the 
Trust progresses with implementing the ambitions of the NHS Patient Safety Strategy.   

The Patient Safety Team welcome the new training modules to support organisational and 
national progression of the patient safety strategy. It is recommended that TWGG members 
complete the elearning modules. The training is not mandatory on a national basis but it is an 
option for the organisation to make this a mandatory training for SCFT staff.  

 

7. Appendices: 

Appendix A : SI and Internal RCA investigations by category and reported date: (This is 
the date reported into Datix which is earlier that SI declaration date hence these may differ 
from Figure One in the above report).  

  2018/2019 2019/2020 2020/2021 2021/2022 Total 

Slips, Trips and Falls 18 13 10 5 46 

Pressure Damage 19 13 7 5 49 

Care (Patient ) / ongoing monitoring 
/ review 

19 19 12 2 45 

Treatment or Procedure (Clinical) 14 11 7 1 33 

Clinical Assessment (inc diagnosis, 
tests, assessments, x-rays) 

9 9 6 2 26 

Self Harm / Suicide / Unexpected 
Death 

5 7 6 1 19 

Medication 12 11 4 4 31 

Safeguarding 6 1 7 1 15 

Infection Control 5 0 13 3 21 

Access, Admission, Transfer, 
Discharge 

6 4 7 1 18 

Medical Device / Medical Equipment 5 3 1 1 10 

Patient Accident ( NOT slip/trip/fall) 1 0 1 1 3 

Infrastructure - staffing, facilities, 
IT, environment 

2 1 0 0 3 
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Consent, Communication, 
Confidentiality 

0 3 1 1 5 

Security 0 1 0 0 1 

Documentation (inc electronic and 
paper records) 

1 0 3 1 5 

Skin Damage – non-pressure 1 0 2 0 3 

Abuse, disruptive, aggressive 
behaviour 

1 1 0 0 2 

Total 124 97 87 29 336 

 

Appendix B:  

Incidents by Reported date (Financial quarter) and Is this a SI?  
  

  Infection 
Control 
RCA 

Internal 
RCA 

PSL follow 
up 

No Pending 
decision 

Yes Total 

18/19 Q1 0 8 0 1891 0 19 1918 

18/19 Q2 1 16 0 1942 0 14 1973 

18/19 Q3 0 15 0 1867 0 16 1898 

18/19 Q4 0 9 0 1846 0 17 1872 

19/20 Q1 0 14 0 2022 0 18 2054 

19/20 Q2 0 12 0 1946 0 10 1968 

19/20 Q3 0 11 0 2017 0 12 2040 

19/20 Q4 0 13 0 2070 0 7 2090 

20/21 Q1 0 10 0 1804 0 5 1819 

20/21 Q2 0 15 0 1923 0 9 1947 

20/21 Q3 2 14 0 2081 0 3 2100 

20/21 Q4 2 18 0 1996 0 7 2023 

21/22 Q1 0 12 0 2342 0 6 2360 
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21/22 Q2 1 8 3 2218 3 3 2236 

Total 6 175 3 27965 3 146 28298 
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Approval  Assurance X Discussion  Briefing  

           

Summary: 
The report includes summaries of mortality reviews in the Trust’s inpatient units for 
Quarter 2 2021/22. The aim is to identify if the Trust could have improved the quality 
of care leading up to the death, to 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. Any 
learning from how the Trust cared for the patient pre and post death is shared across 
the Trust by the Mortality Review Group. 
 

Recommendation:  

Board is asked to note the content of the report.   
 

Previously reviewed by:   
Mortality Review Group, Trust Wide Governance Group and Quality Improvement 
Committee 

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

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

Equality and Diversity: 
None 
 

Report author: Vivek Patil, Deputy 
Medical Director 
 

Report owner: Sara Lightowlers, Chief 
Medical Officer 
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Reader Box 

Description This is the summary of all structured judgment reviews of deaths in 
our intermediate care units. Any learning from how we cared for the 
patient pre and post death is shared across the Trust through 
mortality review meetings and Trust Wide Governance Group 
(TWGG). 

Date published  

Date due for review None  

Executive Lead Dr Sara Lightowlers  Executive Medical Director  

Author Dr Vivek Patil Deputy Medical Director  

Contact details vivekanandpatil@nhs.net  

Primary audience Mortality Review Group & TWGG.  

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 intermediate 
care units where mortality is higher than expected and to take the 
necessary actions as need be. 
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1. Introduction  
Sussex Community NHS Foundation Trust (SCFT) has been using structured judgment 
forms to review the care in the period before a patient has died.  Reviewing deaths in this 
way may identify any trends that would indicate that a particular unit has higher deaths than 
average which would lead to a more in-depth review of the care provided within that unit.  

2. Results for Q1 and analysis.  

2.1 Overall deaths during reporting period. 
 
From 1st July 2021 to 30th Sept 2021 there were 11 deaths in our intermediate care units. 
All deaths have been reviewed using the structured judgement review forms. The 
breakdown of number of deaths in each unit are as follows.  
 

Quarter Hospital 
Arundel 
Hospital 

Bognor 
Hospital 

Brighton 
& Hove 
ICU 

Crawley 
Hospital Crowborough 

Horsham 
Hospital 

Kleinwort 
Centre 

Lewes 
Victoria 

Uckfield 
Hospital Total 

2021-
2022 Q2   1 2 1 2 1 1 2 0 1 11 

Total   1 2 1 2 1 1 2 0 1 11 

 
For comparison, the table of deaths per quarter from 2017 to date: 

2017-2018 Q1 28 

2017-2018 Q2 23 

2017-2018 Q3 29 

2017-2018 Q4 32 

2018-2019 Q1 23 

2018-2019 Q2 21 

2018-2019 Q3 22 

2018-2019 Q4 23 

 

2020-2021 Q1 31 

2020-2021 Q2 13 

2020-2021 Q3 19 

2020-2021 Q4 42 

2021-2022 Q1 9 

 

2.2 Deaths that have been reviewed using SJR process.  

Age range was from 70 to 100 years with mean age range of 87.7 for all the deaths reviewed 
using structured judgment forms (SJR) forms.  

SJR forms were completed by ward doctors, advanced nurse practitioners and ward sisters.  

All patients were admitted before 20.00 apart from one. The time of admission did not have 
any relation to outcome of death in any of the reviews.  

Main causes of death were, cancer, frailty and providing End of Life care to terminally ill 
patients. None of the deaths were due to COVID 19.  

From the review of cases it is noted that 5 had malignancy and 4  had distal metastases.  
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Increasing comorbidity is seen in the form of cardiovascular, respiratory, metabolic (diabetes) 
and cancer pathology.  

2.3 Involvement of Coroner  

There were no hospital post mortems but the Coroner was consulted in 5 deaths. This 
demonstrates that clinicians are actively reporting to 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 in line with the 
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 omissions in the initial management plans.  

2.5 Transfer between wards and hospitals.  

Our units are divided into different zones to accommodate patients from acute Trusts so that 
if there are potentially patients with COVID-19 transmission can be minimised. All patients 
were continuing to have swabs done at regular interval to make sure that we did not miss 
any COVID-19 infections.  

One patient was transferred back to acute Trusts for further medical management. However 
there were no patient transfers 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 a good medical 
standard. 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 and these were managed appropriately. Review suggest 
that these patients were known to be frequent fallers in spite of all the investigations. The 
falls themselves did not contribute to deaths in these two cases.   

Two patients developed a pressure ulcer during their stay. One patient had underlying 
related comorbidities which resulted in tissue damage. From the notes it is evident that staff 
carried out appropriate assessment and management. The other patient was known to have 
pressure ulcer before admission to our unit  

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 the end of life.  

None of the patients had raised troponin (indicating a heart attack), abrupt drop in 
haemoglobin (indicating blood loss), hypoglycemia (low blood sugar level) or raised  
international normalized ratio (INR) ( indicating a likelihood of bleeding).  
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Two patients had urinary catheters 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 structured judgment review (SJR) forms suggest that 2 patients had respiratory 
tract infections. They were all treated appropriately where needed with antibiotics.  

There is no documentation of never events in patients who have died under our care in 
intermediate care units.  

In all cases a decision to limit the treatment was made. Resuscitation status was 
documented in all cases. All patients were seen before the death by a clinician.  

The palliative care team was involved in two cases.  Two patients received syringe drivers 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 discussion about preferred place of death 
using technology.  

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, 
organisational 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 three, good in one and average in 
rest.  

 

3. Learnings  

There is no specific learning for this quarter.  
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Summary: 
This report provides an account of Sussex Community NHS Foundation Trust’s 
(SCFT) emergency preparedness, resilience and response (EPRR) infrastructure 
and activities undertaken from November 2020 to September 2021.  
 
This report details the progress that has been made to ensure the Trust is able to 
successfully respond to any major, critical or business continuity incident, whilst also 
continuing to ensure the effective and timely response to the coronavirus pandemic 
(COVID-19). 
 
The report outlines SCFT 2021 EPRR annual assurance self-assessment status. It 
also provides assurance to the Board of the continued delivery of an effective EPRR 
programme. 
 

Recommendation:  

Programme of EPRR work priorities for 2022.  
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and Sustainability 
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1.0 Introduction 
 

This report provides an account of Sussex Community NHS Foundation Trust’s (SCFT) 
emergency preparedness, resilience and response (EPRR) infrastructure and activities 
undertaken from November 2020 to September 2021.  
 
The NHS is currently maintaining a Level 3 incident response for COVID-19; defined as an 

incident that requires the response of a number of health organisations across geographical 

areas within a NHS England region. NHS England coordinates the NHS response in 

collaboration with local commissioners at the tactical level.  National incident management 

infrastructure remains in place co-ordinating regional management of the pandemic response. 

SCFT’s internal incident response process has remained in place since February 2020.  

This report details the progress that has been made to ensure the Trust is able to successfully 
respond to any major, critical or business continuity incident, whilst also continuing to ensure 
the effective and timely response to the coronavirus pandemic (COVID-19). 
 
It outlines SCFT 2021 EPRR annual assurance self-assessment status. It also provides 
assurance to the Board of the continued delivery of an effective EPRR programme and 
recommends the programme of EPPR work priorities for 2022.  

 
1.1 Background 
 

The NHS is required to plan for, and respond to, a wide range of incidents and emergencies 
that may adversely impact the organisation’s ability to deliver safe and effective patient care. 
These events range from extreme weather conditions to an outbreak of an infectious disease 
or a major transport accident.  
 
Although SCFT is not a Category 1 responder under the Civil Contingencies Act (CCA) 2004, 
Department of Health and Social Care and NHS England guidance requires all NHS funded 
services to plan for and respond to emergencies and incidents in a manner that is relevant, 
necessary, and proportionate to the scale and services provided.  
 
The NHS England Emergency Preparedness Framework (2015) provides strategic national 
guidance for all NHS funded organisations to help with meeting the requirements of these 
statutory obligations. 

 
1.2 Governance Arrangements 
 

NHS England requires all NHS funded organisations to have an Accountable Emergency 

Officer (AEO) for EPRR. The AEO for the Trust is the Chief Operating Officer, supported by an 

Emergency Planning Lead and Emergency Planning Officer to ensure Trust obligations under 

the EPRR core standards are met (figure 1). The AEO is supported by the Chief Financial 

Officer, whose role is to endorse assurance to the Board that the organisation is meeting its 

obligations with respect to EPRR and relevant statutory duties under the CCA 2004 and the 

NHS Act 2006 (as amended). This includes assurance that the organisation has allocated 

sufficient experienced and qualified resource to meet these requirements. 
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Figure 1: EPRR- Organisation structure 2020/21 
 

 
 
 
The Resilience Group is responsible for overseeing the Trust’s EPRR programme of work. The 
Resilience Group meets quarterly and has a role in the triangulation of outputs from key 
governance work streams, which help to proactively identify potential gaps in the Trust’s 
resilience plans and structures. The outcomes of the Resilience Group are summarised and 
presented to the Executive Committee quarterly, with the assurance position reported to Trust 
Board annually.  
  
The Trust EPRR work is linked into national structures through the Local Health Resilience 
Partnership (LHRP), which provides a strategic forum for joint EPRR planning across a 
geographic area and supports the health sector’s contribution to multi-agency planning. SCFT 
is represented at both the Sussex LHRP Executive Group and the Sussex Health Responder 
Group (SHRG). 
 

2.0 Overview and Summary of EPRR Activity  
 

This section outlines EPRR activity between November 2020 and September 2021.  
 

2.1 EPRR Risk 

 

There are currently four EPRR risks on the Trust’s Risk Register. During the period November 

2020 to November 2021, there have been nine EPPR risks on the Risk Register and of these 

risks: 

 

 4 risks are currently open;  
 IT resilience (Trust thematic risk) (current risk score 8);  
 Uncertainty regarding the progression of the COVID-19 pandemic and potential impacts 

on provision of patient care (Trust thematic risk) (current risk score 9);  
 Communicable disease pandemic (current risk score 6) ; and  

 Reduction in capacity of EPRR function (current risk score 9) 

 5 risks have been closed. 
 
 

Chief Financial Officer  
Accountable Emergency 

Officer

Emergency Planning Lead

Emergency Planning 
Officer
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EPRR risks for the period November 2020/2021 

 
During the above period, the majority of risks were either at a stable level of risk that the 
organisation was accepting; or were being actively managed while additional controls or 
assurances were introduced.  This latter group of risks were typically linked directly to the 
impacts from the COVID-19 pandemic and evolved relatively quickly.   
 
The majority of risks on the Trust’s Risk Register are managed to a level the Trust is prepared 
to accept (with a current risk score below 12).  Amongst the EPRR risks there were four risks 
that were tolerated while addition control measures and assurances were being implemented.  
These included two operational risks (management of patients during the 2nd wave of the 
pandemic; and COVID-19 risk to service business continuity), both now closed.  Additionally, 
two Trust high-level thematic risks owned by Executive Directors and representing holistic 
themes that may directly affect the organisation’s strategic objectives (IT resilience; and 
uncertainty regarding the progression of the pandemic and potential impacts on provision of 
patient care).  
 
 
During 2020 to 2021, EPRR risks linked to the COVID-19 pandemic have fluctuated in risk 
score, according to the regional and national picture.  In particular, those risks noted above 
have fluctuated in both likelihood and consequence should the risks materialise.  The 
emergency planning team have been monitoring and updating risks to ensure that:  
 

 EPPR risks have remained relevant to the issues and challenges at the time; and 

 where gaps in controls or assurances are identified, relevant actions and mitigation 
plans are in place. 

 
 

 
2.2 Business Continuity Management  

2.1.1 Business Continuity Plans  
During the second wave of COVID-19, January 2021 to March 2021, 25 out of the 
Trust’s 84 core community services were in business continuity. A number of these 
teams were proactively put into business continuity in order to release capacity to 
support the Trust’s critical services (including intermediate care units, responsive 
services and the COVID-19 vaccination programme).  

 
Area and Trust-wide Business Continuity Plan (BCP) compliance reports, suspended 
last year, were re-instated in January 2021. These reports highlight any services where 
BCP are due for review and ensure compliance. They  are reviewed monthly at the 
Area Governance Meetings and quarterly by the Resilience Group. 

 

2.2.2 Actions to improve Business Continuity Management  
The Business Impact Assessment and BCP have been updated to include new action 
cards which will provide additional support to ensure services recover from any 
business continuity incident. Examples of action cards include; reduction in staffing, 
disruption to electricity/gas/water supply, inability to access premises. The roll out of 
the revised business continuity forms, one of the key priorities within the emergency 
planning work programme of 2020/21, has been delayed due to the COVID-19 incident 
response, and is planned for 2022/23.  

 

2.3 Training and Exercising 
2.3.1 Training  
On-call managers and directors across all levels of the command structure (Bronze, 
Silver, and Gold) are required to attend incident response training once every three 
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years. The proportion of on-call managers having received incident response training 
has increased from 81% in 2020 to 85% in 2021.  
 
The SCFT EPRR training and exercise programme partially recommenced in 
December 2020, focused on staff new to the on-call rota, and those who had not 
received initial response training. External training, made available via the Sussex 
Resilience Forum (SRF), will be provided to on-call managers.  

 
 

 2.3.2 Exercises and Tests 
Although the exercise schedule has been impacted by the COVID-19 response, a 
number of the Trust’s plans have been activated as part of the pandemic response. 
COVID-19 incident debriefs have taken place throughout the incident and identified 
lessons learnt have been used to update plans.  

 
As a result of the ongoing pressures of the COVID-19 pandemic, and NHS recovery, 
no national or regional multi-agency exercises have been carried out since April 2020. 
Over the same period, the Trust has undertaken two internal exercises to test plans 
and to build on lessons learnt from previous exercises. 

 
Exercise Description/Outcome Date 

Data security incident Identify how a cyber incident would be managed within SCFT. 
A number of actions were created from this exercise and are 
being progressed through the cyber security group. 

May 2021 

Communications 
Exercise (Commex) 

Tested the Major Incident on-call arrangements across the 
Trust. No issues were identified following the test. 

Sep 2021 

Incident Coordination 
Centre (ICC) testing 

Ensure equipment within the ICC primary and secondary 
locations is working. 

October 
2021 

 

2.4 Live Incidents  
There have been a number of incidents throughout the year that have required the 
organisation to either activate an incident response or declare a business continuity incident.  
 

Date Description Impact 

Ongoing 
since Feb 
2020  

Coronavirus Pandemic 
 

COVID-19 incident response and recovery is still ongoing. SCFT 
have maintained an incident management approach to COVID-
19 to ensure a timely response to internal and external 
pressures caused by the pandemic. 

24/03/21 Water supply issue 
Crawley area 
Burst on critical trunk 
main 
 

 Hospital prioritised water supply 
 Tactical advisory group set up 
 Supported ensuring any vulnerable patients in affected area 

received bottled water 
 No direct impact to SCFT 

29/03/21 Kleinwort Electricity 
supply 
UK power networks 
power supply issue 
 

 No generator at Kleinwort site 
 Impacts – no IT, phones, hot water, heating, hot food, 

electricity supply to fridges and some patient mattresses and 
beds, no macerator, call bells etc.  

 Temporary mitigations put in place 
 Internal incident management meetings took place 
 Plan was put in place to decant patients as last resort 

14-15/ 
04/2021 

Virtual Private Network 
(VPN) issues 
 

 Affected remote users to access shared files and SystmOne 
users remotely  

 External provider issue 
 Internal incident management meeting took place 

26/04/21 Crawley College 
incident  
Major incident standby 
declared by SECAmb 

 SCFT not notified of incident  
 2 casualties sent to Crawley UTC 
 Health debrief took place 05/05/2021 – issues raised 
 Awaiting feedback from multi-agency debrief 
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18/05/21 Water supply pressure 
issue Crawley Hospital  

 Initially impacted the whole hospital. Although resolved for 
most of the site, pressure and water issues continued to 
affect Piper ward 

 Internal incident management meetings took place 
 All issues fully resolved 21/05/2021 

30/08/21 Brighton Vaccination 
Centre Lockdown  
In response to anti-
vaccination protest in 
Churchill Square  

 All staff and patients were safe and no harm was caused.  
 Reports of future protests caused the incident management 

cell to be stood up.  
 Protest Lockdown procedure has been produced for the site. 

 
Internal and/or multi-agency debriefs have taken place for these incidents. Debrief reports are 
tailored to each incident and include a comprehensive overview of what went well and areas 
for recommendation. The individual debrief reports, including the accompanying action plans, 
are held by the emergency planning team, and overseen by the Resilience Group. The 
emergency planning team work with respective action owners to ensure that key 
organisational learning is captured and embedded into practice. 
 
On 19th July 2021, the Met Office issued a warning of high temperatures for the South East 

England over the forthcoming week. Public Health England raised the Heat Health Watch to 

level three, requiring all services to activate their Heatwave Plan. The Trust activated its 

Heatwave Plan accordingly; there were no reported incidents as a result of the heatwave 

period, with no noted impact on service delivery across the Trust.  

 
 

2.5 Reviews and updates  
 

A number of EPRR plans have been reviewed and updated throughout 2021: 

 Incident Response Plan 
o Learning from wave one and two COVID-19 
o New communication strategy, including communication cascade for incident 

management  

 Heatwave Plan 

 Cold Weather Plan 

 On call incident specific response plans and guidance 

 Winter Plan  

 
 

2.6 System planning 
 

The EPRR team are working in partnership with ICS colleagues on a range of system planning 
and programmes: 

o Task and finish groups for training and exercise: working to produce and implement 
updated NHS focused training programmes for staff within Trusts; working to agree a 
lockdown procedure within multi-occupancy sites 
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3.0 NHS England EPRR Annual Assurance Process 
 

3.1 Assurance background 
 

Due to the ongoing COVID-19 incident response, the 2020 annual EPRR assurance process 
was much reduced and focused on learning from the first wave of COVID-19, and preparation 
for future waves and winter. The Trust’s 2020 statement of assurance notes that the 
organisation had maintained its status of fully compliant throughout the year. 
 
The 2021 EPRR assurance aims to return some of the previous mechanisms to the process, 
but acknowledges the challenges of the previous 18 months, and the changing landscape of 
the NHS. The EPRR assurance process usually references the NHS England Core Standards 
for EPRR. However, these core standards did not receive their tri-annual review and not all 
standards reflect current best practice. Therefore, a small number of standards have been 
removed.  
 

3.1.1 Core Standards  
All Trusts have been asked to undertake a self-assessment against the amended core 
standards relevant to organisation type and rate compliance for each. The compliance 
level for each standard is defined as: 

 
Compliance level Definition 

Fully compliant  Fully compliant with core standard.  

Partially compliant  
Not compliant with core standard.  
The organisation’s EPRR work programme demonstrates evidence of progress 
and an action plan to achieve full compliance within the next 12 months.  

Non-compliant  
Not compliant with the standard.  
In line with the organisation’s EPRR work programme, compliance will not be 
reached within the next 12 months.  

 
 

3.1.2 Deep dive 
Through the NHS response to the COVID-19 pandemic, NHS England and NHS 
Improvement (NHS E/I) have identified a number of factors that inhibit the NHS ability 
to increase inpatient capacity. One of these factors is internal piped oxygen system 
capacity, which has a number of interdependent components to increasing volume and 
flow rates. In order to better understand the resilience of internal piped oxygen systems 
the 2021-22 EPRR annual assurance deep dive will focus on this area.  

 
3.1.3 Assurance rating 
The number of core standards applicable to each organisation type is different. Of 48 
core standards, 37 are applicable to SCFT.  The overall EPRR assurance rating is 
based on the percentage of core standards with which the organisation is ‘fully 
compliant’. 

 

Organisational rating 

Percent  
compliance 

against 
relevant NHS 
EPRR core 
standards  

Fully compliant  100%  

Substantial compliance  89-99%  

Partial compliance  77-88%  

Non-compliant  76%  
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3.2 2021 SCFT self-assessment outcome  

 

SCFT has carried out a self-assessment against the applicable 37 core standards and the 7 
deep dive standards, as follows:  
 

Standard type 
Number 

standards 

Percent of all 

standards 
SCFT self-assessment 

Core standards 36 100% Fully compliant 

Deep dive 7 86% Partially compliant 

 
SCFT are expecting to receive confirmation of the outcome of the assurance process early in 
2022. 
 
 

4.0 Conclusion and priorities for 2022 
 

The Trust has clear and effective governance, oversight and leadership of EPRR. The 
Resilience Group will continue to monitor EPRR activity, review the implementation actions 
plans of EPRR risks, and implement new national guidance as required. The 2022 priorities for 
the EPRR team include: 
 

 Continued response to COVID-19 in line with national incident management directives. 
This will include preparation for the forthcoming national public enquiry into the 
management of the pandemic response 

 Roll out of the new Business Continuity Management processes, which will include 
workshops delivered throughout the Trust over the course of the year 

 Improvement in the quality of service level Business Continuity Plans and routine 
review and testing by services 

 Continued focus on the training and exercise programme  

 Multi-occupancy planning with the ICS 

 
Over the period covered by this annual report, the Trust has not only responded to the COVID-
19 pandemic, but also a number of concurrent emergency planning and business continuity 
incidents. The Trust’s ability to respond to the ongoing challenges of the pandemic, while 
managing simultaneous incidents, is reflected in the self-assessment of Fully Compliant 
against all core standards of the NHS EPRR assurance framework. 
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