
 

 
 

BOARD OF DIRECTORS – PUBLIC MEETING 

AGENDA 

Thursday 31 March 2022 10:00 – 12.00 
Arundel Suite (Board members) / MSTeams 

 

No. Approx. 
time 

Item  Director 

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

     

 10.00 Employee and Team of the Month awards Verbal Chair 

     

  MEETING ADMINISTRATION   

     

1 10.05 Welcome and introduction, apologies and 
declarations of interest 

Verbal Chair 

     

2 10.10 Minutes of the previous meeting 27 January 
2022 

Enclosure Chair 

     

3 10.15 Matters arising and actions log  Enclosure Chair 

     

  PERFORMANCE AND ASSURANCE   

     

4 10.20 Integrated Performance Report Month 10 
To review/discuss 

Enclosure 
 

Executive 
Directors 

     

5 11.00 Committee Chair reports:  
Audit Committee  
Charitable Funds Committee  
People Committee 
Quality Improvement Committee  
Resources Committee  
To receive   

 
Enclosure 
Enclosure 
Enclosure 
Enclosure 

Committee 
Chairs 

     

  QUALITY    

     

6 11.15 Guardian of Safe Working Q3 2021/22 
To review/discuss 

Verbal CMO 

     

7 11.25 Mortality Report  
To review/discuss 

Enclosure CMO 

     

8 11.35 Serious Incidents Report  
To review/discuss 

Enclosure CN 
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  GOVERNANCE   

     

9 11.50 Local Clinical Excellence Awards Report  
To receive 

Enclosure CMO 

     

10 12.00 Close of Board Meeting   

     

  Date of next meeting: 26 May 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 27 January 2022 

Present:  

Peter Horn  Trust Chair (Chair) 

Siobhan Melia  Chief Executive 

Rebecca Crook  Non-Executive Director (NED) 

David Parfitt  Non-Executive Director (NED) 

Lesley Strong  Non-Executive Director (NED) 

Mark Swyny  Non-Executive Director (NED) 

Giles York  Non-Executive Director (NED) 

Mike Jennings  Chief Financial Officer  

Donna Lamb  Chief Nurse 

Sara Lightowlers  Chief Medical Officer 

Kate Pilcher  Chief Operating Officer 

In Attendance 

Dipesh Patel  Associate Non-Executive Director (NED) 

Diarmaid Crean  Chief Digital and Technology Officer 

Caroline Haynes  Chief People Officer 

Paul Somerville  Deputy Trust Secretary (minutes) 

Observers 

Martin Ensom  Lead Governor 

Grainne Saunders  Deputy Lead Governor 

 

BoD 22/01 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 November and December 2021.  

Employee of the month for November was Paige Elsdon from the Arun Community team. Paige had 

received two nominations for always going above and beyond when caring for patients. The 

November team of the month award went to Medicines Optimisation in Care Homes, recognising 

their work over the past year to provide the service across all 12 primary care networks in Coastal 

West Sussex. Employee of the month for December was Laura Devlin who had researched, designed 

and liaised with an external database supplier to embed within the 0-19 vaccination programme 

team an effective and efficient approach to vaccine management. Laura received two nominations. 

The December team of the month award went to Don Baines Ward who continued to provide 

excellent care, comfort and assurance to patients. All were warmly congratulated and thanked for 

their efforts by the Board.   

BoD 22/02 Welcome and introduction, apologies and declarations of interest  

PH welcomed members, attendees and observers. PH confirmed that the meeting was being held via 

MS Teams and live streamed on the Trust’s website. There were no apologies or declarations of 

interest.    
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BoD 22/03 Minutes of the previous meeting on 25 November 2021 

PH said that some minor changes had been shared prior to the meeting and these would be 

reflected in the minutes. There were no further changes. The Board agreed that the minutes of the 

previous meeting as a true and accurate record.   

BoD 22/04 Matters arising and action log  

Actions BoD21/99 and BoD21/175 were agreed to be closed as updates were provided as part of 

Strategic Workforce Programmes Update item at the meeting. 

The action log was noted.   

BoD 22/05 Corporate Objectives and Board Assurance Framework Q3 2021/22 

 

Siobhan Melia (SM) gave a high level of confidence that the majority of the corporate objectives 

would be delivered by Q4. There had been a concerted effort to offer the COVID-19 booster to 

adults in December with 4,000 daily appointments made available up until Christmas Eve. The surge 

in activity had ensured high levels of uptake across Sussex. SM reported that the Executive team had 

agreed that additional resources were being deployed to support the work in managing waiting lists 

with partner Public Service Consultants (PSC). A key condition of success with the first three services 

involved had been the engagement work with teams before embedding and standardising the 

process. The project would now be expanded to other services and an update would be provided in 

the Q4 report.  

SM said that following a decision at the Resources Committee the following new thematic risk had 

been added to the Board Assurance Framework (BAF): Data Quality and Effective Use of Data. SM 

said the risk description was clear and that new ways of working required access to data in real-time 

to deliver quality care. SM said that the overall digital risk had increased from 8 to 12 due to a 

notification in December of a vulnerability to all NHS organisations. The issue was complex and wide 

ranging and the Digital team had undertaken patches and security updates in line with guidance 

from the national team. Key systems had been prioritised. The thematic risk System Fluidity would 

have a target date of July 2022 in line with the revised date of the formal establishment of the 

Integrated Care System (ICS). Work was still taking place to put in place the architecture and 

governance arrangements at the ICS. SM invited questions. 

NEDs reflected that the system fluidity risk had remained the same and asked if the risk score should 

be higher. SM gave assurance that there was collaborative working within the ICS and that the Trust 

was seen as an effective partner within the system. The legislative delay would not impact the Trust. 

However, the Board would pay due attention to the delivery of the ICS architecture including the 

formation of the Integrated Care Board (ICB), as this might have impacts for the Trust and the BAF 

risk.  

NEDs asked what support PSC was providing to the Trust in relation to the waiting lists project. Kate 

Pilcher (KP) said that there had been little data nationally on community waiting times and that PSC 

had done some work in this area. The Trust had linked in with some acute providers and learning 
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had been shared. PSC had provided project management support and were coordinating 

engagement workshops, bringing together clinical and digital teams to develop and define the 

framework. NEDs fed back that the corporate objective should also focus on improving the patient 

experience, including communication and engagement with patients during waits. KP said that at the 

next Board meeting there would be a spotlight report on the project and provided assurance that 

the Trust’s Patient Experience team were involved to standardise communication with patients 

whilst they were waiting. This included what information was sent to patients on referral, what to 

expect and the timeline. KP said the project was linked in with the public health consultation on 

‘Waiting Well’. NEDs fed back that the Trust website could also play a role in communicating to 

patients. 

NED asked about patient choice. SM said that the Trust had an early understanding of equalities data 

which would provide insight. Sara Lightowlers (SL) said that the Diabetes Care For You data audit 

would be ready by the end of Q4. Initial findings were that access to services and the higher 

numbers of do not attends (DNAs) correlated to areas of deprivation – more so than any protected 

characteristic. SL said that there was a national drive to segment waiting lists at known levels of 

deprivation and that there were certain cohorts that were disproportionately waiting longer. SM 

said that the Trust would maintain focus after the Q4 corporate objective end point and work in this 

area would continue. 

NEDs said that it would be helpful that future reports included what the Trust was doing differently 

based on the data it had access to and what impact this had had. It would be helpful to include clear 

targets to better demonstrate the progress made. SM agreed that the Executive team would provide 

quantifiable outcomes in future corporate objective reports. 

ACTION: Executive team to provide more quantifiable outcomes in future quarterly corporate 

objective reports. 

NEDs asked about DNA rates at its vaccination sites. SM said that current DNAs averaged between 

20 to 25 per cent and this mirrored GP and pharmacy led vaccination sites. Walk-ins had been re-

introduced. SM said there was little the Trust could do as people booked based on their choice. SM 

said that 85 per cent of the eligible population had received the booster in Sussex. Mike Jennings 

(MJ) said that work was being undertaken with public health to understand segments of the 

population that were less likely to get vaccinated and how best to target and engage with them. 

NEDs asked if the Trust looked at missed appointment data at local ward level. MJ said this was a 

helpful suggestion to see if there were any priority areas. 

The Board noted the Corporate Objectives and Board Assurance Framework Q3 2021/22. 

BoD 22/06 Strategic Workforce Programmes Update   

Caroline Haynes (CH) highlighted that the current Workforce Strategy would come to an end in the 

summer and that the new People Committee would lead the development of the new strategy. The 

report provided an overview of current challenges the Trust was facing and what needed to be 

prioritised for the next year. Mandated vaccination for staff known as Vaccination as a Condition of 

Deployment (VCOD) was an emerging risk. Staff turnover had peaked in September and October and 
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had now stabilised. There was more work for the Trust to do to understand why staff were leaving 

and to compare with other NHS organisations. CH invited questions. 

NEDs said that the information on the Trust website could be improved to entice people to join and 

explain why the Trust was a great place to work. This could help to build a pipeline of interested 

people and to keep them updated when appropriate opportunities arose. NEDs asked when the new 

Trust website would be available. Diarmaid Crean (DC) said that the Executive team has approved 

updating the Trust’s internal intranet first with the aim to launch a new website in 2022-23. The 

website would include more refreshed content and would be more user friendly. SM said that on-

going demands of the pandemic and the mass vaccination programme had moved priorities. 

External support had been brought in to support the delivery of the new website.  

NEDs asked if some of the workforce expansion plans were realistic and achievable. KP said that for 

the Time to Talk service there was a national, mandated programme to expand services. However, 

discussions were being held as the expansion plans were seen to be bigger than the expected 

demand. KP said the Trust was not confident in recruiting the current numbers of new staff needed 

for the service as there was a national shortage of psychological therapists. However, the Trust was 

more confident to increase its workforce for urgent care and responsive services as there were more 

opportunities to attract different people to these services. NEDs made an observation that there was 

a time lag in developing apprentices and trainees before they were fully competent.  

Giles York (GY), proposed Chair of the new People Committee, said that there was a need for the 

new workforce strategy to focus on attracting new people to the Trust and supporting and 

developing existing staff. It would focus on identifying key reasons why people had decided to leave 

the Trust. CH said that leaders in allied health professionals were developing advanced practitioner 

roles so that staff could see that the Trust was a place to advance their clinical practice and not to 

move to a different provider. 

Donna Lamb (DL) provided feedback and learning from the international nurse recruitment project. 

There was a dedicated team at the Trust that provided specific training so that they passed the 

required exams and more practical support had been offered to adapt and to live well in Sussex. 

Dedicated pastoral support was also being provided with support from the Trust’s Spiritual Care 

Lead. Some existing staff had signed up to the ‘Home Stay Project’ which enabled international 

nurses to live with a member of staff at the Trust in their own home. The Staff Networks had 

provided support including members of the BAME network taking new colleagues shopping, to make 

them feel settled and supported. DL said that some international nurses had over 10 years’ 

experience and there was a need for the Trust to recognise their skills and experience, and to 

support them to become future leaders. Talent conversations should take place. DL said that 

approaches across providers in Sussex were being shared to support recruitment and retention more 

broadly. NEDs said they were assured on the support that was being given to new international 

nurses and asked how this was being formalised. DL said the Trust asked staff to help and they had 

stepped up. 

NEDs sought clarification about ongoing training and education opportunities through Health 

Education England (HEE) and the available funding. CH said that funding would start to come 
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through the Integrated Care System (ICS) and would be divided between all NHS organisations in 

Sussex. The Trust’s Learning and Organisational Development Group were reviewing funding to 

support professional clinical development, and when the Trust did not have funding, would look at 

opportunities that might be possible through the Trust’s charity.  

The Board noted the Strategic Workforce Programmes Update. 

BoD 22/07 Communications and Engagement Plan 2022   

CH said that the plan had been created initially to cover the coming 12 months. and invited 

questions. 

NEDs said that the plan read well, recognised the significant number of stakeholders and included a 

commitment to provide accessible communications. NEDs noted  that the plan in Appendix 1 

included a lot of things to do, all which may not be realistic within the given timescales , but it lacked 

the ‘how are we going to do this’, ‘when by’ and ‘how well have we done/measures of success’. The 

use of the word ‘patient’ was raised as not all people who used Trust services would identify 

themselves as a patient. NEDs also said the introduction could be more welcoming and 

patient/client focused instead of reference to learning from the pandemic, and there could be more 

detail on patient and staff profiles. The page on reputation could provide more focus on giving 

confidence through using examples of the Trust’s values in practice, and the Trust demonstrating its 

value to the community and within the health and care system. NEDs asked how the Board received 

stakeholder feedback. SM said that this was a good question and thought would need to be given as 

to what meaningful feedback from stakeholders could be provided to the Board. PH asked if the 

foundation trust membership could be used to get feedback. SM and CH said this could be explored 

further. 

The Board approved the Communications and Engagement Plan 2022. 

BoD 22/08 Integrated Performance Report    

MJ introduced the Integrated Performance Report (IPR) for Month 8 (November) and invited 

Executives to lead on their updates. 

 

Quality Report 

Donna Lamb (DL), Chief Nurse, stated that there were three live outbreaks of COVID-19 on its 

intermediate care units (ICUs). The outbreak at Iris Ward, Horsham Hospital, had involved four 

patients. As the patients  were being cared for in side rooms the ward had made new admissions. 

The outbreak at Horizon Unit, Horsham Hospital, had involved six patients who were all post-14 days 

of initial infection and were now non-infectious. Outbreaks remained in place 28 days from the last 

positive swab. Viking Ward, Crawley Hospital, had 12 patients affected and the last positive swab 

was taken on Wednesday. The bays at Viking Ward did not have doors and therefore patients could 

not be cohorted. The ward therefore had to be closed to new admissions.  Currently there were six 

available beds.  
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Operational Performance Report 

Kate Pilcher (KP), Chief Operating Officer, introduced the report. Average length of stay was 

increasing and in November, 29 per cent of bed days were related to delayed discharges.  

As part of the recovery plan, more referrals were needed into the Trust’s Time to Talk service and 

the national expansion plan had overreached the national need.  

The new ultrasound machine at Bognor Regis War Memorial Hospital would go live in March and a 

locum sonographer had been arranged. The musculoskeletal (MSK) service was part of the waiting 

list project and performance in dental services had started to improve.  

The spotlight report focused on patients in a bed who needed to be discharged to ongoing care. The 

national operational reset started on 10 January with a target to reduce the number of delayed 

patients by a minimum of 30 percent. The regional target was set to reduce this by 50 per cent by 

the end of January. KP said that the system had not successfully reduced this.  However, good 

patient flow had started with some patients being discharged and new patients being admitted. The 

main cause had been the reduced availability of domiciliary care packages, and care home and 

residential care places in Sussex. This had been compounded by infection prevention and control 

outbreaks. KP recognised the amazing efforts of teams in getting patients to the best place to be 

cared for. In response, it had been agreed with system partners that the Trust would increase its bed 

provision across its seven ICUs by an extra 26 beds from the following week. KP provided assurance 

that the extra beds were continually reviewed for safety, clinical effectiveness and regarding any 

impact on staff wellbeing.  

NEDs asked how the Trust was staffing the additional beds. KP said that the Trust was using staff 

from different services. A few extra beds had been added at each ICU to ensure that this was 

sustainable. Some Bank and agency staff were being used and rotas were reviewed daily. In the East 

Area, staff from Specialist Services were supporting ICUs and the Trust was working hard to minimise 

the impact on all services. Some staff were also being deployed from the mass vaccination centres to 

support services.   

NEDs highlighted the work of urgent treatment centres (UTCs) in admission avoidance and the 

introduction of telephone appointments referred by the NHS 111 service. KP said the Trust was 

looking to increase staffing at its UTCs to improve resilience, and offering a permanent telephone 

appointment service would require different skills and competencies. KP said that a Sussex review of 

urgent care was paused due to the pandemic but it would look at the provision across Sussex and 

the staffing that would be required.  

NEDs asked what was causing the Looked After Children target not to be met. KP reported that this 

was due to fluctuating demand, which was hard to plan for, and there was a high level of DNAs. KP 

provided assurance that all children are seen but not within the 16 day timeframe and that the most 

vulnerable children were prioritised. KP said hitting the target would always fluctuate and that 

partners would need to re-think how these children were supported. Regular performance meetings 

were taking place with the local authorities and the key performance indicators (KPIs) were being 

monitored. In April the Trust would be looking at the target with commissioners. 
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Workforce Report 

PH asked CH to give an update on VCOD. CH said the Trust was approaching this in a compassionate 

way. It was mandated on 6 January and by 1 April affected staff would need to be fully vaccinated 

(received two vaccinations). The deadline for the first dose was 3 February. CH said there were 

initially 500 staff where the Trust had to confirm their vaccination status. Human Resources and a 

team of clinicians were contacting these staff. 250 staff had already been contacted and their 

vaccination status had been confirmed. The Trust was doing everything in its power to reach the 

remaining staff. Extra support had been put in place for those affected. NEDs asked how evidence of 

the vaccinations was provided. CH said that in most cases it was through the national system and in 

a small number of cases staff had to show their COVID pass.   

Finance Report 

MJ highlighted that the income and expenditure was only showing as an adverse variation because 

monthly surpluses delivered over the past eight months had all been lower than compared to the 

two year monthly average. At the January Resources Committee which looked at month 9 data the 

Trust was forecasting to deliver a £200k surplus instead of a break-even position. Therefore, the 

financial thematic risk score had been reduced from 12 to 9 as reported in the BAF. The Trust had 

improved its performance over recent months to ensure that invoices were paid within 30 days 

(Better Payment Practice Code). In November the Trust paid 95.6 per cent of invoices within the 

timeframe – above the 95 per cent target. Agency spend in November was in line with the average 

for the first seven months of the year and had been driven by service expansion, system pressures 

and sickness. Agency spend continued to be monitored closely with controls in place. Due to a 

tougher financial architecture in 2022-23 this would continue to be a priority. 

MJ said that the spotlight report focused on the top 10 national planning priorities for 2022-23 

which had been the largest amount in any year. The priorities were summarised with some analysis 

on key areas of impact for the Trust including the expansion of community services including virtual 

wards and autism services. The priorities would help inform the Trust’s business plan for 2022-23. 

The Board noted the IPR.  

BoD 22/09 Committee Chair’s Reports   

PH said that Committee Chair’s Reports would now be made available to the public to support 

transparency. PH invited Committee Chairs’ to highlight relevant items for the Board’s attention. 

 

DP, Chair of the Audit Committee, took the report as read and had nothing to report to the Board. 

RC, Chair of the Charitable Funds Committee, highlighted to the Board the attached latest draft of 

the Sussex Community NHS Charity strategy and high level delivery plan for its information.  The 

Board as Corporate Trustee of the Sussex Community NHS Charity will receive the Charity strategy 

and delivery plan for approval in due course. LS, Chair of the Quality Improvement Committee, took 

the report as read and had nothing to report to the Board. MS, Chair of the Resources Committee, 

reported that the Trust was accessing capital funds wisely and that the new data quality risk was 

reflected in the BAF. The overall digital risk score had been increased from 8 to 12 and good 

assurance was being provided in managing the risk. 
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BoD 22/10 Freedom to Speak Up (FTSU) Guardian 6 Monthly Report   

PH introduced Mary Bell (MB), the Trust’s FTSU Guardian, for this item. DL presented the report 

which summarised themes of concerns and learning raised by staff to the FTSU Guardian in Q1 and 

Q2. This was a short period of time before MB came into post. In future reports there would be a 

review of themes to help identify trends. TIAA, the Trust’s internal auditors, had just completed its 

audit that provided ‘reasonable assurance’. The audit highlighted the resilience of the FTSU 

Guardian and the key role of ambassadors.  

NEDs noted that there was no feedback in Q2 and asked if the feedback was helpful. MB said the 

feedback was very helpful and she was actively asking for this at the end of each case. MB said 

people were willing to say if the process was helpful. NEDs asked what the key concerns were. MB 

said team relationships linked to leadership, staffing and COVID pressures. MB said that in early 

2022 training would be provided to senior leaders focused on ‘listening up’ and taking action to 

change. NEDs asked about the potential contribution of ambassadors. MB said that this required a 

review which should look at reach and diversity across the Trust. There was underrepresentation 

from Muslim and Hindu faiths. How ambassadors were being recruited was also being reviewed – 

their role being to signpost and advise accordingly. MB said that there needed to be a robust 

recruitment process put in place with clear guidelines and expectation of time required for the role. 

The Board noted the report. 

BoD 22/11 Changes to Board Committees   

The Board approved the changes to Board Committees including: 

 Approval of the initial Terms of Reference (including membership) of the People Committee. 

 Ratified the revised Terms of Reference of the Quality Improvement Committee. 

 Approved the proposed changes regarding Chairs’ Reports and committee attendance to the 

Audit Committee and Resources Committee to ensure consistency in their Terms of 

Reference. 

BoD 21/12 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.  

Date of next meeting: 31 March 2022 
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ACTION LOG – TRUST PUBLIC BOARD 31 March 2022 

 

 

ACTION 
REF. 

BOARD 
DATE 

ACTION WHO DUE 
DATE 

STATUS 

BoD 22/05 27/01/22 To provide more quantifiable outcomes in future 
corporate objective quarterly reports. 
 

Executive 
team 

May-22   
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BOARD OF DIRECTORS 
31st March 2022 

 

Agenda Item Number: 4  

 

Report Title:  SCFT Integrated Performance Report (IPR) – 
Month 10 (January 2022) Reported March 2022 

 

Purpose:
  

Approval  Assurance  Discussion  Briefing x 

           

Summary: 
 
The IPR sets out details of the Trust’s performance using a balanced scorecard 
covering key metrics for each topic (Quality, Operational Performance, Workforce 
and Finance).   
 
The IPR Balanced Scorecard includes narrative for each topic area focused on 
identified adverse exceptions 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 exception for M10 (January 2022 data) specifically: 
 
Quality 

No exceptions in January. 
 
Operational Performance 

MT470 Average length of stay (excluding Piper Ward): 
Adverse Variation 

MT304 West Sussex Healthy Child Programme – new birth visit by 14 days: 
Adverse Variation and Favourable Assurance 

MT305 Brighton & Hove Healthy Child Programme – 
new birth visit by 14 days: 
Additional Exception 

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

 
MT518 Time to Talk access target (attended assessments): 
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Additional Exception 

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

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

MT429 Total staff in post: 
Additional Exception – Favourable Variation 

MT116 Vacancy rate: 
Additional Exception 

MT138 Annualised turnover rate 
(Oversight Framework): 
Adverse Variation, Favourable Assurance and Adverse RAG (amber) 

MT107 Sickness rate – November 
(Oversight Framework): Adverse Variation and Adverse RAG (red) 

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

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

MT512 I&E surplus 
(Oversight Framework): Adverse Variation 

MT514 BPPC (%) 
(Oversight Framework): 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 10 January 2022 (reported March 2022)

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

There were no Quality exceptions for January 2022
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Operational Performance Dashboard
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Operational Performance Exception Report
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ADVERSE VARIATION

Performance The Average Length of Stay (excluding Piper Ward) has been on an

upward trend since May 2020. In January 2022, ALoS reached

27.4 days, above the Trust target of 24 days and outside of the expected

range.

Eight out of the 13 wards included in this metric were above the Trust

target of 24 days. Of the patients discharged during the month, 42% had

a stay of more than 24 days. Three patients had a stay of more than

100 days (two in in Brighton & Hove’s Intermediate Care Unit and one at

Kleinwort).

Action This month’s Operational Performance Spotlight Report examines the

reasons average length of stay has increased over the past two years.

It also describes the regular scrutiny of the numbers of patients who are

medically ready for discharge, but the next stage of their care is not

available.

Outcome Delayed discharges impact on the flow of patients through the Sussex

health and care system. SCFT works closely with partners to find

solutions for patients whose discharge is delayed.

Timescale
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Operational Performance Exception Report
C

H
IL

D
R

EN

ADVERSE VARIATION / FAVOURABLE ASSURANCE

Performance For January, 83.8% of West Sussex new birth visits took place within

14 days of the child being born, just below the target of 85% and outside

the expected range.

Of the 665 babies eligible for a new birth visit, 557 were seen within

14 days. At the time of writing, a further 80 have also been visited,

bringing the total proportion seen to 95.8%. In just over half of the

remaining cases, the child was not seen because they were in hospital,

including those in special care baby units.

Action December and January saw an increased number of Covid cases in

West Sussex. Covid ill health and isolation, both for staff and for families

requiring the Healthy Child Programme (HCP) service, had an impact on

completing this face-to-face contact within the target time. The month

saw an increase in cancelled visits, which were rebooked outside of

timescale.

The timescale set for this new birth visit is between 10 and 14 days from

when a baby is born. Cancellation of a contact presents a challenge for

rebooking within the 14 days. The contact remains a home visit and is,

therefore, not easily covered by a different team.

Senior leadership oversight of performance was maintained during

February to ensure contacts were being managed well within timescale.

Outcome February’s performance was back above target.

Timescale Monthly review of this metric remains.
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Performance For January, 92.4% of new birth visits in Brighton & Hove took place

within two weeks, above the 90% target for the city. At the time of

writing, a further 15 babies had been seen beyond the 14 day target

time. This means all but four children (97.6%) had received a visit. Three

of those four babies were not seen because they remained in hospital,

including those in special care baby units.

Action Although Brighton & Hove also saw higher Covid levels in December

and January, the health visiting service was able to meet its targets.

Compared to West Sussex, the city has a higher ratio of health visitor

posts to births, although has been impacted by vacancies. When there is

staff absence, the geography of the more densely populated city makes

it easier for other health visitors to cover colleagues’ appointments than

is in the case in West Sussex.

This contact remains a home based, face–to-face visit.

Outcome Monthly monitoring of this target remains.

Timescale
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Performance The Initial Health Assessment (IHA) is completed when a looked after

child first comes into care. The target is for 80% to be completed within

16 working days of the Trust receiving a referral and completed consent

form for the assessment.

For January, 83.3% of the assessments required were completed within

the 16 day target (above target). Within that total, all six of the Brighton &

Hove assessments were within time, and 14 of 18 in West Sussex.

Action The service has a fixed number of medical appointments available for

assessments and needs to complete them within a short target time.

Performance is impacted by peaks in demand and by a child not being

able to attend their booked appointment, requiring it to be rebooked into

another IHA clinical session. One factor of that increased demand is a

rise in unaccompanied asylum seeking children in December, January

and February, all of whom require an IHA.

Teams are continuing to seek ways to consistently provide

appointments within the target time.

Outcome Peaks in demand are likely to continue to impact on performance against 

the 16 working day target.

Timescale
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G Performance This Time to Talk metric is based on the number of people who each

month access the Trust’s psychological therapy service and attend their

first assessment. The expected number of attendances is set by the

Sussex Integrated Care System (ICS), and that target has been

increasing during the financial year.

In January, there were 1,354 attended assessments, the highest number

since April 2021. The target for January was 1,572, up from 1,082 at the

start of the financial year.

Action Achieving the target is dependent on being able to provide sufficient

assessments, and also receiving enough referrals.

To increase capacity, Time to Talk has been growing its own therapist

workforce, recruiting 41 trainees in September. It is also expanding its

use of an online cognitive behavioural therapy (CBT) service. This

releases staff members’ time for assessments and treatments.

To increase referrals, a digital communications lead has been recruited

for Time to Talk. They are working to raise its online profile to people

who would benefit from the service.

Outcome

Timescale

Operational Performance
Additional Exception Report
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Operational Performance Exception Report
C
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ADVERSE ASSURANCE / OVERSIGHT METRIC ADVERSE RAG (RED)

Performance This indicator includes ultrasound, DEXA bone density scans and

audiology. The national, and Trust, target is for at least 99% of pending

tests and scans to be within six weeks of the patient being referred.

In January, every patient waiting at both Crowborough and Uckfield was

seen within six weeks. For Lewes the figure was 98.3%, very slightly

below target.

In Audiology, 93.7% of those on the list had been waiting less than six

weeks, the lowest performance since May 2021. This represents

ten examinations going beyond the six week target time, out of 159 on

the waiting list. The majority of breaches were due to staff absence

linked to Covid in December and January, requiring hearing assessment

clinics to be cancelled. Performance has improved in February and the

Audiology service is able to manage its incoming demand. This includes

children referred to Audiology as a result of the, now restarted, school-

based hearing assessment programme.

At Bognor, 99.1% of DEXA bone density scans were under the six week

target. As forecast, ultrasound performance has remained challenging in

advance of extra capacity becoming available in March. In January

57.3% of scans were conducted within 6 weeks. Of those that had

exceeded the target, 94% had been waiting 10 weeks or less. The

longest wait was for a patient at 12 weeks since their referral (reduced

from the longest reported wait of 14 weeks last month).

Action Bognor’s additional ultrasound machine is due to become operational in

March 2022. The equipment and additional staffing is funded by NHS

England’s Community Diagnostic Centres programme. Additional

agency staff have been identified whilst the service continues to recruit

for sonographers in permanent posts. Additional, external diagnostics

capacity has been mobilised for ultrasound guided injections.

Outcome Ultrasound activity at Bognor is expected to achieve full compliance with 

the six week target in May.

Timescale Spring 2022
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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. Although NHS England is not

actively performance managing the 92% target, Trusts are expected to stop further

growth in waiting lists and reduce the number of patients with very long waits. The

coming year will see more national focus on waiting times for community services, and

NHSEI wrote to Trusts on 2nd March 2022 to restate the importance of accurate

recording and reporting of RTT waiting time information.

Trust-wide performance was at 79.5% in January 2022, and is driven to a large extent

by the West Sussex MSK (musculoskeletal) service. Eight out of ten patients included

in the RTT definition are within the MSK service, and 76.4% of them had been waiting

less than 18 weeks. Performance for the smaller Chronic Pain and Rheumatology

services was 85.6% and 97.1% respectively (both improved).

Although still below the 92% target, performance for Dental services has been steadily

improving since May 2021 and sits at 86.3% in January 2022.

Performance overall for SCFT Child Development Centres (CDCs) was 91%, with

variation from centre to centre. Crawley CDC was the lowest, remaining at 82.8%, the

same performance as in December.

Action For MSK, the Elective Restoration & Recovery Project is working to improve RTT

performance. This is supported by national, non recurrent funding for additional clinics.

Extra capacity is being achieved by current staff working additional hours, plus agency,

insourcing and outsourcing.

Dental’s performance improvement reflects the service’s work on waiting times, with

additional general anaesthesia (GA) sessions taking place at other providers’ sites.

Crawley and Brighton CDCs have had an increased number of referrals since the

Summer: Crawley increased by 23.4% for the first ten months of the financial year

compared to the same period in 2019/20, pre-pandemic. Staff absence and Covid

illness and self isolation among children’s families also temporarily impacted on

Crawley’s ability to see children within the 18 week target. Locum doctors have now

been secured, enabling a four month plan to reduce longer waits by the end of July.

Outcome
Dental RTT performance has already started to improve. The ongoing, additional

sessions will reduce its waiting list steadily until January 2023.

Timescale
MSK: 61 patients waiting more than 35 weeks at end January (including three patients 

at more than 52 weeks). Aim to reduce to zero by end April.
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Impact of delayed discharges

Operational Performance Spotlight Report  
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The time patients spend in SCFT’s intermediate care units has risen over the past two years.

For patients discharged in April 2020 it averaged 16.3 days, growing to 26.1 days in February 2022.

Two different aspects of patients’ care have driven the increase in average length of stay (the blue line in the

chart below):

(a) the length of time a patient needs to be in an SCFT bed for medical reasons (orange line)

(b) days when a patient is medically ready for discharge (MRD), but the next stage of care – for example a

package of care in the patient’s own home – isn’t yet available (known as delayed discharges). This is

shown by the grey line.

16

2020/21 The contribution from ‘delayed days’ to Average

Length of Stay remained relatively stable – varying

between two and four days on average per patient per

month. There were a high number of discharges in April

2020, at the start of the pandemic, in response to the

national requirement to create urgent additional bedded

capacity. Following that the underlying length of stay

(once delayed days are excluded) increased during the

year. For patients discharged in March 2021 it was

17 days on average.

2021/22 The underlying average length of stay has

remained relatively stable (16-18 days in most months,

rising to 20 for two). However the contribution from

delayed days has risen during the year, from two on

average per patient in April 2021 to nine in January 2022.
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Impact of delayed discharges

Operational Performance Spotlight Report  

17

There is regular scrutiny of MRD numbers – both for inpatients and those receiving short term care from

Responsive Services. For patients experiencing long delays, there is escalation to local authority leads or

other partners for support and input. Multi agency discharge events (MADE) are also regularly held to

help flow and manage backlogs.

In January SCFT took part in a Sussex-wide initiative to reduce delayed discharges. Operation Reset

enabled delayed patients to be discharged – and so had a positive impact on flow – but other patients

were added in their place.
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Responsive Services:
medically ready for discharge patients

The Trust’s Responsive Services (RS)

teams are designed to provide a short

term intervention for patients in their own

homes. This includes assessing and

supporting patients who have just been

discharged from hospital, and activity to

stop people being admitted to hospital in

the first place.

However, in recent months more than a

quarter of patients on these caseloads

have been medically ready for discharge

but unable to move to the next stage of

their care. This is frequently because a

package of home care is not available,

meaning RS bridge the gap.
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Workforce Dashboard
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FAVOURABLE VARIATION

Performance The Trust recorded 5,634 staff in post (up 78 on December) in January,

the highest number since March 2021. The increase was seen across

Nursing and Midwifery (an increase of 33), Admin and Clerical (up 28)

and additional Clinical Services (up 12). Much of the rise can be attributed

to expansion within the Mass Vaccination Programme (MVP), which

accounts for 54 of the 78.

Action The Trust continues to focus on recruitment and retention measures, with

the HR Business Partners and Recruitment team providing specific

support for staff groups and services.

The plans for service expansions mean we have to recruit additional staff.

This is balanced by a reduction in the number of people employed in the

vaccination programme. A new target for 2022/23 should be set on staff in

post to take account of those two factors.

Outcome Aim to increase staff numbers in line with the workforce plan

for 2022-23.

Timescale The target for staff in post of 5,400 has been achieved since November

2020.

Workforce Additional Exception Report
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Performance The Trust vacancy rate has risen steadily since September, by January

reaching 8.7% (up 0.2% points month-on-month). It has remained better

than the Trust target of 9.5% since February 2020.

Nursing and Midwifery decreased to 13.0% (down 0.6%pts) taking it below

its lower control limit for the first time since May 2021. Vacancies

increased in Medical and Dental to 13.2% (up from 10.6%) although the

group remains below its historical average. Support to Nursing increased

for the fifth consecutive month to 10.4% (up 2.5%pts) having previously hit

a low of 4.5% in October. It does however remain below its historical

average of 11.4%. Allied Health Professionals is the only group outside of

its upper control limit. It remains elevated, but stable, at 10.5%.

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

of unfilled posts is felt differently between staff groups, areas, and

services. This is monitored through established governance arrangements.

There is a focus on traineeships and apprenticeships to create additional

pipeline especially for those new to the NHS. The recent healthcare

assistant (HCA) recruitment campaign was managed through a central

recruitment process with successful applicants assigned to vacant posts.

The learnings from this process are being reviewed and changes will be

made as result, however a central approach by Area will be maintained.

The plans for service expansions mean the vacancy rate will increase

accordingly. Already some Areas have seen growth in funded

establishments in 2021/22. A new target for 2022/23 should be set on

vacancy rate to reflect this.

Outcome The Trust will continue to identify key groups and provide support to

maintain the lowest possible levels of vacancy.

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

Executive Finance, Performance and Quality (FPQ) meeting and

Workforce Committee.

Workforce Additional Exception Report
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ADVERSE VARIATION, FAVOURABLE ASSURANCE, OVERSIGHT METRIC 

ADVERSE RAG (AMBER)

Performance The annualised turnover rate for January is 14.5% (down 0.1% points

month-on-month). This is above the target rate of 13.5%.

Annualised turnover is predominantly reflective of the number of leavers

over the preceding 12 month period. Monthly leaver rates began increasing

in earnest in May 2021 with rates peaking in September/October. Since

then the monthly figures have shown a steady fall, and the number of staff

leaving in January was within the expected range.

There were a higher number of leavers in 2021 than in each of the three

previous calendar years. A potential explanation is staff delaying their plans

to move for the first year of the pandemic. Taking 2020 and 2021 together,

the average number of annual leavers (690) was lower than 2018 and

2019, which gives some support to this hypothesis. An alternative

explanation would be that 2021 marked the start of a longer term trend of

higher numbers of leavers. It remains too early to know whether that is the

case.

The majority of staff groups show special cause concern. They are

recording rates above their upper control limits and the Trust target. Many

have recorded increasing rates since circa March 2021.

Action Annualised turnover rates are monitored through the Trust’s FPQ and

Workforce Committees. Review of challenged services and staff groups will

continue through the Executive FPQ and Workforce Committee. Assistance

is provided to services and professions where turnover is high or

increasing.

The annualised turnover rate metric is being reviewed with a view to

substantiate it with a rate showing actual monthly data to better understand

patterns and trends.

Outcome Mitigation to support the reduction, or lessen any potential future

deterioration, in the annual turnover rate.

Timescale Ongoing
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ADVERSE VARIATION , OVERSIGHT METRIC ADVERSE RAG (RED)

Performance Sickness rates are reported a month in arrears. The sickness rates

reported here therefore relate to December 2021.

The Trust sickness rate was unchanged in December at 5.6%. Sickness

rates have risen since recording a low of 3.8% in April 2021. Sickness is

seasonal, although 2021 saw an additional rise in later Summer and early

Autumn. It is at its highest level since January 2021, but remains within the

expected range for the time of year.

Action 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.

Close monitoring of sickness levels will continue, including through daily

tracking as part of Covid situation reports. This enables the leadership team

to gauge and understand the impact of any changes, including seasonal

factors, wider public health issues and Covid levels among the general

public. Leaders have been reiterating the importance of Covid infection

prevention and control guidance, and have been encouraging the updating

of existing individual and workplace Covid risk assessments.

An in-depth review of occupational services is also underway to improve

access and strengthen its role in the management of sickness absence in

the Trust. The comprehensive nature of the review means some of the

improvements will take time but quick wins will be identified and

implemented as the project evolves.

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

months. The pandemic’s impact on absence levels is fluctuating but

remains high.

Review of sickness performance data will continue through the Executive

FPQ workforce reporting and Workforce Committee.

Timescale Ongoing
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ADVERSE ASSURANCE

Performance PDR compliance in January is 73.4% (down 0.4%pts). The PDR process

was formally suspended at the start of 2020/21 as staff managed the

operational impact of Covid. The subsequent dip in this indicator was

therefore anticipated.

Performance for most staff groups was stable month-on-month. A

number are in the 75-80% range for this indicator. All of the others are

above 65%.

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

Trust-level performance and leadership meetings. HR business partners

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

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 during the pandemic.

Outcome Under normal operational conditions, compliance rates would be

expected to improve throughout Q4 as the Trust works towards the end

of the year. Ongoing pressures felt across the organisation as a result of

Covid may have an adverse and material impact on PDR activity and

compliance rates.

Timescale Q4 2021/22
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ADVERSE VARIATION, FAVOURABLE ASSURANCE

Performance Training compliance rates remained stable in January at 90.8%.

Performance is above the Trust target of 85%.

All staff groups are above the Trust target. Nursing staff have reached

their highest compliance level (91.2%) for more than two years.

Action Individual training courses, along with specific teams, services and

areas, are identified and supported. This ensures training is available

and accessible to all.

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

performance, ensuring training is prioritised and accessible.

Timescale Ongoing
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Staff Survey results 2021

Workforce Spotlight Report  

2021

70%

77%

82%

4. Key points to note
• The results show the Trust is at or above average in all elements. The 

positive results for compassionate and inclusive demonstrate the 
impact of our focus on inclusion and compassionate management and 
leadership throughout the pandemic.

• Across a number of elements, some of the most improved scores relate 
to managers likely as a result of the additional support to teams and 
development of managers through the Healthy Teams resource for 
example.

• The Staff Engagement score has been maintained with some scores 
declining slightly, in particular the recommendation for the Trust as the 
place to work and receive treatment.

• We are always learning is way below the best score and our ambition to 
be a learning organisation. This is a large and complex programme of 
work which spans attracting applicants at all stages of their careers, 
supporting them when they start and then developing them by 
increasing their knowledge and skills.

• Morale is our lowest element and this is linked to work pressures. 
Supporting teams to make improvements through our QI offer, 
reviewing caseloads and staffing will all contribute to addressing this 
area, which has been further impacted by the added pressures 
experienced throughout the pandemic. *The Trust is one of 16 Community organisations, making this our peer group 26

2.  Staff engagement 
The Engagement score has remained at 7.3.  This score is calculated from the scores for a set of 
nine questions under three headings; motivation, ability to contribute to improvements and 
recommendation of a place to work/receive treatment.  3 of those questions are shown in table 1
3. People Promise
For the 2021 survey the questions were aligned to the People Promise which sets out, in the 
words of NHS staff, the things that would most improve their working experience and is made up 
of seven elements. The results are measured against those elements and against two of the 
themes reported in previous years: Staff Engagement and Staff Morale. 

1.  Response 
In 2021, 3886 staff responded (73%). This is a 10% increase on last year and the highest return rate for the organisation. As in the last few years, our 
approach is to share the results with services, inviting specific groups i.e. Area Directors, Chairs of the Staff Networks, Corporate leads, etc. to explore the 
results in a workshop setting. They then adopt the same method with their own teams or groups. The pandemic reduced the abilities for teams to get 
together to discuss the survey results in this format last year, but teams still took time to identify areas of improvements and celebration.  The Trustwide
results help us assess the impact of our work to improve the experience of our people and support our future goals and areas of focus.
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Finance Dashboard
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Finance Exception Report

ADVERSE VARIATION

Performance The Trust had delivered a surplus of £154k for the 10 months to the end

of January 2022. The in month surplus was £23k. Adverse assurance is

reported only because the monthly surpluses delivered over the past

10 months have all been lower than the 2 year monthly average (£79k),

however, performance is better than the planned break-even position and

forecasts confirm that the Trust is on track to deliver a small surplus by

year end.

Action The Trust continues to manage actual income and expenditure against

budget, highlighting and managing variances. Risks to delivery of the

break-even position in the current financial year and any mitigating

actions are reported through the Trust’s Executive and Resources

Committees. There is no significant risk to delivery of the planned

position in the current year, although work is continuing at a system level

to deliver a balanced financial plan for 2022/23 financial year.

Outcome We expect to deliver at a least a small surplus of £200k for the 2021/22

financial year against a breakeven plan.

Timescale April 2022
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Finance Exception Report

ADVERSE ASSURANCE, OVERSIGHT METRIC ADVERSE RAG (AMBER)

Performance Favourable variation had been reported for this measure for every month

in the current financial year up to January, as performance was above

the long-term average since April 2020. However, adverse assurance

was also reported as the target is sitting above the expected upper

performance control as, until October 2021, the Trust had not reached

the 95% target.

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.

Performance dropped in month to 93.2% from a high point in October

and November, where performance was over of 95.6%, in terms of

invoice volumes. The slight deterioration over the past two months has

been as a result of some delays in the scanning of invoices by our

external financial services provider. The position has improved in

February and March and we are expecting performance to move back

towards 95% over the next 2 – 3 months.

Action The Finance and Procurement teams will continue to work internally with

services to maximise the use of purchase orders (POs), which facilitate

faster payment for suppliers. They will also continue to engage with

suppliers to ensure that they are maximising opportunities for early

payment through use of POs, consolidating invoicing and improved

supporting information.

Outcome We aim to improve current levels of performance back towards 95% and

above over the next 2 – 3 months.

Timescale April 2022
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Finance Exception Report

ADVERSE VARIATION, OVERSIGHT METRIC ADVERSE RAG (RED)

Performance Agency pay costs in January were £781k for the month, higher than the

average spend for the previous 9 months of £620k and an increase of £59k

from the £722k spent in December.

£412k (53%) of the spend in January and £45k (76%) of the increase in

spend from December related to the Trust’s inpatient units. The increase in

month was driven by additional capacity opened temporarily across many

of our units to deal with winter surges of activity.

Action The Trust continues to work to maximise the recruitment and retention of

substantive staff to meet the growing demand on services and to prioritise

the staff Bank as the route for flexible working. However, it is recognised

that in the current climate and with the importance of meeting increased

demand and addressing backlogs the use of agency staff is likely to be

higher over the final months of the 2021/22 financial year.

A detailed review of agency use and spend, with recommendations on

actions to improve performance is being carried out at present and will be

reviewed through the Trust’s Executive and Resources Committees.

Outcome We are expecting to maintain higher than normal agency use for the

remaining months of this financial year as part of the plan to meet

operational demands. On the back of the review being carried out, we are

aiming to reduce agency use and spend where possible, but also to gain a

clear understanding of what our optimal target agency use will be from

April 2022 onwards.

Timescale April 2022
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BOARD OF DIRECTORS – PUBLIC MEETING 
 

31 March 2022 
 

Agenda Item Number:  5 

 

Report Title: Committee Chair Reports 

 

Purpose: Approval  Assurance x Discussion  Briefing  

           

Summary:  
 
Committee Chair reports following Board Committee meetings held in February and 
March are attached for information: 
 

 Audit Committee – 23 March 2022 

 Charitable Funds Committee – 15 March 2022  

 People Committee – 8 March 2022 

 Quality Improvement Committee – 17 March  

 Resources Committee – 22 February 2022 

 Resources Committee – 22 March 2022 
 

Recommendation:  

To note. 
 

Previously reviewed by:  Committee Chairs 
 

Relevance to Trust’s Strategic Goals: All 
 

Relevance to CQC Domains: All 
 

Equality and Diversity: N/A 

Report author: Committee Chairs 
 

Report owner: Committee Chairs 
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COMMITTEE CHAIR’S REPORT TO BOARD 

Committee name: AUDIT COMMITTEE 

Name of Chair:  David J Parfitt 

Date of meeting: 22nd MARCH  2022 
 

Main items on 
agenda: 

 Internal Audit progress report and an update on the Internal Audit 
Recommendations Tracker; together with a draft of the “Head of” report 
for 2021--22 and the internal audit plan for 2022-23. 

 Quarterly review of 12+ risks as at Q3 (latest available). 

 Progress report on the work of Counter Fraud and the draft Counter 
Fraud Plan for 2022-23. 

 External Auditors (Grant Thornton) year-end audit plan together with a 
paper identifying the key risks facing the auditor and management’s 
reaction to those risks. 

 Accounting policies to be used for the preparation of the 2021-22 financial 
statements and the application of the going concern concept. 

 Review of governance registers, including Fit and Proper Persons Test 
Register; the Register of Director’s Interests, the Register of Gifts, 
Hospitality and Sponsorship; Register of Decision Maker’s Interests; and 
Register of Governors Interests. 

 Clinical Audit reports for 2020-21 and 2021- 22 as well as the plan for 
2022-23. All of these have been reviewed and agreed by the Quality 
Improvement Committee. 

 The Committee’s self-assessment of its effectiveness which will be 
reported to the Board in May. 
 

   
Points for Board to 
note (if any): 

 The internal auditors are currently intending to present their annual “Head 
of” report to the June meeting of the Audit Committee.  Based upon their 
current work, they are intending to issue an opinion not qualified by scope 
and will contain a “reasonable assurance” conclusion. 

 No significant matters have been raised, at this stage, by the external 
auditors in relation to the year-end financial statements. 
 

Items for escalation 
to the Board (if any):  

There are, at this time, no new issues to be escalated to the Board. 
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COMMITTEE CHAIR’S REPORT TO BOARD 

Committee name: Charitable Funds 

Name of Chair:  Rebecca Crook 

Date of meeting: 15th March 2022 

Main items on 
agenda: 

 Charitable Funds Balance 

 Midhurst & Chailey Options 

 Chailey 

 Fundraising Update 

 Bids for approval – between £5k-£100k 

 Annual Management fee and budget proposal 

 Barclays Statement of Accounts 
 

Points for Board to 
note (if any): 

 Chailey balance discussed with approval of a proposal for staff wellbeing 
and support to children, young people and their families including a 
sensory garden subject to reoccurring upkeep annual costs being within 
current budgets. Discussed pipeline proposal for the creation of on-site 
accommodation for staff to help with both attraction and retention of staff. 
Agreement in principle to explore this with further data to be provided on 
the need (would it be used/wanted), what the costs may be given 
escalating building costs and how would the upkeep and maintenance of 
the building fit into budgets in the future. 

 Midhurst balance discussed with an agreement that the Trust should 
explore a new venture with a third sector organisation for the benefit of 
the local population as well as continuing conversations around estates 
development. 

 Agreed in principle support for bids for software funding from the 
Dementia service as current licenses were coming to an end, subject to 
discussion with the Chief Digital and Technology Officer about any 
potential for the Trust to fund.  

 Discussed the Charity’s expenditure budget proposal and whilst in 
agreement that the right items were included, asked for review given the 
rate of inflation to reflect rising costs (travel to 
meetings/printing/production of items etc). 

 Discussed the need for the CFC to see the Risk Register for the Charity – 
to be actioned. 

 

Items for escalation 
to the Board (if any):  

None. 
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COMMITTEE CHAIR’S REPORT TO BOARD 

Committee name: People Committee 

Name of Chair:  Giles York 

Date of meeting: 8 March 2022 

Main items on 
agenda: 

 Workforce Key Performance Indicators  

 2021 Staff Survey 

 Items referred from other committees 

 Workforce Thematic Risk 

 Committee Workplan and Items for future agendas 

Points for Board to 
note (if any): 

 This was the inaugural meeting of the People Committee intended to set 
the ground rules and agree boundaries between committees.  

 It was agreed that FTSU remains within the remit of the Quality 
Improvement Committee with any referrals for discussion at People or 
other committees being made by the relevant committee chair.  

 In addition to items on its workplan, the People Committee will consider 
referrals of relevant issues from other committee chairs, executives or the 
Board.  

 Three particular people challenges for the Trust were set out at the 
meeting: modernisation, equality diversity and inclusion and the 
employment cycle and the part it plays in cultural shift.   

 The Committee approved developing workforce metrics as a starting 
point, noting that they would evolve in line with the Workforce Strategy. 

 The Committee discussed the Trust’s 2021 Staff Survey results against 
benchmark, noting the 73% response rate, and the Trust’s intention to 
develop local action plans in response to local results as well as a trust 
wide focus on reducing work pressures and learning through education 
and training.   

 The Workforce Thematic risk would be reviewed by the Workforce 
Committee and presented to the People Committee in April.  Updates to 
the risk would reflect that that the pandemic was no longer the main 
cause of workforce risk. Expanding services and winter pressures meant 
that the nature of the risk had changed.  Workforce planning and goals 
would be part of the rearticulated risk and the action plan to mitigate the 
risk would be updated as part of the review.  

 Future committee meetings would include standing items and thematic 
deep dives reflecting the employment cycle. This would start with 
attraction including issues such as Apprenticeships and development 
opportunities with the Trust. 

 

Items for escalation 
to the Board (if any):  

N/A 
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COMMITTEE CHAIR’S REPORT TO BOARD 

Committee name: Quality Improvement Committee 

Name of Chair:  Lesley Strong 

Date of meeting: 17th March 2022 

Main items on 
agenda: 

 Trust Wide Governance Group (TWGG) Chair’s Report and Key Lines of 
Enquiry (KLoE) Quality Report 

 Infection Prevention and Control (IPC) Chair’s report  

 Safeguarding Committee Report 

 Clinical Audit plan 2022/23 

 Patient Experience Report 

 Quality Impact Assessment 

 Patient safety and SI report 

 Mortality review 

 Quality Improvement Plan (QIP) Q3 report 

 Quality Account Priorities 

 Community Nursing  

Points for Board to 
note (if any): 

 Quality KLOE metrics and feedback from TWGG highlighted the following 
issues: falls in inpatient units are higher in the East units.  Further work is 
being undertaken by the Falls Lead using the new patient safety 
approach and a further report will be received by QIC. Safer staffing and 
shifts with one RN – red flags being developed to highlight clinical risks 

 EPMA implementation delayed but this has led to a much better system 

 IPCC key issues: Q3 no cases of MRSA or Cdiff attributed to SCFT.  No 
outbreaks of flu or norovirus most likely due to enhanced standards in 
infection control.  Currently 4 live outbreaks of Covid-19.  Recruitment into 
key posts has been successful. 

 IPC Board Assurance framework reviewed and QIC noted the actions to 
close gaps 

 Safeguarding:  QIC noted that training levels are improving.  Increasing 
number of calls to the advice line are regarding paediatric mental health.  
This is being raised to the multi-agency meetings.  

 Clinical audit plan for 2022/23 was reviewed by QIC but would remain 
flexible.  The Quality Improvement team will support the improvement 
cycle behind the audits 

 Patient experience report.  QIC noted that complaints have reduced for 
Q3.  Learning from the complaints was evidenced but this is needs to be 
more visible externally to the local population 

 Patient safety and Serious Incidents:  there were 16 incidents 
investigated in Q3 including 5 declared as SIs. QIC noted the number of 
incidents linked to deteriorating patients and the analysis that gave 
assurance that most were well managed. 

 Mortality review:  there were 15 deaths in the in patient units during Q3.  
The QIC received assurance of a robust review process and that there 
were no avoidable deaths.  There was evidence of good practice. 

 Quality Improvement Plan:  QIC received assurance that progress is 
continuing to achieve the milestones set for year 1 of the plan 

 Quality Account.  QIC received assurance on the process of developing 
the draft priorities for 2022/23.  Further consultation will take place before 
the final document is received 

 Community nursing update.  The QIC received an update on the work: 
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o Demand and capacity:  data is being analysed which will allow 
benchmarking with 6 other Trusts 

o A new Queens Nursing Institute report is being assessed  
o Deferral work – new flow charts and procedures in place.  A 

recent audit shows the majority of deferrals are only for 1 or 2 
days with a small minority linked to harm 

o Further work on triaging and case load management underway 

Items for escalation 
to the Board (if any):  
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COMMITTEE CHAIR’S REPORT TO BOARD 

Committee name: Resources Committee  
 

Name of Chair: Mark Swyny 

Date of meeting: 22 February 2022 
 

Main items on 

agenda: 

 Month 10 Financial Results 

 SPC - Links Road business case 

 2022/23 planning update  

 Digital Aspirant Plus – strategic outline business case 

 Project Portfolio update 

 Thematic Risks 

 

Points for Board to 

note (if any): 

 Financial position showing £154k control total surplus for the first 10 

months and unchanged forecast of £200k year-end surplus. Cash 

balances remain healthy and above plan (£32.5m) due to significant 

capital and revenue inflows linked to specific schemes, e.g. TIP, SDF.  

 Capital expenditure (£6.0m) is behind plan (£9.1m) due to delay in the 

SECAMB site purchase and back ended profile of digital aspirant 

schemes. Other schemes continue to be brought forward to mitigate any 

potential slippage, including growth in SPC (Links Road business case). 

 Update on 2022/23 planning process received. Current financial gaps and 
risks highlighted with work ongoing to mitigate and reduce. Recognised 
that process may extend into April, with further update planned for March 
for committee and board.  

 Acquisition of Links Road GP practice by SPC discussed and approved, 

subject to confirmation of final purchase price and value for money check.  

 Digital Aspirant Plus – strategic outline business case discussed. Noted 

the challenge of complying with central process whilst ensuring approach 

recognised SCFT aspirations and intent. Committee support for proposal 

which is the first step in the process. 

 Progress on Project portfolio noted. New approach to strategy deployment 

and tactical delivery now in place and seven priority 1 (P1) programmes 

identified. This will be the focus of future assurance activity by committee. 

 Risk scores for digital, data quality, financial sustainability and estates 
remain unchanged from previous month. 
 

Items for escalation 

to the Board (if 

any):  

 Digital Aspirant Plus – strategic outline business case supported by 

committee and presented to Board for approval 

 Capital funding for purchase of premises of Links Road GP practice 

approved to enable acquisition of profitable practice by SPC. 

 Planning update to be provided to Board in March meeting. 
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COMMITTEE CHAIR’S REPORT TO BOARD 

Committee name: Resources Committee  
 

Name of Chair: Mark Swyny 

Date of meeting: 22 March 2022 
 

Main items on 

agenda: 

 Month 11 Financial Results 

 2022/23 draft financial plan  

 Long term financial model 

 Thematic Risks 

 

Points for Board to 

note (if any): 

 Financial position showing £177k control total surplus at month 11, with 

unchanged forecast of £200k year-end surplus. Forecast surplus includes 

some assumptions on fixed asset impairment and deferral of revenue 

recognition. 

 Cash balances remain healthy and above plan (£35.4m) due to significant 

capital and revenue inflows linked to specific schemes, e.g. TIP, SDF, 

digital.  

 Capital expenditure (£6.9m) is behind plan (£10.1m) but alternative 

schemes and commitments to digital activities should enable expenditure 

to be on track by year end. 

 Draft financial plan for 2022/23 shows £9.97m deficit with work ongoing to 

close the gap. Central funding expected to cover £5-6m from available 

funding streams not yet allocated to us and additional sources being 

explored. SCFT CIP anticipated to be 3.3%, with discussions ongoing to 

mitigate impact on service delivery. 

 Final plan will be presented to Resources and Board in April prior to 

submission 

 Long term financial model discussed. Recognised that this is a helpful tool 

for internal use to ensure a longer term view, with activity being led by 

executive committee. Agreed to undertake process annually and to 

consider whether a 3 or 5 year timeframe was appropriate.  

 Risk scores for digital, data quality, financial sustainability and estates 

reviewed. Noted that Digital score (12) reflects issues associated with 

Log4J identified in December 2021. Data Quality risk being updated to 

reflect focus on data usage and the desire for greater data sophistication. 

Financial sustainability risk to be revised to recognise broader financial 

challenges rather than cash reserves. 

 

Items for escalation 

to the Board (if 

any):  

 None 
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BOARD OF DIRECTORS – MEETING IN PUBLIC 
31 March 2022 

 

Agenda Item Number: 7 

 

Report Title: Mortality Report Q3 2021/22  

 

Purpose: 
 

Approval  Assurance X Discussion  Briefing  

           

Summary: 
The report includes summaries of mortality reviews in the Trust’s inpatient units for 
Quarter 3 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:  

The 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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Mortality Review Report Q3 2021/22 
                                                                        Dr Vivek Patil  
                                                                                                 Dep CMO.   
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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 26/01/2022 

Date due for review None  

Executive Lead Dr Sara Lightowlers  Chief Medical Officer   

Author Dr Vivek Patil Deputy Chief Medical Officer  

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. 

 

 

Table of Contents 
1.Introduction………………………..3 
2.Results of Q3 and analysis………..3 
3.Lessons learnt …………………………..5 
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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 Q3 2021/22 and analysis.  

2.1 Overall deaths during reporting period. 
 
From 1st Oct 2021 to 31st Dec 2021 there were 15 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 
Bognor 
Hospital 

Crawley 
Hospital Crowborough 

Horsham 
Hospital 

Lewes 
Victoria 

Uckfield 
Hospital 

Zachary 
Merton 
Hospital Total 

2021-
2022 Q3   1 6 1 2 2 1 2 15 

Total   1 6 1 2 2 1 2 15 

 

2.2 Deaths that have been reviewed using SJR process.  

Age range was from 70 to 99 years with mean age range of 86.6 for all the deaths reviewed 
using structured judgment forms (SJR) forms.  

Length of stay varied from 2 days to 86 days.  

SJR forms were completed by ward doctors, advanced nurse practitioners and ward sisters.  

All patients were admitted before 20.00 apart from two. 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, infection, CVA and providing End of Life care to 
terminally ill patients. One death is due to COVID 19 infection.  

One death is being reviewed through Serious Incident review process.  

From the review of cases it is noted that 6 had malignancy and 4 had distal metastases. 

Increasing comorbidity is seen in the form of cardiovascular, respiratory, metabolic (diabetes) 
and cancer pathology. 

2.3 Involvement of Coroner  

There was one hospital post mortem and 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.  
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2.4 Medical oversight of patients who have died.  

First clinical review of patients took place within hours 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 Trust 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 no documented falls or development of pressure sore in any patients.  

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 
appropriate 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 abrupt drop in haemoglobin (indicating blood loss), hypoglycemia 
(low blood sugar level) or raised  international normalized ratio (INR) ( indicating a likelihood 
of bleeding). One patient had raised troponin (indicating heart muscle damage and heart 
attack) but this was due to underlying severe  stenosis of their heart valve and was managed 
appropriately with input from consultant in acute trust.  

our 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 SJR forms suggest that 7 patients had respiratory tract infections. They were all 
treated appropriately where needed with antibiotics. 5 patients had diagnosis of COVID 19 
infection. From the review one death is caused by COVID 19 pneumonitis. 

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 apart from two cases. All patients were seen before the death by a 
clinician.  
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From review patients who needed syringe drivers for symptoms control, received them  in 
optimal time without any delay from the time of prescription. From the review it is clear that 
patients had preemptive medications written in advance where needed. From the review it is 
felt that patients received optimal care in the patient’s preferred place except for two cases.  

These two cases were fast tracked and awaiting their placement which could not be 
facilitated due to social care delays.  All patients’ relatives and carers were involved in 
discussion about preferred place of death using either face to face or e consultation.  

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 two, good in five and average in 
rest.  

 

3. Learnings  

There is no specific learning for this quarter. It is worth noting that reviewers and members 
who attended Mortality Review Meeting (MRM) felt that the acute trusts did not provide all 
the necessary information before discharge to our units. It was also acknowledged that the 
pressure under which acute trusts may be operating which could be the underlying cause.  
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BOARD OF DIRECTORS – PUBLIC MEETING 
31 MARCH 2022 

 

Agenda Item Number: 8 
 

 

Report Title: 2021-2022 Q3 Report: Serious Incidents, Patient Safety and 
RIDDOR 

 

Purpose: 
 

Approval  Assurance X Discussion  Briefing  

           

Summary: 
This quarterly report provides an overview of five Serious Incidents (SIs) declared in 
Quarter 3 2021/22. This included three under the category of Suboptimal Care of the 
Deteriorating Patient. The report provides assurance of the learning related to these 
incidents and their context within the monitoring of trust wide deteriorating patient 
events.  
 
The report provides some learning points from Internal Root Cause Analysis (RCA) 
investigation reports presented at Serious Incident and RCA Review Group 
(SIRCARG).  
 
There is also a brief update on the Patient Safety Strategy.  
 
The report also includes a statement to confirm that there were five incidents 
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 report provides assurance around current processes and progress towards 
implementation of the Patient Safety Strategy.  
 
The NHS Serious Incident Framework is being superseded by the Patient Safety 
Incident Response Framework (PSIRF) from April although this transition will be 
gradual. Therefore, future reports will be presented in an evolving style to reflect the 
changes as we adopt the new framework. 

Previously reviewed by:   
Trust Wide Governance Group (TWGG) 

Relevance to Trust’s Strategic Goals: 
Population Health; Quality Improvement; Patient Experience; Thriving Staff; Value 
and Sustainability: Relevant to all strategic goals.  

Relevance to CQC Domains: 
Safe; Caring; Responsive; Effective; Well Led: Relevant to all CQC domains.  

Equality and Diversity: 
No E&D implications.  

Report author: Deborah Johnson,  
Patient Safety Manager 

Report owner: Sara Lightowlers, Chief 
Medical Officer  
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2021-2022 Q3 Report: 
Serious Incidents, Patient 
Safety and RIDDOR 
Deborah Johnson, Patient Safety Manager 
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Description 2021-2022 Q3 Report: Serious Incidents 

Date published 26/01/2022 

Executive Lead Chief Medical Officer 

Author Deborah Johnson, Patient Safety Manager 

Contact details Deborah.Johnson16@nhs.net 

Primary audience Trust Wide Governance Group 
 

Secondary 
audience(s) 

Quality Improvement Committee 
Trust Board 

Notes  

Contents 
Introduction ...................................................................................................................... 3 

1. Patient Safety Incidents and Serious Incidents: ......................................................... 3 

2. Serious Incidents Quarter 3 2020/21: Trends and Themes ........................................ 4 

2.1 Learning from incident investigations ....................................................................... 8 
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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 five SIs during Quarter 3. This report presents the themes of SIs along with 
significant incidents that require thorough investigation for organisational learning that do not 
meet the SI criteria.    

The report includes a statement to confirm that there were five reports 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:  

The Patient Safety Team triages all incidents affecting patients to identify and escalate any 
potential SIs and risks to patients. A weekly forum is held that reviews and triangulates 
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.  

All 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.  
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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 5 

Quarter 4 19 7 6  

Total 65 53 24  

 

The Trust’s processes have developed since 2019 to establish a more resourceful approach 
by ensuring that the length and depth of investigation is proportionate to the degree of harm 
or risk to patients. This is in line with the ethos and purpose of the NHS Patient Safety 
Strategy and in preparation for the replacement of the current NHS SI Framework with the 
Patient Safety Incident Response Framework (PSIRF), due to be launched in April 2022. 

Patient Safety Leads, who are independent of services, lead SI investigations and provide 
support for other patient safety issues and quality improvement initiatives.  

2. Serious Incidents Quarter 3 2020/21: Trends and Themes 

There were 16 incidents in Quarter 3 that were identified as requiring in-depth investigation – 
including 5 declared to meet SI criteria. The SIs are presented in Figure Two below.  

The full list of 16 incidents for investigation are presented in Figure 3. The investigations for 
most of these incidents remain underway and notable learning will be provided in future 
reports.  

Please note that the incident categories in the Datix system are not the same as the 
available categories in the STEIS (Strategic Executive Information System) used to declare 
SI. Therefore, where there were three SI’s related to the suboptimal care of the deteriorating 
patient reported into STEIS – these stemmed from different categories in the Datix system. 
This is explained in more detail further in this report.  

A new national reporting system is being launched as part of the National Patient Safety 
Strategy that will incorporate STEIS and the NRLS (National Reporting and Learning 
System) that all local incident data will be uploaded into. This new system is called the 
Learning from Patient Safety Events (LFPSE) service and will facilitate the scrutiny of data 
for easier identification of trends and themes across the local and national system. 

Figure Two: provides the detail and status of SIs declared in Q3. 

 Datix ID SI Category and Detail Current status 

54844 Sub-optimal care of the Deteriorating Patient:  

The patient was referred to the community nursing 

The CCG have 
requested some 
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service with an existing category 3 pressure ulcer. The 
ulcer further deteriorated whilst the patient was under 
our care. The patient developed infection, deteriorated 
and was escalated to the Acute hospital. The patient 
died in hospital and the case was referred to the 
Coroner.  

The investigation identified missed opportunities for 
escalation of care when signs of clinical infection were 
present. There was also a delay in referring to the 
Tissue Viability (TVN) service and the TVN service did 
not respond within the expected timeframe. 

clarification prior to 
closure of the 
incident. This has 
been provided and is 
awaiting a response 
from the CCG.  

Information has been 
provided to the 
Coroner and we are 
awaiting any further 
instructions.  

57558 Diagnostic incident including delay meeting SI criteria:  

This incident was raised due to a complaint from a 
parent of a pre-pubescent boy who was seen at the 
Urgent Treatment Centre. The complaint alleged a 
failed diagnosis of testicular torsion that resulted in the 
loss of a testicle. The investigation found  that the child 
did not present with abdominal or testicular pain. 
However, it is suggested that SCFT urgent care teams 
keep a low threshold for suspecting testicular torsion in 
boys who present with abdominal or groin pain and/or 
vomiting. 

The family indicated a need for parents and boys to be 
made aware of this condition and learning resources 
have been identified and shared. The family have been 
invited to provide further feedback to support this work.  

The CCG have 
closed the incident 
and the complaint 
has been responded 
to.  

57571 Suboptimal care of the Deteriorating Patient:  

The incident was escalated following a safeguarding 
concern raised by the ambulance crew who attended a 
patient on an ICU. The patient was in a deteriorating 
condition and concerns were related to their hydration 
and nutritional state.  

The patient died in the Acute hospital and the death 
was referred to the Coroner. An inquest is scheduled 
for 03/05/2022.  

A Quality Improvement project has been identified for 
the monitoring and escalation of hydration and 
nutritional concerns. This has also been identified as a 
priority for the Quality Account.  

The report is due for 
CCG submission.  

58351 Suboptimal care of the Deteriorating Patient: 

An inpatient deteriorated and died. They had a valid 
DNACPR in place but the death was sudden and 
unexpected and was reported to the Coroner.  

The investigation found the patient was clinically well 
managed and regularly reviewed. 

Incidental learning was identified around increasing the 
frequency of monitoring when a patient’s NEWS2 

The report is due for 
CCG submission.  

Awaiting post mortem 
information from the 
Coroner.  
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score increases from their baseline, in accordance with 
the monitoring and escalation protocol. 

59106 HCAI / Infection Control meeting SI criteria:  

An investigation is underway into a COVID-19 outbreak 
with three related patient deaths. This is a 
comprehensive investigation and an extension has 
been requested to enable this. .  

Early findings are that 24 patients and 6 members of 
staff tested COVID-19 positive during the outbreak. 
The first positive case was identified on 29/10/2021 
and the outbreak developed rapidly from that date. 

The IP&C practitioners identified Patient 1 as the first 
positive case associated with the outbreak. Patient 1 
had been admitted from East Surrey Hospital (ESH) 
part of Surrey and Sussex Healthcare (SASH). 

The investigation has been unable to determine the 
transmission route between Patient 1 and other 
patients affected by the outbreak. A number of patients 
may have been infected with COVID-19 before their 
admission to the ICU, developing symptoms 4-7 days 
after admission. 

The investigation has found some environmental 
challenges at the unit that raise an IP&C risk, however, 
this was a known risk and balanced with the needs of 
the system to support patient flow. 

Ongoing investigation.  

 

 

Figure 3: Incidents escalated for SI/RCA/IPC RCA investigation in Quarter 3 

  SI Internal 
RCA 

Infection Control 
RCA 

Total 

Infection Control 1 0 4 5 

Clinical Assessment (inc diagnosis, tests, 
assessments, x-rays) 

2 1 0 3 

Slips, Trips and Falls 0 3 0 3 

Access, Admission, Transfer, Discharge 0 1 0 1 

Documentation (inc electronic and paper 
records) 

0 1 0 1 

Skin Damage - (Non-pressure) 0 1 0 1 

Care (Patient ) / ongoing monitoring / 1 0 0 1 
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review 

Safeguarding 1 0 0 1 

Total 5 7 4 16 

 

It is identified above that 3 of the Sis for quarter 3 were due to deteriorating patients. One 
was a community patient in their own home, the other two were in different ICU’s and 
different areas.  

The SCFT Datix system has dedicated fields that collect data about deteriorating patient 
events. These fields help analysis of these events and demonstrate the SIs in a Trust wide 
context. Figure 4 below, shows that in Quarter 3 there were 149 deteriorating patient events 
reported within 9 different Datix incident categories. 146 of these events were well managed. 
This indicates that, whilst learning has been identified where harm is thought to have resulted 
from acts or omissions in healthcare provision, there is no evidence of systemic issues.  

The early detection and escalation of deteriorating patient events is one of the Patient Safety 
Improvement Programmes within the NHS Patient Safety Strategy. The Trust is involved in 
the regional Patient Safety Collaborative led by Kent Surrey and Sussex Allied Health 
Sciences Network (KSSAHSN) and was an early adopter of the revised National Early 
Warning Signs (NEWS2).  

Figure 4: Deteriorating patient incidents across SCFT Quarter 3 

  None  Low  Moderate  Death  Total 

Care (Patient ) / ongoing 
monitoring / review 

65 7 0 1 73 

Treatment or Procedure 
(Clinical) 

29 1 0 0 30 

Clinical Assessment (inc 
diagnosis, tests, 
assessments, x-rays) 

18 4 0 0 22 

Access, Admission, 
Transfer, Discharge 

14 2 0 0 16 

Infection Control 1 0 0 1 2 

Patient Accident (NOT 
slip/trip/fall) 

0 1 1 0 2 

Self-Harm / Suicide / 
Unexpected Death 

2 0 0 0 2 

Slips, Trips and Falls 0 1 0 0 1 
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Consent, Communication, 
Confidentiality 

1 0 0 0 1 

Total 130 16 1 2 149 

2.1 Learning from incident investigations 

Serious Incident and RCA Review Group is an internal group chaired by the Chief 
Medical Officer. The group scrutinizes investigation reports to ensure that investigations 
have been thorough and learning and improvements have been has been identified to 
reduce risks to patient safety.  

The Patient Safety Team continue to use the Pulse Pages and the Patient Safety 
Newsletter to share insight and learning from incidents and share best practice.  

In Quarter 3, some of the key learning and improvement points from the internal RCA 
investigations included; 

 Following the investigation of a Pressure Ulcer that deteriorated post Acute hospital 
discharge, a meeting was held between the Acute Trusts TVN and Occupational 
Therapists and the SCFT Community Equipment Clinical Lead. This led to improved 
understanding for the ordering of community equipment and patient pathways. The 
SCFT Community Equipment Clinical Lead is also providing bespoke training for the 
Acute hospital staff. This work will ensure that vulnerable patients are safely 
discharged from hospital with the high specification equipment they require to 
prevent pressure ulcers.  

 COVID-19 outbreak investigations identified that the Acute Trust had not observed 
the agreement that patients will not be transferred without evidence of a negative 
COVID-19 test, 48 hours prior to discharge.  

 A patient received two doses of insulin due to two staff being allocated the same 
visit. The second member of staff had not fully checked the administration chart 
prior to giving the patient their insulin. This was a human error due to familiarity with 
the patient. Learning has been shared locally and in the patient safety newsletter.  

 An incidental finding was that a podiatry team were not familiar with the Trust’s no 
reply/missed visit policy and were developing their own protocol.   

3. Patient Safety Strategy: Update  

The National Patient Safety Strategy continues to be progressed although the COVID-19 
pandemic has led to delays in some national and local implementation milestones.  

A presentation to brief the Board is planned for February 2022, led by the Trust’s Patient 
Safety Specialists.  

The Patient Safety Team are being supported by the Quality Improvement Team to scope 
the individual projects within the implementation plan, with an aim to present the final draft of 
the SCFT implementation plan to TWGG in March 2022.  
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4. 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. 
During quarter 3 the Trust has reported 5 incidents to the Health and Safety Executive (HSE) 
under the Reporting of Injuries Diseases Dangerous Occurrence Regulations (RIDDOR). 

The HSE do not routinely respond following the incident reports. They only contact if there is 
a concern to be followed up. There has been no feedback to the incidents reported to the 
HSE in Quarter 3.  

Incident date Datix 

ref. 

Patient, contractor, 

staff or Public? 

Location/ site of 

incident 

Type of accident RIDDOR 

category 

08/10/2021 57575 Staff Public place  Slip, trip or fall Over 7 days 

03/11/2021 58516 Staff Crawley Hospital Slip, trip or fall Over 7 days 

29/11/2021 59889 Member of the public Brighton General  Slip, trip or fall Minor Injury 

30/11/2021 59625 Member of the public Crawley Hospital Slip, trip or fall Minor Injury 

30/11/2021 59626 Member of the public Crawley Hospital Slip, trip or fall Minor Injury 

 

57575: The staff member was attending a school venue as part of the Immunisation team. 
When walking to the school’s reception with a trolley of equipment they accidently stepped in 
a pothole on the driveway at the school, falling over and causing injury. 

 

58516: Following finishing their shift for the day the staff member was walking to their car 
within Crawley Hospitals car park. Following the clocks changing the lights in the car park 
were not on and the staff member accidently tripped over the central raised concrete parking 
partition, causing injury. The accident was reported to NHSPS who are responsible for the 
car park, including the lighting with a RIDDOR completed as a precaution. 

 

59889: A member of the public had attended University Hospitals Sussex NHS Foundation 
Trust’s Dermatology Department located in Arundel Building at Brighton General Hospital. 
Following their appointment finishing they reportedly fell on the external steps outside the 
building. They were treated by staff from the Dermatology department immediately after the 
accident and did not attend A&E. The dermatology later confirmed that the member of the 
public has sustained a fractured ankle. The steps were checked with no defects found and as 
a precaution a request was made   

 

59625 and 59626: Following attending Crawley Hospitals UTC the two members of the 
public were returning to their car within Crawley Hospital car park. They accidently fell over a 

08
 S

I, 
P

t S
at

ef
y 

&
 R

ID
D

O
R

 Q
3

R
ep

or
t

Page 68 of 72



Sussex Community NHS Foundation Trust – 2021/22 Quarter 3 Serious Incidents, Patient 
Safety and RIDDOR 

 

 

 

 

  Page 10  

small, damaged wall within the car park causing injuries to both members of the public. They 
were treated by staff within the UTC before being transferred to A&E. The area was checked 
by staff and found to have poor lighting with lights out in area and damage / broken brickwork 
at the end of the small wall. These are believed to be the contributing factors and on the day 
that the accident was report, having been raised with NHS Property Services as the landlord 
and responsible person.  

 

5. 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.  
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BOARD OF DIRECTORS – PUBLIC MEETING 
31 March 2022 

 

Agenda Item Number:  9 

 

Report Title: 2021 Local Clinical Excellence Awards Annual Report 

 

Purpose: Approval  Assurance X Discussion  Briefing  

           

Summary: 
A report to the Board on the 2021 local consultant clinical excellence awards round 
and the national changes made to this years’ round in view of the on-going COVID-
19 pandemic.  The report is provided in accordance with the Local Clinical 
Excellence Awards Guidance 2018-22 (England).      
 

Recommendation:  

The Board is asked to review the content of this report. 
 

Previously reviewed by:   
Dr Sara Lightowlers, Chief Medical Officer 
 

Relevance to Trust’s Strategic Goals: 
Quality Improvement, Thriving Staff 
 

Relevance to CQC Domains: 
Well Led 
 

Equality and Diversity: 
The clinical excellence awards scheme is subject to equality impact assessment.  No 
adverse impact on equality and diversity has been identified. 
 

Report authors:  
Dr Sara Lightowlers – Chief Medical 
Officer 
Richenda Tite – Medical and Dental HR 
Manager 
 

Report owner:  
Dr Sara Lightowlers – Chief Medical 
Officer 
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1.0 Executive Summary  
 
a) Clinical Excellence Awards are annual awards to recognise and reward NHS 

consultants who perform ‘over and above’ the standard expected of their role.  
Awards are given for quality and excellence, acknowledging exceptional 
personal contributions. 

 
b) In 2018, NHS Employers and the British Medical Association (BMA) agreed an 

amendment to the Terms and Conditions – Consultants (England) 2003.  The 
agreement details the new provisions that will apply to new local CEAs 
awarded from 1 April 2018 to 31 March 2021.  In view of the on-going COVID-
19 pandemic, the provisions were extended for a further year until 31st March 
2022.  

 
c) Under the four-year arrangement, awards are time limited for the duration of 

the four-year period and non-consolidated, allowing for reinvestment of the 
released funds when the award ends. The lump-sum value of the award is 
£3,092 per annum. 

 
d) Local CEAs made prior to 1 April 2018 will be retained by award holders, 

subject to a nationally agreed review process from 2022 onwards. 
 
 

2.0 2021 Local Clinical Excellence Awards 
 
a) In light of the ongoing effects of the pandemic and the requirement to focus 

resources on recovery efforts, the Department of Health and the British 
Medical Association agreed that employers are to take the same approach as 
last year and to equally distribute this years’ Local CEA funds among all 
eligible consultants.   

 
b) The national agreement, which was discussed and endorsed at the Trust’s 

Joint Local Negotiating Committee, means the 2021 Local CEA funding will be 
distributed equally among eligible consultants as a one-off, non-consolidated 
payment in place of the normal Local CEA round. 

 

c) 2021 Summary: 
 

Number of consultants as at 1 April 2021 29 

Number of eligible consultants as at 1 April 2021 27 

2021 investment  £104,221.00 

2021 value of one-off, non-consolidated payment per eligible consultant £3,860.00 

 

The non-consolidated payment will be made to eligible consultants in the 
March 2022 payroll. 
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3.0 Conclusion 
 
a) The 2021-22 distribution concludes the temporary four-year arrangement for 

Local CEAs.   The arrangements from 1 April 2022 have yet to be agreed and 
will be communicated to employers in due course. 

 
b) The Board is asked to note the contents of the report. 
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