
 

 
 

BOARD OF DIRECTORS – PUBLIC MEETING 

AGENDA 

Thursday 26 May 2022 10:00 – 12.30 
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 31 March 2022 Enclosure Chair 

     

3 10.15 Matters arising and actions log  Enclosure Chair 

     

  STRATEGY   

4 10.20 Corporate Objectives and BAF Q4 2021/22 and 
Corporate Objectives 2022/23 

Enclosure CEO 

     

5 10.40 Digital Strategy Enclosure CDTO 

     

  PERFORMANCE AND ASSURANCE   

     

6 11.00 
 

Integrated Performance Report Month 12 
To review/discuss 

Enclosure 
 

Executive 
Directors 

     

7 11.30 
 

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

 
Enclosure 
Enclosure 
Enclosure 
Enclosure 

 

Committee 
Chairs 

     

  QUALITY    

     

8 11.40 
 

Safer Staffing October 2022 – March 2023 and 
Update on Establishment Review 
To review/discuss 

Enclosure CN 
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9 11.55 
 

Guardian of Safe Working 2021/22 
To receive 

Enclosure CMO  
(in absentia) 

     

10 12.05 
 

Mortality Report Q4 2021/22 
To review/discuss 

Enclosure CN 

     

11 12.15 
 

Serious Incidents Report Q4 2021/22 
To review/discuss 

Enclosure CN 

     

  GOVERNANCE   

     

12 12.25 
 

Self-certification on compliance with licence 
conditions  

To approve  

Enclosure CEO 

     

13 12.30 Close of Board Meeting   

     

  Date of next meeting: 30 June 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 31 March 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 

Zoe Smith  Trust Secretary (minutes) 

Observers 

Grainne Saunders  Deputy Lead Governor 

 

BoD 22/038 Employee and Team of the Month Awards  

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

January and February 2022 and Team of the Month award for February 2022.  

Employee of the month for January was Selina Bailey-Brown, Community Staff Nurse in the 

Chichester Alliance of Medical Practices (CHAMP) PCN Community Team.  Selina was nominated for 

her calm approach in initiating an urgent multi-agency community response for a patient.  Her 

response, as a newly qualified Band 5 nurse in post only since October 2021, had shown huge 

courage and strength under pressure.  

Employee of the month for February was Sian Newman, Nurse Advisor in the Shoreham Prevention 

Assessment Team. Nominated by her service lead, Sian had come to the aid of a fellow runner on a 

local Parkrun who had collapsed due to a cardiac arrest. Sian’s quick actions in starting CPR resulted 

in the person being successfully resuscitated by the time the paramedics arrived.  

February’s Team of the Month was Regis Care Home Matrons. Nominated by a local GP who 

reported that the team was making a real, positive impact as part of a well-developed and robust 

PCN multidisciplinary process.   

Selina and Sian were both in attendance for this part of the meeting and were joined by Theresa 

Gaffon, a representative of the Regis Care Home Matrons Team.  The Board gave their thanks and 

congratulations to each of the winners.   
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BoD 22/039 Welcome and introduction, apologies and declarations of interest  

PH welcomed members, attendees and observers.  There were no apologies or declarations of 

interest in addition to those already recorded.   

BoD 22/040 Minutes of the previous meeting on 27 January 2022 

The Board agreed the minutes of the previous meeting as a true and accurate record.   

BoD 22/041 Matters arising and action log  

The action log was noted.  There were no actions due before May 2022.  

BoD 22/042 Integrated Performance Report    

MJ introduced the Integrated Performance Report (IPR) for Month 10 (January) and invited 

executives to lead on their updates. MJ commented that while there were some areas of significant 

progress for the Trust, there remained some areas of operational challenge reflecting the cumulative 

effect of system pressures over recent years.  

 

MJ highlighted some inconsistency in reporting of metrics where there was no statistical adverse 

variance but still some risk that the Trust might not hit its target.  Work was ongoing to address this 

in reporting and individual executives would signal this as it appeared in their reports.  

 

Action: To review the IPR to show trend data more widely across the report and to review the 

triggers for exception reporting to give a broader view of performance. 

Quality Report 

Donna Lamb (DL), Chief Nurse, stated that while there had been no quality exceptions highlighted in 

January  there were two metrics showing in month variation. These were MT266 Patient Safety 

Incidents Causing Harm (Moderate+) and MT278 Complaints: Responded to in Time. DL said that the 

89% figure for MT278 represented one complaint for which the timescale for response had changed 

due to it being a multi-agency complaint. She said that the complainant had been fully informed.   

Lesley Strong (LS), Non-Executive Director and Chair of the Quality Improvement Committee, asked 

whether the variation in MT266 represented a trend in moderate harm incidents. DL said that there 

had been seven incidents, four of which were being investigated as Serious Incidents (SIs) but that 

there was no trend.   LS said it would be useful to see an SPC chart for this.   

LS asked about infection prevention and control (IPC). DL said that there were currently six open 

COVID outbreaks although in two of these all patients were considered to be fully recovered and the 

wards had been reopened to new patients.  DL said that the Trust had a dynamic process for 

managing outbreaks so that it could be as flexible and safe as possible from an IPC perspective in 

terms of accepting and discharging patients.  Recent COVID outbreaks had lasted for longer than 

previous outbreaks and had involved a higher number of positive patients. This was believed to be 

due to new variants and high rates of community transmission. Asked about the forward view, DL 

stated that the profile of a pandemic could be up to five years and that if outbreaks continued as 
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they were likely to, isolating infectious patients would continue.  DL said that new national IPC 

guidance was expected soon and the Trust’s IPC practices would be reviewed and updated 

accordingly.  Sara Lightowlers, Chief Medical Officer, noted that the cases of COVID in the 

community were now higher than at any previous point in the pandemic due to a more transmissible 

Omicron variant.  She reported on a recent South East Regional Medical Directors meeting at which 

it had been reported that the rate of growth of cases was starting to slow and that the case numbers 

in the South East were is showing signs of plateauing. This was thought likely to reduce due to the 

upcoming Easter school holidays and better weather.  

Operational Performance Report 

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

In relation to adverse variation in MT304 West Sussex Healthy Child Programme New Birth Visits by 

14 Days,  KP said that both West Sussex and Brighton & Hove services had been significantly affected 

by COVID in January, both in terms of staff absence and families unable to attend appointments. 

Recovery had been easier in Brighton and Hove because of its more compact  geography.   

Commenting on the improved performance of MT509 Looked After Children Initial Review in 16 

Working Days of Consent, KP said that it was still uncertain whether the Trust would be to meet the 

target during a demand peak given clinical capacity.    

KP highlighted improvements in MT518 Time To Talk: Access Target (Attended Assessments) which 

was as a result of increases in both clinical capacity and referrals.   

KP said that MT031 Diagnostic Waits <6 Weeks was at a similar position to previous months with 

ultrasound capacity still the biggest factor impacting on performance.  Additional capacity was now 

operational in Bognor Regis and the longest wait was now 12 weeks with the Trust expecting to 

meet its ultrasound target in May 2022. LS reported on a recent visit to the Bognor Regis facility and 

commented on how impressed she had been by how new staff were being trained. 

Referring to MT102 Referral to Treatment Waiting Time Incomplete Pathways <18 Weeks, KP said 

that waiting lists beyond 18 weeks were mainly in the West Sussex MSK service, which had a 

recovery plan in place, with a smaller number in Chronic Pain and Rheumatology services.  KP 

commented that Dental was still below target but the position was improving and there was a plan 

to recover the waiting list by January 2023. 

Rebecca Crook (RC), NED, asked about the Operation Reset pilot referred to in the IPR in the context 

of increasing average length of stay and delayed discharges.  KP said that that the pilot had improved 

flow through a multi-agency focus on different provision including the voluntary sector. However it 

hadn’t improved the overall position as new patients joined waiting lists as soon as other patients 

were discharged.   

Referring to the Spotlight Report, KP said that there were two issues underlying increases in the 

average length of time patient spent in SCFT intermediate care units: first, patient needs were more 
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complex and second, there was a lack of domiciliary/residential care capacity locally with a number 

of providers ceasing trading and handing back care hours to local authorities.   

PH asked if there was any variation in pressures across local authority boundaries and whether there 

was anything to learn from this. KP reported that local authority colleagues were working together 

to share learning. Siobhan Melia (SM), Chief Executive, said that there was a cross government focus 

on the solutions needed at a national level.  She reported that 25% of patients in intermediate care 

beds now needed onward placement and a more radical, national reform of the care sector was 

needed to address this.   

Giles York (GY), NED, asked about how ‘complexity’ presented itself.  SL responded that from a 

clinical perspective, COVID had had an impact, albeit reduced now, and that lockdowns had 

deconditioned many elderly people.  Some people had not sought medical help during the earlier 

part of the pandemic meaning that they presented at a later stage of illness and longer waiting times 

for social care also resulted in people becoming deconditioned. SL highlighted that there were still 

significant number of patients with COVID in acute hospitals although very few now required 

intensive care, and that there was still long backlog for operations such as hip replacements.     

Workforce Report 

Caroline Haynes (CH), Chief People Officer, said that the Trust continued to experience high levels of 

sickness absence related to COVID with peaks in January and in March.   While the KPIs were 

showing positive trends, the pressure on teams who were trying to recover backlogs whilst coping 

with high levels of sickness absence needed to be recognised.   

CH highlighted that People Committee would receive information and metrics on the issues that 

drive the performance shown in the Workforce KPIs presented to the Board.  The Committee would 

focus on employment lifecycle themes of attracting the right people and of keeping them in the 

organisation and developing their career, with a ‘golden thread’ of inclusion.  

In relation to adverse variation in MT116 Variation Rate and MT138 Annualised Turnover Rate, CH 

commented that changes in the vaccination programme and service expansion had both had an 

impact.    

PH asked about the availability of lateral flow tests for staff.  SM said that NHS staff who were 

patient facing were still required to undertake lateral flow testing twice a week irrespective of 

symptoms.  SM confirmed that both symptomatic and asymptomatic NHS employees could order 

lateral flow tests through the .gov portal and a communication to SCFT staff to this effect was 

imminent.   

As Chair of the People Committee, GY noted challenges around growing the SCFT workforce, 

including attracting talent from outside the NHS, and in developing people and said it was important 

to understand what would make SCFT an employer of choice.  GY suggested that the Trust should 

seek to engage more with universities around apprenticeships, as well as offering opportunities for 

advanced clinical practice and streamlining recruitment and on-boarding processes.   
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PH asked where the current main areas of concern where in relation to workforce shortages. CH said 

that while the Trust had done well to date to expand services while staying on top of its vacancy 

rate, it now needed think beyond traditional roles and routes of entry to the NHS.  International 

recruitment of nurses was starting to have an impact in intermediate care units but there were still 

shortages in community nursing, school nursing and health visitors.  Where there were known 

specialist skill shortages i.e. podiatry, the Trust needed to work in closer partnership with 

universities. 

KP reported on conversations within the Trust and regionally about the skills required for specific 

tasks, to ensure that specialist clinical staff in short supply were focused on the tasks that only they 

could do.  GY suggested that clinical leadership capability should be leveraged to get the most from 

their knowledge and experience.  

In relation to the Spotlight Report on the 2021 Staff Survey results, CH said that the national results 

had now been released and the Trust had started to look at how it benchmarked nationally and 

within the Sussex system, as well as within its sector.    

SM gave her reflections on the results noting that the Trust’s 73% response rate was believed to be 

the best in Sussex and the second nationally in its sector.  Commenting that more SCFT staff than 

ever – 3,386 people - had feedback in 2021, SM said that this was a good sign of engagement and 

reflected a culture where people’s views were sought with meaning. It also provided a good baseline 

of data on which to base action plans for further improvement.  

While there had been a slight decline in the number of staff who would recommend the organisation 

as a place to work, SM said that this was a national trend and reflected the additional challenges of 

recovering services during the second year of the pandemic.  Among the 24 NHS organisations in the 

South East, four organisations had scored higher than SCFT on this metric with 19 scoring below.  SM 

highlighted managing work pressures, staff morale and energising staff, as areas for the Trust to 

work on moving forward.   

SM said that she was pleased that the Trust had largely held the headline staff survey metrics and 

maintained its engagement score as well as increasing the response rate by almost 10 percentage 

points.    

Dipesh Patel (DiP), Associate NED, asked whether there were any metrics where SCFT was an outlier 

against national trend. SM and CH confirmed that SCFT either followed or was better than the 

national trend for all metrics, including support from managers which was a particular achievement. 

Rebecca Crook (RC), NED, asked how Trust’s score for ‘If a friend or relative needed treatment would 

you be happy with a standard of care provided by the organisation’ supported the Trust’s vision of 

excellent care at the heart of the community. She further asked how there could be assurance that 

the reduction in score was all due to the pandemic.  CH said that the Trust was now scoring as it had 

on this measure in 2017. It was aware that staff in children and specialist services whose work had 

been paused or altered during the pandemic had not been able to offer the care they thought they 

should during the pandemic.  CH said that the Trust would supplement the Q2 Pulse Survey during 

Quarter 2 with focus groups and live discussions to test this.   
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Mark Swyny (MS) asked where SCFT was scoring below its ambition from an absolute perspective.  

CH responded that although staff wanting to leave the Trust was below the national average there 

was still a significant disparity of experience between staff groups; the Trust was making progress in 

this area but it was still not good enough in absolute terms.  

LS asked if there were any whole Trust themes as well as areas for team review and action planning. 

CH said that the Trust’s own results had been shared with teams and results on protected 

characteristics with staff networks ahead of the release of the national data, it would now feed in 

anything coming from national comparisons. CH emphasised that while the Trust’s results on 

questions related to protected characteristics such as disability were at or above the average 

benchmark this was an area where the Trust needed to seek further improvement. LS suggested 

overlaying quality data to see if there was any correlation with staff survey scores.   

Finance Report 

Mike Jennings (MJ), Chief Finance Officer, reported on the Trust’s forecast income and expenditure 

surplus of £200k at year end and said that this was a manageable variance from the breakeven 

target. MJ said that considerable additional funding received in the last few months of the year 

made it difficult to spend exactly to target and that the Trust was not reporting any significant 

financial risk at year end.   

In relation to MT514 Better Payments Practice Code (BPPC), MJ said that the Trust’s payments to 

suppliers had been impacted by a national backlog of invoices for scanning by the Shared Business 

Service central processing team.  

In relation to adverse variation in MT516 Agency Spend MJ noted a number of factors including 

additional non-recurrent income received to help recover waiting lists, increased sickness absence 

and cover for longstanding gaps in hard to recruit posts. MJ said that while a level of agency spend 

was inevitable and appropriate, the Trust would want to see it reduce over the coming year.    

MJ said that for 2022/23 there were some risks to delivering a balanced potion both for the Trust 

and across Sussex. For the Trust, risk was largely about securing investment to expand services and 

recover waiting lists.  Unless there was additional funding, the Trust would not be able to reduce 

waiting lists at the rate it would want without cutting its cost base further and this could impact on 

patient access and patient experience.  MJ summarised saying that Trust finances would be tighter 

going into the next financial year and that an update would come to the Board’s April meeting.  

MS said that the Resources Committee had seen the Month 11 finance report and agreed with MJ’s 

comments.  He reported that in April the Committee would receive a deep dive report on agency 

spend and would scrutinise the Trust’s operational plans for next year. 

There was discussion of the Spotlight Reports within the IPR and members agreed that these were 

useful where there was an area of specific interest to be covered.  In relation to 15+ risks, members 

noted that these would be included within the IPR where applicable and agreed that explicit 

confirmation should again be provided when there were no 15+ risks.   
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Action: Confirmation to be provided within the IPR when there are no 15+ risks as well as any 15+ 

risks being included within individual reports.   

The Board noted the IPR.  

BoD 22/043 Committee Chair’s Reports   

PH invited Committee Chairs to highlight relevant items from their reports for the Board’s attention. 

 

David Parfitt (DP) reported on the Audit Committee’s discussions including consideration of clinical 

audit alongside other internal audit noting that that detail of clinical audit was within the remit of 

the Quality Improvement Committee.  

 

RC reported on the Charitable Fund Committee’s discussions including the Midhurst and Chailey 

balances.  She said that the Charity would be exploring potential for a new venture alongside the 

third sector in the Midhurst area.  

 

GY reported on the People Committee’s inaugural meeting highlighting the agreement that FTSU 

and Safeguarding would report to the Quality Improvement Committee with referrals to the People 

Committee.  

 

LS highlighted three areas of the Quality Improvement Committee’s discussions.  

 The Committee had noted differences between the number of falls in inpatient unit 

between East and West Sussex and this would be discussed further. 

 The Committee had seen an early draft of Quality Account priorities ahead of Board review 

in June. 

 The Committee had received an update on community nursing demand and capacity. 

Further work would tie in with work on deferrals and caseload management.   

 

MS reported that the Resources Committee had discussed the Trust’s latest financial position and 

that the operational planning process was ongoing.     

 

BoD 22/044 Guardian of Safe Working Q3 2021/22   

SL provided verbal assurance to the Board on arrangements to safeguard junior doctors’ working 

hours as required by the 2016 junior doctor contract.  SL said that the Trust had a maximum of five 

directly employed junior doctors as well as a number of junior doctors on rotation from other Trusts. 

No exception reports had been raised by the four trainees in post with the Trust in Q3 2021/22 and 

therefore no fines had been levied.  SL reported feedback from the junior doctor’s forum where all 

had said that they felt well supported.    

The Board noted the Q3 2021/22 Guardian of Safe Working update.   

BoD 22/045 Mortality Report  
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SL presented the Mortality Report and said that there had been 15 deaths during the period all of 

which had been reviewed using the national structured form. The mean age of death had been 86.6 

years and there had been five deaths in which COVID had been a causal or contributory factor.  In 

one case the patient had a hospital acquired COVID infection which was investigated under COVID/SI 

protocols. 

DP asked about the patient transferred back to the acute Trust and whether the initial transfer to 

SCFT had been appropriate. SL said that given the category of patients in the Trust’s Intermediate 

Care Units (ICUS) it was not completely unexpected that someone might deteriorate and require 

readmission to an acute ward.  

Asked whether documentation was adequate, SL said that the Trust used the Royal College of 

Physician’s Structured Judgement Review form and confirmed that documentation was at the level 

expected.   

The Board noted the Mortality Report Q3 2021/22. 

BoD 22/046  Serious Incidents, Patient Safety and RIDDOR Report Q3 2021/22 

SL presented the Serious Incidents, Patient Safety and RIDDOR report noting that of the 16 incidents 

in Quarter 3, five had been declared to meet SI criteria and 11 incidents had been investigated under 

Root Cause Analysis.  SL outlined the detail of the SIs declared contained within the report.  

SL highlighted the brief update included within the report on changes in the national patient safety 

strategy. 

SL said that five incidents had been reported under the Reporting of Injuries Diseases Dangerous 

Occurrence Regulations (RIDDOR) including three falls at Crawley Hospital which had been reported 

to NHS Property Services as the responsible authority, as well as one fall on the Brighton General 

Hospital Site and one fall of an SCFT staff member in a public place.  

LS reported on Quality Improvement Committee concerns about the number of deteriorating patient 

incidents and there was discussion of the format of the report particularly in relation to patient 

safety.  

Action:  DL and LS to review the format of the Serious Incidents, Patient Safety and RIDDOR Report 

in relation to patient safety incidents.   

The Board noted the Serious Incidents, Patient Safety and RIDDOR Report Q3 2021/22. 

BoD 22/047 Local Clinical Excellence Awards  

SL presented the report provided to the Board in accordance with the Local Clinical Excellence 

Awards Guidance 2018-22 (England).  Noting that Clinical Excellence Awards were part of the terms 

and conditions of the NHS consultant contract, SL highlighted nationally mandated changes to the 

award process due to the pandemic including the disbanding of local award panels and the equal 

distribution of award funding between all eligible consultants. SL said that 27 of 29 SCFT employed 
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consultants were eligible for a 2021 LCEA and that while there had been no agreement yet on the 

process from 2022/2023, local award panels were likely to be reinstated.   

GY asked if the award was given pro-rata to part-time consultants. PH said that the Trust had 

decided to award equally to all eligible consultants in line with national guidance.  He stated that 

there was little Trust discretion on the LCEAs and that the terms of the awards were agreed between 

the Department of Health and Social Care and the British Medical Association.    

The Board noted the report.   

BoD 21/048 Any Other Business  

SM reported on the all staff webinar held on 24 March 2022 highlighting some of the issues raised 

including difficulties finding routes to return to clinical practice, engagement with students and 

questions about lateral flow devices.  She noted that while 200 people had attended the January 

webinar, this had reduced to 65 in March and plans were being developed with the newly appointed 

Associate Director of Communications, Engagement and Charity to speak to staff about how they 

would like to engage with executives in the future, and on what subjects.  SM said that she thought 

an approach which combined in person sessions, as prior to the pandemic, with webinars would be 

most effective.    

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: 26 May 2022 
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ACTION LOG – TRUST PUBLIC BOARD 26 May 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  Proposed Corporate Objectives for 2022-
23 include more quantifiable outcomes 
targets (to be discussed at May Board). 
Performance against these will be reported 
in future corporate objective quarterly 
reports.  
Propose Closure.  

BoD 
22/042a 

31/03/22 To review the IPR to show trend data more 
widely across the report and to review the 
triggers for exception reporting to give a broader 
view of performance. 
 

MJ Apr-22 Commentary is now included for metrics 
where, over time, performance has been 
above and below target. Although not 
triggering exceptions, it is not possible to 
say whether the target will be met for these 
indicators. Additional exceptions are 
identified where relevant.  The Trust 
considers improvements to the 
presentation of performance data on an 
ongoing basis.  
Propose closure.  

BoD 
22/042b 

31/03/22 Confirmation to be provided within the IPR when 
there are no 15+ risks as well as any 15+ risks 
being included within individual reports.  

KP Apr-22 Confirmation provided within the IPR. 
Propose closure.  

BoD 22/046 31/03/22 DL and LS to review the format of the Serious 
Incidents, Patient Safety and RIDDOR Report in 
relation to patient safety incidents.   
 

DL/LS May-22 QIC (May 22) to receive first version of 
quarterly patient safety report including 
thematic analysis of incident. 
Propose closure.  
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BOARD OF DIRECTORS – PUBLIC MEETING 
26 May 2022 

 

Agenda Item Number: 4 

 

Report Title: Corporate Objectives Report & BAF Q4 2021/22 and Corporate 
Objectives 2022/23 

 

Purpose:
  

Approval  Assurance x Discussion  Briefing 
 

           

Summary:  
Corporate Objectives 2021/22 
This paper provides a report on delivery against each of the corporate objectives 
as at the end of the 2021/22 financial year.   
 
In October 2021 the Board endorsed corporate objectives for the second half (H2) 
of 2021/22 following review of the H1 objectives in view of updated planning 
guidance published on the 30 September 2021.The main change between H1 and 
H2 was to Corporate Objective 6 (Value and Sustainability).  The H1 objective - to 
maximise the capital budget for the year – was achieved and so the H2 objective 
became:    

 In order to continue to invest in our people and services, SCFT will ensure 
financial sustainability and resources to support recovery whilst achieving 
break even at the year-end. (CFO)  

 
Of the Trust’s six corporate objectives for 2021/22, five were fully delivered and 
one was partially delivered.    
 
Corporate Objective 4 – ‘Deliver better outcomes for patients seen in clinic and 
community settings by improving the management of waiting lists’ was partially 
delivered. Issues were identified during the pilot phase of the project related to the 
reporting of the data captured (workstream 5) and this has impacted on the 
implementation within services and the training of teams to use the new 
methodologies.  
 
In relation to Corporate Objective 2 – ‘Ensure services can meet the needs of all 
segments of the population by developing systematic approaches to the collection 
and understanding of equalities data’ – which was fully delivered, further work is 
planned for 2022/23 to understand how patterns identified in the initial findings from 
equity audits relate to the population as a whole, and the experience of patients.   
 
Corporate Objectives 2022/23 
The Trust is in the process of developing its 2022-25 Strategy and following initial 
Council of Governors engagement will be consulting more widely with stakeholders 
over the course of the summer ahead of the refreshed strategy being presented for 
approval in September.   
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As part of the future strategy work, a set of Corporate Objectives for 2022/23 has 
been developed.  These will be circulated separately from the main Board pack.  
The Board will be asked to approve these, subject to refinement as work on the 
2022-25 strategy progresses.   
 
Board Assurance Framework January 2022 
The Board Assurance Framework (BAF) records and reports on the thematic risks 
to delivery of the Trust’s current (2019/22) strategic goals, the controls in place, 
sources and levels of assurance and any gaps in controls or assurance.    
 
The BAF is reported quarterly at the first Board meeting in public following the end 
of the quarter.  
 
The BAF will be fully refreshed following publication of the 2022-25 strategy.   
 

Recommendation:  

The Board is asked to  

 Note the Corporate Objectives Report & BAF Q4 2021/22.  

 Approve the Corporate Objectives 2022/23 (circulated separately) 
 

Previously reviewed by:   
Executive Committee on 9 May 2022. 
 

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

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

Equality and Diversity: 
One of the Trust’s current strategic goals is to improve health and care outcomes, 
including meeting the needs of diverse communities and tackling health 
inequalities.  Ensuring services can meet the needs of all segments of the 
population by developing systematic approaches to the collection and 
understanding of equalities data was one of the Trust’s corporate objectives for 
2021/22.  In developing the Trust’s Strategic Goals 2022-25 including Corporate 
Objectives for 2022-23 the Trust is mindful of its responsibilities and ambition 
relating to equality and diversity. 
 
 

Report author: 
Zoe Smith, Trust Secretary 

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

Provide rewarding working lives and careers 

 

  

2021/22 Corporate Objective 1  

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

inclusion, and place of work through implementation of the Healthy 

Teams 2 Checklist. (CPO) 

FULLY 

DELIVERED 

  

What we said we would do:  

Q1 Develop a revised Healthy Teams resource with engagement from 

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

teams. 

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

to use it in their team. 

Q3 

and 

Q4 

Continue the roll-out of the revised Healthy Teams resource and support 85% 

of managers to use it in their team, assessing the impact through feedback 

from the quarterly Wellbeing and Inclusion Forum, Staff Networks, Staff 

Survey, WELT and Area and Executive FPQ.   

 

What we did: 

 Revised Healthy Teams resource developed and launched in July 2021. 

 HR Business Partners and the Organisational Development team held a variety 

of sessions with managers to promote and support its use.  

 Promoted through a number of channels including in the CEO message, Team 

Talk, social media and on the Pulse (intranet). 

 Encouraged teams to use and embed the Healthy Teams resource as part of 

scheduled team meetings and larger organised group sessions. 

 Recorded 151 Healthy Teams sessions since launch of Healthy Teams 2 in July 

2021.  

 Examples of use include:  

o Restorative supervision with Professional Nurse Advocate (PNA) 

o Stress bucket, story-telling and change exercises  

o Used as part of General Managers and Clinical Services Managers 

(CSM) away day  

o Reflecting on how to bring team together using check-ins/outs and 

explored transition curve ahead of team splitting 

o Staff survey session exploring results, themes, and next steps 

o Reflection on supporting Team Leads and regular meetings incl. 

development opportunities (e.g., appreciative enquiry and action 

learning sets). 

  

04
 C

or
po

ra
te

 O
bj

ec
tiv

es
 a

nd
B

A
F

 Q
4 

20
21

-2
2

Page 15 of 135



 

 

  

Strategic Goal: Population Health 

Improve health and care outcomes for our communities 

 

  

2021/22 Corporate Objective 2  

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

by developing systematic approaches to the collection and 

understanding of equalities data. (CMO) 

FULLY 

DELIVERED 

  

What we said we would do:  

Q1 Use insight gathered from ethnicity data completeness reports and 

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

understanding of the importance of recording patient demographic data and 

how to ask sensitive questions.   

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

profiles. 

Q3 

and 

Q4 

Undertake the design and initiation of a small number of equity profiles/audits 

using routine service data to explore how patient demographics reflect local 

populations (Special Care Dentistry, Urgent Treatment Centres and Diabetes 

Care for You) and whether there are any barriers to access, differences in 

experience or in the achievement of outcomes (Diabetes Care for You 

specifically) across different population cohorts.   

 

What we did: 

 Insight gathering with operational areas and specific services which identified a 

number of different barriers to and complications in ethnicity recording.  

 Task and finish group established to understand and resolve technical 

challenges of reporting Trust-level ethnicity recording alongside improving data 

capture in clinical services. 

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

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

access (UTCs) 

 Initial findings from equity audits have identified potential relationships between 

deprivation and non-attendance at outpatient appointments across different 

services, referral at later stage or with more complex disease for patients from 

deprived areas and ethnicity and low access rates. Further work to understand 

how these patterns relate to the population as a whole, and the experience of 

patients is planned.  

 Carried out analysis of Trust level postcode data to provide assurance of 

completeness and quality.  

 Continued work on understanding and resolving technical challenges of reporting 

Trust-level ethnicity recording alongside improving data capture in clinical 

services. 
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2021/22 Corporate Objective 3 

We will continue to support the Sussex wide vaccination programme 

by being the lead provider for vaccination centres across Sussex. 

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

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

in doing so, provide services in such a way that encourages equity of 

uptake for all segments of the population (CFO)1. 

 

FULLY 

DELIVERED 

What we said we would do:  

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

care home and housebound residents. 

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

and second dose). 

Q3 Have offered a vaccination appointment for all school age population, 

seeking 75% uptake.  

Q3 

and 

Q4 

Continue to offer booster appointments and an ‘evergreen’ offer for phase 

three of the programme, within our vaccination centres, complementing the 

Sussex programme. 

 

What we did: 

 First, second and booster dose vaccinations given in centres at Crawley 

Hospital, Eastbourne Welcome Building, Chichester Westgate Leisure Centre 

and the Brighton Centre.  

 In response to the Omicron variant and the revised national target to offer all 

adults a booster jab by 31 December 2021, we increased capacity in Northgate 

and Churchill Square, and reopened the vaccine centre in Crawley Hospital – 

offering 20,000 vaccine appointments a week in the weeks leading up to 

Christmas 

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

Local Authority Community Officers to improve access opportunities 

 Roving service supported second doses for Care Home and Housebound 

residents for Primary Care Networks who chose to work with SCFT roving team, 

visited Traveller Community sites in West Sussex and a major West Sussex 

employer. 

 Visited all secondary schools across Sussex to offer first dose for 12-15 year 

olds and ran complimentary vaccination clinics for 12-15 year olds in Crawley, 

Brighton and Chichester, for those unable to make their school visit date. 

 In the region of one million doses delivered through SCFT teams. 

  

                                                 
1 The wording of this objective changed slightly in the second half of the year to reflect the importance of addressing 

disparities in uptake.  The original wording was “We will continue to support the Sussex-wide vaccination programme by 

being the lead provider for vaccination centres across Sussex. Working with the Sussex programme we will be part of a 

system that aims both to vaccinate the entire adult population of Sussex, and within that aim, ensures that all segments of 

the population are supported and enabled to choose to be vaccinated.” 
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Strategic Goal: Quality Improvement 

Foster a continuous improvement culture 

 

  

2021/22 Corporate Objective 4  

Deliver better outcomes for patients seen in clinic and community 

settings by improving the management of waiting lists. (COO)   

PARTIALLY 

DELIVERED 

 

What we said we would do:  

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

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

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

Complete procurement exercise and appoint external supplier.   

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

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

support the new processes and methodologies to enable capture of wait 

times data in line with agreed definitions. 

Q3 

and 

Q4 

In line with the five identified workstreams, set up systems that support new 

processes and methodologies to support the capture of waiting times data in 

line with agreed definitions. Implement within services and train teams to 

utilise new methodologies.   

 

What we did: 

 Appointed The PSC (consultancy) to support on delivery of the project.    

 Identified a small number of services as first and second waves to help define 

a methodology to be rolled out more widely including MSK (including pain and 

rheumatology), non-obstetric ultrasound and the wheelchair service.  

 Established a process for clinical harm reviews informed by a regular weekly 

update of long waiting patients (for referral to treatment (RTT) services), with 

early warning of those patients who have been waiting for more than 40 

weeks.  

 Made a successful bid as part of the system-wide Targeted Investment Fund 

to secure further input from The PSC to enable a third wave of services to be 

supported through the project.  

 Full rollout has commenced across a small number of services, to complete an 

‘end to end’ process. This will be used to inform the resource requirement and 

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

methodologies for full roll out across all services. 

 Set up systems, processes and methodologies for all services in scope to 

capture waiting times data.  However, issues have been identified during the 

pilot phase related to the reporting of the data captured (workstream 5), which 

has impacted on the implementation within services and the training of teams 

to use the new methodologies.  We are working with our IT system supplier to 

address these issues, and to progress the roll out of the project across all 

services.  The next phase of the project (in line with corporate objectives for 

22/23) will support the clinical prioritisation of patients.   
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Strategic Goal: Patient Experience 

Use patient feedback to improve what we do 

 

  

2021/22 Corporate Objective 5 

Increase access to services through the availability and use of 

digital tools, evaluating the experience of patients and staff as an 

integral part of the implementation. (CN/CDTO) 

FULLY 

DELIVERED 

 

What we said we would do:  

Q1 Complete and share initial report evaluating video consultations. 

Q2 Build on the findings from the report (as above) and trial two further 

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

Q3 

and 

Q4 

Continue work with specific services to define appropriate pathways to 

support increased usage of video consultations. 

Increase ability to remote monitor patients through specific projects e.g. care 

home remote monitoring of patient observations for access by care home 

matrons, set up and evaluate pilots of wound management apps.   

 

What we did: 

 Initial evaluation report completed; primary data from video consultation 

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

resource from Healthwatch. 

 Implemented a clinically-led group to support delivery of an Virtual Consultation 

Optimisation project: 

o Developed internal guidance to reflect best practice in safe, effective virtual 

consultations which provide a positive experience. 

o Working with teams to support the development of service level pathways to 

ensure a standardised approach to virtual consultations which include trigger 

points for face to face consultations. Initial services include Healthy Child 

Programme (HCP), MSK and Community Neuro-Rehabilitation. 

o Healthy Child Programme – 73% of parents surveyed said they got what 

they wanted from their virtual consultation; 57% happy to use this approach 

in future. 

 Completed an in-depth health economics evaluation on the use of Autoplanner 

and created a higher level infographic for wider communication. 

 Implemented a new framework to support the evaluation of service level digital 

transformation projects. This includes interviewing and surveying staff and 

patients to capture outcomes, and ensuring staff and patients input into the 

scoping of all projects. 

 Work moved to P2 project to implement policy and service level pathways for 

face to face and virtual contact model. 
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Strategic Goal: Value and Sustainability 

Improve efficiency and reduce waste 

 

 

2021/22 Corporate Objective 6 

Half 1 (April – August 2021) 

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

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

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

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

as well as investments to modernise equipment and support staff 

wellbeing. (CFO) 

 

Half 2 (September 2021 – March 2022) 

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

ensure financial sustainability and resources to support recovery 

whilst achieving break even at the year-end. (CFO) 

 

 

 

FULLY 

DELIVERED 

 

 

 

 

 

 

FULLY 

DELIVERED 

 

What we said we would do:  

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

aspirant). 

Q2 Secure digital aspirant funding and other nationally and regionally available 

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

Q3 Secure additional funding through H2 planning process to improve resilience 

of services, meet the demands of winter and to support the recovery of 

waiting lists in challenged services.   

Q4 Achieve break even, on a control total basis, at the year-end.   

  

What we did: 

 Maximised the capital budget for the year and achieved a gross spend of 

£12,870k against a plan of £11,555k on the basis of additional capital funding 

received in year.  

 Secured Digital Aspirant funding.  

 Successfully secured additional funding for H2, through available national 

programmes for supporting elective recovery; community waiting list services; 

community service developments and to support adult urgent and emergency 

care flow, to the value of £6.5m revenue funding, and £1.8m capital. 

 Delivered a surplus of £211k for the year against a breakeven plan. 
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BOARD ASSURANCE FRAMEWORK SUMMARY – May 2022 
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Thematic Risk Title 
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t 
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e Strategic Goal 
Impacted 
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* 
 

Residual Risk* (Current Position) 
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s 
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o
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Ta
rg
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t 

d
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e
  

1 2 3 4 5 
Jul 
20 

Nov 
20 

Jan  
21 

May 
21 

Jul 
21 

Nov 
21 

Jan  
22 

May 
22 

1 Workforce PC      16 16 16 16 12 12 12 16 16  12 Apr-23 

2 
Cyber Resilience (previously titled 
Digital)  

RC      12 12 9 9 9 9 8 12 12  8 Jul-22 

2a 
Data Quality and Effective Use of 
Data  

RC      12       12 12  6 Apr -23 

3 Financial Sustainability RC      20 9 9 12 12 12 12 9 20  9 Apr-23 

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

 System Fluidity EC      12 8 8 8 8 8 8 8  CLOSED 6 Jul-22 

5 Integrated Care System EC      8        8 NEW 6 Apr-23 

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

 

Uncertainty regarding the 
progression of the COVID-19 
pandemic and impacts on 
provision of patient care 

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

7 
COVID-19 pandemic impact on 
patient care 

EC      25        9 NEW 6 Apr-23 

 

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

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

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

BAF Reference:  WORKFORCE  

Risk Description:  The pandemic had a significant impact on our workforce, particularly in relation to absence levels, however some indicators such as 
turnover improved. After a short peak in the number of leavers, the situation has stabilised although fluctuating levels of COVID related 
absence continue to impact on staffing levels.  The return to full activity, backlogs in some services, the expansion of other services 
and pre-existing workforce shortages as well as pressure on staff resilience and wellbeing all contribute to the current risk that the 
Trust will not have the right number of staff with the right skills to deliver its objectives.    
 

Responsible 
Executive:  

Chief People Officer  Committee: People Committee  Last Updated: 09/04/2022 

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

Date: Risk 
Register 
Number: 

Risk Title: Inherent 
Risk 
Score: 

Current 
Risk 
Score: 

Change: 

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

BAF Risk Scoring 

 
July 
21 

Nov 
21 

Jan 
22 

May 
22 

Rationale for Risk Level: 
Target Risk Level  

(Risk Appetite) 
Target Date: 

Likelihood 3 3 4 4 Although the causes of the risk are changing month on month 
as some services continue to restore and clear backlogs, 
others expand, existing vacancies persist and the learning 
and career infrastructure is not yet established. Staff turnover 
continues to impact, at times significantly. 

Likelihood 3 

01/04/2023 
Consequence 4 4 4 4 Consequence 4 

Risk Score 12 12 16 16 Risk Score 12 

Cause of Risk The risk is due to: 

 Increase in services with 12+ risks with staffing 
factors. 

 An ageing workforce and lack of career progression. 

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

 An unregistered pipeline that has no experience of 
working in health.  

 Some services with ongoing high levels of 
vacancies. 

 Services expanding and the demand for staff 
increasing. 

 Incidents of incivility impacting staff retention. 

 Intermittent absence due to sickness and other types 
of absence including COVID. 

 Backlog in services putting pressure on the 
workforce. 

Impact:   Increased turnover of experienced staff. 

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

 Increased reliance on agency staff. 

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

 Further detriment to staff resilience and wellbeing. 
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Current 
methods of 
management 
(controls) :   

 2022/23 workforce plan. 

 Zero Health Care Assistants (HCA) programme bringing new entrants to the NHS to become HCAs to reduce the HCA vacancy 
to zero in line with the national target. Centralisation of HCA recruitment and refreshed Care Certificate programme. Their 
retention is now being monitored through Workforce Committee 

 International recruitment of nursing staff reducing vacancies in ICUs 

 Learning and Organisational Development plan to continue to ensure our offer focuses on staff wellbeing, inclusion and 
supporting teams during and post-COVID as well as retention especially for Registered Nurses and Allied Health Professionals 
(AHPs). 

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

 Part of the ICS wide violence reduction programme. 

 Expansion of HealthRoster to maximise staff deployment across all services. 

Assurance Framework – 3 Lines of Defence  

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

framework) 

2nd Line 
(how the organisation oversees the control 

framework)  

3rd Line 
(objective independent assurance and 

challenge)  

Assurances:   Daily workforce sit rep. 

 HealthRoster. 

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

 Monthly review of workforce metrics at 
Workforce Committee and FPQ 

 Report to People Committee 
employee life cycle metrics  

 Workforce report as part of Integrated 
Performance Report (IPR) to Board. 

 Feedback and involvement from staff 
at Staff Network Groups (BAME, 
Disability, Religion, LGBT+) and whole 
staff webinars as well as WELT 

 

 NHSE/I SE Region Workforce 
Report. 

 NHSE/I Model Hospital.  

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

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

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

1 Development of learning infrastructure CPO 31/03/2023 Project diagnosis to be undertaken in Q1 

2 Recruitment to service expansions  COO Ongoing Workforce plans being finalised 

3 International recruitment of nurses CN 31/12/2022 70 nurses in post by end Q1 
Phase 2 (additional 25 nurses) to be recruited and in post 
by end Q3 

4 Deliver workforce programmes: 

 Occupational Health service transformation 

 Inclusion function review (including staff 
networks) 

CPO 31/03/2023  Occupational Health project underway supported by 
project management and QI teams. 

 Staff networks review underway with survey closing end 
of April. 
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 Employee experience programme (to be 
scoped) 

 Communications & Engagement strategy 
development 

 Recruitment process improvement 

 Improving the consistency of employee experience 
being scoped based on staff survey results and 
triangulation with all other relevant information sources. 

 Internal audit of recruitment process underway. 

 Workforce deep dives and planning underway, in 
particular with Allied Health Professional (AHP) staff 
groups. 

 

 

 

 

 

 

 

  

04
a 

B
A

F
 M

ay
 2

02
2

Page 24 of 135



 

Thematic Risk Summary  

BAF Reference:  CYBER RESILIENCE 

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

Responsible 
Executive:  

Chief Digital and Technology Officer Committee: Resources Committee  Last Updated: 16/05/2022 

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

Date 
Raised: 

Risk 
Register 
Number: 

Risk Title: 
Inherent 

Risk 
Score: 

Current 
Risk 

Score: 
Change: 

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

BAF Risk Scoring 

 
Nov 
21 

Jan 
22 

Mar 
22 

May 
22 

Rationale for Risk Level: 
Target Risk Level  

(Risk Appetite) 
Target Date : 

Likelihood 2 3 3 3 
The current likelihood is has increased to a score of 3 following 
national identification in December 21 of a security vulnerability 
known as Log4shell or Log4j as a significant concern to IT systems 
globally, additionally the situation in Ukraine has increased the 
likelihood of cyber attacks. 

The current consequence is scored at 4 as the reliance on digital 
systems in the delivery of business processes and clinical services is 
high and the impact of a cyber attack could be major (for example 
Extended loss of essential service in more than one critical area) 

Likelihood 2 
 

30/06/2022 
 
 

Consequence 4 4 4 4 Consequence 4 

Risk Score 8 12 12 12 Risk Score 8 

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

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

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

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

 Damage to the Trust’s reputation e.g. IG Breach, Financial loss  

Current 
methods of 
management 
(controls):   

 IT Infrastructure Action Plan in place. 

 Data Security and Protection Toolkit in place with Standards Met (2021-2022) which include compliance to Cyber Essentials 

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

 Process in place to review and respond to national NHS Digital CareCERT notifications 

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

 Critical systems identified with clinical and corporate colleagues.  
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Assurance Framework – 3 Lines of Defence  

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

framework) 

2nd Line 
(how the organisation oversees the 

control framework)  

3rd Line 
(objective independent assurance and 

challenge)  

Assurances:   Resilience workplan  

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

 Cyber alerts from NCSC – National 
cyber security centre 

 ATP alerts – advanced threat 
protection software 

 SMT prioritisation processes and 
financial management in place.  

 Any outstanding unsupported systems 
have risk controls and management 
plans in place. 

 Information Governance and Security 
Group Oversight 

 Escalations to the Digital Data and 
Technology Committee. 

 Executive Committee provide assurance 
to the Board.   

 Link reporting to Trust Resilience group 
 
 

 TIAA audits  

 External audits e.g. MTI 

 NHSX regional cyber lead – advice, guidance 
and input.  

 National Cyber security centre – advice and 
guidance.  

 Cyber essentials assessment 

 Data security and protection toolkit evidence 

 Independent penetration testing 

Gaps in control/assurance:  

 Updated Digital Strategy not finalised 

 There are some outstanding single points of failure within the network which need to be resolved. 

 Cyber essentials accreditation has lapsed. Last accreditation achieved in November 2019. Until all residual unsupported systems (including data warehouse) 
are removed, we will not be able to pass the accreditation standards.   

 Longer term capital and revenue investment programmes are required to ensure that digital infrastructure refresh cycles, improvements and maintenance are 
sustained  

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

Lead: 
Due Date: Progress Report:  

1 Develop and finalise Digital Strategy CDTO 28/04/2022 Strategy in final stages, to be presented to Executive Committee in April. 

2 IT delivery schedule for work identified in 
the high-level plan including unsupported 
systems, single points of failure. 

CDTO 30/05/2022 Workplan has been developed and assured through IG and Security Group. 
Workplan has also been shared with Resilience group and Digital Data and 
Technology Committee.  
Installation of core switches to resolve single points of failure: Crawley 
complete, BGH are awaiting migration but awaiting downtime to be agreed.  
Low risk as can covert to new switch if issue occurs.   

3 Development of Long Term Digital 
Funding plans  to maximise internal and 
external funding opportunities 

CDTO Ongoing Ongoing working with Finance, ICS Digital Programme Board and national 
NHS to maximise internal and external funding opportunities. 
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INHERENT RISK = risk score prior to current controls (‘gross’ risk)                                            RESIDUAL RISK = risk score with current controls in place (‘net’ risk) 

Thematic Risk Summary  

BAF Reference:  DATA QUALITY AND EFFECTIVE USE OF DATA  

Risk Description: There is a risk that the Trust’s corporate and service level clinical decision making is adversely affected; 

a) by the availability of timely, or accurate data.   
b) by inability to react quickly to increased and new data demands both locally and nationally (e.g. waiting lists, staff vaccination 

data) in support of patient and staff care due to legacy data management tools and processes.. 
c) by limited data analytics skills and knowledge across the Trust of how data can be used and interpreted. 

Responsible 
Executive:  

Chief Digital, Technology Officer Committee: Resources Committee Last Updated: 04/05/2022 

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

Date: 
Risk 

Register 
Number: 

Risk Title: 
Inherent 

Risk 
Score: 

Current 
Risk 

Score: 
Change: 

  
No 15+ risks on the Risk Register that relate directly to Data 
Quality and Effective Use of Data.  

   

BAF Risk Scoring 

 
Nov 
21 

Jan 
22 

Mar 
22 

May 
22 

Rationale for Risk Level: 
Target Risk Level  

(Risk Appetite) 
Target Date: 

Likelihood  4 4 4 The current likelihood is scored at 4 as it is known that systems 
and processes in place require improvement to meet increasing 
demands. 

The current consequence is scored at 3 as the reliance on 
clinical and corporate data, management, quality and use is 
vital to support effective delivery of health and care services to 
optimize care benefits to patients.     

Likelihood 2  

31/03/2023 
Consequence  3 3 3 Consequence 3 

Risk Score  12 12 12 Risk Score 6 

Cause of Risk Systems 

 Data models within systems not aligned to how the 
organisation operates or structured to the output 
reports it requires.    

 Legacy data management tools in place have not kept 
pace with technological developments. 

Processes and governance 

 Multiple and duplicated data sources 

 Reporting is complex and time consuming.   

 Reporting is focused on multiple, individual metrics 
rather than a rounded picture of performance. 

Impact:  Quality data plays a role in improving services and decision making, 
as well as being able to identify trends and patterns, draw 
comparisons, predict future events and outcomes, and evaluate 
services and therefore this risk may impact the following SCFT 
Strategic Goals: 

Population Health – Improve health and care outcomes for our 
communities 

Quality Improvement – Foster a continuous improvement culture 

Patient Experience – Use patient feedback to improve what we do 

Value and Sustainability – Improve efficiency and reduce waste 

In the following ways 
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People 

 Data analytic skills and knowledge across the wider 

organisation are limited to enable effective use 

validation and interpretation of data at pace. 

 Inconsistencies in data capture across the Trust. 

 Insufficient Data Engineering capacity to support 
demands 

1. The time lag in generating data reports limits effective decision 
making and we are unable to effectively use data to improve 
care or empower local decision making.  

2. Decisions made on poor quality data could impact patient care, 
service improvement and equalities (e.g. how conditions are 
coded)  

3. Too much time is spent by analysts and leaders on producing 
and understanding the data, rather than commissioning and 
developing analysis that can be acted upon. 

4. System wide (ICS) working and data sharing including Shared 
Care Records and Population Health Management relies on 
good quality data 

Current 
methods of 
management 
(controls) :   

 Digital Aspirant Funding in place to support data improvement 

 Data Engineering Plan and additional resources agreed by Resources Committee.  

 SOPs are in place to improve data quality. 

 Performance framework established, based on NHS England & Improvement good practice for reporting. 

 Data quality framework developed by internal auditors TIAA in place to assess progress against 

Assurance Framework – 3 Lines of Defense  

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

framework) 

2nd Line 
(how the organisation oversees the control 

framework)  

3rd Line 
(objective independent assurance and 

challenge)  

Assurances:   Data Engineering Plan 

 Blueprint for Data Warehousing 
Process 

 Quality and validation is checked for 
some data sets (e.g. waiting times) 
and processes. 

 Improved Data Engineering and 
Analytics Software Procured  

 Data Improvement Group Oversight  

 Escalations to the Digital Data and 
Technology Group. 

 Community Services Data Set (CSDS) 
Task and Finish Group 

 Executive Committee provide 
assurance to the Board. 

 Executive and Area level FPQ process 
reviews data and action plans   

 External Audits (including Data Security and 
Protection Toolkit) 

 Data quality and completeness assessed as 
part of national returns. 
 

Gaps in control/assurance:  

 Data Quality and Use of Data Improvement Action Plan in Progress  

 No current data maturity measurement to identify the extent to which the Trust is utilising data.  

 Requirement for a robust SCFT data quality framework to include; accountability structures, consistent data models and training requirements 

 Improved data tools, new data warehouse and service level dashboards not fully implemented 

 Long term investment programme into Data Management 

 Wider Staff training not in place 

 System-wide agreements on data collaboration 
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 Supplier support and partnership working to develop effective controls and reporting 
 

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

No. Action required:  
Executive 

Lead: 
Due Date: Progress Report:  

1 Development of Data Quality and Use of Data Improvement 
Plan 

MJ/DC 30/06/2022 Improvement plan in development  

2 Development and Implementation of the SCFT Data Maturity 
Matrix to identify ‘What Good Looks Like’ for each of our 
services. 

MJ 31/03/2023  

3 Implementation of a Trust wide Data Quality Framework and 
governance structures to include operational and support 
service accountabilities (Data Asset Owners), reporting 
mechanisms and standard operating procedures 

MJ 31/03/2023  

4 Implementation of improved data tools, data warehouse and 
service level dashboards across the Trust 

DC 31/03/2023  

5 Development of analysis capabilities including frontline staff, 
service managers and data analysts through range of 
packages and training to all relevant staff. 

MJ 31/03/2023  

6 Work in collaboration with NHS England, the Integrated Care 
System (ICS), and our system suppliers to reduce the burden 
of regular reporting. 

MJ/DC 31/03/2023 Ongoing Process through ICS Governance 
Structures 

7 Digital Aspirant Plus project to collaborate with other NHS 
Trusts to enable the prioritisation of EPR system developments 
through a common set of requirements. 

DC 31/03/2023 Business case in development for funding for 
Digital Aspirant Plus. 
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Thematic Risk Summary  

BAF Reference:  FINANCIAL SUSTAINABILITY  

Risk Description:  There is a risk that that the revenue available for the trust in the medium term (over the next three years) will not be sufficient to cover 
the costs required to meet patient demand within SCFT services, and to support delivery of the other strategic goals of the Trust. This 
may result in increasing issues with access to services, including waiting times, increased health inequalities, and an inability to 
improve and update equipment and infrastructure for the benefit of patients and staff. 

Responsible 
Executive:  

Chief Financial Officer  Committee: Resources Committee  Last Updated: 18/05/22 

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

Date: Risk 
Register 
Number: 

Risk Title: Inherent 
Risk 
Score: 

Current 
Risk 
Score: 

Change: 

  No 15+ risks on the Risk Register that relate directly to 
financial sustainability  

25 20  

BAF Risk Scoring 

 
Nov 
21 

Jan 
21 

Apr 
22 

May 
22 

Rationale for Risk Level: 
Target Risk Level  

(Risk Appetite) 
Target Date : 

Likelihood 4 3 4 4 The current financial plans in Sussex for 2022/23 deliver a deficit 
plan, and the draft plan for SCFT in 22/23 is also a deficit in excess of 
£3m. Inflationary pressures within energy supply, fuel, other non pay, 
as well as some pay inflation elements have only been partially 
covered by the funding settlement for 22/23. Although the Trust has 
also been successful in bidding for some additional investment 
income to cover some nationally set service improvements, there are 
insufficient funds to address all of the national and local priorities. 
Covid funding has been halved, although significant challenges exist 
within the health and social care system as a result of the pandemic. 
There is also risk within Trust the plan, with the cost improvement 
plan at a higher level than it has been for a number of years, and with 
some cost improvement schemes still in the development stage. 
These factors result in a current risk of a financial loss in excess of 
£1m. This may result in not all of the trust’s ambitions for addressing 
patient waiting times and improving and expanding services being 
able to be met in year. 

Likelihood 3 

31/03/23 

Consequence 3 3 5 5 Consequence 3 

Risk Score 12 9 20 20 Risk Score 9 

Cause of Risk  Built up demand from the pandemic outpacing the 
capacity budgeted. 

 Increased agency use due to service expansion, staff 
turnover and staff availability 

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

 Unable to meet system/commissioner requirements, 
potentially leading to delays or access issues in other 
providers 

 Unable to re-invest in services across the Trust. 
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 Sufficient Income streams not available for all 
nationally and locally identified community service 
developments. 

 Greater inflation than contained within the NHS 
funding settlement 

 High Cost Improvement targets as a result of above 

 Damage to the Trust’s reputation. 

 Impact on CQC rating. 

Current 
methods of 
management 
(controls):   

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

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

 Service developments/new opportunities and transformation schemes overseen through Strategic Deployment Group. 

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

 Collective risk management through ICS CFOs group. 

Assurance Framework – 3 Lines of Defence  

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

framework) 

2nd Line 
(how the organisation oversees the control 

framework)  

3rd Line 
(objective independent assurance and 

challenge)  

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

 Budget setting and monthly financial 
reports. 

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

 ICS Financial Leadership Group (FLG) 
(weekly). 

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

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

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

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

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

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

 ICS/NHSE provider assurance process. 

Gaps in control/assurance:  

 Uncertainty over operational planning and financial arrangements for 2022/23 under the new system-based approach to planning and funding.  

 ICS assurance processes still maturing. 

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

 Weakness of current formal contracting governance architecture with commissioners during pandemic response phase. 

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

No. Action required:  Executive 
Lead:  

Due Date:  Progress Report:  
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1 Ongoing engagement with ICS CFOs group to manage 
the risk of funding gaps at organisation/system level 
 

CFO Ongoing – 
May 22 

 System in place to review and discuss system risk – 
22/23 plan across SUSSEX is  a deficit plan 

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

CFO Ongoing – 
May 22 

 Negotiations ongoing to secure required investment 
from community ring fenced funding as part of the ICS 
22/23 planning round. Plans to be submitted at the end 
of April 22, with on going resultant risk management 
planning required into May 22. 

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

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

CFO Q1 22/23  Initial scoping meeting with Lead exe Director and ICS 
COO taken place for this revised framework  

 SCFT team briefed and preparing revised framework 

 Work delayed by commissioners due to system 
pressures from COVID and winter 

 New process and structure to be implemented during 
Q1 22/23 

5 Business planning including efficiency plans developed for 
22/23 

CFO April 22  Budget setting and planning meetings with corporate 
departments and area teams in place 

 Detail of financial allocation to the ICS, and impact 
across providers to be completed during April 22 

 ICS Finance Leaders group leading financial planning 
across the system, including financial priorities for 
Sussex 

 Quality Impact assessments required for schemes that 
may risk having adverse impacts on patient care 
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Thematic Risk Summary  

BAF Reference:  ESTATES 

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

Responsible 
Executive:  

Chief Financial Officer Committee: Executive Committee  Last Updated: 18/05/2022 

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

Date: Risk Register 
Number: 

Risk Title: Inherent 
Risk Score: 

Current 
Risk Score: 

Change: 

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

   

BAF Risk Scoring 

 
 Dec 
21 

Mar 
21 

Apr  
21 

May 
22 

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

Target Date : 

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

Likelihood 2 Move to risk of 9 by 
01/09/22 

Target of 6 by 
01/04/2024 

 

Consequence 3 3 3 3 Consequence 3 

Risk Score 12 12 12 12 Risk Score 6 

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

 Premises infrastructure and layout not efficient for 
modern healthcare needs. 

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

 Social distancing requirements have limited space 
available. 

 Rapid growth of teams and services in some areas 
causing additional pressure on space due to the 

Impact:   Increased demand on resources to maintain and improve the 
overall estate. 

 Increased demand on capital for investing in the future 
sustainability of the Trust. 

 Not being able to support effective efficient services may lead 
to poorer quality patient outcomes and experience, and 
reduced ability to improve staff wellbeing and working lives. 

 Ability of premises to deal with increased frequency of 
extremes weather events due to climate change 

 Constrained ability to improve premises environment at pace. 
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strategic shift towards community services within the 
Long Term Plan 

 Risk of staff across the teams moving to better paid 
industries 

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

 Damage to the Trust’s reputation.  

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

 Excess demand on capital programme and project 
management resource inhibiting the team’s ability to deliver 
both capital programme and strategic projects effectively  
 

Current methods 
of management 
(controls) :   

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

 Estates maintenance infrastructure in place for Trust managed premises. 

 Contract communication meetings / frameworks established with third party landlords. 

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

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

assessments in place across all occupied premises. 
 Collaborative system working at ICS estates programme board and ICS estates strategy 
 Care Without Carbon Carbon reduction and sustainability plan (current) to mitigate climate change impacts 
 Regular oversight and signposting from local facilities teams to resolve premises and operational issues 
 Package of wider benefits to be communicated clearly in recruitment processes to highlight benefits of working in the NHS 

 
 

Assurance Framework – 3 Lines of Defence  

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

framework) 

2nd Line 
(how the organisation oversees the control 

framework)  

3rd Line 
(objective independent assurance and 

challenge)  

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

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

 Annual Health & Safety report to the 
Board. 

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

 Authorised engineers for electrical systems 
and Water provide assurance reports 
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 Health and safety visits of premises to 
ensure adherence to COVID risk 
assessments. 

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

 Facilities team oversight and regular 
audit against the national cleaning 
specifications 

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

 Monthly Estates compliance assurance 
meetings with third party landlords.  

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

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

 Capital Review Group oversight of 
capital plan prioritisation 

against compliance with HTMs. Most recent 

reports have not identified any significant 
issues.  

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

 Independent accreditation of carbon footprint 
on an annual basis 

Gaps in control/assurance:  
 Longer term capital programme required (including landlord plans) to identify pressures and requirements. 

 Works delayed due to extraneous pressures (operational system demands, constrained CDEL) 

 Review use and effectiveness of Six Facet Survey to comprehensively cover landlord owned properties as well Trust owned. 

 Comprehensive accurate knowledge of asset utilisation. 

 Full understanding of our risks due to climate change. 
 

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

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

1 Transfer of NHSPS freehold assets to SCFT  
 

CFO Q2 
2022/23  

Trust Board approved Business Cases submitted to 
DHSC; Positive feedback now received from DHSC, 
however the DHSC process has been slow, leading to 
slippage of timescale. Expecting approval imminently, 
which will then lead to the mobilisation plan to transfer.  
As of 17.5.22 resolution of issue relating to PFI at 
BRWMH has been resolved and business cases ready 
for submission for Ministerial approval. 

2 Phased development of major capital projects for 
modern specialist healthcare estate to modernise and 
support enhanced  patient care and staff working 
environment 

CFO 2024/25   BGH business case will need to be reworked for third 
iteration to deliver affordable viable scheme, with all 
opportunities explored to close capital gap.  Trust 
Resources Committee expected to approve decision to 
develop scheme through ProCure22/23.Worthing Civic 
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Quarter project business case approved Q3 2021/22 – 
occupation by Q1 2024/25 
Various additional project planned for completion 
2025/26 

3 Revised premises risk assessments completed across 
property portfolio following changes to infection control 
requirements 

CFO/CNO Q1 
2022/23 

Following the government “living with Covid” plan, 
premises risk assessment need to be reviewed. The 
result is expected to reduce the pressure on premises 
that was created by social distancing, especially in areas 
not visited by patients and the general public. 

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

CFO Completed Secured property in Haywards Heath and Lewes for 
Urgent Community response and in Chichester and 
Worthing for IAPT.   
continuing to scope service needs in conjunction with 
clinical teams and identify solutions to match 
requirements 
Need to align to Trust wide utilisation assessment and 
development of longer term agile working patterns 

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

HRD/CFO Q3 
2022/23 

Place of Work project initiated 
wellbeing and staff rest areas, ‘Worksmarter’ 
arrangements; incorporation of flexible working to 
support estates and ICT digital strategies through 
flexible working and room/clinic/hot desk booking 
system. A series of engagements with services will 
continue to quantify impact on future estate 
requirements.  Use opportunities of new hubs to 
implement suitable working environments as well as 
reconfigure estate to accommodate service growth 
(before consideration of new premises) 

5 Regularisation of accommodation agreements for leased 
estate 

 

CFO Q2 
2022/23 

Slipped due to need to clarify inaccurate charging from 
NHS PS prior to signing all agreements. MOTOs 
(Memorandum of Tenant Occupation) being agreed and 
implemented for NHS Property Services (NHSPS) 
premises. 
Leases and Licences being agreed and implemented for 
other NHS PS properties. 
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Regular engagement meetings between NHSPS & SCFT 
Senior Estates leaders – however resultant progress is 
slower than desired. 

6 Development of new Green Plan and delivery against 
Strategy 

CFO Q2 
2021/22 
 
Q2 22/23 

New Care Without Carbon Strategy Approved Sep 21 
 
 
Agreement of detailed targets and application to 
services across the trust 
 
Progressing immediate actions (business case for 
Chailey NZC now in implementation stage) 
 
 

7 Climate change impact assessment for Trust owned and 
leased premises (as part of ICS review) 

CFO Q1 
2022/23 

Completion and approval of ICS Business Case – 
Impact assessment now likely Q1 22/23 

8 Implementation of new National Standards of Healthcare 
Cleanliness 2021 

CFO Q1 
2022/23 

Assess current against new standard – complete. 
Co-ordinating with Infection Prevention and Control 
teams. 
Plan assessed and approved for resource impact 
(hardware/software and staffing) 
Implementation beginning 2022/23 
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Thematic Risk Summary  

BAF 
Reference:  

INTEGRATED CARE SYSTEM (NEW) 

Risk 
Description:  

Should the Trust be unable to develop and deliver its strategy in collaboration with partner organisations and bodies there could be an 
adverse impact on its ability to deliver its strategic goals. 

Responsible 
Executive:  

Chief Executive  Committee: Executive Committee  Last Updated: 04/05/2022 

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

Date: Risk 
Register 
Number: 

Risk Title: Inherent 
Risk 
Score: 

Current Risk 
Score: 

Change: 

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

   

BAF Risk Scoring 

 
 Oct 
21 

Dec 
21 

Mar  
21 

May 
22 

Rationale for Risk Level: 
Target Risk Level  

(Risk Appetite) 
Target Date: 

Likelihood    4 As the healthcare sector is moving from a 
commissioner/provider model to Integrated Care Systems, 
this new risk replaces the previous System Fluidity thematic 
risk.  The likelihood of the risk crystallising is currently 
Unlikely (2) however collaborative working across pathways 
and with other organisations is key to multiple strategic and 
operational objectives meaning the consequence of this risk 
is Major (4). 

Likelihood 3 

 
01/04/2023 

Consequence    2 Consequence 2 

Risk Score    8 Risk Score 6 

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

 Changing organisational status and 
accountabilities. 

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

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

 Delays in decision-making. 

 Damage to the Trust’s reputation.  
 

Current 
methods of 
management 
(controls):   

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

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

 Influence at Strategic/Clinical networks: ICS Clinical Leadership Group, Urgent and Emergency Care Network, System Resilience 
Groups, A&E Delivery Boards. 
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 Stakeholder engagement: proactive relationship management at CEO level with CCGs/ICSs and other Provider CEOs. Focus on 
primary care leaders and stakeholders, and ensure SCFT attendance at key primary care engagement events. 

 Leadership: monthly wider executive leadership team (WELT) briefing sessions regarding ICS, monthly senior leadership executive 
committee (SLEC) discussions on national and local strategic developments. 

Assurance Framework – 3 Lines of Defence  

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

framework) 

2nd Line 
(how the organisation oversees the control 

framework)  

3rd Line 
(objective independent assurance and challenge)  

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

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

 Stakeholder feedback (incl. partner 
representation on Council of Governors 
(CoG). 

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

 ICS governance, strategy and place based 
plans. 

 NHSEI regional teams. 

Gaps in control/assurance:  

 Lack of clarity from NHSEI regarding development and implementation of provider collaboratives. 

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

 Three CCGs in Sussex will be disbanded on 30/06/22 and leadership structures are changing, therefore ambiguity exists regarding relationships and 
service developments. 

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

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

No. Action required:  Executive 
Lead:  

Due Date:  Progress Report:  

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

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

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

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

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

CEO Ongoing Corporate Objectives and milestones developed and work in train.  

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

CMO/CN Ongoing The SCFT CMO is joint chair of the Clinical Leadership Group and the CN is 
also a member of this group. 
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5 Continued and regular 
communication and engagement 
with staff, CoG and stakeholders 
(Executive team). 

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

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

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

BAF Reference:  QUALITY & PATIENT EXPERIENCE  

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

Responsible 
Executive:  

Chief Nurse  Committee: Quality Improvement Committee  Last Updated: 
 

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

Date: Risk 
Register 
Number: 

Risk Title: Inherent 
Risk 
Score: 

Current 
Risk 
Score: 

Change: 

13/05/2022 930 Failure of patient safety risk mitigations for service 
demand in North Podiatry team 

16 16  

BAF Risk Scoring 

 
Jul 
21 

Nov 
21 

Jan 
22 

May 
22 Rationale for Risk Level: 

Target Risk Level  
(Risk Appetite) 

Target Date: 

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

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

Likelihood 3 

30/09/2022 

Consequence 3 3 3 3 Consequence 3 

Risk Score 12 12 12 12 Risk Score 9 

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

 Pressure of winter surge, system demands and 
patient flow. 

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

 Clinical workforce challenges because of the 
transmissibility of the Omicron variant.  

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

 poor outcomes due to patients deconditioning whilst 
waiting for care packages;  

 poor patient experience; 

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

 a potential detrimental impact on staffing recruitment 
and retention. 

Current 
methods of 
management 
(controls):   

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

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

 Continuous review of NICE recommendations and communication of new/changing requirements by the Quality Effectiveness Team. 
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 Specialist leads in post to promote consistent high professional care (e.g. leads for Dementia, Falls, End of Life) and specialist leads 
for patient safety, experience and clinical effectiveness. 

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

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

 Freedom to Speak up guidance and processes in place to allow staff to speak up where there is poor care or safety concerns. 

 Implementation of local business continuity plans and national community services prioritisation framework. 

Assurance Framework – 3 Lines of Defence  

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

framework) 

2nd Line 
(how the organisation oversees the control 

framework)  

3rd Line 
(objective independent assurance and 

challenge)  

Assurances:   Suite of clinical policies in place. 

 Incident reporting/management on Datix. 

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

 Team safety huddles and service 
governance meetings. 

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

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

 Services receive monthly FFT and 
PALS/complaints reports. 

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

 Dissemination and assurance of safety 
alerts.  

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

 Clinical Harm Review panel reviews 
impact of waiting lists with harm 
(completed but will stand up as 
required). 

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

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

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

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

 Review of governance group/committee 
meetings to support Business 
Continuity.  

 IPC BAF quarterly review and update to 
Board via QIC. 

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

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

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

 CQC Transitional Monitoring Assurance 
completed for IPC BAF positively. 

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

 CCG review Serious Incident reports 
before closure. 

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

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

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

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

 TIAA audit of FTSU arrangements 
(reasonable assurance). 
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 Freedom to Speak Up and Patient Safety 
Specialist available for staff to raise 
concerns. 

 Daily review and escalation where required 
of staffing in Areas. 

 

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

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

 Safer staffing review completed and 
recommendation approved; 
implementation plan in place for delivery 
by 1 April 2022. 
 

 TIAA audit of patient experience strategy 
(reasonable assurance). 

Gaps in control/assurance:  

 Audits, peer reviews and surveys only provide a snapshot and pockets of poor quality or patient experience may go unnoticed.   

 As more clinics and face to face appointments are re-established, assurance measures have to implemented, or existing assurance measures 
extended, to ensure managers are receiving assurance on the status and quality of the new clinics/appointments. 

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

 Limited oversight of potential gaps in clinical training. 

 Being able to demonstrate improved outcomes as a result of Quality Improvement (QI)  

 Assurance of escalation of quality issues at Area Finance, Performance and Quality (FPQ) to Executive FPQ. 

 

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

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

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

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

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

CN 01/09/2022 Good systems in place for sharing information between FTSU, 
Q&S, audit. 
Metrics and reporting of escalations at Exec FPQ being revised 
currently 
Metrics to support Safer Staffing dashboards drafted and 
piloted at TWGG; some further development required. 
New patient safety report produced with pareto charts to show 
‘critical few’ in relation to incidents. 

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

CN 01/09/2022 Metrics and reporting of escalations at Exec FPQ being revised 
currently 
Metrics to support Safer Staffing dashboards drafted and 
piloted at TWGG; some further development required. 
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New patient safety report produced with pareto charts to show 
‘critical few’ in relation to incidents. 

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

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

5 Completion of review of patients waiting for 
podiatry treatment. 

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

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

7 Implementation of business continuity plans for 
IPC team. 

CN Completed Successful recruitment into the team. 

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

CN 
 
CN 

Completed 
 
 

Nursing draft report shared with Executive team on 08/11/21 
and implementation plan being delivered; new templates to be 
operational by 1 April 2022. 
  

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

CN 01/09/2022 Review of professional development team completed; to be 
shared at SLEC in May 22. 
Broader review underway as part of corporate objectives and 
led by CPO. 

10 Relaunch of QI programme: 
- Website 
- Resources 
- Training 
- Communications plan 
- Alignment with change management  
- Metrics to be drafted and approved 
- Governance arrangements to be 

confirmed 

CN Completed New website developed, communications plan for relaunch in 
progress. Team roles and leadership being reviewed. 
 
Relaunch commenced; website has gone live, training being 
delivered (although paused due to Omicron wave) and head of 
QI key member of Ideas Forum (launched January 2022). 

11 Sharing case studies from QI projects to 
demonstrate improved outcomes 

CN 01/09/2022 QI team set a target for completing case studies from projects 
Quarterly reporting to SLEC and QIC 
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Thematic Risk Summary  

BAF Reference:  COVID-19 PANDEMIC IMPACT ON PATIENT CARE (NEW) 

Risk Description:  The COVID-19 (C19) pandemic presents a risk to the ability of the Trust to maintain safe and effective clinical services and 
environments for C19 and non-C19 patients.  Key areas of concern: 

-The potential impact of increases in community transmission on admissions and staff absences 

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

- The NHE incident level remains at 4 

Responsible 
Executive:  

Chief Operating Officer  Committee: Executive Committee  Last Reviewed: 11/05/2022 

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

Date: Risk 
Register 
Number: 

Risk Title: Inherent 
Risk Score: 

Current 
Risk 
Score: 

Change: 

  No 15+ risks on the Risk Register that relate directly to 
the impact of the COVID-19 pandemic on patient care.  

   

Thematic Risk Scoring 

    
May 
22 

Rationale for Risk Level: 
Target Risk Level  

(Risk Appetite) 
Target Date : 

Likelihood    3 The risk consequence has increased following the 
emergence of the Omicron variant, NHSE declaring a level 4 
national incident, and the direct impact to SCFT supporting 
the vaccination programme.     

Likelihood 2 

31/03/2023 
Consequence    3 Consequence 3 

Risk Score    9 Risk Score 6 

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

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

 Potential for patients to be unable to access SCFT 
services. 

 Changes on patient demand and dependency. 
 

Impact:   Interruption of public service provision. 

 Services being reduced or suspended. 

 Delay in patient care 

 Staff health/wellbeing, and retention. 

Current 
methods of 
management 
(controls) :   

SCFT has retained a major incident response, including strategic (Gold) and tactical (Silver) level of command in place. This includes 
review, interpretation and cascade of national guidance and changes that impact on SCFT services and staff.  Silver and Gold command 
have stepped up the frequency of meeting and communication to reflect the increase in national response level and national uncertainty 
regarding the impact of the Omicron variant. 
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Gold have reviewed the Community Services Prioritisation Framework prioritising the response to Omicron, winter pressures and the 
need to accelerate C19 vaccination booster delivery. 

Government guidance on rapid safe discharge has yet to be published (15/12). 

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

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

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

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

Assurance Framework – 3 Lines of Defence  

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

framework) 

2nd Line 
(how the organisation oversees the control 

framework)  

3rd Line 
(objective independent assurance and 

challenge)  

Assurances:   Patient and staff testing programmes 
in place. Patient testing regime has 
been updated to include increased 
routine testing for known exposed 
patients to identify patients with early 
or asymptomatic infection and limit 
onwards transmission.  

 Control measures for staff working 
across sites have been agreed to 
limit cross-infection risk. PPE 
guidance is updated following any 
national changes.  

 Additional infrastructure support with 
centralised PPE stock in place. 

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

 A programme of local environmental 
risk assessments has been 
completed by Estates to assist in 

 A programme of local environmental 
risk assessments has been completed 
by estates to assist in maintaining social 
distancing and other environmental 
controls. Central oversight is via the 
estates led Premises Restart Group.  
Ongoing monitoring of site 
arrangements is being undertaken by 
the Health & safety team. 

 CQC inspection regime.  

 IPC Board Assurance Framework has 
been approved internally by the Board 
and externally by the CQC.  
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maintaining social distancing and 
other environmental controls. Central 
oversight is via Estates Led 
Premises Restart Group. 

Gaps in control/assurance:  

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

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

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

 Service development projects are paused or delayed due to the prioritisation of the response to Omicron, winter pressures and the need to 
accelerate C19 vaccination booster delivery. 

 Rapid and repeated changes to national IPC guidance for patients and staff. 

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

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

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

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

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

 None identified – will continue to monitor the 
situation and take action as required.  

   

 

04
a 

B
A

F
 M

ay
 2

02
2

Page 47 of 135



 

 

 

BOARD OF DIRECTORS – PUBLIC MEETING 
26 May 2022 

 

Agenda Item Number:  5 

 

Report Title: Digital Strategy 

 

Purpose: Approval x Assurance  Discussion x Briefing 
 

           

Summary: Sussex Community NHS Foundation Trust has set out an ambition to 
be a digital leader in the NHS. We are committed to maximising the benefits of 
data, systems and technology to improve the way we provide care for our patients.  
 
Our Digital Strategy is to understand our colleagues, the work they do, and the 
patients we care for. With this deeper understanding of their needs, we commit to 
using our ever-evolving knowledge of the world of Digital, Data and Technology to 
try and make their work less laborious, their interactions with each other more 
meaningful and our ability to provide care more effective. 
 
The six key themes set out in the strategy are to enable: 

 Patients to manage their health more independently  

 Staff to provide excellent and relevant care in the most appropriate location  

 An efficient and effective delivery of community health services  

 Digital systems that are not a burden on patients or staff 

 The right information about our patients is available to staff 

 Better working together across the local health system 
 
We are making the Digital Strategy available as a website so that people can 
access content on the go and so that we can keep it up to date as new patient or 
staff needs are uncovered or new technology means we can address previously 
unmet needs.   
 
Our Digital Strategy website gives staff and patients a breakdown of the Digital 
projects for each of our strategic commitments and a live view of how we are 
delivering on our digital ambition through the Digital Portfolio Delivery Plan. 
 
There is a communications plan in place to roll-out the Digital Strategy to all SCFT 
staff.   
 
The SCFT Digital Strategy can be found here:   
 

SCFT Digital Strategy 2021 – SCFT Digital Transformation 
 
 

Recommendation:  

The Board is asked to ratify the Trust’s Digital Strategy.  
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Previously reviewed by:   
Digital Data & Technology Committee, Executive Committee, Resources 
Committee. 
 

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

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

Equality and Diversity: 
Each individual workstream has a requirement to consider the equalities impact as 
a part of an ongoing process. Some projects are specifically running to address 
issues of accessibility such as speech recognition and digital access training. 
 
 

Report author:  
Louise Williams, Deputy Chief Digital 
Information Officer 
 

Report owner:  
Diarmaid Crean, Chief Digital & 
Technology Officer 
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BOARD OF DIRECTORS - PUBLIC MEETING 
26 May 2022 

 

Agenda Item Number:  6 
 

 

Report Title:  SCFT Integrated Performance Report (IPR) – 
Month 12 (March 2022) Reported May 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. 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 are identified where relevant. Commentary is also included for 
metrics where, over time, performance has been above and below target. Although 
not triggering exceptions, it is not possible to say whether the target will be met for 
these indicators. 
 
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 M12 (March 2022 data) specifically: 
 
Quality 

MT266 Patient safety incidents causing harm (moderate harm and above): 
Additional Exception 

MT278 Complaints responded to in time: 
Additional Exception 
 
Operational Performance 

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

MT031 Diagnostic waits less than 6 weeks 
(Oversight Framework): Adverse Assurance and Adverse RAG (red) 
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MT102 RTT waiting time – incomplete pathways less than 18 weeks 
(Oversight Framework): Adverse Variation and Adverse RAG (red) 

MT471 Average length of stay (Piper Ward): 
Additional Exception 

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): 
Additional Exception 

 
Workforce 

MT116 Vacancy rate: 
Additional Exception 

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

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

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

 
Finance 

MT512 I&E surplus 
Adverse Variation 

MT514 BPPC (%) 
(Oversight Framework): Additional Exception – Favourable Variation 

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

MT515 Capital spend 
Additional Exception 

MT517 Productivity 
Additional Exception 
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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 12 March 2022 (reported May 2022)

Mike Jennings
Chief Financial Officer and 
Deputy Chief Executive
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Report version 9
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4

This month’s Integrated Performance Report includes the one

Operational Performance risk that is currently scored at 15 or above.

There are currently no Digital risks at 15 or above.
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Quality Report

5
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6

Quality Dashboard

There are no Quality Exceptions to report in Month 12.

The next page includes commentary on two metrics where it is uncertain 

whether their targets will be met.
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7

Quality Additional Exception Reports

This section includes metrics where, over time, performance has been above

and below target. The blue target line sits inside the range of expected

performance (the area within the red control lines). It is therefore not possible

to say whether the target will be met. A assurance icon is shown in the

dashboard.

Staff are encouraged to report all incidents so the Trust

can learn from them. Of the 283 patient safety incidents

recorded in March for which SCFT were responsible,

five caused moderate harm to the patient. Of the

remaining 278, 170 caused minor harm and the rest

caused no harm.

A revised patient safety report has been produced for

Quality Improvement Committee (QIC). It will identify

the ‘critical few’ – the types of incident that make up the

majority of the Trust total, and the learning themes that

come from them.

SA
FE

All of the complaints closed in March were responded to

in time. For 2021-22 as whole, 156 of the 161 closed

complaints (96.9%) were answered within the target

time.
R
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8

Ward Date outbreak declared Outbreak Number of patients 

involved in outbreak

Kleinwort 12-4-22 Covid 19 8

Update on key risks and challenges:

• High rates of community transmission continue and reduction in social 

restrictions increasing risk of staff and visitors being asymptomatic and 

infectious. This impacts services in a way which is difficult to plan for, for 

example nine staff became Covid-19 positive at Chailey and so were 

unable to work.

• Decision-making based on local risk assessments; good collaboration 

about risk thresholds across Sussex ICS partners shared with Region to 

ensure Sussex isn’t an outlier.

• Recruitment to specialist IPC roles has improved; Deputy Director of 

Infection Prevention & Control (Deputy DIPC) started 9th May 2022 and 

lead nurse due to start 1st June 2022. 

Infection prevention and control

Quality Spotlight Report
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Patient Safety

9

Quality Spotlight Report

Two new developments to strengthen analysis of patient safety data

(i) Improved understanding of themes from incident reporting

• Use of Pareto charts to show the ‘vital few’ incidents where we need to 

focus most attention  

• Includes incidents occurring outside of SCFT care and incidents with 

moderate harm and above; detail of categories and actions reported to 

Quality Improvement Committee (QIC)

06
 IP

R
 M

on
th

 1
2v

9

Page 61 of 135



Patient Safety

10

Quality Spotlight Report

Two new developments to strengthen analysis of patient safety data

(ii) A rounded view of patient safety and safer staffing in our inpatient units

MT261 MT105 MT106 MT183 MT266 MT260 MT117 MT034 MT267 MT527 MT535 MT008

CARE HOURS 

PER PATIENT 

DAY

SAFER 

STAFFING: 

DAY SHIFT 

RATE

SAFER 

STAFFING: 

NIGHT SHIFT 

RATE

FALLS: 

INPATIENT 

FALLS  PER 

1000 OBDS

PATIENT 

SAFETY 

INCIDENTS 

CAUSING 

HARM 

(MODERATE+)

MEDICATION 

INCIDENTS: 

WITH HARM 

RATE

VTE: RISK 

ASSESSMENT

FALLS RISK 

ASSESSMENT 

<=24 HOURS 

OF 

ADMISSION

PRESSURE 

DAMAGE: 

CAT3&4 

SCFT LAPSE

% HAND 

HYGIENE 

OBSERVATION

S COMPLIANT 

(ICU/UTC/MIU)

% TEAMS 

SUBMITTING 

HAND HYGIENE 

AUDIT 

(ICU/UTC/MIU)

COMPLAINTS: 

TOTAL 

REPORTED

Total No.

ARUNDEL DIST HOSP

BRIGHTON AND HOVE ICU

CARAVELLE WARD

CROWBOROUGH HOSPITAL

DON BAINES WARD

HORIZON UNIT

IRIS WARD

KLEINWORT WARD

LESLIE SMITH WARD

LEWES VIC HOSPITAL

PIPER WARD

SALVINGTON LODGE

UCKFIELD HOSPITAL

VIKING WARD

ZACHARY MERTON WARD

Variation / RAG by 

ICU - FEB 22

SPC Methodology RAG Rated

Key Unit is showing

Special Cause Concern

Special Cause Improvement

Key Unit is showing

RAG Rated Amber

RAG Rated Red

• Every month the Trust-Wide Governance Group (TWGG) reviews a 

wide range of metrics, including specific data for intermediate care 

units (ICUs). These have been presented as individual “statistical 

process control” (SPC) charts – the type used here in the IPR.

• For 2022/23 we have developed a new approach that puts every 

metric and ICU onto a single page. It gives a rounded view of each 

unit’s performance and highlights common themes across SCFT.

• The approach is in line with the National Quality Board (NQB) 

recommendation for a “local quality dashboard for safe sustainable 

staffing”. Equally, NICE guidance for adult inpatient wards in acute 

hospitals includes a range of “safe nursing indicators”.

06
 IP

R
 M

on
th

 1
2v

9

Page 62 of 135



Operational 
Performance Report

11
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Operational Performance Dashboard
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IN
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ADVERSE VARIATION

Performance The average length of stay for patients discharged from inpatient wards

(excluding Piper Ward) in March was 28.8 days. This is the highest level

for more than four years. The indicator was above its 24 day target in

November, and then again in January, February and March.

During 2021/22, the increase in length of stay was driven by delayed

discharges. The patients who left hospital in April 2021 had been medically

ready for discharge (MRD) for an average of 1.9 days of their stay. Delays

happen because the next stage of a patient’s care – for example a

package of care in their own home – was not yet available. That average

MRD figure rose during the year, reaching 8.6 days in March.

For three in every ten bed days in March (30.6%), the patient was MRD.

The figure for March 2021 was 12.5%. For the financial year as a whole,

more than 24,000 days spent on wards were due to a delayed discharge.

Action Senior leaders undertake regular scrutiny of delayed discharges. Delays in

sourcing packages of care in the patient’s own home or securing a place in

a residential home are significant contributors. 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.

The same approach is taken for patients who remain with SCFT

Responsive Services (RS) beyond the planned length of their intervention.

This impacts on RS capacity, in turn delaying discharges from SCFT beds

and acute hospitals. Almost 30% of SCFT inpatient delayed days in

2021/22 were because the patient was waiting for Responsive Services.

Action to tackle this includes twice weekly multi agency discharge events

for RS in West Sussex. The events aim to reduce delayed discharges from

the post-hospital assessment service Home First. Similarly, East Area run

twice weekly MRD meetings for both RS and inpatient units, with

engagement from all providers in the local health and care system.

Outcome

Timescale

Operational Performance Exception Report
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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 March all patients waiting at Crowborough and all but one at Uckfield (99.6%)

had been waiting less than six weeks. In Lewes all DEXA patients were under

six weeks. Of Lewes’ 331 pending ultrasound scans, 19 were over the target

time (all of them were six weeks from their referral), making performance 94.3%.

At Bognor, 99.5% of those waiting for DEXA bone density scans were under the

six week target. For ultrasound, although still challenging, performance

continued to improve. By the end of March, 65.3% of patients had been waiting

less than six weeks, the highest performance since September. Of the

254 pending scans that exceeded the target, two thirds had been waiting for

eight weeks or less. The longest wait was for a patient who had been waiting

12 weeks, an improvement on February.

Audiology performance improved once again in March, with 98.7% of those on

the list waiting less than six weeks, just short of target. At the Nightingale and

Seaside View centres, all waits were under six weeks. At Crawley, of the

90 children on the list, only three had been waiting more than six weeks, the

longest waiting nine weeks.

Action Diagnostics performance in 2021/22 has been affected by the need for extra

scanning rooms; Covid-related sickness and infection prevention measures; and

difficulties in recruiting to specialist posts.

Bognor’s second ultrasound room is now fully operational, completing the site’s

growth in capacity. Work to increase performance on the six week target is

continuing. This uses permanent and agency staff, and outsourced scanning

where it is available.

As reported to April’s Board, Lewes’ ultrasound performance has begun to fall

because of the difficulty in recruiting to vacant posts. Agency sonographers are

already supporting the East Sussex ultrasound service, and agency use will be

expanded to reduce the current waiting list and meet ongoing demand.

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

week target in May. Audiology moved above 99% in April.

Timescale Improvement trajectory for Lewes ultrasound will be reviewed in May once

additional agency staff are secured.

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

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

SCFT services and those that provide an interface with acute hospitals’

consultant-led pathways. The pre-pandemic target – 92% of patients

waiting to have been on the list for less than 18 weeks – is still reported

here. It is not being actively managed by NHS England: the national

focus continues to be on reducing very long waits and stopping further

growth in overall lists. The coming year will see a higher profile for

community services waiting times, many of which are outside RTT’s

definition. SCFT’s Waiting Times Programme will be supporting teams

to identify and prioritise patients with the highest clinical need, and

waiting times data will be included in future Board reports.

Trust-wide RTT performance has dropped slightly from 78.8% in

February to 77.6% in March. It is driven to a large extent by the West

Sussex MSK service.

Action When RTT performance falls in a service it means longer waits for a

greater proportion of patients. Each affected service identifies the

cause of its drop in performance. In the past year staffing levels,

including from Covid sickness, the capacity of other providers and

increased demand have all played a part. Services develop action

plans for improvement, bid for additional funding where necessary, and

create and track a recovery trajectory.

Detail about individual services is on the next two pages.

Outcome
For a number of services, RTT performance improved by the end of

2021/22.

Timescale
Ongoing action plans for services where needed, some dependent

upon the continuation of external funding.
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CHRONIC PAIN AND RHEUMATOLOGY

Performance for the smaller Chronic Pain and Rheumatology services was 86.2%

and 96.4% respectively in March – both improvements since last month.

The Trust’s Chronic Pain service is seeing some patients that previously would

have been referred to an acute provider. To manage the increased demand, the

service is reviewing how the skill mix of its staff matches current referrals. Also, in

some cases, MSK Central will provide pain management programmes. At the end

of March the median wait for those on the SCFT list was seven weeks. Twenty one

patients had been waiting more than 18 weeks, the longest for 35 weeks.

Rheumatology’s median wait was six weeks. Four patients had exceeded 18 weeks.

The longest waits were 24 weeks for two patients.

MT102: RTT WAITING TIME INCOMPLETE PATHWAYS: <18 WEEKS
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MSK

Three quarters of the SCFT patients included in the RTT definition are within the MSK service,

and of those 73.4% had been waiting less than 18 weeks in March. The Elective Restoration &

Recovery Project has been driving improvements in MSK’s RTT performance. It was supported

in 2021/22 by national, non recurrent funding for additional clinics. Extra capacity is achieved by

current staff working additional hours, plus agency, insourcing and outsourcing.

At the end of March, 78 MSK patients were waiting more than 35 weeks (including four patients

at more than 52 weeks): an increase on February. Many of those patients need diagnostic tests

and procedures at other healthcare providers. SCFT staff sickness owing to the early-2022

increase in Covid cases also impacted performance. The patients waiting more than 52 weeks

have all had an initial clinical contact and are progressing through their pathway.

The waiting list is scrutinised in detail every week. Clinical harm reviews are conducted for patients with longer waits and have been undertaken

for all MSK patients over 52 weeks. They confirmed time spent waiting has not led to harm for any of these patients. The harm reviews identified

delays in obtaining diagnostics (in particular MRIs and Nerve Conduction Studies) and patients getting injections (for example Nerve Root Block

injections). These are outside of the Trust’s control, with patients referred to other providers who also manage significant Covid-19 backlogs.

To help speed up patients’ pathways, the service has commissioned additional MRI and injection capacity from independent providers. The

service has also mobilised in-sourced consultant capacity to provide additional appointments, and is currently recruiting for two Advanced

Practitioners – due to start at the end of June 2022. This additional capacity will help manage the longest waiting patients, while also giving

capacity to change pathways further in line with the Sussex Integrated Care System (ICS) MSK transformation programme.

Even with the initiatives described here, staffing levels and capacity in external providers mean eliminating longer waits will take time. The

current aim is to reduce the number of patients waiting more than 45 weeks from 11 at the end of March to zero at the end of July.
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CHILD DEVELOPMENT CENTRES

Performance overall for the Child Development Centres (CDCs) was 87.9% in

March, with variation between centres. Crawley was lowest at 76.4%, its lowest

performance for over three years. The median wait for Crawley at the end of

March was nine weeks, with 86 children waiting more than 18 weeks. The longest

wait was 35 weeks. The Centre has been impacted by an increase in accepted

referrals: excluding assessments of looked after children, referrals were up 37% in

2021/22 compared to 2019/20 – the year immediately pre-pandemic.

Staff absence, and Covid illness and self isolation among children’s families also

temporarily impacted on Crawley CDC’s ability to see children within the 18 week

target. The increase in referrals means demand now exceeds capacity at the

Centre. This will be looked in to with the Area Clinical Director with regard to job

planning, to maximise paediatrician clinical capacity. Two locum doctors started

with the team in March, which has enabled more children to be seen. The current

trajectory for compliance at Crawley is September 2022.

In Brighton, 19 children had been waiting more than 18 weeks at the end of March,

the longest for 36 weeks. At Haywards Heath, one child had waited 18 weeks and

one 19. At Chichester the only child exceeding 18 weeks had been waiting for

19 weeks.

DENTAL

Performance for Dental services is

at 91.4% in March 2022, up from a

low of 50.6% in May 2021. The

improvement reflects the service’s

work on waiting times, with

additional general anaesthesia

(GA) sessions taking place at

other providers’ sites.

Performance is now very close to

the 92% target. The ongoing,

additional sessions will continue to

improve performance steadily until

January 2023.

This month’s Operational

Performance Spotlight Report

focuses on Dental Services.

OTHER SERVICES

In March all of the other SCFT services included

within RTT were above the 92% target.
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Operational Performance
Additional Exception Reports

This section includes metrics for which it is not possible to say whether the

target will be met. A assurance icon is shown in the dashboard.
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The average length of stay of patients on Piper

Ward is reported separately from other

intermediate care unit beds. This is because the

rehabilitation being undertaken by Piper’s

patients, for example after a stroke, is expected to

require a longer stay in hospital than on other

wards. The measure can fluctuate because it

looks at the patients discharged every month from

a single ward only. As with other wards, Piper has

seen an increased impact from delayed

discharges during 2021/22.
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Operational Performance
Additional Exception Reports

In March, 87.6% of Brighton & Hove new birth visits were completed

within 14 days, slightly below the 90% target. In total, all but one of the

153 babies eligible in March were visited, but only 134 were seen in

timescale. March once again had some staff absence for Covid related

reasons. Significantly there were more cancelled visits by families who

were experiencing Covid infection in the home. The impact of Covid

reduced in April and performance returned above target.

W
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N
G

For March, the Time to Talk access target was for 1,572 people to attend their first

assessment with the Trust’s psychological therapy service. The target has increased during

the financial year from 1,082 in April 2021. There were 1,196 first assessments in March,

76.1% of the target number. This brought the total number of first assessments in 2021/22

to 14,800. Time to Talk is continuing to work to heighten its online profile in order to

increase referrals for people who would benefit from the service.

In 2021/22 three fifths of Time to Talk patients who completed their treatment had moved to

recovery, defined by the extent to which their symptoms of anxiety or depression had

reduced. In total, three quarters showed a clinically significant improvement in their

condition following their course of treatment.

In March 47.4% of initial health assessments (IHAs) were completed

within the required 16 days. All three IHAs were within time in Brighton

& Hove and 15 of 35 in West Sussex. Of the 20 completed late, nine

were beyond SCFT’s control. For the remaining 11, three were due to

staff Covid absence and administrative processes. In addition, there

was an increase in asylum seeking children needing to be seen, which

impacted on the availability of appointments in March.

Demand for IHAs varies from month to month, but it is difficult to

increase medical capacity at short notice. The service continues to use

a specially-trained doctor on the Trust Bank to provide some additional

cover, and is working on a detailed plan to recover performance.
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Operational Performance Spotlight Report  

Background

Dental caseloads pre-pandemic were growing and have been further exacerbated by reduced capacity 

during and post-pandemic. The special care dental service (SCDS) & general dental service (GDS) closed to 

business as usual activity from March to July 2020.

• Modified SCFT Emergency Dental remained open – during day to see urgent vulnerable patients, during 

evening as emergency dental service for West Sussex

• SCFT SCDS clinics re-opened for special care and paediatric patients in July 2020, but with reduced 

capacity due to Covid measures. This accounted for the loss of approximately 30 new patient 

appointments per day

• All general anaesthetic (GA) sessions cancelled by University Hospitals Sussex (UHSx) from

March 2020 to September 2020

• From September 2020 reduced GA list capacity – causing 26% increase in total number of patients 

waiting for a GA

The biggest impact of the above was on the waiting times for patients requiring GA interventions. The 

timeline for recovery was January 2023 to be compliant with the Referral to Treatment (RTT) target.

Actions taken

• Successful bid for additional funding from NHS England and NHS Improvement enabled: 

• Increased GA sessions using new providers (Nuffield Tunbridge Wells) as well as expanding UHSx

access

• Increased Special Care Dental Service workforce until end March 2023

• Patients with long waits offered appointments at other sites if they were prepared to travel

• Additional clinics at weekends and out of hours

By implementing the above actions, the team have recovered the RTT position 7 months ahead of schedule, 

with only 5 patients now breaching 18 weeks, all of whom have appointments booked. 20

Special Care Dental Service
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Current position –

Clinics and Home Visits

Operational Performance Spotlight Report  

Current pressures and challenges

COVID Sickness:

• Short notice cancellations of patients, delay 

in GA provision (7 weeks before new GA 

appointment can be offered)

• Fluctuating impact on staff shortage

Challenge to maintain additional clinics due to 

staffing, and to recruit to dental clinicians amid 

national shortage of dentists

Lack of primary care general dental service 

(GDS) access – increase in referrals due to 

issues for patients accessing GDS

• In Sussex 4 GDS contracts terminated 

21/22, 5 notified of termination imminently, 

and 3 contract reductions

Higher level of treatment needs of patients 

compared to pre-pandemic

All of the above has led to extended wait times 

for clinic and domiciliary appointments.

Reducing Referral to Assessment times

In preparation for the procurement planned for 

March 2024, and the proposed treatment target 

of 12 weeks within this, the service is aiming to 

reduce referral to assessment times to 6 weeks. 

Work is in progress to develop a waiting list 

initiative plan to meet this trajectory.

Special Care Dental Service
Patients on 

Wait List
Wait (weeks)

C
li

n
ic

Morley Street, Brighton 404 36

Crawley 119 13

Haywards Heath Paeds 61 38

Haywards Heath Adult 28 14

Jubilee Dental Centre, Chichester 90 12

Worthing 202 23

Patients on

Wait List

Patients awaiting 

paperwork return

H
o

m
e

 

V
is

it
s

Haywards Heath 9 36

JDC 4 25

Morley Street 0 64

Worthing 116 63

21

All services had wait times of less than 8 weeks pre-pandemic

Activity per week seen
(new patient assessments)

Demand per week
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Operational risks scoring 15 or above

22

Title Failure of patient safety risk mitigations for service demand in North Podiatry team

Description Risk of patients deteriorating due to the Podiatry North team not being able to see all high risk patients

in a clinically appropriate timeframe.

Contributing factors:

• Reduced staff availability, with a national shortage of NHS podiatrists: high SCFT staff turnover,

vacancies and staff absence

• Increase in high risk referrals as a percentage of caseload

As a result, a number of high risk clinics in May are, at the time of writing, without staff cover.

In order to care for the needs of high risk patients, there has been a requirement to stop some elements

of the service, including lower risk clinics. This is likely to lead to some deterioration for some patients.

Control 

Measures

Staff in a number of teams are providing support to the North team:

• This includes staff across SCFT Podiatry

• Tissue Viability Nurses work in some clinics where appropriate

• Requesting support from Diabetes Care For You for uncovered clinics in May

The SCFT Planned Treatment Centre at Crawley Hospital is also providing additional clinics for wound 

care and diabetes during May.

Temporary cessation in May of in-reach service to some acute hospital inpatients.

Further 

actions to 

reach target 

score 

As well as sourcing appropriate cover for May clinics, further actions have been identified to increase

podiatry capacity:

• Increasing training to a broader group of staff to manage high risk caseloads

• Providing training to community nursing teams to reduce demand on the Podiatry service

• Increasing recruitment to vacant posts and reducing turnover

In addition, leaders are reviewing the Podiatry service scope and looking at reducing the number of low

risk pathways into the service.

Current Risk 

Score

Consequence=4 (major)

Likelihood = 4 (likely)

Risk Score = 16

A more detailed case study on the workforce challenges in Podiatry was presented to the April 2022 People Committee 
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Workforce Report
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Workforce Dashboard

Training: all statutory courses (substantive staff). The metric has been above target for every month since

August 2019. The adverse variation shown in the dashboard was caused initially by the impact of the pandemic on face 

to face training and then, in April 2021, by changes to the way the metric is calculated.
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Performance The Trust vacancy rate in March is 8.0% (down 0.3% points from

February). The vacancy rate target of 9.5% has been met since

February 2020.

At 11.5% (up 1.0%pts), allied health professionals (AHP) is the only staff

group to record an increase in March and the only one above its expected

range: it has been above its upper control limit since June 2021.

Action Continued monitoring of both ongoing and emerging trends in vacancies.

Specific recruitment initiatives are in place, including the international

recruitment programme which now includes recruitment for select allied

health professions.

Service expansion programmes also impact on vacancy rates when they

create new posts. Improving access to NHS roles and developing new

roles to complement traditional ones are key factors in reducing the

vacancy gaps. This forms part of the work of the developing learning

academy project, which is currently in the scoping stage.

Outcome Vacancy rates are monitored and reported on through the Trust’s Finance,

Performance and Quality (FPQ) meetings and through Workforce

Committee.

Timescale Ongoing

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

RAG (RED)

Performance The annualised turnover rate in March is 15.6% (up 0.8%pts). This is above

the Trust’s target rate of 13.5% and above its historical mean of 12.7%. The

rate has climbed from 11.4% in April 2021.

Turnover rates continue to rise in the majority of staff groups. They are

highest in additional clinical services at 18.5% (up 1.2%pts), estates and

ancillary at 17.5% (up 0.4%pts) and administrative and clerical at 16.4%

(up 0.3%pts). AHPs have seen a steady increase in turnover since

November 2021. Medical and Dental and additional professional, scientific

and technical are the only staff groups to achieve the target rate of 13.5%.

They are also the only staff groups within their expected range.

Turnover fell during the first year of the pandemic and has increased in its

second. Averaging those two years shows turnover slightly higher than

before Covid, although in the context of a larger organisation.

Action The Trust will continue to identify and support services, professions and any

specific areas where turnover remains high or is at risk of deteriorating. This

includes identifying the factors contributing to turnover and understanding

employees’ experiences.

Flexible working has been raised as a theme contributing to staff members’

choices about whether to stay with SCFT. Workforce Committee is to

undertake a deep dive on flexible working. Developing retire and return

support is also a key action to encourage staff to return and retain knowledge

and skills within the Trust.

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

deterioration, in the annual turnover rate.

Timescale Ongoing

26

Workforce Exception Report
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Financial year Adjusted number of 

leavers (headcount)

2018/19 692

2019/20 716

2020/21 579

2021/22 874
Average:

727

06
 IP

R
 M

on
th

 1
2v

9

Page 78 of 135



OVERSIGHT METRIC ADVERSE RAG (RED)

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

reported here relate to February 2021.

The Trust sickness rate for February is 5.1% (unchanged month-on-month).

Sickness is within its expected range but remains above the Trust target

of 4%. Sickness is seasonal and elevated rates are expected for February.

Action 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. The requirement for face coverings for staff and visitors, unless

exempt, remains in place on Trust premises.

Leaders continue to communicate the importance of Covid-related infection

prevention and control guidance. The typical seasonal pattern is for

sickness levels to climb and remain elevated during winter months. This

has been overlaid with higher levels of Covid-related absence in the first

part of 2022.

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

P
ER

FO
R

M
A

N
C

E

Workforce Exception Report

27

06
 IP

R
 M

on
th

 1
2v

9

Page 79 of 135



ADVERSE ASSURANCE

Performance PDR compliance in March is 75.4% (up 1%pt). 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 is

therefore expected.

Action The importance of PDRs continues to be emphasised, both for their

contribution to delivering operational objectives and their role in

supporting the health, wellbeing, retention and development of

colleagues. The new financial year provides an opportunity for a renewed

drive to reinforce the importance, value and commitment to PDRs.

Outcome Compliance rates are expected to continue to improve over time. In the

near term, ongoing pressures felt across the Trust may continue to have

an adverse and material impact on PDR activity and compliance rates.

Timescale Ongoing

28

Workforce Exception Report
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Workforce Spotlight Report

Staff wellbeing fund

29

Our primary vision is to deliver excellent care at the heart of the community. As a Trust we recognise that in order to achieve this goal, our staff need 
to be supported and motivated to achieve their own potential.  In 2017 and 2018, our annual staff survey results showed just 35% of our staff felt that 
we took positive action in relation to staff wellbeing and support. 

As a result of the COVID-19 pandemic, staff sickness levels rose and staff fatigue and burnout increased. This fact, paired with the statistical data from 
staff absence rates and the National NHS Staff Survey, positioned staff wellbeing as a key priority for our Trust and as a result the wellbeing fund was 
established.  As an organisation delivering different services from a variety of sites, including patients’ homes, we recognised that staff wellbeing 
needs would vary between individuals and teams.

The initiative is now in its third year of running and is integrated at all levels of management across the Trust. The process is simple with staff applying 
for funds through an online application form hosted on our staff intranet pages. The application is reviewed by a panel, comprising of representatives 
from Public Appointed Governors, Staff Side, Wellbeing & Inclusion Team and the Trust’s Charity. This panel initially met every six weeks to review 
applications and has since adapted the frequency in which it meets to deal with the increased demands as a result of the Covid-19 pandemic.  The 
panel currently meets every month as a result of the number of applications that need to be reviewed and meeting frequency is monitored to ensure 
that applicants receive timely responses to their submissions.

The Wellbeing Fund is allocated a £20k budget annually from the Trust’s core budget. While this sum can be used to support many staff wellbeing 
initiatives, the demand has since exceeded this and has prevented us from supporting a number of large but compelling applications. To overcome this 
obstacle, in 2021 we formed a partnership with the Trust’s official charity.  All funding applications received from staff are now considered against the 
wellbeing fund and charitable funds, to increase the funding available and enable us to support many more applications which meet set (albeit broad) 
criteria.  As a result of the take-up of the Wellbeing Fund the Trust has also established a fund for quality improvement initiatives. This has simplified 
the application process for members of SCFT staff as there is the contingency that should applications be received to the wrong fund, they will 
automatically be re-allocated

The Wellbeing Fund has been integrated into day to day activities across the Trust as part of the staff engagement programme. It is now featured in 
induction meetings, which all staff are invited to attend, has dedicated air time at staff briefing sessions and is actively encouraged through 
communications channels and managers’ cascades.
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There are a number of ways to measure the success of the Wellbeing Fund initiative. After rolling out the initiative in 2018, and its subsequent 
integration across the Trust in 2019, the key success indicators are clear in the Trust’s 2020 NHS National Staff Survey results as shown below. Staff 
were asked the question – “Does your organisation take positive action on health and wellbeing” and the 2020 score increased by 3.8% points from 
2019.  In total since 2019 the fund has over 120 applications for funding, ultimately funding 56 separate initiatives.

In the first quarter of 2022 there have been 26 applications with a value of over £17K. An increase in the number of applications shows that through 
communications campaigns and word of mouth the local awareness of the wellbeing fund has increased. Since the start of the fund, teams have used it 
on ways to make office areas more pleasant, staff exercise classes and online courses. It has also included pottery classes, wreath making, choral events 
and a corporate presence at the annual Brighton Pride festival. 

The Wellbeing Fund continues to expand and it is clear it is having a 
positive impact on staff: 

“Being part of the SCFT choir for the annual Carol Service was again 
an uplifting and enjoyable experience. From the fun of rehearsals –
a highlight of the week – to the service in the cathedral, it was a 
privilege to be part of the initiative. It was also apparent that the 
presence of the choir ‘made’ the event, with many of those present 
in the cathedral, as well as those watching online reporting how 
much of a positive event the service had been.”

“Other areas (of SCFT) had said how they felt having plants in the 
workplace was beneficial so following their example we applied.”

“Thank you so much, staff have really enjoyed spending time 
together doing something different and being creative” (a staff 
member after their wreath making session)

“The team had been feeling burnt out, isolated and disconnected at 
times due to Covid-19 and this grant contributed to energising the 
team further, enhancing their working relationships and enjoy 
some time away from the workplace”

“The grant (wellbeing fund) supported the team building and 
ensured that staff recognise that they are appreciated and valued.” 

Workforce Spotlight Report

Staff wellbeing fund
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31

06
 IP

R
 M

on
th

 1
2v

9

Page 83 of 135



32

Finance Dashboard
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Finance Exception Report

ADVERSE VARIATION

Performance The Trust reported a £211k surplus for the 12 months ending 31st March

2022. The reported position was £211k favourable to plan . The in month

surplus was £34k. Adverse assurance is reported only because the

monthly surpluses delivered over the past 12 months have all been lower

than the 2 year monthly average (£75k). However, monthly surpluses

remained above plan throughout the year and the year end position was

delivered, subject to audit, in line with forecasts.

Action Despite successful delivery of financial plans in 2021/22 we know that the

financial environment for NHS providers is becoming more challenging

and the Trust has agreed a financial plan that would deliver a £3,462k

deficit in 2022/23 (pending ongoing discussions with NHS England and

the Sussex system). The planned deficit is in line with those being

forecast across Sussex NHS providers and is driven by significant cost

inflation pressures and continued challenges from Covid. The Trust has

an efficiency programme of more than £10m (3.3% of turnover) in value

across our services. We will continue to report and manage financial

risks through the Trust’s Executive and Resources Committees as well

as with system partner organisations.

Outcome We will continue to explore all opportunities for efficiency and productivity

improvements while ensuring we maintain focus on service continuity

and meeting the operational challenges of delivery.

Timescale Financial performance, including delivery of efficiencies will be reported

monthly to the Board through the IPR.
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Finance Additional Exception Report

FAVOURABLE VARIATION

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

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

Performance over the past 12 months has improved by comparison to

prior years. It improved further in March as a significant push to ensure

that all supplier invoices were paid in time and by the end of the financial

year ensured that year to date performance (in terms of volume of

invoices) improved to 94.7%, 95.6% for March. This ensured that the

Trust’s performance for the year as a whole was very close to the 95.0%

target. Based upon the invoice value (rather than volume), performance

was 95.4% for the year.

Action The Finance and Procurement teams 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 The performance in March was improved from previous months following

a concerted effort to ensure outstanding invoices were paid in time and

prior to year end reporting deadlines. We will review any opportunities to

apply similar approaches in future months to enable performance to

remain at or above target level.

Timescale June 2022
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Finance Exception Report

ADVERSE VARIATION, OVERSIGHT METRIC ADVERSE RAG (RED)

Performance Agency pay costs in March were £877k compared to an average of £648k

for the previous 11 months of the year. Spend in March was higher than in

any other month.

The increase was primarily driven by additional activity in services,

funded through non-recurrent income, to meet additional demand. These

include for inpatient beds, where the number of occupied bed days

increased significantly in March across the majority of wards, with

additional escalation beds opened. Additional funding to reduce waiting

times in services such as outpatient physiotherapy also allowed

significant additional activity to be delivered but partly through additional

agency staff.

Action We have seen some reductions in spend back to more usual monthly

levels as we move into the new financial year and without access to non

recurrent income. A review of agency costs and options and opportunities

to further control or reduce spend is being lead by the Chief Operating

Officer and this will inform further actions.

As the March vacancy and staff in post data demonstrates, there have

been successes in the recruitment of additional staff, including

international nurses to our inpatient units. The total number of all

vacancies in these units have reduced significantly over the past quarter

and this should support a sustainable reduction in agency spend,

although demand pressures will continue to be a challenge.

Outcome The outputs of the current review of agency use and controls will enable

the Trust to focus on areas where agency spend can be reduced, but this

must continue to be reviewed alongside a clear understanding of service

demand and workforce pressures.

Timescale We will continue to report agency spend on a monthly basis and to

demonstrate a reduced agency use by the end of June 2022.
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Finance Additional Exception Reports

This section includes metrics for which it is not possible to say whether the

target will be met. A assurance icon is shown in the dashboard.
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The Trust’s capital programme in 2021/22 is reviewed

monthly through both the Trust’s Executive and

Resources Committees. Partly as a result of late

notification of additional funding, but also due to

slippage in the Brighton General Hospital development

scheme, spend remained lower than planned for the

11 months to the end of February 2022 with a

significant acceleration in March on Estates and Digital

schemes and including investment in Primary Care

premises. Final spend for the year was therefore very

close to forecast levels.

This metric provides a link between revenue and

capacity by highlighting the average revenues earned

per member of staff in post per month. The value for

March was £5,943 earned per staff WTE (whole time

equivalent). This shows a significant increase from the

values reported over the previous 11 months. This is as

a result of a higher level of income recognised in the

March position, while staff numbers remained relatively

flat. The additional income recognised in March was

non-recurrent funding that the Trust had secured to fund

additional capacity in the delivery of additional activity.

However, much of the increased capacity delivered in

March by comparison to February covered non-pay

costs rather than additional staff.
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Accreditation and Payroll 

Finance Spotlight Report  

• Accreditation:  The Trust’s Finance team has become the first in the south of England to be awarded Future 

Focussed Finance accreditation. The national accreditation system, which is overseen by the Finance 

Leadership Council, recognises high performing finance teams, and Sussex Community NHS Foundation 

Trust (SCFT) has been awarded level three – the highest possible. The judges were particularly impressed 

by SCFT’s approach to developing talent. SCFT’s Finance team is an early adopter of finance 

apprenticeships, supporting staff to access professional development and qualifications.

• Payroll Service Provision: Across Sussex NHS organisations there have historically been a wide range of 

different models for the provision of payroll services, including both in-house and outsourced services.  

SCFT’s payroll service is currently provided by NHS Shared Business Services (SBS). Over the past year 

the majority of these organisations have been working together, looking at options to develop a single, 

consistent shared service across Sussex. 

• The preferred option was to create a local payroll hub, run by a commercial partner but managed jointly with 

NHS organisations in Sussex. By the NHS working alongside a commercial partner with expertise in payroll 

delivery it was firmly believed that we would be better able to develop a resilient payroll solution that 

maintained local employment and was aligned with the emerging national direction of travel to collaborate in 

the provision of transactional services. There would also be benefits from improved economies of scale and 

opportunities for innovation.  

• SCFT is one of a number of NHS organisations who is expecting to sign up to the new Sussex Health and 

Care Payroll Hub. Our new service would be due to commence early in 2023. In future there may be 

opportunities for other collaborations between NHS organisations in Sussex in the provision of support 

services.
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BOARD OF DIRECTORS – PUBLIC MEETING 
 

26 May 2022 
 

Agenda Item Number:  7 

 

Report Title: Committee Chair Reports 

 

Purpose: Approval  Assurance x Discussion  Briefing  

           

Summary:  
 
Committee Chair reports following Board Committee meetings held in April and May 
2022 are attached: 
 

 Charitable Funds Committee - 17 May 2022 

 People Committee -14 April 2022 

 Quality Improvement Committee -19 May 2022 

 Resources Committee - 26 April 2022 (the Chair of the Committee will provide 
a verbal update on the meeting held on 24 May 2022) 

 

Recommendation:  

The Board is asked to note the reports of the Committee Chairs.  
 

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: Charitable Funds Committee (CFC) 

Name of Chair:  Rebecca Crook 

Date of meeting: 17 May 2022 
 

Main items on 
agenda: 

 Charitable Funds Balance 

 Partnerships (including Leagues of Friends) 

 Fundraising 

 Grant making including bids for approval – between £5k-£100k 

 Barclays Statement of Accounts 

 Annual Committee Self-Assessment 
 

Points for Board to 
note (if any): 

 Following the Board as Corporate Trustee’s approval of the Charity 
Strategy the committee agenda was organised under the strategy’s three 
key areas of focus: Partnership, Fundraising and Grant Making. 

 Discussed partnerships and plans to enhance relationships between the 
Trust and Leagues of Friends with strategic involvement from Board 
members and governors as well as local managers.  

 Discussed the resources needed to deliver the Charity Strategy and 
agreed to the develop a proposal for the Board as Corporate Trustee, 
supporting the continuation of funding for the Charity Manager and 
Charity Assistant roles, as well as the introduction of a part-time 
Partnership Officer role.     

 Received the Charity End of Year Reflection including a summary of the 
Charity’s achievements and learning during the year. 

 Heard that a further £30k NHS Charities Together grant would be open 
for applications in August.   

 Discussed the review of the grant making process, noting that feedback 
would be gathered from staff through the review process and that the 
Committee would be sighted on core elements including a Prioritisation 
Matrix for bids.   

 Agreed to support bids for: 

 Staff Awards dinner 

 Installation of a staff shower in the Jevington Building at BGH 

 Volunteer celebration event  

 Received the COVID-19 Fund Report noting that any underspend had 
been transferred to the General Fund.  

 Received the investment managers report and discussed the Charity’s 
investment approach. Agreed that there should be a seminar on Charity 
Investments for CFC members.   

 Discussed content for the CFC self-assessment to be submitted to the 
Board in June.   

 

Items for escalation 
to the Board (if any):  

None. 
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COMMITTEE CHAIR’S REPORT TO BOARD 

Committee name: People Committee  
 

Date of meeting: 14th April 2022 
 

Main items on agenda:  Establishing KPIs with focus on Attraction. 

 Staff / Pulse Survey Results. 

 Application of the Trust’s Disciplinary Policy. 

 Workforce Strategy and Corporate Objective. 
 

Points for Board to note (if any):  There was significant discussion from the 

Workforce Committee report around the upcoming 

equality and diversity review of staff networks. 

 Turnover had returned to pre-pandemic levels 

which was reassuring. 

 The committee highlighted the interesting data of 

the turnover age profile and commented that there 

was traditionally less focus on retaining 25-year-

olds in the same way as 55-year-olds. 

 The Committee noted that Education and Learning 

is a priority for staff development however its 

coordination required significant work and 

considered the first steps to moving to an Academy. 

 The committee noted the disparate systems in the 

Trust for recording personal records and 

questioned whether Health Roster presented a 

spend-to-save initiative to compensate for work 

arounds. 

 There will be a statement to the People Committee 

in July to close current Workforce Strategy and start 

work on the new strategy linked to the wider Trust 

strategy. 

Items for escalation to the Board (if any):   Nothing for escalation to the Board. 
 

Items for referral to other Committees (if 
any): 

 Resources Committee to review areas of the 

organisation with higher vacancy rates and impact 

on use of resources. 

 Quality Improvement Committee to review areas of 

the organisation with higher vacancy rates and 

impact on quality of service delivery. 
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COMMITTEE CHAIR’S REPORT TO BOARD 

Committee name: Quality Improvement Committee 

Name of Chair:  Lesley Strong 

Date of meeting: 19th May 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  

 Clinical Advisory Group Chair’s report 

 Safer Staffing 

 Patient safety and SI report 

 Mortality review 

 Quality Account  

 Quality Improvement Q4 report 

 Community Nursing demand and capacity 

 Learning from the Ockenden Report 

 Child Development Service update 

Points for Board to 
note (if any): 

 Quality KLOE metrics and feedback from TWGG highlighted the following 
issues: the number of hand hygiene audits remains low but the outcomes 
of those completed is high; all NICE guidance has now been 
benchmarked; further discussion is required around the introduction of 
Patient Safety Partners. 

 IPCC key issues: Q4 no cases of MRSA or Cdiff attributed to SCFT. 12 
outbreaks during Q4; currently 1 and numbers of positive patients is 
reducing. QIC was pleased to welcome the newly appointed Deputy 
Director of IPC. 

 Clinical Advisory Chair’s report.  The QIC welcomed the new group 
formed of senior clinicians across the disciplines.   

 Safer staffing report.  The QIC reviewed the 6 monthly report which 
highlighted the staffing levels as a risk although were pleased to note that 
the Band 5 vacancies in ICUs has reduced to just 6% largely due to 
overseas nurses. There is no evidence of staffing levels leading to unsafe 
care, but the QIC requested further assurance from the development of 
the red flag reporting. 

 Patient Safety and Serious Incidents:  the new style report gave 
assurance that the majority of patient safety incidents do not result in 
harm for patients. The 4 highest areas:  falls, pressure ulcers, 
deteriorating patient and medication errors all have specialist leads and 
steering groups in place. QIC has requested deep dives into these areas 
and further assurance of how incidents are downgraded.   

 Mortality review:  there were 4 deaths in the in-patient units during Q4.  
QIC received assurance of a robust review process and that there were 
no avoidable deaths.   

 Quality Account.  QIC reviewed the final draft of the Quality Account 
noting that its format and some text is prescribed and would recommend 
the Board approve for publication.   

 Learning from the Ockenden report.  The QIC reviewed the final report of 
Maternity Services at the Shrewsbury and Telford Hospital NHS Trust.  
Whilst most of the recommendations are relevant to maternity services, 
there are areas for SCFT to consider including the poor quality of incident 
investigations, poor complaints handling, and concerns about clinical 
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guidelines and clinical audit.  The maternity recommendations will be 
further reviewed for any relevance for HCP services.  QIC discussed what 
assurance we have so that this could not happen in SCFT.  Further work 
will be done around assurance beyond the QIC papers e.g., looking in 
detail at an SI for process and learning, targeted service visits.   The 
culture of the organisation was felt to be important, and this will be taken 
forward in a board seminar 

 Community nursing update.  A more robust review of the service is to 
take place using three new external resources which will give a safer 
staffing tool and capacity and demand analysis.   

 Thematic Risk – QIC agree with the proposed change to increase the 
target risk score and noted the mitigations for the new 16+ risk in podiatry 
north. 

 Children’s neurodevelopment pathway update – demand continues to 
exceed capacity within the service and there are significant delays in 
completing assessments to give a diagnosis. The QIC noted the actions 
taken and the detailed action plan to reduce the length of time from 
referral onto the ASD pathway to maximum of 18 months in 2022/23.  
These include ensure patients and families received good information.  

Items for escalation 
to the Board (if any):  

 To consider further actions following on from the Ockenden report 

 Further work on red flags to ensure patient safety from the safer staffing 
review.  
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COMMITTEE CHAIR’S REPORT TO BOARD 

Committee name: Resources Committee  
 

Name of Chair: Mark Swyny 

Date of meeting: 26 April 2022 

Main items on 

agenda: 

 Month 12 Financial Results 

 2022/23 final financial plan  

 Digital strategy delivery update 

 Digital performance dashboard development 

 Procurement policy 

 Committee self-assessment 

 Thematic Risks 

Points for Board to 

note (if any): 

 Unaudited year-end financial position shows £211k control total surplus, in 

line with previous forecasts. SCFT accounts expected to show £661k 

surplus reflecting adjustments to asset impairment revaluations. 

 Cash balances remain strong at £32,677k which is above historical 

averages. Full year capital expenditure was £12,870k, £1,315k above 

original plan and within £390k of capital limit following close management 

and re-purposing in year. 

 Committee recognised significant work to deliver this year’s financial 

outturn in a fast changing environment. 

 Final financial plan for 2022/23 shows £3.462m deficit, reflecting significant 

inflationary pressures (pay, energy, IFRS16, charges on capital 

investment). Excluding these items, Trust is showing breakeven position. 

 Noted that SCFT has closed gap more successfully than other providers in 
Sussex and further cost reductions will have detrimental impact on service 
provision and patient care.  

 Financial submission required on 28th April and system discussions 
ongoing as Sussex deficit is currently £77.5m. CFO to provide further 
update at Board.  

 Discussions on digital delivery update and performance dashboard centred 

around committee desire to understand digital maturity, project delivery and 

uptake, impact on patients and staff, value, cyber and data risk mitigation 

to support assurance oversight. 

 Continuation of current Procurement policy ratified, with expectation of 

update once new Public Contract Regulations published in 2023.  

 Committee self-assessment completed for presentation to May Board 

meeting. 

 Significant movement in Financial Sustainability risk score (from 9 to 20) to 

reflect deficit budget position. Debate regarding score level which reflects 

wording of Consequences matrix, recognising proposed “financial loss 

>£1m”.  Risk scores for digital, data quality and estates unchanged. 

Items for escalation 

to the Board (if 

any):  

 Final financial plan for 2022/23 prior to submission to NHS Sussex. 
Approach supported by Resources committee. 
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BOARD OF DIRECTORS – PUBLIC MEETING 
26 May 2022 

 

Agenda Item Number:  8 

 

Report Title: Safer Staffing October 2022 – March 2023 and Update on 
Establishment Review 

 

Purpose: Approval  Assurance s Discussion  Briefing  

           

Summary: 
There is a national requirement for Trust Boards to be sighted on safer staffing levels 
in adult in-patient ward settings. This report provides an overall summary from the 
last six months of relevant data (i.e. quarter 3 & 4 2021/22), and includes an update 
on the establishment review and the implementation of revised staffing templates as 
agreed by the Executives and Trust board in November 2021.  
 
Information is also included to show the on-going work that will create an improved 
way of monitoring staffing moving forward, as well as a more sustainable workforce 
model for the future requirements for Intermediate Care Units. 
 
TWG (Trust Wide Governance Group), the Workforce Committee and Quality 
Improvement Committee reviewed this report in May 2022 and were assured 
regarding safer staffing levels. The review of staffing templates was noted as 
important in terms of the changes being put in place to enhance the registered 
workforce on the wards, and the positive reduction in registered nurse vacancies 
across all ICUs is significant and mainly due to international recruitment.   

Recommendation:  
The Board is asked to take assurance from this report, specifically: 

 That the Trust has met the requirement to review nurse staffing levels in adult in-
patient units against the staffing establishment six monthly; 

 That patient safety metrics are considered as part of a wider view of patient 
safety; 

 That the recommendations from the establishment review (Nov 21) are being 
implemented and are having a positive impact. 

Previously reviewed by:  TWGG May 2022, Workforce Committee May 2022 and 
QIC May 2022. 

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

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

Equality and Diversity: 
The report was reviewed and there were no equality and diversity issues identified for 
action or escalation. 

Report author: 
Jane Corser, Deputy Chief Nurse/CNIO 

Report owner:  
Donna Lamb, Chief Nurse 
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Safer staffing: Intermediate Care Units 

Six-month summary: October 2021 to March 2022 
 & Update on establishment review 

 
1.0 Introduction  
There is a national requirement for Trust Boards to be sighted on safer staffing levels 
in in-patient ward settings. Key reports from the National Quality Board (2013,2016), 
Francis Inquiry (2013), and NICE guidance on Safer Staffing (2014) have been 
instrumental in detailing the requirement for a systematic approach that accounts for 
patient, ward and staffing factors that then determine the staffing required. This report 
provides an overall summary from the last six months (i.e. quarters 3 & 4 2021/22), 
and includes an update on the establishment review and the implementation of revised 
staffing templates as agreed by the Executives and Trust board in November 2021.  
 
The Board will be aware, for context, that SCFT monitors a number of quality indicators 
each month via the KLOE dashboard. This provides information that helps to identify 
potential risk areas that may impact on staffing numbers in in-patient wards. Evidence 
sources are also available via Health roster and Scholar which give more granular 
detail on factors that impact on staffing. Operationally, a daily review of staffing takes 
place, and this ensures known areas of risk are managed and acted upon in to ensure 
effective support to ward areas, and safety in terms of care to patients. Information is 
summarised to show the on-going work that will create an improved way of monitoring 
staffing moving forward, as well as a more sustainable workforce model for the future 
requirements for Intermediate Care Units. 
 
TWGG, the Workforce Committee and Quality Improvement Committee have 
reviewed this report in May 2022 and were assured regarding safer staffing levels. The 
review of staffing templates was noted as important in terms of the changes being put 
in place to enhance the registered workforce on the wards, and the positive reduction 
in registered nurse vacancies across all ICUs is significant and mainly due to 
international recruitment.   
 
2.0       Workforce data and quality metrics - adult inpatient units  
A summary is provided to show the relevance of the data and concludes that staffing 
levels in the ICUs have been at an acceptable level. 
 
2.1 Fill rates of shifts: Trust target: 85% or above 
From October 2021 to March 2022 the average fill rates of temporary staffing across 
all Areas were: 

 90% Day 

 98% Night  
 
The targets have been achieved. This is consistent with the same time frame in 
2020/21 where fill rates continued to be greater than 90%. These figures include extra 
requirements above the establishment for example due to patients requiring enhanced 
care. Not filling all shifts requires all Areas to put other mitigation in place to ensure 
safe staffing.  
 
2.2 RN to unregistered ratio and evidence base. 
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In the last report it was noted that only 38% of 13 ICUs in SCFT met the 1:8 RN to bed 
ratio in the day. As a result of this templates have been adjusted positively and 
progress with this will be noted in the establishment update section of the report.  
 
2.3 Vacancy data: Trust target: < 9.5% 
Nationally, registered nurse vacancies run between 10% – 20%. In Sept 21 in ICUs, 
band 5 vacancies were running at 39%. This has now decreased to 6% as of April 
2022 data.  (9.1 w.t.e vacancies) This is largely due to international RN recruitment 
over the last year.  

 
2.4 Turnover rates on ICUs: Trust target is < 9.5% 
Turnover rates show an average increase across all ICUs from 17% in October 2021 
to 24% as of March 2022. One part of West Sussex Area (‘Old’ West Area ICUs) has 
seen a 1.2 % improvement in turnover compared to rest of the Area.  
 
The establishment review has altered the skill mix positively, and this metric will be 
monitored to see if the impact of those changes is seen in staff health and well-being 
and therefore a reduction in leavers. 
 
2.5   Care Hours Per Patient Day (CHPPD)  
CHPPD was developed, tested and adopted to provide a single, consistent and 
nationally comparable way of recording and reporting deployment of staff on inpatient 
wards. It is calculated by dividing the number of patients at midnight by the numbers 
of clinical staff (registered and unregistered) on duty in a 24-hour period. The data has 
been collected in community trusts since September 2018 last year and is reported 
nationally via the Model Hospital site. 
 
October 2020/21 the average was 7.7 CHPPD  
October 2021/22 has seen the average reduce to 7.0 CHPPD 
 
The target of 6.7 was an average based on the previous year, however it has been 
agreed to reset this for 2022/23 to 7.5 to be consistent with the national target.  
 
This data currently shows us that we do not have the right skill mix in place and 
supports the recommendations to change the templates on the wards as of April 2022. 
These changes will take time to be adjusted so the next report will focus on this in 
more detail. 
 
2.6   Quality indicators  
NICE guidance recommends a review of key safety indicators when determining safer 
staffing and this includes falls, pressure ulcers and medication administration errors. 
This data has been reviewed via the KLOE dashboard reporting at TWGG, Quality 
Improvement Committee and the Board.   
 
The consistent trend of note relates to the capacity for staff to carry out falls risks 
assessment in a timely way. This may relate to other factors at ward level around 
capacity of documentation via Systm 1 and is being reviewed as part of the P1 
Community Beds Optimisation project. 
 

08
 S

af
er

 S
ta

ffi
ng

Page 98 of 135



 

3 
 

Of note patient experience measures i.e. FFT figures show a consistent trend of 96% 
service experience good or very good compared with 97% in Q1 & 2. This remains 
positive against a target of 90%. 
 
2.7 Activity data: (Source: Scholar – April 2019 to March 2022) 
There is a constant level of activity in ICU areas and no variables of significance to 
report. 
 
2.8 Admission, discharges and occupancy  
April 2019 to March 2020 showed a marked increase in all three metrics. This was 
as a direct result of the Covid-19 pandemic resulting in a national drive to discharge 
people from community hospitals in order to create capacity for acute patient 
transfers. This was initiated as part of the national discharge policy where new 
protocols were created across the health care system. June 2020 to date the activity 
is steady, this may be as a result of improvements, learning and managing the 
pandemic. 
 
Summary of data 
In Q3 and Q4 2021/22 there are no significant trends that would suggest a reduction 
in quality of care provided compared with previous quarters 1 and 2 data. Reporting 
on outcome data is reviewed monthly via the KLOE report which provides a consistent 
view of quality indicators and to date this has been satisfactory. There are some areas 
that highlight the need to adjust skill mix and this has already been picked up in the 
last review in November 21 as part of the more detailed establishment review. It is 
important that the work on quality metrics and determining daily staffing oversight is 
improved and this is discussed in the next section. 
 
3.0  Update on implementation of the establishment review  
This section provides the Board with information on the progress with implementation 
of the establishment review, and some on-going work of focus as part of a wider project 
on bed optimisation. 
 

a) Band 2 conversion to band 3 HCSW roles  

 The upgrade has been implemented for all HCSW from the 4th April 2022. 
(Note there have been one or two exceptions where staff have remained at 
band 2 (e.g. near retirement)  

 A competency and training plan has been developed to support the 
transition of the HCSW from band 2 to band 3; the target is to achieve in 6 
months. 

 Risk identified regarding pay for band 3 posts as a change in unsocial 
allowance which may disadvantage them; this is being reviewed by the 
Executive team.     

 
b) Shift patterns: new day/night pattern 

 All areas are now working to the new shift patterns.  

 Evaluation of impact is taking place, and any issues identified are being 
reviewed using existing risk management processes.  

 Positive feedback in the day that the levels are working well and staff like 
finishing at 8pm.  
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 Some issues with the health roster i.e. not easy to see at a quick glance the 
staffing levels on the ward. Separate review underway of health roster as 
part of bed optimisation project. 

 
c) Nursing associate posts  

 Recommendations made as part of the safer staffing review and posts now 
in establishment achieved. Recruitment underway to fill new posts. 

 Working with teams to ensure clarity about new role and how it will work 
with existing teams. (part of bed optimisation project)   

 
d) Arundel beds  

 Beds remain at 19 beds and will be reviewed regarding reduction to 15 beds 
once Iris ward has returned to Salvington Lodge site in summer 2022.  

 
Other comments: 

 Development of ‘Are we safe today’ metrics and trends for safer staffing is 
near completion and is feeding into the bed optimisation project. This work is 
identifying the current processes for oversight of staffing and patient safety 
escalation including the use of red flags.  The aim is to have a draft process 
agreed by June 2022 and subsequent reporting framework in place by August 
2022. The Board will see evidence of this in subsequent safer staffing updates, 
and through regular quality dashboard reports. Once the red flag reporting is 
implemented an indicator will be developed for inclusion in the dashboard. 
 

4.0 Other areas being reviewed via the P1 bed optimisation project that relate to 
safer staffing in ICUs include: 

 Review of support roles to ICUs. This includes Advanced Clinical Practitioners, 
medical staff, therapy staff, mental health, dietetics and ward administrators.  

 Review of Systm1 on ICU to evaluate quality of records and timeliness of record 
keeping.  

 Review of enhanced care usage and policy to determine what is needed 

 More effective use of health roster and management of rota.  
 

 
5.0. Conclusion: 
Information has been provided to the Board that gives satisfactory assurance 
regarding data that relates to safer staffing within ICUs and does not highlight any 
significant variance from previous reporting, or indication of unsafe care. Important 
changes to staffing templates and roles is well underway to achieve full 
implementation, and this will be monitored and reported on via the bed optimisation 
project.  
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BOARD OF DIRECTORS – PUBLIC MEETING 
26th May 2022 

 

Agenda Item Number:  9 

 

Report Title:    2021-22 Guardian of Safe Working (Doctors in Training) 
Annual Board Report 

 

Purpose: Approval  Assurance X Discussion  Briefing 
 

           

Summary: 

 To update the Board on the work of the Guardian of Safe Working  

 To assure the Board of the Trust’s arrangements to safeguard junior doctor 
working hours. 

 

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 and Thriving staff 

 

Relevance to CQC Domains: 
 Well Led 

 Safe 

 

Equality and Diversity: 
The (2016) Terms and Conditions of Service for Doctors in Training is subject to 
equality impact assessment.  No adverse impact on equality and diversity has 
been identified in relation to the role of the Guardian of Safe Working. 
 
 

Report authors:  
Dr Emma Gupta – Guardian of Safe Working 
Dr Ann White – Director of Medical Education 
Richenda Tite – Medical and Dental HR Manager 

Report owner:  
Dr Sara Lightowlers – Chief 
Medical Officer 
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1.0 Executive Summary  
 
a) The 2016 Terms and Conditions of Service for Doctors in Training (2016 TCS) 

introduced the role of Guardian of Safe Working (Guardian) for each Trust. 
 
b) The role of the Guardian is to act as a champion for safe working hours and to 

provide assurance to both doctors and employers that doctors in training are 
enabled to work hours that are safe and in compliance with their terms and 
conditions of employment. 

 
c) In addition to quarterly updates, the Guardian is required to produce an 

annual, written report to the Board.  The format of the Guardian’s report 
follows that recommended by NHS Employers.  

 
d) This report concludes that despite on-going operational pressures due to the 

COVID-19 pandemic, the Trust continues to meet its contractual requirements 
for doctors in training in relation to working hours and education.   

 

2.0 Introduction 
 
a) The period of the report covers 1 April 2021 to 31 March 2022. 
 
b) The purpose of the report is to: 
 

 Provide the Board with a summary of the Guardian’s quarterly reports to the 
Board over the previous 12 months. 
 

 Assure the Board of the Trust’s arrangements to safeguard trainee working 
hours. 

 
c) The Board is recommended to note the contents of the report. 
 

3.0 High Level Data  
 
During the reporting period: 
 
a) All SCFT doctors in training were working under the 2016 TCS. 
 
b) No work schedules required review. 
 
c) No exception reports for hours worked, missed breaks or missed educational 

opportunities were submitted. 
 
d) No fines were levied against departments employing doctors in training, as 

there were no breaches to the safeguards of the new contract. 
 
e) The Trust uses Doctors Rostering Software (DRS) for managing the exception 

reporting process. 
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f) Dr Emma Gupta, Consultant Paediatrician was appointed to the role of 
Guardian in April 2018. 

 

g) The Guardian is supported in their role by the Medical and Dental HR 
Manager and Director of Medical Education. 

 
h) The Trust’s Junior Doctor Forum (JDF) supports the work of the Guardian.  It 

provides a forum for engagement with doctors in training to develop and 
improve working conditions and education and training opportunities within the 
Trust.  The JDF works in partnership with staff-side and three remote JDF’s 
were held during the reporting period. 

 
i) In the 2019/20 financial year, the Trust received £30,000 Fatigue and Facilities 

funding from Health Education England.  Spend is monitored through the JDF 
and during 2021/22 final spend was approved.  Funding was primarily spent 
on staff rest-room and outdoor areas and IT to support remote teaching.  
 

3.0 COVID-19 Pandemic 
 
a) The 2021/22 reporting year coincided with the on-going COVID-19 pandemic.   

 
b) Redeployments: Nationally, it was agreed that trainees would remain in their 

curriculum aligned post unless specific agreement had been obtained from the 
regional Postgraduate Dean.  Any redeployments would be time bound with a 
clear understanding when the trainees would return to their curriculum aligned 
activity.   
 

During the reporting period, all trainees remained in their curriculum aligned 
posts. 

 
c) Clinics, Supervision and Teaching: Intermittently clinics moved to on-line 

video clinics for short periods of time. Video clinics allowed the trainees to 
continue to take histories and see patients either alone or with a Supervisor 
present. This type of clinic limits the interaction with the child and there can be 
no examination hence were only undertaken when a face to face clinic could 
not go ahead. Services moved rapidly back to seeing children face to face 
when circumstances allowed. 

 
Supervision before and after clinical encounters continued via Teams 
meetings. This proved easy and efficient, and at times continues. 

 
As staff have all become more proficient on Teams - academic and team 
meetings as well as teaching sessions continue on-line and have allowed 
more people to attend with less travelling.  

 
 

4.0 Annual Data Summary as at 31 March 2022 
 
a) The Trust has 5 (5.0 WTE) established training posts.    
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2021/22 Vacancy (WTE) 
 
 

Specialty Grade Quarter 1 Quarter 2 Quarter 3 Quarter 4 Total gaps 
(WTE) 

Paediatrics SSV CT3 1 1 0 0 0.5 

Paediatrics HH ST6 0 0 0 0 0.0  

Paediatrics CCS ST6 1 1 1 1 1.0 

Paediatrics SSV ST8 0 0 0 0 0.0 

Rehab Medicine ST3+ 0 0 0 0 0.0 

Total Vacancy      0.7 

 
 

5.0 Issues Arising from Data Summary and Action Taken  
 
a) Trainee vacancies 
 

Paediatrics: The trainee vacancies are a result of Health Education England 
being unable to fill all the training posts due to a shortage of trainees 
nationally.  The Trust’s paediatric College Tutor works closely with the regional 
Training Programme Director to maximise placement opportunities and the 
Chailey Clinical Services post is expected to be filled from September 2022. 

 
b) Exception reporting: The Trust encourages the use of exception reporting but 

did not receive any exception reports during the reporting period.  The Trust 
targets the support trainees receive through local induction, Educational 
Supervisors, the College Tutor and Guardian.  We are confident that our 
reporting accurately reflects the positive working environment experienced by 
our doctors in training on community placements and which is reflected in 
trainee feedback. 

 
c) The positive training environment experienced by paediatric trainees 

continues to support consultant recruitment and during the reporting period, 
two former specialty trainees were successfully recruited to substantive 
consultant posts. 

 
d) To maintain their acute paediatric skills, community paediatric trainees spend 

some of their placement working on the Royal Alexandra Children’s Hospital 
(RACH) rotas.  Both the Guardian and Paediatric College Tutor work closely 
with the University Hospitals Sussex NHS Foundation Trust Paediatric Local 
Faculty Group (LFG) to address any training and rota issues arising from work 
at the RACH. 

 

6.0 Summary and Conclusion 
 
a) The Trust has fully implemented the 2016 TCS and despite the on-going 

challenging conditions during this past year, overall, there are no significant 
issues in regard to the safe working of trainees on the 2016 contract. 

 
b) The Board is recommended to note the contents of the report. 
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BOARD OF DIRECTORS – PUBLIC MEETING 
26 May 2022 

 

Agenda Item Number: 10 
 

 

Report Title: Mortality Review Report Q4 2021/22   
 

 

Purpose: 
 
 

Approval  Assurance X Discussion X Briefing 
 

           

Summary: 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 
intermediate care units where mortality is higher than expected and to take the 
necessary actions as need be.  
 
In Q4 there were 4 deaths in our intermediate care units. It is to be noted that on 
SCHOLAR dashboard the number of deaths has been reported as 5 due to an 
error. From the review it is felt that there were no avoidable deaths. 
 

Recommendation:  The Board is asked to note the content of the report  

 

Previously reviewed by:  Mortality Review Group / TWGG / 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: 
No equality and diversity implications have been identified.  
 
 

Report author: Dr V Patil, Deputy Chief 
Medical Officer   
 

Report owner: Dr Sara Lightowlers, 
Chief Medical Officer 
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Mortality Review Report Q4 2021/22 
                                                                        Dr Vivek Patil  
                                                                                                 Deputy 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 25/04/2022 

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 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 Q4 2021/22 and analysis.  

2.1 Overall deaths during reporting period. 
From 1st Jan 2011 to 31st March 2022 there were 5 recorded deaths in our intermediate 
care units. It is to be noted that one of the deaths occurred in Acute Trust after transfer 
from our intermediate care unit. SCHOLAR system has counted this death and for 
mortality purpose this should not be counted.  All deaths have been reviewed using the 
structured judgement review forms. The breakdown of number of deaths in each unit 
are as follows. It is to be noted that the deaths for last one year have remained low in 
our intermediate care units. This is due to the excess deaths we have seen during the 
pandemic. Attached below is the table   

Quarter Hospital 
Crawley 
Hospital Crowborough 

Kleinwort 
Centre 

Lewes 
Victoria 

Uckfield 
Hospital Total 

2021-2022 
Q4   1 1 1 1 1 5 

Total   1 1 1 1 1 5 

 

 It is to be noted that the deaths for last one year have remained low in our intermediate care 
units. This is due to the excess deaths we have seen during the pandemic. Attached below is 
the table for comparison for previous deaths.  

    

Quarter Deaths  

2021-2022 Q4 5 

2021-2022 Q3 15 

2021-2022 Q2 11 

2021-2022 Q1 9 

2020-2021 Q4 42 

2020-2021 Q3 15 

2019-2020 Q1 25 

2018-2019 Q4 23 

2018-2019 Q3 22 

2018-2019 Q2 21 

2018-2019 Q1 23 

2017-2018 Q4 32 

2017-2018 Q3 29 

2017-2018 Q2 23 

2017-2018 Q1 28 

2016-2017 Q4 34 

2016-2017 Q3 27 

2016-2017 Q2 30 
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2.2 Deaths that have been reviewed using SJR process.  

Age range was from 80 to 91 years with mean age range of 85.75 for all the deaths reviewed 
using structured judgment forms (SJR) forms.  

Length of stay varied from 2 days to 32 days. 

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

All patients were admitted before 20.00. The time of admission did not have any relation to 
outcome of death in any of the reviews.  

Main causes of death were ischemic heart disease, frailty and pneumonia.  

One death is being reviewed through Serious Incident review process.  

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

2.3 Involvement of Coroner  

There was one hospital postmortem (patient who died in acute trust) and Coroner was 
consulted in 3 deaths. This demonstrates that clinicians are actively reporting to Coroner and 
seeking advice in cases where diagnosis may not be clear.  

 

2.4 Medical oversight of patients who have died.  

First clinical review of patients took place within 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.  

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 patient 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 was one documented fall but this did not have any correlation to the death itself. None 
of the patients who died had any pressure sores.   

Fluid balance has been documented as adequate in all cases. Nutrition assessment was 
addressed appropriately for those nearing end of life.  

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.  
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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) or raised Troponin T (indicating a likelihood of heart attack) 

None had urinary catheter inserted  

There is no documentation of never events in patients who have died under our care in 
intermediate care units.  

Resuscitation status was documented in all apart from two cases. All patients had an 
escalation plan written up in case of an emergency.  All patients were seen before the death 
by a clinician.  

From review none of the patients needed syringe drivers for symptoms control.  

From the review it is felt that patients received optimal care in the patient’s preferred place 
except for one case. In this particular case there was in delay in obtaining a package of care 
to facilitate the transfer of patient to their preferred place of death.  

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  

One of the learning for this quarter was around DNACPR forms and where to keep them. It 
is agreed that all DNACPR forms are to be kept near patient bed side records, so that they 
area available easily in time of an emergency scenario.  

 Members also discussed about new structure of mortality reviews by Medical Examiner   
and how this system works. Medical Examiners will be employed and based in Acute Trusts. 
This means for our trust we will be reporting into 4  Medical examiners as follows  

Intermediate Care Unit   Responsible Acute Trust  

Crowborough / Uckfield / 
Lewes  

East Sussex Heath Care trust  

Kleinwort / Brighton  University Hospitals Sussex - East 
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Crawley / Horsham Surrey & Sussex  Acute Hospital.  

Salvington / Bognor / Arundel 
/ Zachary Merton 

University Hospitals Sussex - West 

 After an expected death, doctor from intermediate care unit completes and emails Medical 
Examiner referral form. Medical examiner review / scrutinizes notes and records the cause  
on Medical examiner scrutiny form. Medical Examiner Officer then speaks to family and then 
completes Medical Certificate of Cause of Death. They will email the form to our intermediate 
care units for governance and audit purpose. Our units then post the paper Medical 
certificate of Cause of Death to Registrar office.  

In case of an unexpected death or need to discuss with Coroner, our doctors should contact 
Medical Examiner for advise through email. Medical Examiner then counter signs this and 
forwards this to Coroner for processing as need be. Medical Examiner Officer rings then 
discusses this with the family and the cause for referral.  
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BOARD OF DIRECTORS – PUBLIC MEETING 
 

26 May 2022 
 

Agenda Item Number:  11 
 

 

Report Title:  Serious Incidents Report Q4 2021/22 
 

 

Purpose:
  

Approval  Assurance x Discussion  Briefing 
 

           

Summary: 
The report provides assurance that the Trust’s incident reporting and management 
processes are consistent and support the detection and proportionate investigation 
of adverse events.  
 
An expanded report that provides data and narrative analysis of all patient safety 
incidents is provided to Quality Improvement Committee.  
 
This report presents the section detailing Serious Incidents (Sis) reported in Q4 in 
the context of the financial year. There were nine Serious Incidents declared in Q4 
and these consisted of five falls, one diagnostic incident, one deteriorating patient 
incident and one Information Governance (IG) incident. The IG incident has been 
submitted to the CCG with a request for downgrade from Serious Incident status.  
 
Future reports will also include an update on improvement actions and initiatives 
arising from SI investigations. RIDDOR is reported through Health and Safety 
reporting so no longer included in this report, although will be cross referenced when 
they also meet SI criteria.  
 

Recommendation:  

The report is provided for assurance and there are no recommendations.  
 

Previously reviewed by:   
Trust Wide Governance Group 
 
 

Relevance to Trust’s Strategic Goals: 
Population Health, Quality Improvement, Patient Experience, Thriving Staff, Value 
and Sustainability. 
 

Relevance to CQC Domains: 
Safe; Caring; Responsive; Effective; Well Led –this report covers the five domains.  
 

Equality and Diversity: No direct impact on equality and diversity has been 
identified.  
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Report author: 
Deborah Johnson, Patient Safety 
Manager 

Report owner:  
Donna Lamb, Chief Nurse 
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Incidents Report 
Deborah Johnson, Patient Safety Manager 
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Description 2021-2022 Q4 Report: Serious Incidents 

Date published 22/04/2022 

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 

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

Conclusion and Recommendations .................................................................................... 6 
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Introduction 
The Trust is committed to the prevention of injury and ill health to all staff, patients and visitors 
resulting from avoidable incidents. The analysis of incidents 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.  
 
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.     
 
An expanded report that provides data and narrative analysis of all patient safety incidents is 
provided to Quality Improvement Committee.  

This report presents the section detailing Serious Incidents (Sis) reported in Q4 in the context 
of the financial year. Future reports will also include an update on improvement actions and 
initiatives arising from SI investigations.  

RIDDOR is reported through Health and Safety reporting so no longer included in this report, 
although will be cross referenced when they also meet SI criteria.  

Serious Incidents Quarter 4 2020/21: 
Trends and Themes 

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

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 
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Quarter 3 15 17 6 5 

Quarter 4 19 7 6 9 

Total 65 53 24 23 

 

Figure Two: Datix category of Sis 2021/22 

 

The five incidents categorized under Care (Patient) ongoing monitoring/review included four 
incidents of sub optimal care of the deteriorating patient and one multiprovider incident relating 
to the delay in detecting non-accidental injury to a baby. The four clinical assessment (including 
diagnosis, tests, x-rays) incidents were cases where clinical assessment in an SCFT service 
led to delays in diagnosis, including a baby with biliary atresia. These have been presented in 
previous reports and learning taken forward with improvement initiatives.  

The Trust’s processes are developing 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 2022. 

Patient Safety Leads, who are independent of services, lead SI investigations and provide 
support for other patient safety issues and quality improvement initiatives. The Patient Safety 
Manager and Patient Safety Leads are completing the HealthCare Safety Investigation Branch 
(HSIB) International Level 3 Bronze Award in Safety Investigation to be accredited as 
professional investigators.  

There were nine incidents in Quarter 4 that were declared Serious Incidents under the NHS 
Serious Incident Framework. Please note that this is the date that they were reported in STEIS 
(Strategic Executive Information System) which is the national system used to declare SIs. 
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Please note that the incident categories in the Datix system are not the same as the available 
categories in STEIS.  A new national reporting system has been launched that will incorporate 
STEIS and the NRLS (National Reporting and Learning System) so that all local incident data 
will be uploaded into just the one system. 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. All NHS organisations are expected 
to have local systems that are compatible with LFPSE by the end of Quarter 4 2022/23. 

The LFPSE system will include the function to report favourable events for shared learning 
within the ethos of Safety II – learning from things that go well. Safety II refers to the movement 
of safety management from ensuring that ‘as few things as possible go wrong’ to ensuring that 
‘as many things as possible go right’. This perspective relates to the system’s ability to succeed 
under varying conditions. A Safety-II approach assumes that everyday performance variability 
provides the adaptations that are needed to respond to varying conditions, and hence is the 
reason why things go right. Humans are consequently seen as a resource necessary for 
system flexibility and resilience. 1 

 

Figure Three: provides the detail and status of SIs declared in Q4. 

 Datix ID SI Category and Detail Current status 

61770 Slips/trips/falls meeting SI criteria 

Unwitnessed fall at 05:00 am on Lesley Smith ICU.  

Due to Serious 
Incident and RCA 
Review Group 
(SIRCARG) in May 
2022.  

61860 Slips/trips/falls meeting SI criteria 

Unwitnessed fall at 04:55am on Lesley Smith Ward.  

This incident and 61770 occurred within 24 hours of 
each other and were reported as one SI to enable the 
investigation to detect any cross cutting themes.  

As for 61770   

58138 Slips/trips/falls meeting SI criteria 

Unwitnessed fall at Crowborough ICU.  

This incident occurred in Q3 and was initially 
investigated as an Internal RCA.  

Due to SIRCARG in 
June 2022.  

 

61346 Slips/trips/falls meeting SI criteria 

Unwitnessed fall at Crowborough ICU.  

Learning was identified related to enhanced care risk 
assessment. 

There is a Trust wide review being undertaken into the 
completion of enhanced care risk assessments with 

The report has been 
submitted to the CCG.  

 

 

                                                

1 https://www.england.nhs.uk/signuptosafety/wp-content/uploads/sites/16/2015/10/safety-1-safety-2-whte-

papr.pdf  
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the Falls Lead and Dementia Lead. This will be 
managed through the inpatient task force.   

 

58977 Slips/trips/falls meeting SI criteria 

Witnessed fall at Lewes Victoria ICU. Occurred during 
Q3.  

The investigation found that lying and standing BP and 
balance assessments had not been completed.  

The report has been 
submitted to the CCG.   

59009 Diagnostic incident including delay meeting SI criteria 
(including failure to act on test results) 

Patient with an ear problem Lewes UTC via 111. 24 
hours later patient admitted to acute with meningitis 
and sepsis. 

Initially a complaint and internal RCA in Q3..  

Due to SIRCARG in 
May 2022.  

 

62018  Confidential information leak/information governance 
breach meeting SI criteria 

The investigation found that documents had been sent 
correctly under subject access request process but 
staff had not used the recommended toughened 
envelopes.  

Submitted to the CCG 
with a request for 
downgrade from SI 
status.  

63214 Sub-optimal care of the deteriorating patient meeting 
SI criteria 

A patient who was COVID-19 deteriorated whilst on 
Lesley Smith Ward. There was a delay in escalation of 
the patient to the acute hospital.  

Due to SIRCARG in 
June.   

61749 Diagnostic incident including delay meeting SI criteria 
(including failure to act on test results)   

Delay in communication of suspicious findings from a 
scheduled ultrasound appointment at Uckfield..  

The investigation is examining the systems and 
processes used by the sonographers to communicate 
results to GP’s.  

Due to SIRCARG in 
May  

 

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.  

Falls, Pressure Ulcers, Deteriorating Patient and Medication errors continue to be consistent 
patient safety challenges and the Trust has specialist leads and steering groups in place to 
support Trust wide improvements in care.  
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The transition from the NHS SI Framework to PSIRF and the inclusion of Safety II within patient 
safety processes provides greater scope for new ways of working in patient safety to enable 
learning from positive outcomes in addition to learning from incidents. This along with the 
incorporation of QI methodology to manage recommended improvements is intended to 
support the achievement of more effective and sustained improvements.  
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BOARD OF DIRECTORS – MEETING IN COMMITTEE 
26 May 2022 

 

Agenda Item Number: 12 
 

 

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

 

Purpose:
  

Approval X Assurance X Discussion  Briefing 
 

           

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

Reference Condition 
Annual 
deadline 

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

31 May 

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

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

30 June  

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

31 May 

 
The aim of self-certification is for provider boards to carry out assurance against 
compliance with the conditions; there is no set process for assurance or 
submission required to NHS England and NHS Improvement (although spot-
checks may be performed).  
 
The tables in Appendix 1 outline the various pieces of evidence and/or sources of 
assurance upon which the Board can base its self-certifications of compliance 
against the Licence conditions. These are made available from the Trust website. 
  
The Trust has not been informed of any plans for dissolution of designated 
services. In addition, the COVID-19 pandemic and long term plan for the NHS 
reinforces the national commitment to supporting community services and the 
Trust is working alongside partners in the Integrated Care System to develop 
longer term plans for the whole of Sussex.  
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Recommendation :  
1. That the Board self-certify the Trust’s compliance with Provider Licence 

conditions G6(3), FT4(8) and CoS7(3) and confirm that it is satisfied that during 
2021-22 the Trust provided the necessary training to its governors to ensure 
that they are equipped with the skills and knowledge they need to undertake 
their role. 

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

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

 

Previously reviewed by:   
N/A  
 

Relevance to Trust’s Strategic Goals: 
All  
 

Relevance to CQC Domains: 
Well Led 
 

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

Report author: Paul Somerville, Deputy 
Trust Secretary  
 

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

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

Reference Condition 
Annual 
deadline 

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

31 May 

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

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

30 June  

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

31 May 

 
The aim of self-certification is for provider boards to carry out assurance against 
compliance with the conditions; there is no set process for assurance, or submission 
required to NHS England and NHS Improvement although spot-checks may be 
performed.   
 
It should be noted that declarations are prospective, i.e. to cover the period of the 12 
months from April 2022 – March 2023, with the exception of the declaration regarding 
the training of governors, which covers the preceding 12 months.  Although COVID-
19 meant that governors were not been able to attend Trust premises during the year 
the Council of Governors did meet in person with the Board of Directors at the 
Annual Members’ Meeting in September and at a governor development day in 
October. In addition, a regular virtual programme of governor communication, 
engagement and training took place.  
 

Evidence of SCFT Compliance 
 
The tables in Appendix 1 outline the various pieces of evidence and/or sources of 
assurance upon which the Board can base its self-certifications of compliance 
against the Licence conditions.    
 
Ongoing assurance can also be drawn from the Board’s regular review of quality, 
finance, workforce and operational performance data and the Board Assurance 
Framework as well as the Trust’s governance infrastructure and arrangements 
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including Board committees, executive and management groups and the Trust’s risk 
management strategy, policy and process.    
 
In relation to Licence condition CoS7 (3) the Board should be aware that the Trust 
has not been informed of any plans for dissolution of designated services. In addition, 
the COVID-19 pandemic and the long term plan for the NHS reinforces the national 
commitment to supporting community services and the Trust is working alongside 
partners in the Integrated Care System to develop longer term plans for the whole of 
Sussex.  
 
Recommendation  
 
The Board is asked to:  
 

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

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

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

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

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

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

 

Licence 
condition 

Description Evidence/Assurance Sources 
Concerns 
highlighted  

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

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

2021/22 Head of Internal Audit Opinion*  
 
2021/22 Annual Report & Accounts, including  
2021/22 Annual Governance Statement (subject to 
audit)  
 
Board Governance Framework  
 
Trust Policy Framework (including Risk 
Management Strategy and Policy)  
 
CQC rating – Good (2017) and extensive 
programme of work to prepare for 2020 CQC 
inspection 
 
EY Well Led Development Review (2019) and 
action plan reported to Board. Next review 
scheduled before the end of 2022. 
 
NHSI Segmentation – 1, Maximum autonomy – no 
support needed (May 2022)  
 
Performance against Use of Resources indicators 
(summary financial sustainability risk rating) – 1 
(best possible performance) 
 
NHSI Monthly, Quarterly and Ad-hoc returns 

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

*2021-22 Head of Internal Audit Opinion is expected to be of ‘Reasonable Assurance’. To be confirmed at the Final Annual Report and Accounts Audit Committee 10/06/22 
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APPENDIX 1 
 

Licence 
condition 

Description Evidence/Assurance Sources Concerns 
highlighted  

CoS7 
Availability of 
resources  

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

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

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

 
3. The required resources will not be 

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

2021/22 Head of Internal Audit Opinion*  
 
2021/22 Annual Report & Accounts, including  
2021/22 Annual Governance Statement (subject to 
audit)  
 
2021/22 Going Concern assessment to Audit 
Committee/Board (March 2022)  
 
2021/22 M12 Finance Report (Resources 
Committee April 2022), Update on Operational 
Planning (Board, April 2022)  
 
NHSI Segmentation – 1, Maximum autonomy – no 
support needed (May 2022)  
 
Performance against Use of Resources indicators 
(summary financial sustainability risk rating) – 1 
(best possible performance) 
 
NHSI Monthly, Quarterly and Ad-hoc returns 
 
Board and committee structure; board and 
committee papers on quality, finance, workforce 
and operational performance; board and committee 
minutes; Board review of major risks.  
 

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

Licence 
condition 

Description Evidence/Assurance Sources Concerns 
highlighted  

FT4 
The provider has 
complied with 
required 
governance 
arrangements  
 

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

2021/22 Head of Internal Audit Opinion* 
 
2021/22 Annual Report & Accounts, including  
2021/22 Annual Governance Statement (subject to 
audit)  
 
2021/22 Quality Account 
 
Board Governance Framework  
 
Trust Policy Framework (including Risk 
Management Strategy and Policy)  
 
CQC rating – Good (2017), and extensive 
programme of work to prepare for 2020 inspection 
 
 
EY Well Led Development Review (2019) and 
action plan reported to Board. Next review 
scheduled before the end of 2022. 
 
 
Corporate Strategy 2019-22: Excellent Care at the 
Heart of the Community. Development of new Trust 
Strategy 2022-25 including strategic goals. 
 
Board and committee structure; board and 
committee papers on quality, finance, workforce 
and operational performance; board and committee 
minutes; Board review of major risks  

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

 
October 2021 Board seminar focused on Integrated 
Care System (ICS) developments and future 
implications for the Trust 
 
January 2022 Board meeting agreed changes to 
Board Committees including governance, 
assurance mapping and launch of new People 
Committee 
 
Register of Interests – updated annually (March 22) 
and ad hoc 
 
Fit and Proper Persons Test – annual declarations 
(March 22)  

 
N/A  
 
 
 
N/A 
 
 
 
 
None  
 
 
None 
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APPENDIX 1 
 

  Description Evidence/Assurance Sources Concerns 
highlighted  

Certification on 
training of 
governors 

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

Commissioned bespoke governor development day 
with NHS Providers held in person. Focus on 
enacting statutory duties, effective questioning, 
quality and member and public engagement 
(October 2021) 
 
New governor induction including issue of updated 
governor manual and handbook (April 2022) 
 
Buddy scheme introduced to support new 
governors (April 2022) 
 
Governors Seminars introduced in 2022 including 
Trust Services (February) and People Issues (April) 
   
Two Public Governors attend NHS Providers 
Governor Workshop (April 2022) 
 
Three Governors attend NHS Providers Governor 
Workshops (September and October 2021) 
 
Five Governors including Lead and Deputy Lead  
Governor attendance at annual NHS Providers 
Governor Focus Conference (July 2021) 
 
Weekly email updates to support governors in their 
role and regular signposting to knowledge and 
development opportunities through NHS Providers 
(ongoing) 

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

Insert name of organisation

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

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

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

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

How to use this template

These self-certifications are set out in this template.

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

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

Availability of resources and accompanying statement - in accordance with Continuity of Services condition 7 of the NHS provider licence (Foundation Trusts designated CRS providers only)

12
a 

G
6 

S
el

f-
C

er
tif

ic
at

io
n

Page 130 of 135



Worksheet "G6 & CoS7" Financial Year to which self-certification relates 2021-22 Please complete the 

explanatory information in cell 

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

1 Confirmed

OK

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

3a Confirmed

Please fill details in cell E22

3b

Please Respond

3c
Please Respond

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

Signature Signature

Name Siobhan Melia Name Peter Horn

Capacity Chief Executive Capacity Chair

Date 26 May 2022 Date 26 May 2022

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

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

option).  Explanatory information should be provided where required. 

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

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

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

NHS Acts and have had regard to the NHS Constitution.

OR

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

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

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

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

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

to provide Commissioner Requested Services.

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

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

Directors are as follows:

EITHER:

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

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

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

OR

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

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

Statement of main factors taken into account in making the above declaration
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Self-Certification Template - Condition FT4
Sussex Community NHS Foundation Trust Insert name of 

organisation

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

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

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

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

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

How to use this template

These self-certifications are set out in this template.  

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

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

You do not need to return your completed template to NHS Improvement unless it is requested for audit purposes.
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Worksheet "FT4 declaration" Financial Year to which self-certification relates 2021-22 Please Respond

Corporate Governance Statement (FTs and NHS trusts)

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

Corporate Governance Statement Response Risks and Mitigating actions

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

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

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

Review conducted by EY which found that the governance of the organisation enabled effective oversight of the strategy and delivery 

of healthcare. Further assurance was provided to the Board as part of preparation for CQC inspection in 2020 which did not go 

ahead due to COVID.  
#REF!

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

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

#REF!

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

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

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

#REF!

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

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

#REF!

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

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

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

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

and risk.   

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

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

and digital solutions to support staff .

Please Respond

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

part of the Workforce Strategy. 
#REF!

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

Signature Signature

Name Siobhan Melia Name Peter Horn

A

Please Respond

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

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

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

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

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

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

NHS.

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

from time to time

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

(a) Effective board and committee structures;

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

Board and those committees; and

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

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

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

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

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

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

statutory regulators of health care professions;

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

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

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

Committee decision-making;

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

compliance with the Conditions of its Licence;

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

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

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

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

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

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

of care provided;   

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

care considerations;

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

(d) That the Board receives and takes into account accurate, comprehensive, timely and up to date 

information on quality of care;

(e) That the Licensee, including its Board, actively engages on quality of care with patients, staff and other 

relevant stakeholders and takes into account as appropriate views and information from these sources; and

(f) That there is clear accountability for quality of care throughout the Licensee including but not restricted to 

systems and/or processes for escalating and resolving quality issues including escalating them to the Board 

where appropriate.
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Worksheet "Training of governors" Financial Year to which self-certification relates Please Respond

Certification on training of governors (FTs only)

Training of Governors

1 Confirmed

OK

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

Signature Signature

Name Siobhan Melia Name Peter Horn

Capacity Chief Executive Capacity Chair

Date 26 May 2022 Date 26 May 2022

The Board is satisfied that during the financial year most recently ended the Licensee has provided the necessary training to its 

Governors, as required in s151(5) of the Health and Social Care Act, to ensure they are equipped with the skills and knowledge they 

need to undertake their role.

The Board are required to respond "Confirmed" or "Not confirmed" to the following statements.  Explanatory information should be provided where required.
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Further explanatory information should be provided below where the Board has been unable to confirm declarations under s151(5) of the Health and Social Care Act

A
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