
 

 
 

BOARD OF DIRECTORS – PUBLIC MEETING 

AGENDA 

Thursday 29 September 2022 10:00 – 12.30 
Arundel Suite, Arundel Building, Brighton General Hospital/MS Teams 

 

No. Approx. 
time 

Item  Director 

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

     

 10.00 Employee and Team of the Month awards Verbal Chair 

     

  MEETING ADMINISTRATION   

     

1 10.10 Welcome and introduction, apologies and 
declarations of interest 

Verbal Chair 

     

2 10.15 Minutes of the previous meeting 28 July 2022 Enclosure Chair 

     

3 10.20 Matters arising and actions log  Enclosure Chair 

     

  STRATEGY   

     

4 10.25 SCFT Strategy 2022/25 
To approve 

Enclosure CEO 

     

  PERFORMANCE   

     

5 10.35 Integrated Performance Report Month 4 
To review/discuss 

Enclosure Executive 
Directors 

     

6 11.10 Patient Experience Annual Report 
To approve 

Enclosure CN 

     

7 11.25 Annual Equality Report 
To approve 

Enclosure CPO 

     

  QUALITY    

     

8 11.40 Serious Incidents Report Q1 2022/23 
To receive  

Enclosure CMO 

     

9 11.50 Mortality Report Q1 2022/23 
To receive 

Enclosure CMO 

     
  GOVERNANCE   
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10 12.00 Infection Prevention and Control Annual Report 
To receive 

Enclosure CN  
 

     

11 12.10 Duty of Candour Annual Report  
To receive 

Enclosure CMO 

     

12 12.20 Medical Appraisal and Revalidation Annual 
Report  
To receive 

Enclosure CMO 

     

13 12.25 Committee Chair reports:  
Audit Committee 
Quality Improvement Committee  
Resources Committee  
To note   

 
Enclosure 
Enclosure 
To Follow 

Committee 
Chairs 

     

14 12.30 Close of Board Meeting   

     

  Date of next meeting: 24 November 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 28 July 2022 

Present:  

Peter Horn  Trust Chair (Chair) 

Mike Jennings  Interim Chief Executive 

David Parfitt  Non-Executive Director (NED) 

Lesley Strong  Non-Executive Director (NED) 

Mark Swyny  Non-Executive Director (NED) 

Giles York  Non-Executive Director (NED) 

Donna Lamb  Chief Nurse 

Sara Lightowlers  Medical Director 

Kate Pilcher  Chief Operating Officer 

Ed Rothery  Interim Chief Financial Officer 

In Attendance 

Caroline Haynes  Chief People Officer 

Dipesh Patel  Associate Non-Executive Director – via MS Teams 

Mary Bell  Freedom to Speak Up Guardian – Item 9 only 

Ian Male  Director of Research and Innovation – Item 8 only 

Mark Plows  Safety and Risk Manager – Item 11 only 

Susie Vernon  Associate Director Sustainability – Item 5 only 

Paul Somerville  Deputy Trust Secretary (minutes) 

Apologies 

Rebecca Crook  Non-Executive Director (NED) 

Observers 

Alan Sutton  Lead Governor – via MS Teams 

 

BoD 22/081 Employee and Team of the Month Awards  

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

awards, starting with June followed by May 2022. The June team of the month award went to the 

Voluntary and Community Development Team. They were recognised for their continued fortitude, 

resilience, and cheerfulness in demanding times. They continued to deliver a very successful 

volunteer programme as part of the COVID-19 vaccination service and had successfully returned 

over 170 volunteers to Trust services. Tash Langmaid received the June employee of the month 

award. Tash had worked extremely hard to organise the Children's and Young People’s Community 

Nursing Service awayday with over 80 people in attendance. Her attention to detail, inclusiveness 

and creative ideas allowed the whole service to have a relaxed day out of work, to come back 

together and feel appreciated.  

The May team of the month award went to the Children and Young People's Community Nursing 

Team – South. Although the service is not commissioned to provide an out-of-hours End of Life Care 

Service, this was made possible thanks to the goodwill of team members. In April, the team were 

asked to support a young boy and his family – known to the team – when his end of life was 

imminent. The team worked together with the family, planning and liaising with the local hospice, 

the palliative care team at Southampton, and the team at the local hospital to ensure excellent 
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communication between agencies. This enabled the young boy to die at home with his family as they 

had asked for. Employee of the month for May went to Joana Pereira, Facilities Assistant at Don 

Baines Ward. Jo noticed that a patient was very withdrawn. She started to talk to him about music 

and his face lit up. Jo downloaded his favourite music onto a MP3 player that she had purchased for 

him. The patient was so happy to be able to listen to the music that he began fulfilling his rehab 

goals. The Trust offered to reimburse Jo but Jo had refused as it was her wish to gift the MP3 player 

to the patient. 

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

BoD 22/082 Welcome and introduction, apologies and declarations of interest  

Peter Horn (PH) Chair welcomed members and attendees. He offered a warm welcome to Ed 

Rothery (ER) in his new role as Interim Chief Financial Officer. Apologies had been received from 

Rebecca Crook, NED. PH confirmed that the meeting was being livestreamed on the Trust’s website.  

There were no declarations of interest.    

BoD 22/083 Minutes of the previous meeting on 26 May 2022 

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

BoD 22/084 Matters arising and action log  

The action log was reviewed and updated. It was agreed to close all actions marked as completed.   

BoD 22/085 Corporate Objectives and Board Assurance Framework   

Mike Jennings (MJ) introduced the item, highlighting the Quarter 1 update which included activity 

undertaken up until June. Good progress had been made on the corporate objectives. The strategic 

goal Reducing Service Inequities was rated amber but MJ provided assurance that actions were in 

train and that it would be delivered by the end of the financial year.  

NEDs asked why most of the dates to deliver the strategic goal Sustainability had moved. MJ said 

that discussion had taken place at the Resources Committee about the publication of the new 

Estates Strategy. Given that the Trust’s Strategy was to be published in September it was important 

that the Estates Strategy dovetailed with it. ER said that patient level costing would be reported 

from quarter three. MJ added that delivering the High Weald Lewes Havens Responsive Services was 

subject to commissioner funding, which had now been confirmed, and the Trust was keen to 

mobilise this as soon as possible. 

David Parfitt (DP) queried if the target risk score of 9 in the Board Assurance Framework (BAF) for 

the thematic risk Quality and Patient Experience was achievable by September. Donna Lamb (DL) 

said that a lot of factors played into this including having the right capacity within the clinical 

workforce, especially as the Trust was growing and developing new services. DL agreed to review the 

risk rating and the September target date for the thematic risk Quality and Patient Experience for 

the next BAF. 
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Action: DL to review the risk rating and September target date for the thematic risk Quality and 

Patient Experience. 

Lesley Strong (LS) noted that the July Quality Improvement Committee (QIC) had reviewed quality 

and staffing metrics and received assurance on matters concerning the quality of care. DP suggested 

that the BAF could include areas of work that would support delivery of target risk scores by due 

dates. MJ said that actions were included in the BAF to achieve the target risk score and that 

thematic risks were continually monitored and updated at both Executive Committee and the 

relevant Board Committee.  

Caroline Haynes (CH) reported that the workforce definition in the BAF had changed every month 

due to the changing environment, however, the risk score had remained the same. CH said that the 

Workforce Committee, through the People Committee, would include in future reports what key 

issues were on the horizon and what actions may need to be taken. 

MS provided assurance that a full discussion had taken place about the BAF at the Resources 

Committee. ER said that for risk Financial Sustainability, the Trust had agreed to deliver a break-even 

position for the financial year. The risk score had previously been at 20 and following a review of 

internal and external threats and opportunities, the score had been reduced to 15. MS provided 

assurance that this risk score was under continuous review through the Resources Committee. 

Giles York (GY) asked if there was an update on the development of the intranet (Pulse) including a 

timescale. CH said that work was currently being undertaken with over 10,000 pages requiring 

review. By mid-August following the review a target date for delivery would be agreed. MJ said that 

the review required the collective work of the Communications, Digital and other teams to support 

the development, including local teams taking ownership of their content. MJ provided assurance 

that the project was on track to be delivered by the end of the financial year. GY sought assurance 

that the new intranet would provide a better experience for staff. MJ said that within the project a 

soft launch would take place to test the experience with staff first, and to capture feedback for 

further development. PH added that the Head of Communications and Engagement saw this as a 

process of continuous review and development. 

Action: Diarmaid Crean (DC), Executive Lead for the development of the intranet (Pulse), to 

provide the Board with an update on expectations and timescale at the September Board meeting. 

The Board noted the progress made against the 2022/23 corporate objectives and the updated BAF. 

BoD 22/086 Care Without Carbon Delivery Plan 

MJ introduced the report and welcomed Susie Vernon (SV) to the meeting. The Trust had set itself a 

stretching target because climate events had a direct impact on delivering healthcare and the Trust 

had a key role to play. As an anchor organisation and an employer of 5,500+ people the Trust can 

signal positive actions to reduce carbon footprint, and spread good practice through staff and 

patients. 

SV said that the plan set out three core commitments: 
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 To meet the NHS England Net Zero targets for direct and indirect emissions (25% reduction 

from 2021-22 by end 2025-56). 

 Exceed NHS England targets where possible be setting stretch targets in areas the Trust had 

control over and to identify funding. 

 Demonstrate leadership across the NHS through the Trust’s work through the Care Without 

Carbon (CWC) programme and to push/influence further areas of change including the NHS 

supply chain. 

MS said that a robust conversation had taken place at the Resources Committee, assurance was 

provided on actions that the Trust had control over, and it had approved the plan and its approach. 

LS asked why no robust action was included in relation to medical gases. SV said that work in this 

area had started, that the CWC team. It had scoped out the scale of the challenge and had identified 

what some of the solutions were but had not yet had the opportunity to hold discussions with 

relevant teams and to work out costings.  

PH said that Lead Governor Alan Sutton had highlighted that 73% of the Trust’s carbon footprint was 

attributable to the supply chain and whether more work could be done to reduce this. MJ provided 

assurance that 10% of procurement by the Trust was to be sourced sustainably and the Trust’s 

Procurement team was working with the Integrated Care System (ICS) and taking a lead on 

procurement. MJ said a collaborative and consistent approach across Sussex would be likely to have 

the greatest impact. 

GY sought assurance that the plan did not detrimentally impact patient care. SV said that all projects 

were subject to a business case and it looked at the impact on patient care.  

PH asked whether there needed to be a new approach to review mileage in light of the rise of 

electric vehicles, and not necessarily to measure miles travelled but by CO2 emissions. SV said that 

the starting point was to reduce unnecessary travel, to travel most efficiently and make more use of 

electric vehicles. Work had also started with the Digital team with regard to virtual consultations and 

making sustainable decisions in context of service provision, always looking at the most carbon 

efficient way to deliver care. PH queried whether a quality impact assessment should be included 

within the plan. MJ provided assurance that these considerations were already included as part of 

each business case.  

The Board approved the Care Without Carbon Delivery Plan. 

BoD 22/087 Integrated Performance Report    

ER introduced the Integrated Performance Report (IPR) for Month 2 (May) and drew to the Board’s 

attention a new Ghosted Point indicator. ER explained that this referred to an issue that was so 

unusual but had no material impact and therefore after review it had been excluded from the data 

within the report. ER invited Executive leads to update on their areas. 

Quality Report 
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DL, Chief Nurse, said that there was one exception report following one case of Clostridium Difficile 

at the Kleinwort Intermediate Care Unit (ICU). The patient had recovered and had returned home. It 

had been detected 14 days post-admission, however, the Trust was seeking clarity in relation to the 

carrier status and antibiotic prescribing at the acute trust, prior to admission to the ICU.  

At the time of writing the report there were four COVID-19 outbreaks. DL confirmed that there were 

currently three outbreaks with 12 patients affected. The Trust was containing the outbreaks to one 

bay, numbers were small and other patients remained COVID free. DL said that the Trust was seeing 

a different presentation of COVID due to the change in variants. Patients were testing positive for 

longer to day 13 – previously they tested positive up to day seven or eight. The Trust had received 

positive comments from the South East region with regard to managing outbreaks effectively. PH 

asked if there was any evidence to support this. Sara Lightowlers (SL) said that the recent variants 

were more transmissible. DL said there was a real team effort approach at the ICUs to manage 

outbreaks. Everyone in the team knew what they had to do. This included the appropriate use of PPE 

and enhanced cleaning. SL said that the Trust did not have multiple ward moves of patients that took 

place in acute trusts and that this could also be a factor. MJ said that staff absence due to COVID had 

peaked over a week ago, it had appeared to be coming down and the Trust remained representative 

of the Sussex community. 

DL said that there were two further exception reports, that the narrative provided was self-

explanatory and that targets for July had been met. The spotlight report focused on hand hygiene 

and DL said that the QIC regularly reviewed this and sought assurance of good practice. Targets were 

set on level of compliance with service audits. DL said that the number of services that submitted 

audits varied. In some cases this was low and was often small, specialist teams, but they were 

equally important. Different approaches over the past eight month had been tried including the use 

of a different tool. The new Deputy Director of Infection Prevention and Control had now been in 

post for three months and was talking with teams that were not submitting audits. DL said that a 

quality improvement (QI) project with clinicians across the Trust about the tool and associated 

processes was being undertaken. LS said that at the July QIC she had asked for more information 

about services that were not submitting data by the next QIC meeting. 

Operational Performance Report 

Kate Pilcher (KP), Chief Operating Officer, introduced the report, and said that average length of stay 

at the ICUs had continued to increase, due to delays in patients waiting for either the Trust’s 

Responsive Services or another placement in the community. KP states that 60% of the current 

caseload in Response Services was delayed as they were waiting for alternative, more appropriate 

care arrangements. This was largely due to people requiring packages of domiciliary care and 

support in their own homes. 

LS queried previous success at the Trust in reducing delayed transfers of care. KP said that this work 

was part of the discharge programme that the Trust no longer received funding for. Lots of learning 

from the programme had been taken forward. The main issue remained that there was a lack of 

domiciliary care in the community. MS said that the action plan was about getting more efficient, 

but the situation would become worse due to factors out of the Trust’s control. SL said that changes 
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to national funding from April had exacerbated the issue, as during the pandemic six weeks of 

funded care had been paid for nationally. It was a big change and would impact significantly. MJ 

added that in Sussex for the first quarter of the year the ICS continued to pay providers this at its 

own risk. MJ said that there was no short-term fix and that creating extra capacity with local 

authority partners was challenging. PH asked what the system response to this was and said that 

providers needed to work together collaboratively to deal with the issue. MJ said that hospital 

discharge was a collective system concern and there was recognition that the change of funding 

would have an impact. The Trust was implementing best practice, undertaking risk assessments and 

business continuity plans. In addition, the PJ Paralysis campaign was launched this month to help 

support patient rehabilitation goals. KP said that the Trust was trying to keep patients at the centre, 

however, the key issue was the lack of available domiciliary care. 

DP said that the Board should expect the figures to deteriorate based on historical assumptions and 

the current summer holiday period. SL added that nationally it was expected that there would be a 

further peak of COVID in the autumn, including an increase of Respiratory Syncytial Virus (RSV) 

infections in children and more flu. This is what had been experienced in Australia which normally 

mirrored the UK in its winter. 

KP said apart from not meeting the month one visit target the Trust was meeting all other targets for 

the Healthy Child Programme. The Trust was above the national target for four hour waits at its 

Urgent Treatment Centres (UTCs) and Minor Injury Units (MIUs). KP said that extra capacity would 

be in place in Crawley UTC from September due to increased demand. LS asked why there had been 

an increase in activity at the Trust’s urgent care services. KP said anecdotally in Crawley there 

appeared to be issues with accessing primary care. LS asked if there would be a plan in place to 

increase staff to meet demand. KP provided assurance that this was being developed. 

KP said that diagnostic waits at Lewes were now seen in less than six weeks compared to the longest 

wait in May at 11 weeks. This had been subject to an agency contract. Bognor was now on target. 

Brighton and Hove Healthy Child Programme was similar to West Sussex. KP said that capacity had 

been increased at peak demand to support Looked After Children reviews. KP reported that there 

were no operational risks scored 15+ this month. However, while the podiatry risk had been reduced 

it was now likely to be increased again due to the lack of available staff. 

The Board congratulated dental services on their improved performance.  

MS sought assurance that the 26,000 patients who were on a waiting list were being communicated 

with and updated. KP provided assurance that there was communication with patients at various 

points, including at referral, and were provided with relevant information whilst waiting to be seen. 

There was an ambition that this took place across all services. Some services had been doing this for 

a long time and some services were developing this. KP said the Phase 2 waiting times project was 

about implementing best practice. It included how best to manage a waiting list and to prioritise 

patients with the greatest need. ER said that the national focus from NHS England was about the 

elective recovery programme in acute services. The Trust had made the case consistently about 

community waiting times, the challenge to tackle them and the impact on the wider system. The 

Trust had been successful in some areas e.g. extra funding for urgent community response but the 
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emphasis remained on the acute sector. SL said this was primarily for people who were waiting for a 

cancer diagnostic or surgery which were services that the Trust did not provide. PH confirmed that 

pressure had been applied by NHS Providers, the NHS Confederation and NHS chairs at a national 

level, however, the focus on acute services would not change this year. 

The Board noted the success with reducing waiting lists in the musculoskeletal (MSK) service.  

KP took the spotlight report on the Bed Optimisation Programme as read. It had five priorities for 

phase one which would run until November. KP advised that she would be happy to provide the 

Board with further updates on progress in future reports. LS asked what difference patients and the 

Trust would see at the end of the programme. KP said the aims were that patients would have 

access to rehabilitation beds that would effectively manage patient flow and they would have access 

to improved service delivery. More broadly across Sussex there was an aim to agree the number of 

community beds that were optimally needed and where these were available. LS sought assurance 

on what measures would be put in place to measure the success of the programme. MJ said that the 

project would have key performance indicators (KPIs) that it would regularly measure against. KP 

agreed that these would be articulated in the future update report. 

ACTION: KP to include in future Bed Optimisation Programme Spotlight Reports how the 

programme is delivering against its KPIs.  

The Board noted the increase in average length of stay at Piper Ward and the change to the MT518 

Time to Talk access target which had been reset at the 2021-22 figure to reflect the pause of 

expansion plans for Improving Access to Psychological Therapies (IAPT) services across Sussex. 

Workforce Report 

CH, Chief People Officer, introduced the report. In relation to the vacancy rate a deep dive was being 

undertaken (expected to be completed by the end of August) to understand the impact of service 

expansion, roles that were consistently not being recruited to and what vacancies agency staff were 

covering. Work had started to understand why people left the Trust at various times in their 

employment e.g. within the first year and later on in their career.  The work would also look at 

where the Trust was not attracting people to particular roles and the current demographics across 

the workforce.  

The Spotlight Report featured the increase in mileage rate which was part of the ICS and Trust’s 

financial wellbeing support offer to staff. Across the ICS the decision had been taken to increase the 

mileage rate by 5p. Feedback was that this was helpful but it had not made a significant change to 

the current financial living crisis. CH said that this was in place until the end of September and 

needed to be reviewed. 

CH said that a number of Pay Awards had been announced nationally, however, the Agenda for 

Change pay scales had not been published yet and therefore it was not clear what the impact would 

be for each individual. CH added that most unions were balloting members for industrial action. CH 

would keep the Board updated and provided assurance that established contingency processes were 

ready to manage this as necessary. 
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PH fed back from a recent Staff Governors meeting that the 5p increase in mileage expenses was 

helpful but there was the potential for other areas of support/discounts to be offered. PH said that it 

was important to review what other community trusts were doing as well as different ICSs. There 

was a feeling that extra pressure should be taken at a national level as reduction in staff satisfaction 

could impact patient experience and staff retention. CH said that she was part of an influencing body 

that represented the South-East region and issues related to the cost-of-living crisis were being 

raised. 

LS asked if the change in mileage rate had included electric vehicles as electricity prices had also 

increased. ER agreed to check this and report back. 

ACTION: ER to check and confirm what change had been made to the mileage rate for electric 

vehicles due to the increase in electricity prices.  

Finance Report 

ER, Interim Chief Financial Officer, presented the Finance Report and highlighted that the Trust had 

reported a break-even position for the first two months of the year. The Trust had performed better 

than some other providers in the ICS. The cash position at the Trust remained strong and capital 

spend was slightly ahead of plan. 

ER brought to the Board’s attention the increase in agency spend in May to just over £800,000. It 

had been an unexpected increase that had been caused by a number of issues. ER provided 

assurance that the increase had been reversed in June and that controls were robust, however, this 

would be under regular review. Action plans had been put in place to reduce agency spend. There 

had been a continued focus only to use agencies that were on the framework agreement and the 

number of off-framework agencies had been reduced within the ICUs. ER said that the Trust was 

expecting additional national controls and reporting arrangements for agency spend, including limits 

on agency spend that would be mandated for each ICS. ER said that the monthly ceiling for the Trust 

was expected to be in the region of £600,000. Historically this is what the Trust had spent.  

ER said that the Trust aimed to be fully compliant with the Better Payments Practice Code (BPPC) 

target of 95%. In May the Trust had paid 94.2% of its invoices within 30 days. In context this equated 

to about 20 invoices out of 3,000 that were not being met within the timeframe. The 

underperformance had been identified to a number of suppliers and support was being provided to 

them to ensure that they got paid e.g. raising a valid purchase order. LS asked why there was no 

inclusion of cost improvement plans (CIPs) within the report and their progress. ER responded that 

detailed conversations were due to go to the Executive Committee and Resources Committee before 

it came to Board. It was agreed that the Board would consider the cost improvement programme in 

more detail including the quality impact analysis.   

ACTION: ER to provide overview of cost improvement programme and any impact on quality 

impact assessment to come to the September Board.  

GY highlighted the difference in the tone written within the report in relation to BPPC and what ER 

said in terms of support that the Trust was providing to suppliers, which was more positive, and to 

note this for future reports. 
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The Board noted the IPR.  

BoD 22/088 Guardian of Safe Working Q1 2022/23 

SL stated that it was the responsibility of the Trust to assure the Board of arrangements to safeguard 

junior doctors working hours. No exception reports had been raised by the trainees in post.   

The Board noted the Q1 2022/23 update.   

BoD 22/089 Research and Innovation Annual Report 2021/22  

SL introduced Ian Male (IM). IM highlighted two main points from the report that had been written 

before IM had taken up the post as Director of Research and Innovation. Over the past few years the 

Research team had been successful in recruiting research of patients in national studies. Three 

studies had been focused on COVID-19. IM said that COVID studies were coming to an end and 

clinical participation in future studies might be more difficult to resource as teams were focused on 

managing the backlogs. IM suggested that the Trust could consider allowing more research time for 

doctors and allied health professionals, and to attract higher achievers with a research background. 

This could support recruitment whilst improving quality of care and staff experience. The second 

area was delivering more home-grown research and to build on the good reputation that the Trust 

had nationally in the work of paediatrics and Chailey Clinical Services. IM provided assurance that 

the Trusts was one of the top five community trusts in the country for its research activity. The 

Trust’s focus continued on community care and having the research evidence to improve practice 

and outcomes. Public health and children’s mental health remained relevant research areas for the 

Trust. 

CH said that there was scope to do more research to help the Trust deliver against its strategic goals, 

including how it could support the set-up of the Trust’s learning academy, to build relationships with 

local universities and to promote agile working. Alan Sutton (AS), Lead Governor, via online 

messaging said that he was keen to share learning from research engagement work that he led on at 

Western Sussex Hospitals NHS Foundation Trust. 

MS sought assurance on what difference research was having on practice. IM said that provision of 

the autism service was a key area for the Trust and active research was currently being undertaken 

in this area to help inform national and international practice. SL said that research can often take 

several years to have an impact on practice. GY asked if the Trust was doing research that the Trust 

wanted to do or if the direction was led by the Research team. IM said that research that he 

undertook was always to provide better patient care and participation of clinicians in research was 

vital.  

The Board noted the Research and Innovation Annual Report 2021/22.   

BoD 22/090 Freedom to Speak Up Guardian Annual Report 2021/22 

DL introduced the report stating that it was positive and provided assurance to the Board following 

an internal auditor’s report that had provided favourable assurance of Freedom to Speak Up (FTSU) 

arrangements. DL invited the FTSU Guardian Mary Bell (MB) to summarise the key points. Numbers 
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had grown quarter on quarter, primarily driven by word of mouth through the FTSU ambassadors 

and continual awareness of FTSU was key. The issue of detriment had been included in the report 

following previous Board feedback and the themes and learning continued to be shared.  

MS asked what the Trust could do better to enable staff to speak up. MB said that communication, 

tone and early intervention with teams were critical success factors. CH said that there were various 

routes available for staff to speak up. What was important was that staff felt listened to and action 

was being taken. In some cases it was not appropriate to speak up to their line manager. 

DP said that numbers of staff speaking up in the Estates and Facilities directorate was lower and 

consistently in the last four years had reported lower satisfaction rates through the Staff Survey. DL 

said staff in this group tended to have a different way to access Trust information and how they 

were communicated with. MJ added that may different factors played into this and Debbie Morris, 

new Director of Estates and Facilities, would be looking into this.  

PH commented on the work at the Trust to Listen Up as this training was useful for all managers. It 

was a skill for managers to make sure that they were approachable.  

The Board noted the Freedom to Speak Up Guardian Annual Report 2021/22. 

BoD 22/091 Information Governance and Caldicott Annual Report 2021/22 

SL provided an overview of Trust performance:  

 Met all the mandatory requirements of the Data Security & Protection Toolkit. 

 Achieved 96% compliance rate for statutory Information Governance Training for staff. 

 82% of all services had completed mandatory for role Health Record Keeping Training. 

 The Trust reported 765 Information Governance Incidents, a decrease of 21 reported in 
2020/21. 

 The Trust reported one serious Information Governance incident reported to the Information 
Commissioner’s Office (ICO) that was subsequently closed by the ICO on 1 March. 

 The Trust received 1,337 subject access requests. 95% were responded to within the legal 
timescale of one month. 

 The Trust responded to 257 requests for information under the Freedom of Information Act. 
91% were responded to with the legal timescale. 
 

SL said that the Trust had received substantial assurance from an internal audit for the Data Security 

& Protection Toolkit which provided a mechanism for health and social care organisations to 

demonstrate compliance with statutory information governance and data security requirements.   

GY sought assurance that learning was shared widely, in particular in relation to safeguarding. MJ 

and DL provided assurance that staff were aware of their duty to share information for safeguarding 

reasons and sharing appropriate information helped to provide effective, quality care. 

CH reflected on the time it took the Trust to manage access information requests. There was an 

awareness that extra resource may be needed with regard to compiling responses that were often 

complex. 
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The Board noted the Information Governance and Caldicott Annual Report 2021/22. 

BoD 22/092 Health and Safety Annual Report 2021/22 

MJ presented the report as Chair of the Health and Safety Committee and welcomed Mark Plows 

(MP), Safety and Risk Manager to the meeting. MJ said that since services had resumed following the 

pandemic the number of reported incidents had increased. Areas to focus on included verbal and 

physical abuse of staff which primarily took place when staff were working in patient’s own homes. 

In the year there had been proactive work around avoidance, accessing places of work/safe 

environments and improvements to access display screens for patients and staff.  

MS sought assurance about the August 2023 date to address actions related to violence and 

aggression. MJ gave assurance that work was being undertaken across the ICS with partners to agree 

a system response. MJ said the Trust had taken proactive work including at Crawley UTC and other 

similar services where patient waiting was a particular issue. LS sought assurance that some of this 

work had been covered following the Staff Survey and that there was no duplication. MP said there 

was joint work with security, HR and local teams to address violence and aggression at a local level. 

DL added that this could also occur when staff were in people’s own homes and the focus was on 

risk mitigation and to safeguard staff as much as possible. MJ confirmed that work continued to be 

delivered against national and local timescales and that collaborative work was important as often 

these patients were seen by various providers/agencies. GY sought assurance that there were 

mechanisms in place at the Trust so that staff were aware of complex and challenging patients. LS 

said that this was available via SystmOne, however, DL said that it was not being used consistently 

and that this needed to be challenged.  

The Board noted the Health and Safety Annual Report 2021/22. 

BoD 22/093 Committee Chair Reports 

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

DP raised that an extraordinary Audit Committee took place on 13 July to receive the external 

auditors report. The final report with management comments had been approved. DP chaired the 

most recent Charitable Funds Committee and said that there was nothing to raise with the Board. LS, 

GY and MS had nothing to raise following the QIC, People and Resources Committee reports.  

 

BoD 22/094 Any Other Business  

There was no other business. The Chair closed the meeting at 12:33. 
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ACTION LOG – TRUST PUBLIC BOARD 29 September 2022 

 

 

ACTION 
REF. 

BOARD 
DATE 

ACTION WHO DUE DATE STATUS 

BoD 
22/085a 

28/07/22 Donna Lamb (DL) to review the risk rating and 
September target date for the thematic risk 
Quality and Patient Experience. 
 

DL September 
2022 

All thematic risks be reviewed for the 
November Board Assurance Framework 
following approval of the Trust’s new 
strategic goals.    

BoD 
22/085b 

28/07/22 Diarmaid Crean (DC) to provide the Board with 
an update on expectations and timescale for the 
development of the intranet (Pulse). 
 

DC September 
2022 

Verbal update to be given at September 
Board meeting.  

BoD 
22/087a 

28/07/22 Kate Pilcher (KP) to include in future Bed 
Optimisation Programme Spotlight Reports how 
the programme is delivering against its KPIs. 
 

KP From 
September 

2022 

To be included in the next Beds 
Optimisation Programme update.  

BoD 
22/087b 

28/07/22 Ed Rothery (ER) to check and confirm what 
change had been made to the mileage rate for 
electric vehicles due to the increase in electricity 
prices. 
 

ER September 
2022 

The 5ppm increase in mileage rates was 
applied to all owned vehicles including 
electric vehicles from 1st July.  An anomaly 
was identified whereby this had not also 
been applied to leased electric 
vehicles.  That has been rectified from 1st 
September. 

BoD 
22/087c 

28/07/22 ER to provide overview of cost improvement 
programmes (CIPs) and any impact on quality 
impact assessment to come to the September 
Board, following scrutiny at Executive 
Committee and Resources Committee. 
 

ER September 
2022 

Agenda item for Part 2 Board meeting 29 
September 2022.     
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BOARD OF DIRECTORS – PUBLIC MEETING 
29 September 2022 

 

Agenda Item Number: 4 
 

 

Report Title: Trust Strategy 2022-2025  

 

Purpose:
  

Approval X Assurance  Discussion  Briefing 
 

           

Summary: 
The Trust has been redeveloping its Strategy over recent months. In doing so, it has 

engaged a range of stakeholders including the Board, the Council of Governors, the 

Executive, staff groups, patient groups and system partners. This was detailed previously to 

the Board in July 2022. The output from this work is included herein, and provides the new 

Trust Strategy to the Board for approval ahead of publication (subject to any final 

amendments the Board wishes to make). 

Recommendation:  

The Trust Board is asked to: 
1. Approve the Strategy document 
2. Provide any required final amendments to be included ahead of publication. 

Previously reviewed by:   
Elements of this paper have been previously engaged with by:  

 The Board 

 The Executive 

 Various Working Groups  
 

Relevance to Trust’s Strategic Goals: 
The contents of this paper redefine the Trust’s Strategic Goals and delivery of them.  

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

Equality and Diversity: 
This paper and purpose is not deemed to have an identifiable impact, positively or 
negatively, on the Trust’s responsibilities relating to equality and diversity. 

Report author: 
Matthew White, Deputy Director, 
Development & Partnerships  

Report owner:  
Mike Jennings, Interim Chief Executive 
Officer   
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Our Strategy 2022 – 2025

Each day our dedicated staff work tirelessly to provide care and 
support to people across Sussex. From visiting new parents to providing 
compassionate end of life care, each contact we have is a chance to 
make a difference. This is what our new strategy is about. 

We have set out how we will make  
each of those appointments, each of 
those interactions, really count, and how 
they will help us to improve the health of 
people and communities across Sussex.

We are being ambitious. We launch this 
strategy as the world looks beyond a global 
pandemic that has fundamentally changed 
the way many NHS services are provided. 
Demand for healthcare is greater than ever, 
inequalities are deeper, waiting lists are 
longer. We have faced challenges unlike 
previous years, but have also grown and 
developed a new approach to how we 
respond to the differing and changing 
needs of our local communities. 

We must make sure we harness that 
learning to keep moving forward even in 
the face of growing economic uncertainty.

We will adapt our services to ensure that 
we continue to meet local needs. 

We will continue to work closely with 
other health and care services across 
Sussex to make sure that our services are 
fit for the future. That is the mission we 
have set ourselves and that is what this 
strategy will help us to achieve.

We have not created this strategy alone.  
It is based on feedback from our staff, 
patients and their families, the organisations 
we work with, including social care, mental 
health, acute hospitals, other care 

services and our local communities.  
The people who know us best have helped 
us to define where we need to focus our 
efforts, what we can do more of and what 
we can do differently.

Our strategy also focuses on our staff.  
They are our greatest asset and we could 
not do what we do without them. Alongside 
our commitment to continuously improving 
services, we are committed to supporting 
our people to be the best that they can be 
and developing a modern, flexible workforce 
that has the skills to meet the changing 
needs of local people. Our ambition is to 
share their expertise and experience with 
others across our Integrated Health and 
Care System and champion the role of 
community services in helping people  
to start well, live well and age well. 

This is a significant moment for us.  
As the recognition of the huge contribution 
NHS community care makes to patients 
continues to grow, we are ready and 
prepared to take on the challenges ahead. 

Welcome

Mike Jennings, Interim Chief Executive 
September 2022 

Page 18 of 175



7

Our Strategy 2022 – 2025

6

Sussex Community NHS Foundation Trust

We are the largest provider of community 
health services across Sussex. We help 
people to plan for and manage changes 
in their health, to live more independently 
and prevent the need for hospital 
admission. Where hospital is needed, 
we help them get home sooner. 

Our services work from a range of locations including in people’s homes, children’s 
centres, community hospitals and in local clinics and GP surgeries. We currently serve  
a population of over 1.3 million people which is continuously growing.  

We know there are significant health inequalities in our local communities with pockets 
of deprivation. This coupled with an ageing population with an increased prevalence of 
frailty, long term conditions and dementia will continue to be our focus as we adapt our 
local services in the years to come. 

Our 5,500 staff deliver a wide range of medical, nursing, and therapeutic care to people 
from their earliest moments to their last. Our Healthy Child Programme is there for every 
new parent, baby and school age child, our skilled children’s nurses care for children and 
young people living with life-limiting and complex needs. Our urgent treatment centres 
provide immediate support to people who are suddenly unwell or injured. Our specialist 
teams empower people with long-term conditions to live well, and our community nurses, 
therapists and inpatient services provide support and rehabilitation as they get older.

We are there for some of the most significant and difficult times in people’s lives,  
and this is why improving our services is so important. 

Our Story 

In the last year we helped

23,000 PEOPLE 
avoid hospital admission 

after becoming unwell

Our Trust in numbers

90% OF THE PEOPLE  
we care for live in towns and urban areas

72%
of people  

seen in our 
adult services 

are aged

60
AND OVER

In the last year  
we treated over

139,000 
PEOPLE

THE SAME 
DAY

in our MIUs  
and UTCs

We serve a population of over 

1.3 MILLION 
PEOPLE

Across our services

WE SEE OVER
9,000 PEOPLE

every single day 

ABOUT

1 IN 10
of our patients live  

in the most deprived 
areas in England

Our teams travel over 

2 MILLION MILES 
every year supporting 
people in their own homes
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Patient focused 
Our patients are at the heart of this strategy. 
That is why we have listened to their feedback 
and used this to design our goals. We will 
continue to listen as we make our plans and 
decisions, and these conversations will guide 
the improvements to our services.

9

Our Strategy 2022 – 2025

8

Sussex Community NHS Foundation Trust

We are ready to adapt to meet the needs of 
our local communities and the challenge of 
continuing to deliver the kind of services we 
can all be proud of. We do this within the new 
Integrated Health and Care System, with the 
Integrated Care Board NHS Sussex, and we 

have already started. Working with local GPs 
we are playing our part in supporting people 
living in care homes with dedicated Care 
Home Matrons. With our colleagues in acute 
hospitals and social care we are supporting 
more people to come home from hospital 
than ever before. We are also playing a leading 
role in the development of more integrated 
information systems across services. 

Alongside our partners in primary care, in 
acute hospitals, in social care, in the voluntary 
sector and in education, we will be working 
hard to make more changes to our services, 
so we make the best use of finite collective 
resources, so services work better together, 
and so that our services work better for  
our patients.

Working at scale, 
delivering locally
We provide a range of services across 
Sussex, but too often we see that patients 
are supported differently based on how 
services have historically been planned and 
delivered from place to place. Working as  
part of the Integrated Care System we want 
to reduce this unwarranted variation so there 
is no inequity of access based on who you 
are or where you live in Sussex. We call this 
working at scale. 

We will recognise the individuality and 
diversity of the people and communities  
we serve, so we personalise care for people 
accounting for their preferences and goals, 
and wherever possible we will provide services 
within neighbourhoods. We call this  
delivering locally.

Our Context 

Where we work
Our 5,500 staff work across Sussex in people’s homes, 
children’s centres, community hospitals and in local  
clinics and GP surgeries.

EAST SUSSEX
WEST SUSSEX

BRIGHTON & HOVE

Our system and partners
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Sussex Community NHS Foundation Trust

  Life Stage Frameworks
STARTING WELL LIVING WELL AGEING WELL

  Strategic Goals
  A GREAT PLACE TO WORK

  REDUCING SERVICE INEQUITIES

  CONTINUALLY IMPROVE

  DIGITAL LEADER

  SUSTAINABILITY

Our Strategy
Our strategy is underpinned by our 
commitment to providing excellent 
care at the heart of the community. 
 
We are guided by our values which  
are at the heart of everything we do. 

  Our Values
COMPASSIONATE CARE ACHIEVING AMBITIONS

WORKING TOGETHER DELIVERING EXCELLENCE

  Our Vision
EXCELLENT CARE AT THE HEART  

OF THE COMMUNITY
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Sussex Community NHS Foundation Trust Our Strategy 2022 – 2025

Our criteria for success
• Fewer people will leave our Trust  

and through improvement in how  
we recruit, and more agile ways of 
working, we will have a reduced 
vacancy rate. 

• As we deliver new and innovative 
patient pathways, we will enable our 
people to work in ways that prioritise 
skills, values, tasks and competencies 
and complement traditional roles.

• Our people will know where they  
are and where they are going on  
our career framework. Continuous 
opportunities to learn and develop 
will be enabled by our Learning 
Academy which will utilise the 
breadth of knowledge and 
opportunities across our system.

• Our people will have a greater  
sense of belonging, as we reduce  
the disparities in the experiences 
they have at work. 

• Through a more coordinated and 
proactive approach to occupational 
health and wellbeing more people 
will feel supported to be well at work. 

Goal
We will be a great place to work. Over the 
next three years we will attract new recruits 
to our organisation and our people will speak 
positively about the opportunities for learning 
and development they have had, how their 
wellbeing is always prioritised and that they 
have a true sense of belonging. 

 A Great Place To Work

Our criteria for success
• Patients will have access to our 

services in ways which actively 
account for underlying inequalities, 
thereby targeting resources where 
they are needed most.

• There will be greater consistency in 
the type and capacity of our services 
across geographies. We will have 
reduced unwarranted variation in their 
design by working with our partners. 

• The time from identifying inequities 
in our services to addressing them 
will be shorter, as we effectively  
use data and intelligence alongside 
feedback from our patients, our  
staff and our partners.

• Service managers will have timely 
demographic information to improve 
service monitoring, which will 
promote better decision making 
about access. Every service will be 
able to describe their patient profile 
and tell us how they have used this to 
make a difference to what they offer. 

 Reducing Service  
Inequities

Goal
We will reduce service inequities. Working 
with partners over the next three years  
the way our services are designed and 
delivered will ensure more equitable  
access which will support improved 
outcomes and experience.
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Sussex Community NHS Foundation Trust Our Strategy 2022 – 2025

Goal
We will continuously improve. Over  
the next three years continuous quality 
improvement will be present in everything 
we do. Our people will be able to show how 
they have made a demonstrable difference 
to our patients through continually learning, 
accelerating improvement, and sharing 
what works. 

Goal
We will be a digital leader. Over the next 
three years our peers and our people will 
see our Trust as a digital leader. We will 
continually demonstrate how our growing 
digital capability enables and enhances  
the care our staff provide to our patients  
in every service area.

 Continually 
Improve

Our criteria for success
• Quality Improvement (QI) methodology 

and approaches will be embedded 
throughout the organisation enabled 
by access to learning, guidance and 
mentoring to improve care for the 
people who use our services.

• Patients and their families, including 
children and young people, will be 
more involved in how we design and 
plan improvements to our services, 
as well as in decisions about their 
own care.

• We will learn through an open 
approach when things go well and 
when things go wrong; we will drive 
safety through learning which will 
have, at its heart, the voice of  
our patients. 

 Digital Leader

Our criteria for success
• More patients will be in control of 

how they interact with our services 
with at least half of our services able 
to communicate with patients online, 
for example with the NHS app. 

• More of our services will make effective 
use of remote monitoring enabling 
patients to live independently, safe 
in the knowledge that face-to-face 
consultations will be used whenever 
they are required. 

• An accessible shared care record will 
be available to all staff across the 
NHS in Sussex to improve the safety 
and effectiveness of clinical decisions 
and provide real time operational 
data to manage our patients’ pathways.  

• Identified repetitive tasks will be 
automated and complex systems  
will made be intuitive and quicker 
reducing the burden on our patients 
and staff saving time and releasing 
time to focus on what matters. 

• Our systems and data will be 
resilient and secure as technology 
becomes ever more integrated in 
how our services operate.
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Sussex Community NHS Foundation Trust

Goal
We will use our resources sustainably.  
Over the next three years we will have 
delivered the best value outcomes for  
our patients, reduced our environmental 
impact and sustainably developed our 
services to better serve our communities 
and our people.

Our Strategy shows we are ambitious 
about what we can, and will, do better 
for patients, communities, and our 
people over the next three years. 

 Sustainability

Our criteria for success
• Our carbon footprint will have 

reduced by a further 10% against  
our 2010 baseline. Guided by our 
Green Plan, 80% of our fleet will be 
fully electric, sustainability principles 
will be embedded in the design of 
care pathways and Chailey Clinical 
Services will be net zero.

• We will support our Integrated Care 
System to co-ordinate a partnership 
approach to environmental 
sustainability to maximise our 
collective and positive impact. 

• Construction to redevelop the 
Brighton General Hospital will have 
begun, marking a new future for 
community health services in  
East Brighton. 

• Our workforce will be more agile in 
how and where they work as we will 
have invested in digital systems and 
practices that enable them to do so.

• We will understand and benchmark 
the value of our services in greater 
detail using new systems and the 
expanded use of the NHS community 
services data set. We will use this 
information with partners to  
improve our services.

• Our buying power will have increased 
as we will be working at scale with 
our partners to deliver maximum 
value for our patients using 
collaborative procurement.

Delivering Our Strategy

To bring our strategy to life in the  
context of the services we provide,  
we have developed, in partnership with 
clinical teams and patients, three Life 
Stage Service Frameworks. Starting Well, 
Living Well and Ageing Well. They describe 
how we plan to develop our services. 

Our Strategy and Life Stage Service 
Frameworks are therefore interdependent: 
the Life Stage Service Frameworks will 
help to deliver our goals, and our goals, 
and their associated actions will support 
the service changes described in the  
Life Stage Service Frameworks. 

Together our Strategy and Life Stage 
Service Frameworks will shape our 

decisions about services, guide us as  
we work with our partners and ground  
us as we tackle the challenges ahead. 

We will use the NHS and our Trust’s 
annual operational planning processes  
to develop clear plans for implementation. 

We will also continue to work closely  
with our partners and our communities  
as we build support, secure investment 
and deliver the kinds of services that  
will make our vision a reality.

Find out more about our Life Stage 
Service Frameworks on pages 18-19
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Life Stage Ser vice Frameworks 

STARTING WELL
Laying the foundations for a healthy life from infancy, early years, childhood  
to adolescent years, through services such as Health Visiting and School Nursing, 
Immunisation services and Child Development Centres.

THE AMBITION 

We will provide services that  
are easy to understand and 
access and always promote 
self-management.

Our services and those of  
our partners will work together  
to support both the child and 
their families and carers so we  
do our part to give every child 
and young person the best 
possible start in life.

TO ACHIEVE THIS AMBITION, WE ARE COMMITTED TO:

• Empowering children, young people and  
their families to start and stay healthy –  
using co-designed care plans, age appropriate 
communications and working with partners to 
improve mental health and immunisation rates.

• Focussing on transition – to ensure we coordinate 
services through a child’s developmental milestones, 
and for young people with more complex needs until 
fully transitioned to adult services. 

• Driving evidence-based practice – by creating 
standards which will help us reduce unwarranted 
variation and enabling a public health approach to 
supporting children and young people.

AGEING WELL
Supporting people to age healthily throughout their lives, with a focus on services aimed 
at managing functional decline and frailty, such as Community Nursing, Urgent Community 
Response, Intermediate Care Units and End of Life Care services.

THE AMBITION 

We will provide services that  
lead from the front, joining up 
physical, mental and social needs 
through multi-disciplinary teams 
working as part of the community 
offering dignified and 
personalised care.  

TO ACHIEVE THIS AMBITION, WE ARE COMMITTED TO:

• Empowering older people to stay healthy in  
the community – using care plans with self-
management and independence at their heart,  
that ensure services connect around patients.

• Working in neighbourhood-based integrated 
multidisciplinary teams - around natural populations 
with our partners in Primary Care, other health and 
care services and the voluntary sector, we will drive 
integrated working for older people. 

• Setting the standard for older people’s care –  
and delivering on the promise to avoid duplication  
of assessment, patients retelling their story through 
the better use of data, information and trusted 
assessments between services. 

We see our services as one joined-up network 
of support for patients. The Life Stage Service 
Frameworks describe how we plan to support 
our patients and their families at each stage 
of their life.

You can read more about this by searching “Life Stage Frameworks” on our website.

LIVING WELL
Ensuring that working age people have the opportunity to live a healthy life through 
services such as Time To Talk psychological therapy, Musculoskeletal services,  
Long Term Condition services and Urgent Treatment Centres. 

THE AMBITION 

We will provide patient-centred 
services that are easy to access.

Services will be proactive in  
how they approach care, not just 
helping today, but giving people 
the tools to live well every day.  

TO ACHIEVE THIS AMBITION, WE ARE COMMITTED TO:

• Prevention, collaboration and empowerment - 
through education and shared decisions people using 
our services will become experts in their own health. 

• Access that works for all – with intelligent waiting 
list management which helps us target those in 
greatest need, self-referral, online booking or patient 
initiated follow up, accessing our services will be one 
less thing to worry about.  

• Services that are consistently delivered, always 
personalised – by working with our partners to 
correct the unwarranted variations in how services 
work across Sussex.
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Get the best from your NHS 

If you need advice about our services, facilities or staff, or would like to make a 
comment, please contact Patient Advice and Liaison Service at: 

01273 242292 
sc-tr.pals@nhs.net 

Patient Advice and Liaison Service (PALS) Sussex Community NHS Foundation Trust, 
Brighton General Hospital, Elm Grove, Brighton, BN2 3EW

If you need support in understanding this document, or if you need the information 
provided in an alternative format, please ask a member of staff or contact us.

www.sussexcommunity.nhs.uk
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BOARD OF DIRECTORS – PUBLIC MEETING 
29th September 2022 

 

Agenda Item Number:  5 
 

 

Report Title:  SCFT Integrated Performance Report (IPR) – 
Month 04 (July 2022) Reported September 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 M04 (July 2022 data) specifically: 
 
Quality 

MT522 Patient Friends & Family Test – service experience very good/good: 
Adverse Variation and Favourable Assurance 

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

MT527 Percentage of hand hygiene observations compliant (ICU/UTC/MIU): 
Additional Exception 

MT278 Complaints responded to in time: 
Additional Exception 
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Operational Performance 

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

MT471 Average length of stay (Piper Ward): 
Adverse Variation 

MT088 Patients in minor injuries units and urgent treatment centres for less 
than four hours: 
Adverse Variation and Favourable Assurance 

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

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

MT305 Brighton & Hove Healthy Child Programme – 
new birth visits 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 

MT429 Total staff in post: 
Adverse Variation and Favourable Assurance 

MT116 Vacancy rate: 
Adverse Variation and Favourable Assurance 

MT139 Monthly turnover rate 
(Oversight Framework): Adverse Variation and Adverse RAG (red) 

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

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

 
 
Finance 

MT514 BPPC (%) 
(Oversight Framework): Adverse RAG (amber) 

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

MT519 CIP delivery: 
Year to date RAG (red) 
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MT512 I&E surplus: 
Additional Exception 

MT513 Cash: 
Additional Exception 

MT515 Capital spend 
Additional Exception 

MT517 Productivity 
Additional Exception 

 

 

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, Interim Chief Financial Officer 
Phil Woolf, Head of Performance Analysis 
Performance Team 
Executive Directors for each section 

Report owner:  
Ed Rothery, 
Interim Chief Financial Officer 
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Integrated Performance 
Report

Month 04 July 2022 (reported September 2022)

Ed Rothery
Interim Chief Financial Officer
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Keys

2
Report version 8
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97.8%
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Risks

There are no operational or digital risks with a score of 15 or higher.

0 0 0

11946298 1160
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Quality Report
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Quality Dashboard
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Quality Exception Reports
C

A
R

IN
G

ADVERSE VARIATION / FAVOURABLE ASSURANCE

Performance Adverse variation has been reported for this metric because performance

has been below average for the past seven months. However it has

remained above the Trust target of 90% since December 2020, when the

Friends & Family Test (FFT) survey was restarted following the pandemic.

As well as positive and negative answers, respondents are able to rate

their experience as “neither good nor poor”. Even in June, when the “very

good/good” metric was 94.5%, only 2.2% of patients described their

experience as “poor” or “very poor”.

The average (the green dashed line) has been raised slightly by the four

months of highest performance, from May to September 2021.

Performance during that period is dominated by more than 7,500 survey

responses from people using the Covid vaccination service.

Action Urgent treatment centres and minor injuries units account for three in five

negative FFT responses. Waiting times are the main reason for those

negative assessments. Action to reduce waits at the Trust’s Crawley and

Horsham urgent care centres is discussed later in this report.

Outcome Trust performance and meetings will continue to focus on gathering and

acting on FFT feedback.

Timescale
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Quality Additional Exception Reports

Staff are encouraged to report all incidents so the Trust

can learn from them. Of the 239 patient safety incidents

recorded in July for which SCFT was responsible, seven

were recorded as causing moderate harm to the patient.

Six were pressure ulcers (one of which has since been

downgraded to minor harm) and one was a fall. Of the

remaining 232, 127 caused minor harm and the rest

caused no harm.

Pressure damage is the most common of the ‘vital few’ –

the categories contributing the highest numbers of

incidents. SCFT has a dedicated steering group

consisting of Tissue Viability Nurses who oversee all

pressure ulcer incidents and lead on raising awareness

and training in pressure ulcer prevention and wound

care.

SA
FE

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.

Hand hygiene is important for preventing the spread of

infections. Good practice is checked by an audit that

observes staff in the workplace. This indicator measures

whether that good practice was found during

observations in intermediate care units, urgent treatment

centres and minor injury units. A separate indicator

covers community teams.

There is some variation in compliance across units but at

Trust level performance is above the target of 90%

across all months.
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Quality Additional Exception Reports

Of the nine complaints closed in July, all were

responded to in time.

R
ES

P
O

N
SI

V
E

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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Quality 
Priority

Oversight 
Group

RAG 
status

Q1 Milestones 
completed or on 
track

Q1 Milestones not 
fully completed

Improve the 
nutrition and 
hydration of 
patients in ICUs 
using QI 
methodology

Hydration 
Group

CQUIN delivery 
group

Amber • Baseline analysis 
of data

• Evaluation of 
education 
resources

• Target setting for 
reduction of 
complaints 
relating to 
hydration and 
nutrition

Improve 
assessment 
and 
management 
of patients at 
risk of falls in 
ICUs

Falls Steering 
group

Amber • Identify Falls 
champion in each 
ICU

• Introduce post-
falls debrief

• Target setting to 
improve 
completion of falls 
risk reduction 
measures

• Enhanced training 
for Falls 
champions

Quality Spotlight Report

Quality Priorities Q1  
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Quality 
Priority

Oversight 
Group

RAG 
status

Q1 Milestones 
completed or on 
track

Q1 Milestones not 
fully completed

Improve 
community 
rehabilitation, 
evidence 
improved 
outcomes

Clinical 
Advisory Group

Amber • Skill set review 
and identification 
of training needs

• Implement 
training plan

• Draft 
rehabilitation 
strategy and 
action plan

• Benchmarking of 
rehabilitation 
services against 
NHS RightCare
Community 
Rehabilitation 
Toolkit

Increase 
engagement 
with children, 
young people 
and their 
families

Children and 
Specialist Area 
Governance 

Patient 
Experience 
Group

Green • Engagement with 
relevant leads

• Complete baseline 
analysis

• Review use of FFT
• Assess 

engagement with 
existing 
parent/carer 
forums

Quality Spotlight Report

Quality Priorities Q1  
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Operational Performance Dashboard
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ADVERSE VARIATION

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

(excluding Piper Ward) in July was 33.5 days. The indicator has been above its

24 day target since January.

The number of patients who were medically ready for discharge (MRD) has been

driving the rise in length of stay since the Spring of 2021. This has continued in

2022/23, and is now combined with a greater number of patients who need longer

hospital stays as part of their care and rehabilitation. MRD patients accounted for

one third of occupied bed days in July (32.9%). This, and all the figures on this

page, exclude Piper.

The main reasons for discharges being delayed in July were patients awaiting a

package of care in their own home (32% of MRD days), a place in a residential

(24.3%) or nursing home (11.3%), or further NHS or social care (20.1%). The

majority of patients in this latter category are waiting for SCFT Responsive

Services or the local authority Community Reablement Service.

As an indication of the impact on patient flow in Sussex, in July SCFT discharged

the lowest number of patients for at least seven years: 226 for all intermediate

care units excluding Piper. Admissions were at the second lowest level (238, with

only June lower at 224). Bed occupancy averaged 93.5% for the month.

Action Trust senior leaders continue to work with partner organisations to maximise

patient flow. Delayed discharges are scrutinised regularly, with escalation to local

authority leads and other partners for support and input.

Multi agency discharge events (MADE) are also held regularly to help flow and

manage backlogs. The approach is used for delays in both Trust intermediate

care units (ICUs) and for Responsive Services. Tackling RS’ delays helps flow

through the ICUs.

A plan has been formulated which focuses on improving our own internal

discharge processes. The plan aims to increase the number of patients

discharged at weekends and the numbers discharged before midday. Actions

include recruiting discharge support assistants, who will provide focused

discharge planning capacity, free up clinical time, reduce unnecessary delays,

and improve internal and system wide flow.

Outcome Actions are expected to drive a reduction in MRDs, but achieving the target will

require an increase in domiciliary care capacity, which will take longer to resolve.

Timescale September 2022 for initial impact

Operational Performance Exception Report

Medically ready for discharge patients

Intermediate Care Units and

Responsive Services

Up to 5th September 2022
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ADVERSE VARIATION

Performance Average length of stay in Piper Ward has been above its two year mean

for the past ten months.

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.

In July, almost a third (32.4%) of occupied bed days on Piper Ward were

due to delayed discharges. Patients waiting for a new home care package

were the biggest single cause.

Action Trust staff and partner organisations use the same approaches as on

other wards to improve flow and resolve delayed discharges.

Outcome Actions are expected to drive a reduction in MRDs, but achieving the

target will require an increase in domiciliary care capacity, which will take

longer to resolve.

Timescale September 2022 for initial impact

Operational Performance Exception Report

Page 44 of 175



U
R

G
EN

T 
C

A
R

E
Operational Performance Exception Report

ADVERSE VARIATION / FAVOURABLE ASSURANCE

Performance In July, 95.5% of patients were seen within four hours in our urgent

treatment and minor injuries units (UTCs and MIUs). This is outside the

expected range and the lowest performance since Jan 2020. It remains just

above the national target of 95% that was introduced in 2004. A new set of

national measures is currently being rolled out to accident and emergency

departments.

July saw the Trust’s second highest number of monthly UTC and MIU

attendances: 12,001. Only July 2019 was higher, and only by seven

patients.

During July this year all of the patients at Crowborough and Lewes were

seen within four hours and all but two patients were seen within four hours

at Uckfield (99.8%) In Bognor, only five patients waited more than four

hours (99.6%). For Crawley and Horsham, where attendance levels were

lower than the same month in 2019, performance was 92.6% and 87.6%

respectively.

Action The Trust’s West Sussex Area team has put in place hourly monitoring of

activity, breaches and staffing levels across urgent care. Demand and

capacity is being reviewed, linked with the SCFT Urgent Care Programme.

The work to address capacity includes recruitment to fill vacancies at

Crawley and Horsham.

Horsham MIU has primarily been impacted by the number of current

nursing vacancies in the service. It has now completed recruitment to fill

those posts. Medical posts at Crawley have also been recruited, with the

two doctors appointed expected to start in September and October

respectively.

Outcome Performance at Horsham and Crawley improved to 95% and 96.6%

respectively in August. The recruitment will support sustainable

achievement of the four hour standard, alongside work to ensure the urgent

care workforce matches demand for the service.

Timescale September 2022
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FAVOURABLE VARIATION / ADVERSE ASSURANCE / OVERSIGHT METRIC ADVERSE 

RAG (AMBER)

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.

Routine diagnostic activity was suspended at the start of the pandemic so this

period is now treated separately on the chart. The red dashed ‘control lines’ have

been reset once activity returned closer to pre-Covid levels.

In July, the overall percentage of patients waiting less than six weeks for a

diagnostic scan was 98.3%, just short of target.

At the end of July, at Crowborough 14 awaited ultrasound scans were over target,

with all at six weeks from referral (92.7% performance). Uckfield achieved the

target.

At Lewes six patients were waiting more than six weeks for an ultrasound

(97.7%), the longest wait being ten weeks. All of Lewes’ DEXA patients were

waiting less than six weeks.

Bognor achieved the 99% target for both ultrasound and DEXA.

At the end of July no Audiology patients had been waiting more than six weeks.

Action Staff sickness in East Area’s Diagnostics service has affected its ability to cover

X-ray units at its three sites alongside ultrasound and DEXA activity. The size of

the Area’s ultrasound and DEXA waiting lists has grown during 2022. Waiting

times for ultrasound have increased: in July 43.8% of patients on the list had been

waiting more than three weeks, compared with 28% a year before. The difficulty in

recruiting to vacant sonographer posts has been reported here in previous

months. To address the workforce challenges, East Diagnostics continue to use a

mixture of permanent recruitment and agency staffing, along with clinical cover by

the service manager.

Outcome After a period of concerted effort, Bognor’s ultrasound performance returned to

above target in May and has been sustained there. The West Sussex Area

leadership team continue to monitor activity, demand and compliance with the six

week standard.

Timescale
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ADVERSE VARIATION / ADVERSE ASSURANCE / 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.

Trust-wide RTT performance in July was 77.4%. It is driven to a large

extent by the West Sussex MSK service. Performance for each RTT

service is reviewed on the following pages.

Action Services below the 92% target develop action plans and trajectories for

improving performance. Increasing the capacity available to see

patients and process improvements are common themes. The Trust’s

Chief Medical Officer chairs Clinical Harm Review Panels to assess the

impact on patients with the longest waits.

SCFT’s Waiting Times Programme is supporting teams to identify and

prioritise patients with the highest clinical need.

This month’s Integrated Performance Report includes a Spotlight

Report on waiting times across a wide range of community services.

Outcome Trust-level RTT performance has stabilised.

Timescale
By the end of 2022/23, community providers in Sussex are aiming to

eliminate all waits of more than 52 weeks.
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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 73.9% had been waiting less than 18 weeks by the end of July. When the month

finished, 153 MSK patients were waiting more than 35 weeks, a reduction from June. They

included two patients waiting more than 52 weeks, down from five in June. The total size of the

MSK waiting list decreased in July for the third month running.

Waiting times had increased due to internal capacity, combined with waits for diagnostic tests

and treatments that need to be provided by external providers, who are also managing significant

Covid-19 backlogs. The work to increase capacity includes offering extra shifts to existing staff,

recruiting permanent and bank staff, insourcing and outsourcing.

The MSK service has set an improvement trajectory. By the end of the financial year it aims to reduce the waiting list by a quarter compared

with the end of April. RTT performance is projected to increase to 80% over the same timescale. Work is focused on treating the longest

waiting patients as a priority. The waiting list is kept under weekly review, with a fortnightly in depth review of those waiting longer to identify

any patients who require escalations. Clinical harm reviews are conducted for patients with longer waits.

CHRONIC PAIN AND RHEUMATOLOGY

Performance for the Chronic Pain service was 87% in July, the highest since August 2021. The total

number of patients waiting has grown in that time.

Rheumatology achieved the target, with performance of 93.3% in July. It has been impacted by staff

sickness and vacancies. The service has now recruited to its nursing vacancies and is advertising to

fill a Pharmacy post. Options have been developed for the way SCFT’s Rheumatology service will

be delivered in the future, taking into account demand for new and also follow up appointments.
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CHILD DEVELOPMENT CENTRES

Performance overall for the Child Development Centres (CDCs) was 82.8% in July, with

variation between centres.

Crawley reached 83.8%, its highest performance since November. At the end of July the

median wait at the centre was six weeks. Sixty children had been waiting for more than

18 weeks, the longest for 45 weeks. The centre continues to receive high levels of referrals.

Locum doctor support remains in place and the projection is that Crawley will achieve the

92% RTT target by the end of November.

Brighton’s RTT performance continued to fall, and was 73.9% at the end of July. Its median

wait was 11 weeks. The number of children waiting more than 18 weeks grew to 109. The

longest wait was 37 weeks.

Vacancies are impacting delivery at Brighton’s CDC. Consultant paediatrician and

specialist doctor posts are currently being recruited to. In addition, the introduction of

trainees will enable more resilience for the service in future, and review and analysis of the

triage and discharge processes is also underway.

All of Chichester’s patients had been waiting less than 18 weeks – 100% performance –

and Mid Sussex also met the RTT target, with performance of 94.2%.

Operational Performance Exception Report
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OTHER SERVICES

In July all of the other SCFT services included

within RTT were above the 92% target.

MT102: RTT WAITING TIME INCOMPLETE PATHWAYS: <18 WEEKS
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DENTAL

Brighton’s Dental service achieved 100% RTT performance in July for the third month

running. West Sussex had just one patient over 18 weeks – they had been waiting for 19

weeks – giving performance of 98.5%. Page 49 of 175
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In July, 94.3% of Brighton & Hove new birth

visits were completed within 14 days, above

the 90% target. Of the 174 babies due a visit,

164 were visited within the target timescale. Of

the remaining ten babies, nine were

subsequently seen.

The service continues to book appointments

for babies as near to day ten as practicable, so

that if an appointment needs to be rearranged,

there is some capacity to complete it in the

14 day target time.

New birth visits are conducted on weekdays.

The target is 14 calendar days and so

performance is impacted by weekends and

bank holidays.

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.

21

reviews and short turnaround times for their reports, means performance fluctuates. All

children receive an IHA, and when a child misses an appointment they are rebooked to

the next available clinical slot. Consequently, the available sessions for new children

into care may mean that this already falls outside of the 16 working day timescale.

SCFT met with West Sussex local authority and ICS colleagues in August to look at

options for improving further the IHA process and performance. Actions are being

worked on as a whole system approach to improving and sustaining IHA performance.

They include a change in the process for the social worker to obtain consent, a move to

offering IHAs virtually, where clinically indicated, and approval that reports can be

shared without full sign off, to avoid delay. It is expected that the revised processes will

be finalised in quarter three, and commenced in quarter four onwards. This should show

sustained improvement against target for the health reports.

A report will be submitted to the Trust’s Quality Improvement Committee in November to

provide wider assurance regarding the work and quality of the assessments provided by

the SCFT team.

In July, 75% of initial health

assessments (IHAs) were completed

within the required 16 days. All six

IHAs were within time in Brighton &

Hove and 18 of 26 in West Sussex.

July’s breaches included a number of

children for whose assessment had

been undertaken and documented, but

finalisation of the report was delayed

by staff annual leave.

Monthly demand for the IHA process

varies. This, combined with fixed

levels of medical staffing to conduct
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The Time to Talk access target – the number of people attending their

first appointment with the service – has been reset to its 2021/22 level.

This reflects the pausing of expansion plans for Improving Access to

Psychological Therapies (IAPT) services across Sussex.

For July, the revised target was 1,302 new patients. During the month,

1,043 first assessments took place, 80.1% of the target number.

An increase in referrals is needed to achieve the access target. More

than 80% of patients refer themselves to Time to Talk. The service is

working to promote itself to people likely to benefit from its therapies.

In July, 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. This is well above the

target of 50% and is one of the top performing services in the country. In

total, almost three quarters showed a clinically significant improvement in

their condition following their course of treatment.

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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Operational Performance Spotlight Report  

Waiting times

23

The SCFT Waiting Times Programme identified multiple points to track along a patient’s treatment pathway, for example the triage of

their referral and their first clinical contact. It worked with SCFT clinicians to agree clinical need categories for patients, tailored to each

service and comparable across the Trust. The aim is patients with greater clinical need should be seen first.

In the past two years SCFT has increased its ability to monitor, validate and influence patient waiting times.

During that period, the national profile of waiting times for community services has grown. Some services

were paused at the start of the pandemic, and Covid infection prevention and control measures have had

an ongoing effect on the number of patients who can be seen. Recognising the importance of community

services, the 2022/23 NHS priorities require integrated care systems to develop plans for reducing

community waiting lists.

2020 2021 2022

Increased 

monitoring of 

waiting times to 

understand impact 

of pandemic and 

track recovery

SCFT

NHS England 

Community 

Health 

Services Sitrep 

launched

Additional 

Sitrep 

questions 

on waiting 

times

Waiting Times 

Programme launched, 

developing consistent 

approach to recording 

and managing waiting 

lists across SCFT

Waiting Times Programme 

live in two services. Rollout 

plan developed. Learning 

and approach being shared 

with NHS Sussex partners

2022/23 

NHS 

priorities 

published

Further changes to 

national data 

collection, 

expanding 

information on 

length of waits. 

NHS England

Timeline
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Waiting times

24

Validating waiting lists

As the name implies, RTT focuses on the time patients wait for their treatment to start. For community services, some referrals are not for a

specific treatment. They may be for annual check ups for long term conditions, or to provide and maintain specialist products and

equipment. Trust staff have been reviewing caseloads and individual patient waits to identify the referrals that need including in the monthly

returns and ensure action is being taken on the longest waits.

The Sitrep was revised in June to gather more information about

waiting times. Since then, SCFT has reported slight falls in patients

waiting for their first clinical contact, from 19,800 in June to 19,719 in

July and 19,627 in August. Some of these patients will also be

included in the Trust’s referral to treatment (RTT) waiting list

numbers. It is too early to see whether SCFT trends are mirrored

across the country.

Historically, the 18 week RTT target has been limited to consultant-

led and interface services. It therefore provides a guide, but not a

mandated target, across a wider range of community provisions. For

SCFT in August, a quarter (25.5%) of all community patients had

been waiting more than 18 weeks, down from 27.2% in June.

Providers across the Sussex Integrated Care System aim to eliminate

over-52 week community waits by the end of this financial year.

NHS England’s Community Health Services Sitrep (situation report) is a monthly data submission for community providers. It covers

most community services for adults and children. Among the services not included are Responsive Services, inpatient units, Dental and

diagnostics such as X-ray.

For SCFT in August 2022, almost two thirds (63.3%) of those waiting for a first clinical contact were in one of three groups of services:

• MSK, Rheumatology, Chronic Pain and Outpatient Physio services: taken together, these are almost half (45.1%) of all those waiting

• Children’s Speech and Language Therapy

• Podiatry

These are also the three biggest waiting lists nationally.

The Sitrep measures waits for a first clinical contact. However waits for follow up appointments are also very important and represent a

major resource requirement for some services.
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Operational Performance Spotlight Report  

Winter Planning 

• 2022/2023 winter planning well underway 
• Includes response to identified pressures; staff vaccination programme; 

outbreaks; surge and escalation plans; communications; operational lead 
details (including on call arrangements); adverse weather arrangements; 
and partnership working 

• Additionally, letter received by all NHS trusts from NHSE senior 
leadership team August 2022 ‘Next steps in increasing capacity and 
operational resilience in urgent and emergency care ahead of winter’ 

• 8 core objectives:
 Prepare for variants of Covid-19 and respiratory challenges 
 Increase capacity outside acute trusts 
 Increase resilience to NHS 11 and 999 services 
 Target category 2 response times and ambulance handover delays 
 Reduce crowding in A&E departments and target the longest waits in ED 
 Reduce hospital occupancy 
 Ensure timely discharge 
 Provide better support for people at home 
• Detailed SCFT response being finalised to address required actions from 

community trusts and to support wider partnership working, including 
SCFT contribution to opening up additional beds across England; 
increasing 2 hour Urgent Community Response provision; increasing 
virtual wards; further implementing best practice interventions for 
discharge; focus on admission avoidance; support for staff wellbeing 
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Workforce Dashboard
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ADVERSE VARIATION / FAVOURABLE ASSURANCE

Performance The staff in post metric has been amended to reflect a step change:

sustained growth leading up to April 2021 and a period of relative stability

since then. On the chart this means the green average line and the red

‘control lines’ (the upper and lower limits of expected performance) are in

two sections. The first is calculated based on performance before

April 2021, the second section on the period from that point onwards.

The indicator is reporting adverse variation,. The total number of staff in

post in July reduced to 5,452, which is below the expected range.

Performance has been above target since November 2020 and favourable

assurance is being reported.

Actions Understanding the workforce profile

Analysis of starters (including gaps in attraction by location, age and staff

group) and analysis of leavers (as above) to be completed by end of

quarter two of 2022/23 (Q2). Early findings are that there should be a focus

on attracting staff as close to the place of work as possible and on those

who leave within the first two years.

The spotlight report shares some of those early findings. A full workforce

profile that will help us better understand attraction and attrition in the Trust

is being developed and will be shared with the People Committee in Q3

together with actions and objectives.

Outcome Aim to maintain staff numbers in line with the workforce plan for 2022-23.

Timescale Ongoing. The target of 5,400 has been maintained since November 2020.
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Workforce Exception Report
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ADVERSE VARIATION / FAVOURABLE ASSURANCE

Performance The Trust vacancy rate in July is 9.8%. It is showing adverse variation – it is

above its expected range – and is above the 9.5% target for the first time

since February 2020.

The three staff groups driving July’s rise in the Trust vacancy rate were

Nursing, Additional Clinical Services and Administrative & Clerical.

The Trust is expanding services and this will result in an increased vacancy

rate.

Actions International recruitment We have recruited over 70 nurses through the

dedicated programme but want to look beyond it to include direct applicants

to nursing and AHP roles in early Q3 as numbers of applicants increase.

The Learning Academy project is focusing on Apprenticeships and in

particular podiatry and Nursing Associates roles so that we increase the

number of apprentices in roles where vacancies exist and are proving hard

to fill.

Outcome Vacancy rates are monitored and reported on through the Trust’s Finance,

Performance and Quality (FPQ) meetings and through Workforce

Committee.

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

Performance The monthly turnover rate is reporting adverse variation in July, having

moved to 1.75%, fractionally above its expected range. It is above the

1.43% target. July’s rise echoes the reduction in staff numbers and

increase in vacancy rate reported on the previous two pages.

Action The Agile Working Programme led by the Director of Estates and

Facilities will include a survey during Q3 to our people about what agile and

flexible working means to them not just in terms of buildings and equipment

but also with regards to working patterns.

Developing retire and return support is a key action to encourage staff to

return and retain knowledge and skills within the Trust. The process is

being looked at so it can be improved.

Following a discussion at Workforce Committee in September, the Ideas

Forum will focus on retention at its next meeting and ask staff for ideas and

thoughts on what would help people stay.

Outcome The initial goal is to stabilise turnover, followed by a reduction in the overall

rate over time.

Timescale Ongoing
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OVERSIGHT METRIC ADVERSE RAG (RED)

Performance Sickness rates are reported a month in arrears. The figures reported here

relate to sickness in June 2022.

The Trust sickness rate for June was 5%. Average performance over the

past 30 months is 0.7% points above the Trust target of 4% and the metric

is unlikely to reach target.

Covid-related staff absence contributed to June’s figures. It had reduced in

late April and early May, but rates began to rise again in the final week of

June.

Action Monitoring

The sickness rate is monitored at all levels of the organisation and for

individuals by line managers and the HR team. Absences exceeding six

months and short term intermittent absences require particular focus as

they have the most impact on people and services. Improvements in

monitoring are being explored as part of the work on improving workforce

data reporting which will be discussed at People Committee in October.

Health & Wellbeing @ work service

The new service will launch in Q3 with a focus on three areas:

- Core Occupational Health service i.e. pre-employment screening and

management referrals

- Staying well at work including mental health and MSK support in the

workplace

- Wellbeing including menopause support and support for carers

Environment

A staff space improvement programme jointly led by the Director of Estates

& Facilities and the Chief People Officer supporting by the Trust’s Charity is

underway and has already identified areas of needs and approved

immediate improvements

Outcome Review of sickness performance data will continue through the Executive

Finance, Performance & Quality (FPQ) workforce reporting and Workforce

Committee.

Timescale Ongoing
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FAVOURABLE VARIATION / ADVERSE ASSURANCE

Performance Performance and Development Review (PDR) compliance in July was

at 73.4%. The PDR process was formally suspended at the start of

2020/21 as staff managed the operational impact of Covid. The

subsequent dip in this indicator was therefore expected. Compliance

levels increased from their lowest point in November 2020 and have then

remained relatively stable since Autumn 2021. This metric is reporting

adverse assurance as it is unlikely to reach target.

Action Monitoring

The quality and completion of PDRs is scrutinised during each Area’s

performance meetings. Leaders are asked to provide plans and

trajectories for improving and maintaining compliance.

PDRs in action

In response to the Staff Survey, the Children & Specialist Area

Management Team has reintroduced “live” supervisions. A member of

staff is shadowed by their manager or team leader in the month before

their appraisal to provide some real time feedback. Professional leads or

other clinicians provide triangulation if the manager is not from the same

clinical background.

Outcome Compliance rates are expected to continue to improve over time.

Timescale Ongoing
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Our workforce profile – Understanding attraction and attrition 

Workforce Spotlight Report

33

Where our new colleagues live

We have a relatively local workforce, and the profile of those we attract is the same.

Almost half (45.5%) of the new starters live within 5km (3.1 miles) of their base as the crow flies (address may be their address after starting at 

SCFT). For our workforce overall the figure is 44.9%.

In terms of leavers, there is some evidence that living closer to work reduces the chance of staff leaving. For staff living up to 30km from their base 

there’s some degree of correlation between distance and likelihood of leaving: 14.7% of those living up to 5km away left during the past year, rising to 

21.4% for 25km and 18.9% for 30km.

On average new staff live 11.9km from their base, with 80% living within 17.9km. Doctors and dentists who joined were prepared to travel furthest: on 

average 29.8km.

More than half (57.6%) of new staff at BGH live in the city.

Almost half of new recruits joined to do one of three jobs:

The diversity of those we attract

Considering ethnicity, those who joined SCFT during the past year were more diverse than the workforce as a whole: 17.6% were BAME compared with 

11.4% of the total workforce (as at July 2022).

The International Nurse Recruitment Programme impacts on these numbers. Of the international nurse recruits whose ethnicity is recorded, all are 

BAME. Excluding the Programme’s recruits from the numbers, 13.1% of starters are BAME.

What new starters did before joining us

For 87% of new joiners we know the employment sector they worked in previously. For these staff, almost half (46.6%) were working in the NHS, and a 

further 13.4% in private health or social care. Almost a quarter more (24.6%) come from other parts of the private sector.

Relatively few (8.1%) had been working in other parts of the public sector, education or the third sector; were self employed; in the armed forces; or 

unemployed. Even in administrative, estates and ancillary roles – where skills might be more immediately transferrable – only 14.5% of recruits came 

from these areas. For these jobs 42.5% came from non-health private sector roles and a third more from the NHS.

Role

All distances in

km as crow flies

Average distance 

from

home to work

80% live 

within

Healthcare Assistant 8.5 12.1

Clerical Worker 7.4 10.3

Community Nurse 11.1 17.9
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Finance Dashboard

0 0 0

11946298 1160
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Finance Exception Report
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OVERSIGHT METRIC ADVERSE RAG (AMBER)

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

Practice Code target – to pay its creditors within 30 days of receipt

of invoice. By historical standards the Trust’s performance over the

past 24 months has been very good and performance has

remained above 93% in every month in that period.

Delivering performance above 95% consistently has remained a

challenge, although the Trust has achieved that in 3 of the past 5

months. Following very high performance in June (96.9%),

performance dipped slightly below 95% in July (94.3%). For the

year to date performance is at 94.8%, from 95.0% for the 3 months

to the end of June. The target in August was missed by 21

invoices out of more than 3,100 paid in the month.

The challenge continues to be for lower value high volume invoices

that are not covered by valid purchase orders and where the

information provided to support the invoice is not always sufficient

to allow the authoriser to approve.

Action The most recent review of BPPC performance shows that high

volume, low value invoices from staff agencies remain by far the

most significant driver of the failure to meet target. The Trust will

continue to engage with these suppliers to encourage consolidation

of invoicing and improved backing data as two effective ways to

improve timeliness of payment, even where a purchase order has

not been required.

Outcome That engagement with suppliers provides agreements for the small

improvements required to meet the 95% target.

Timescale December 2022
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Finance Exception Report

ADVERSE VARIATION, OVERSIGHT METRIC ADVERSE RAG (RED)

Performance July saw a second consecutive fall in agency spend which, at £592k was

the lowest for fourteen months and over the past two months spend has

fallen below the average for the last financial year.

Action Agency spend reduction plans across operational Areas have focussed

on maintaining a consistent approach to agency use and tighter

authorisation rules. These have helped to deliver a 26% reduction in

spend between July and May across the Trust as a whole. The reduction

has been seen across all Areas and most staff groups. However, spend

on Healthcare Support workers is the only group that has not seen

reductions over the same period, with increases in staff vacancies for this

group of staff continuing to impact on agency use.

Continuing actions will focus on increasing staff bank use and the

improved use of rostering as well as working collaboratively with partners

across Sussex on ways to reduce the use of off framework and high cost

agency.

Outcome Delivery of the plans for agency use and controls will focus on areas

where 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 plan to

maintain agency spend at lower levels than 2021/22 through this financial

year.
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Finance Exception Report

YEAR TO DATE RAG (RED)

Performance Performance of the Trust’s Cost Improvement Programme (CIP) is now

reported monthly through the Integrated Performance Report. The Trust

has set a savings target of £14,445k for the 2022/23 financial year. The

target for the 4 months to the end of July was £4,174k and the Trust had

delivered £3,459k of savings, an adverse variance of £715k against

target. However, for the month of July £1,167k of savings were reported

in month, £14k above target for the month.

The improved position in July is a result of:

1. Schemes where performance has improved since the start of the

year, for example in relation to agency spend where savings plans

had not delivered in the first quarter, but delivered in month.

2. Schemes where the reporting of performance has lagged behind

delivery, so more recent months partly reflect earlier months’ delivery.

This includes some non-pay schemes where supplier savings have

been negotiated and back dated

3. Additional efficiencies coming into effect, for example in relation to

additional income opportunities.

The forward run rate on the efficiency programme is forecast to remain at

or close to £1.1m per month over the next quarter. However, the Trust will

need to develop further recurrent savings plans to ensure not only

delivery of the current year financial targets, but in order to support our

ongoing financial plans into 2023/24.

Action The Trust is developing additional, recurrent efficiency plans. All schemes

will be subject to a Quality Impact Assessment to ensure no adverse

impact on patient care or experience.

Outcome The Trust is targeting full delivery, on a month by month basis of its CIP

for the remainder of this year and will aim to increase the proportion of

recurrent schemes significantly from the current position (55% recurrent).

Timescale Performance will be reported monthly through the IPR and Resources

Committee with further reports on quality impacts to the Trust’s Quality

Improvement Committee.
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Finance Additional Exception Report

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 cash balance at the end of July was £29,615k, compared

to £30,776k at the end of April 2022, a reduction of £1,161k. The

small reduction was expected as some of the Trust’s income receipts

are paid quarterly in arrears.

Cash balances are forecast to reduce slightly over this year as the

current high levels of creditors are reduced, but remain strong by

historic comparison.

The Trust continued to report a breakeven financial performance for

the four months to the end of July. Reduced agency spend and

improved delivery of the Trust’s efficiency programme have mitigated

inflationary pressures and in-year financial risks to date. The Trust

continues to forecast delivery of the breakeven plan at year end

although there are a number of financial risks that will require further

mitigation over winter.

Please note that two data points (December 2020 and February 2021: shown

as grey crosses) are considered to be performance spikes and are not used

in the calculation of control limits.
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Finance Additional Exception Report

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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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 July was £5,039

earned per staff WTE (whole time equivalent). This

represents a fall from the April value which was close to

£6,000 per WTE, although still above the values seen in

prior months. We will continue to review performance

across future months. However, it should be noted that with

the move to a greater use of block contracts the link

between revenue and staff productivity is less defined than

previously and performance also needs to be seen in the

light of qualitative outcomes.

The Trust’s capital programme is reviewed monthly through both

the Trust’s Executive and Resources Committees. The Trust

has to ensure spend on its “normal” capital spend is within its

agreed Capital Limit (or budget) of £6,861k. However, including

other known funding sources and the impact of new “right of

use” leases, previously accounted for as revenue spend, the

total forecast spend in the 2022/23 year is £11,946k, which

includes £4,760k of Estates schemes and £2,571k of Digital.

Net capital spend is £1,507k for the year to date, £347k higher

than plan for the first four months of the year.

Please note that two data points (March 2021 and March 2022: shown

as grey crosses) are considered to be performance spikes and are not

used in the calculation of control limits.
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Service Developments in 2022/23

Finance Spotlight Report  

Over the past five years the Trust’s annual turnover has increased from £230m (2017/18) to £298m (2022/23), an increase of £68m (30%).  
Much of the growth has been through the provision of new and innovative community services across Sussex, responding to the increasing 
need for and evidence supporting the benefit of out of hospital care.  The Trust’s financial plans for 2022/23 include a number of service 
changes and developments, agreed with commissioners that, although not individually material to the Trust’s financial plans, are providing 
key additional capacity across different communities in East and West Sussex and Brighton and Hove.  Although collectively the full year 
impact of these three developments is only 1.5% of turnover (1.9% of workforce), there are significant benefits for our local population.  
Further developments, such as the expansion of virtual wards are expected over the next 12 months but not yet embedded in financial plans.

Community Child Nursing in Brighton and Hove:

Urgent Community Response in High Weald, Lewes and Havens:  

Community Neuro Rehabilitation in West Sussex:

41

Metric Value / Date % Trust Total

Annual full year value (£000) 553 0.2%

Start Date 2022/23 April 2022

Workforce (WTEs) 10.1 0.2%

Metric Value / Date % Trust Total

Annual full year value (£000) 3,099 1.0%

Start Date 2022/23 November 2022

Workforce (WTEs) 61.5 1.3%

Metric Value / Date % Trust Total

Annual full year value (£000) 946 0.3%

Start Date 2022/23 December 2022

Workforce (WTEs) 18.8 0.4%

This service expansion will provide responsive rehabilitation within our Community
Neuro Rehabilitation Teams in West Sussex to support stroke patients on discharge from
hospital based inpatient care to their place of residence. This is to provide increased
clinical capacity for patients on a stroke pathway who may benefit from Early Supported
Discharge. This service was previously not commissioned in coastal West Sussex.

The NHS Long Term Plan (2019) describes an ambition for increased investment in a 2-
hour urgent community response (UCR) to support people to remain out of hospital
(admission avoidance) and access to reablement within 2 days to support both hospital
discharge and admission avoidance. In High Weald Lewes & Havens there was a
recognised commissioning gap for a service to deliver both UCR and dedicated and
consistent hospital discharge. The Trust aims to develop and deliver a Responsive
Service in High Weald Lewes & Havens

There has been an increased emphasis in health policy on integrated care, responsive
access and care closer to home, for all children with acute short term and long term
conditions, complex health needs and life-limiting and life-threatening conditions. This
necessitates robust Children’s Community Nursing (CCN) services which will enable
innovative solutions, assuring improved health outcomes for children and young people.
In Brighton & Hove it was been recognised that a comprehensive CCN service was
needed to be developed and that SCFT was well placed to provide this service.
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BOARD OF DIRECTORS – PUBLIC MEETING 
29 September 2022 

Agenda Item Number: 6                        

Report Title: Annual Patient Experience Report 2021-2022 

 

Purpose: 

 

Approval  Assurance X Discussion  Briefing 
 

Summary: This report is a summary of the Trusts compliments, complaints, Patient Advice 
and Liaison Service (PALS) contacts, Family and Friends Test (FFT) which covers the 
period from 1 April 2021 to 31 March 2022.  
 

Key findings include: 

 174 formal complaints received, with the highest number being in relation to clinical 
provision. (Complaints section on page 5 of this report) 

 1061 PALS enquiries were made to SCFT that relate to SCFT services. In addition 
632 enquiries were made although did not relate to SCFT and these were 
redirected to the appropriate services/organisation (Please see page 8 for more 
information on PALs) 

 2222 compliments recorded, which demonstrates a slight increase in reporting over 
the past two years. (Please see page 8 for information on compliments)  

 20,367 Friends and Family Test (FFT) were completed in the year with a high level 
of satisfaction ratings made. (Detail of the FFT is on page 9 of this report) 

 

The report details the progress made against the Patient Experience Strategy, Quality 
Account Priorities and the improvements detailed in the TIAA Audit on Patient Experience. 
Progress has been made in all areas, however some delays and reprioritisation were 
made to support the reducing any additional impact on operational services. 

Recommendation:   The Trust Board is asked to approve this report, in particular:  
- to be assured that the trust is meeting its statutory function in relation to complaints 

management 
- that it is listening to and learning from the experience of patients. 

Previously reviewed by:  The Patient Experience Group, Trust wide Governance Group, 
Quality Improvement Committee and Executive Committee. 

 

Relevance to Trust’s Strategic Goals: Quality Improvement; Patient Experience 

Relevance to CQC Domains:  
Are Services Caring?:  Responding to people’s immediate needs 
We listen to and understand people’s needs, views and wishes. We respond to these in that 
moment and will act to minimise any discomfort, concern or distress. 
Are Services Responsive?:  Listening to and involving people 
We make it easy for people to share feedback and ideas or raise complaints about their care, 
treatment and support. We involve them in decisions about their care and tell them what’s 
changed as a result. 

Equality and Diversity:The patient experience team is now collecting equality data from 
those making contact to provide assurance that the processes in place are fully inclusive. 
We recognise that there is not a diverse range of people who make complaints to SCFT 
and we have proposals to address this. 
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Report author: Mary Hammerton – Quality 
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Patient Experience Lead  
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1. Introduction 
 

This annual patient experience report is for the period 1 April 2021 to 31 March 2022 and 
brings together the data and outcomes from the experience that people have shared about  
Sussex Community NHS Foundation Trust (SCFT) services. 

A summary of the learning and outcomes from peoples experience and feedback is also 
reported. 

The report covers detail on complaints, Parliamentary Health Service Ombudsman (PHSO) 
investigations, Patient Advice and Liaison Service (PALS), compliments and the friends and 
family test (FFT). 

Additionally, this annual report describes the progress made against the Patient Experience 
Strategy, Quality Improvement Plan and the Annual Quality Account. 

It should be noted that Duty of Candour incidents and status will no longer be reported via 
the patient experience report as this is reported through a separate duty of candour report. 

Summary Of Data by Operational Area. 

Chart 1 – shows the data collected by Area and the numbers received for Compliments, 
Complaints and Patient Advice and Liaison Service (PALS).  

It should be noted that PALS enquiries range from positive to negative feedback, information 
seeking and advice. Not all PALS enquires related to problems or issues with an NHS 
service.  

Compliments are reported on the Datix system. We know that services receive many more 
which are not reported. 

There are occasions where feedback or queries are received about services which do not fall 
under the primary clinical operational areas. The four primary areas are: 
  

1) Children’s and Specialist Services 
2) West Area – This  area will be combined with Central Area in future reports to reflect 

the new West Sussex Area. 
3) Central Area – Will in future reports be reflected in West Sussex Area.  
4) East Area.  

 
The data for the areas outside of the main four clinical operational areas have been reported 
in this annual report, such as estates and facilities, workforce and finance services.  

Centrally Funded budget areas relate to the COVID-19 vaccination sites. 
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Overview of Data by Area and Number 

 

Service No Of Complaints Totals 
By 

Area 

No of PALS Totals 
By Area 

No of compliments Totals 
By 
Area 

  Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 

Children’s & Specialist Services 10 11 12 14 47 70 77 85 73 305 83 148 129 182 542 

East Area 7 8 7 10 32 57 77 67 55 256 78 164 111 122 475 

West Area 13 12 4 7 36 46 45 39 35 165 120 108 92 117 437 

Central Area 10 17 7 12 46 50 36 38 31 155 154 209 187 128 678 

Centrally Funded Budgets 6 6 0 1 13 25 36 43 9 113 23 1 0 0 24 

Clinical Quality           0 5 5 7 17 1 54 2 0 57 

Workforce           4 1 6 3 14 1 0 1 0 2 

Estates & Facilities Dir           1 3 1 3 8 2 2 1 1 6 

MSK Partnership           1 0 2 0 3 0 1 0 0 1 

Digital           2 2 8 4 16           

Sensitive staff related incidents           0 2 3 0 5           

Finance Services           0 2 1 0 3           

Chief Executive areas           0 1 0 0 1           

Quarterly Totals 46 54 30 44   256 287 298 220  462 687 523 550   

 Source Datix 04/05/2022 2021-2022 Annual Total 174 2021 -2022 Annual Total 1061 2021 -2022 Annual Total 2222  
(2020 - 2021 Annual Total 141) (2020 - 2021 Annual Total 1336) (2020 - 2021 Annual Total 2158) 
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2. Complaints 
174 complaints were received in 2021/22 which is a 23.4% increase on last year of 141. 

It is difficult to be precise about the reason for the increase in complaint numbers this year 
except to note that 2020/21 was an extraordinary year due to the pandemic, which put 
unprecedented pressure on our services and there was national empathy and patience. In 
addition NHS complaints were paused nationally.  

 

Comparison Complaint Numbers (6 Year overview) 

Year 2016/17 2017/2018 2018/2019 2019/2020 2020/2021 2021/2022 

Number of 
complaints 

228 211 211 223 141 174 

Percentage 
Variant on 
previous year 

    10.93%     7.45%     0%      13.27%      36.77% 

 

(National Pause) 

     23.4% 

 

People who make contact about raising a complaint are offered independent advocacy 
services for their area.  

All complaints received are categorised in line with national reporting. 

Theme/Category  Q1  Q2 Q3 Q4 Total 

Clinical Provision 24 35 20 17 96 

Attitude of Staff 11 3 2 8 24 

Appointments 4 6 3 6 19 

Communication 2 3 2 5 12 

Equipment, Appliances and Supplies 2 4 1 1 8 

General Procedures 1 1 0 1 3 

Patient Care 1 1 0 1 3 

Discrimination 0 0 1 2 3 

Admissions and Discharges  1 1 0 0 2 

Lost Property 0 0 1 0 1 

Consent 0 0 0 1 1 

Customer care 0 0 0 1 1 

Waiting Times 0 0 0 1 1 

Source Datix 04/05/2022 Total 174 
 

The highest number of complaints received (96) were categorised under clinical provision. All 
national reporting category headings have a SCFT defined sub-category. These are for 
internal use, to enable more accurate trend analysis, in line with our incident reporting 
categories. This enables us to identify areas that have high numbers of incidents and 
complaints and provide targeted support.  

Complaint Outcomes 

160 complaints were closed during 2021/2022. This includes complaints which were received 
in the previous financial year although the closure timeframe fell within this reporting period. 
Likewise, some complaints received in the latter part of this reporting period will show on 
next year’s annual report.  
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16 complaints were reopened on the request of the complaint – these were reviewed and a 
further response provided. 

Following investigation, complaints will be determined to have been upheld, partially upheld 
or not upheld. 
 
Outcome of complaints 

 

 

Actions and Learning from Complaints 

Tabled below is a small sample of the learning through complaints throughout the year. 

Community 
Nursing 
Teams 

 Regular meetings have been set up with St Barnabas hospice to discuss shared 
patients, particularly those with complex needs and this improve communication 
between services to best support patients. 

 Information about roles and responsibilities of staff in the team are being shared with 
patients so patients and their families are clear of what to expect from team members. 
This will support to manage patients’ expectations.  

Specialist 
Teams 

 The COPD team have reviewed and refreshed their patient information to ensure there 
is no ambiguity about what is provided, the expectations of patients and the need for 
CBG tests to be undertaken. 

COVID19 
Vaccination 
Services 

 There is now regular engagement between site management, site security and Trust 
security to promote issues being picked up and resolved early on for people who were 
not happy with some of the security arrangements.  

Dental   Staff now use interpreters wherever possible, rather than relying on family members 
and discuss with Royal Alexandra Children's Hospital, so interpreters are arranged by 
the hospital in future. This will support services to be responsive and inclusive to the 
different needs of our patients.  

ICU’s 
 

 Staff ensure that a lying and standing blood pressure (BP) reading is taken on 
admission to obtain the most accurate reading. Staff have completed lying and 
standing BP competency training 

 Multidisciplinary team discussions to take place for patients with multiple falls to 
establish why the patient might be falling and what could be put in place to reduce their 
falls risk. The reduction of falls is a focus as a Quality Account priority for this year. 

UTC’s   Implementation of electronic sharing of patient information leaflets to ensure that a 
copy is available for the patient. 

 Management audit of clinical notes planned every 3 months to ensure that findings 
both positive and negative are consistently documented, and improvements are 
embedded. 

Children’s 
services 

 Health Visitors enter the breastfeeding assessment notes individually for twins, so it is 
clear which twin is having difficulties. 

 To enhance oversight of care and learning a timeline of 1 year is used to consider 
issues for example, managing repeated blocked gastrostomy buttons related to 
blended diet 

Outcome Of the 160 Complaints Closed in 2021-2022 

Upheld Partly Upheld Not Upheld Withdrawn No Consent  

22 (14%) 81 (50.5%) 49 (30%) 3 (1.8%) 6 (3.7%) 

Source: Datix 04/05/2022 
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Throughout the year there has been a focus on actions and learning from complaints. Area 
Governance meetings monitor the progress. Actions are recorded on Datix and any overdue 
are reported monthly to the areas for follow up. 

Learning from complaints are discussed at Area Governance meetings and are used as 
drivers for clinical audit and quality improvement projects.  

 

Complaint Handling – High Level Report Review 

In July 2019, an independent investigation was commenced into Southern Health NHS 
Foundation Trust and the circumstances of several deaths of adults between 2011 and 2015. 

In November 2021 SCFT completed a review against the recommendations and learning 
points and presented this to the Trust Wide Governance Group. Of the 12 complaint handling 
recommendations, SCFT were fully compliant with full assurance provided. One 
recommendation, in relation to the triangulation of evidence and ensuring learning from 
complaints/incidents had partial assurance and is an area currently being developed.  

Parliamentary and Health Service Ombudsman (PHSO) 

Over the past year seven SCFT complaints were referred to the PHSO – four of which are 
now closed with no action from the PHSO, one case was closed with recommendations for 
the Trust, detailed below. One case is under review and one case under investigation. 
 

The PHSO investigated one complaint within this reporting period and made 
recommendations in Q2. The service involved had an action plan in place and have 
completed the actions identified. These included: 
 

 Admission exclusion criteria was revisited and is effectively followed for patients 
requested for transfer from the acute trusts. This will ensure patients with severe 
heart failure who require regular monitoring and blood tests to be cared for in the 
most appropriate setting.   

 Further training was provided to all medical and nursing staff on the intermediate care 
wards, in the management of heart failure including medication/diuretics.  

 The nursing and therapy staff, on the ward were supported to have further education 
and training in NEWS (National Early Warning Score), escalation, monitoring fluid 
balance, diuretics and identifying dehydration. 

 The SBAR (Situation, Background, Assessment & Recommendation) tool will be used 
as a communication tool when handing over patients to other services. 

 
The actions will be checked by spot audits to insure they have taken place and are 
embedded. 

3. Patient Advice and Liaison Service 
(PALS) 

1061 PALS enquires were received in SCFT. In addition, 632 non-SCFT enquiries were 
made to PALS which the service signposted to the correct organisation, or appropriately 
redirected.  
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People contact PALS for many reasons, to raise an issue, gain information, or to provide 
feedback (positive and negative). We are a well-advertised service and often the first point of 
contact for members of the public and patients. 

We have received contacts from people who are in crisis and in need of urgent support. In 
these situations, PALS have facilitated appropriate response services on their behalf.  

Information requests and access to treatment and drugs rose in the year due to COVID-19 
vaccination queries. 

It is difficult to determine themes, learning and outcomes from PALs as they are often one off 
contacts. Any surges in contact by services do sometimes indicate there is a potential issue 
arising. For example, poor patient experience on community nursing deferrals was reported 
and has supported and provided information into the ongoing work in this area. Additionally 
the rise in the Podiatry contacts helped inform the letters being sent to patients to inform 
them of the changes to the service. PALS is often the place of contact when people have 
been unable to contact their clinical service directly to book, change or cancel an 
appointment.  

Less than 1% of people who raise a concern through a PALs route escalate their concern to 
a formal complaint. 

PALS was able to support the COVID vaccination process in providing information to people 
making enquiries.  

4. Compliments 
Compliments are described as unsolicited expressions of gratitude or praise. For this reason 
we do not use the complimentary feedback gained in the Friends and Family feedback as 
these comments are solicited. 

In 2021/22 SCFT services recorded 2222 individual compliments.  

 

What the compliments are telling us. 

The main word used in compliments is ‘thank you’. The words used in the recorded 2222 
compliments are on the word cloud – The bigger the word the more times it was used in 
compliments. The words thank you /thanks was used over 2500 times in the compliments 
recorded in 2021/22 

People are grateful not only for their clinical care and treatment, but for attitude, friendliness 
and support shown by our staff towards them and their families. Compliments are a good 
way to demonstrate that compassionate care is delivered. 

A selection of ‘fabulous feedback’ is published on the SCFT website. There is also a link so 
people can leave a compliment through the website too. 

Each month every operational Area is sent a summary of the compliments recorded and a 
word cloud which can be printed and displayed for staff to see. 
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5. Patient Feedback (Including Friends and Family Test (FFT)) 
The number of completed FFT has fluctuated over the year and this is due to the changes in 
the vaccination service, as well adverse operational pressures. 

Over the year the team have generated nearly 200 QR codes for individual services, this 
provides smart phone access to complete the service and has been very successful in the 
vaccination services. 

20,367 anonymous FFT were completed in 2021/22. They are recorded locally and reported 
nationally. Each service completing FFT received a bespoke report detailing the results. 
Where learning or actions are required these are identified and displayed using ‘you said’ we 
did posters in the services. 

People completing FFT are asked to rate their overall experience. The ratings for extremely 
good and good are included below.  

 

Please note: This does not mean that the remainder of each 100% is negative as it is made up from 
people who either didn’t rate their experience, rated it neither good or poor, said they didn’t know how 
to rate their experience or rated it poor or extremely poor. 

 

What has happened as a result of FFT 

Tabled below is some examples of the actions and developments that have happened as 
result of feedback provided through the FFT. 

You Said We Did 

That the directions weren't clear to a couple of 
clinic sites 

We checked and updated the directions on the 
information leaflet so that they're now correct 

Percentage of People who rated their service as good or extremely good 

Apr 21 May21 Jun 21 Jul 21 Aug 21 Sep 21 Oct 21 Nov 21 Dec 21 
 
Jan 22 Feb 22 Mar 22 

96.2% 98.5 % 97.8% 97.7% 98.7% 95.4% 96.3% 97.0% 97.0% 

 
95.5% 95.5% 95.0% 
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That you were unhappy with the amount of 
paperwork sent to you, which included a letter, a 
COVID advice sheet, FAQ list, clinic directions 
and an AAA information leaflet  

You were unhappy that there was no option to 
indicate 'not applicable' on our feedback 
questionnaire                        (AAA Service) 

We are looking into using a text reminder service 
which will reduce the number of letters we send out 
each year 

We have changed our feedback questionnaire to 
include 'not applicable' as an option 

Too reliant on leaflets, would rather an 
explanation than lots of paper and leaflets. Too 
much to read can be very overwhelming. 

(Bladder & Bowel Service) 

Offer patients leaflets to take away if they would 
like to refer to them later to back up verbal 
information given at time of appointment. Continue 
answering questions and giving verbal information. 

Doors are slammed on the ward and the water is 
luke warm                                   (Brighton ICU)  

These have been reported to Sussex Partnership 
who own the building – the water temperature have 
been adjusted.   

Communication could be better, giving times of 
visits or telephone calls prior to visiting. 

Consideration of individuals needs when 
planning care.  

Visits being deferred at times and so delays in 
treatment. 

(Primary Care Network – West) 

Ensuring a discussion with patients at initial visits is 
had, to ascertain visiting preferences, such as 
having a telephone call prior to visiting and 
preferred times of visit, taking into account 
individuals needs. 

Improving communication with patients when we 
are unable to visit and improving communication 
within the team by ensuring patient preferences are 
documented and care plans set up accordingly. 

You were helped by staff to use skype to 
communicate with your family.  

                                                 (Piper ward ICU) 

We are going to ensure that all patients are 
informed during their welcome meetings about the 
ward Ipad being available to support patients with 
communicating with families. 

More appointments at a more local clinic please.  

Staff were occasionally short of items for regular 
care, alternatives were sometimes available key 
items always available.             (IV Team) 

Additional domiciliary visits are in place to support 
as well as clinic places at alternative site offered. 

Staff reminded of importance of maintaining healthy 
stock balance for visits planned for day and 
additional items to be carried as spare. 

The ward can be noisy at times 

Sometimes the food is not very hot. (ICU) 

 

 

We are trying to keep noise to a minimum and will 
keep this under review. 

Reviewed with facilities team the way the meals are 
being served to improve the time it takes to serve 
to ensure they are as hot as possible.  

 

Throughout the year SCFT have featured month on month in the top 24 FFT reporters for the 
142 NHS Trusts and NHS funded healthcare organisations categorised as community 
services in the UK.  

The data is reported monthly and can be found on the  NHS England » Friends and Family 
Test data website.  
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Social Media 

Social media and review websites are becoming an increasingly popular method for people 
to provide feedback about NHS services. The patient experience team review the websites 
on an ongoing basis to provide an appropriate acknowledgement. Where a reviewer has a 
concern or left negative feedback this acknowledge asks the reviewer to contact PALS and 
discuss their circumstances in person. Where positive feedback is provided, the 
acknowledgment confirms the feedback has been passed onto the relevant team for sharing. 

6. Tackling Inequalities. 
The patient experience team have started collecting protected characteristic data for people 
who make contact with the team.  Once we have sufficient data to provide a full analysis, we 
plan to develop our feedback processes to ensure they are fully accessible. Progress is 
reported through the SCFT’s Tackling Inequalities Group.  

7. Patient Experience Strategy 
The activities within the initial implementation plan for year 1 were re-prioritised in response 
to the reducing any additional impact on operational services within SCFT as part of the 
response to the COVID-19 pandemic. There were other parts on the strategy (originally 
outlined for year 2/3) were achieved. 

In year one 2021/2022 of our strategy, we said: 

We said we would: We did How did we do 

Scope what is currently 
happening, with regards to 
patient experience, within 
the Trust, and develop a 
robust action and 
implementation 
plan to address gaps. 

We did not send the scoping survey out to 
services in response to reducing the any 
additional impact on  operational services due 
to the COVID-19 pandemic. 

This is now planned for Q2 2022/23 

We did not achieve 
this ambition due to a 
high-level pause. 

Review our systems and 
process in order to ensure 
they are patient focused and 
identify gaps. 

We reviewed the systems and processes, within 
our control to ensure they were patient focused 
but we still have work to do. Work will continue 
once we have the results of the scoping survey 

This was partially 
achieved but 
we have 
further work 
to do. 

Develop use of ‘You said we 
did’ publications aiming to 
have publications for all 
services who undertake FFT 
and where appropriate 
complaints/PALS themes. 

 

We have developed the use of you said we did 
publications within our services and on our 
website. Work is ongoing to continue to 
promote these now business as usual has 
resumed. PALS and complaint’s themes are 
reported in the quarterly reports, through the 
committee structure and the annual report is 
published on our website. 

We have in place and 
supported services 
with you said we did 
publications. 
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Increase the range of 
feedback methods to ask 
patients what matters to 
them, using a variety of 
methods including face to 
face visits, patient 
experience clinics, telephone 
surveys, online surveys and 
video calls. Currently we 
have conducted face to face 
service visits only. 

We have increased our feedback methods and 
patients can now feedback their experience 
through telephone surveys, text messaging, 
video calls and through QR codes. 
Additionally, we have updated our public facing 
webpages and patients can provide feedback 
at any time. 

This has been 
achieved however we 
are always looking to 
expand methods and 
will continue to see 
development in 
this area a 
priority as 
digital 
technology develops. 

8. Quality Account 2021/22 
The Quality Account is a report about the quality of services offered by an NHS healthcare 
provider. The reports are published annually by each provider, including the independent 
sector, and are available to the public. Quality Accounts are an important way for local NHS 
services to report on quality and show improvements in the services they deliver to local 
communities and stakeholders. 

The quality of the services is measured by looking at patient safety, the effectiveness of 
treatments patients receive, and patient feedback about the care provided.  

The SCFT quality account for 2021/22 had two priorities identified specifically relating to 
patient experience. The priorities and updates are tabled below: 

Quality Account 
Priority 

Annual Update 

Improving the 
experience of 
patients using 
virtual 
communications 
for their clinical 
care 
consultations. 

 

 

 

 

 

 

A digital Survey was developed in Q1 and launched late in Q1 now patients 
are being asked about their experiences of digital consultations - which 
include the FFT question, so that immediate actions can be acted upon. 
There has not yet been enough data to make a full analysis and this will 
happen in Q3 by the Digital Transformation team. 

54,000 video consultations completed. 

 The feedback has been positive regarding the processes used and there 
has been no significant adverse feedback.  

 We completed a survey and 73% said that the video call met their needs 
and of those 71% said that they were happy to continue with this 
method. The remaining 27% is made up of those who did not provide a 
response, indicated they were unsure of there needs where met or said 
they their needs were not fully met.  

 There are ongoing development projects to improve and standardise 
virtual consultations.  Progress is shared with the public via social media 
and the SCFT website. 
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Improving the 
experience of 
ICU inpatients, 
increasing 
motivation and 
well-being 
through 
opportunities to 
stay in touch 
with the world 
around them 
through media, 
entertainment 
and contact with 
loved ones. 

In Q1, we took stock of the current provision of the ICUs televisions, radio, 
telephones and video calling facilities and their availability to inpatients. 
Access to the facilities, where available, was impacted by the pandemic by 
restricted access by volunteers to support as well as restricted use of lounge 
areas. 

In Q2, as service visits recommenced we have started to test our 
assumptions by asking for feedback from our ICU patients using the ‘what 
matters to you’ question on this subject. We also have complaint/FFT data 
to evidence need. 

The solutions are restricted due to ownership of building and potential 
installation works needed. We are currently working with our estates and 
digital colleagues to explore suitable infrastructure for any solutions. 

Volunteers are back on the wards and supporting patients with the use of 
telephones and iPads to keep in touch with their families and friends. They 
have created a music helper role to support entertainment on ICU 

The ability to progress this priority was reduced due to the restriction of 
volunteers in our units because of the COVID-19 pandemic. 

 Every unit now has a minimum of one tablet computer. 

 48 digital radios were purchased through the charitable funds. 

 We have been developing self-service activity packs and volunteer 
led activities. 

 We have identified two pilot sites to improve Wi-Fi connectivity, and 
this will progress in 2022/23. 

9. TIAA Audit Update   
In Q3 2021/2022 TIAA (our external audit organisation) conducted an internally 
commissioned audit of the patient experience work of the Trust.  

Recommendations were made, as described below: 
 

Summary Of Recommendation Progress Completion 
Date 

A reassessment of the NHSI framework  Plans to be made at August PEG to 
refresh the self assessment with a sub 
group of PEG in late August. The original 
date slipped due to unavoidable factors. 
The reassessment has been completed 
and we are now in the process of sharing 
our findings and developing a year 2 
delivery plan to reflect any gaps and 
developments. 

End of 
September 
2022 

 

Update the Trust’s Engagement 
Strategy. 

This was not an action for the patient 
Experience Team and has been 
completed by The Communications Dept 

Complete 
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The strategy document to be updated to 
make implementation timescales and 
commitments clearer. 
The key documents referenced within the 
strategy will have published links to the 
relevant documents for ease of public 
accessibility. 

The year 2 implementation plan and 
refreshed strategy will be uploaded to the 
public website alongside the year one 
progress once agreed by PEG in August 
2022. 
Links within the document already 
updated. 
First draft of an easy read strategy has 
been created.  

Complete 

Specific measures for success will be 
included for all 7 success factors within 
the strategy refresh, including predefined 
measurement criteria. 

7 success factors agreed at previous 
PEG. The year 2 implementation plan and 
refreshed strategy will be uploaded to the 
public website alongside the year one 
progress once agreed by PEG in August 
2022. 
The end of year one report has been 
drafted including an easy read version. 
This is being shared with PEG members 
for review. 

By end of 
September 
2022 

 

Scope/Rating of TIAA Audit on Patient Experience 
The scope of the audit was to review the systems in place for capturing, triangulating, 
monitoring and responding to patient feedback. The audit considered the arrangements for 
utilising patient experience and engagement to inform the decision-making process. 
 
The assessment rating for assurance was REASONABLE ASSURANCE 

TIAA Findings and Action Plan 

TIAA found that overall, reporting of the core processes providing the Trust with patient 
experience feedback was seen to be thorough, well-structured with good analysis and 
evidencing transparency with areas for improvement actively being identified and lessons 
learned demonstrated.   
 
Additionally, TIAA’S CQC expert made some recommendations for refreshing the strategy 
document, which have been included in the refresh. 
 

10. Conclusion 
Despite another challenging year with unprecedented operational pressures, SCFT have 
continued to engage with patients and seek feedback about their experiences. 

Complaints have increased from last year however this is compared to a period where there 
was a national pause on NHS complaints and therefore an increase was anticipated. The 
total number of complaints in 2021/22 is lower than (with the exception of last year) the 
previous 4 years. Only a small portion of the complaints were re-opened or went to the 
PHSO. We survey complainants following their complaint to learn about how we can improve 
their experience and the develop the process of raising a complaint. 
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Actions have been taken to demonstrate improvements as a result of feedback through 
complaints and more evidence is being collected and published about developments as a 
result of feedback. 

Progress is being made with more engagement by services in FFT reporting. Over the year 
SCFT has been in the top 25 reporting NHS community trusts and NHS healthcare provided 
community services in the UK and 3 three months of this SCFT was in top 6th.   

The focus on the patient experience strategy, particularly where there was an impact on 
operational staff has been slower than anticipated despite reasonable progress being made.  

Progress against the actions on the TIAA recommendations are in train and will be 
completed by September 2022. 

In August 2022/23 we will be exploring the role of the patient experience group and create 
sub groups to help drive the implementation of the strategy work. 
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BOARD OF DIRECTORS – PUBLIC MEETING 
29 September 2022 

 

Agenda Item Number:  7 

 

Report Title:  Annual Equality Report 

 

Purpose: Approval x Assurance  Discussion  Briefing 
 

           
Summary: 
Sussex Community NHS Foundation Trust (SCFT) has a duty to produce an Annual 
Equality Report.  
 
The first seven sections of the report focus on equality of opportunity within employment, 
and the last section on equality of opportunity within services (care equity). 
 
Each section captures key findings and reflects our progress towards eliminating inequity, 
discrimination, and harassment in 2021/22, ending with some next steps for the 
organisation.  
 
Data is drawn from SCFT’s submissions for the Workforce Race Equality and Disability 
Equality Standards (WRES and WDES), and gender pay gap reporting for 21/22. The 
national reporting timeframes mean there is not currently benchmarking data available for 
21/22. However, there is expected to be improved benchmarking information available in 
future that will be incorporated into the 2022/23 report.  
 

Recommendation:  
The Board is asked to approve the Annual Equality Report for publication. 
 

Previously reviewed by:   
Workforce Committee (6 June 2022) | People Committee (5 July 2022) | Quality 
Improvement Committee (21 July 2022) | Executive Committee (12 September 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 evidences our compliance with our equality duty and our responsibility to 
publish information regarding WRES, WDES, and the gender pay gap.  
 

Report authors: 
Hazel Foss 
Associate Director - HR & Inclusion, 
Jourdan Durairaj 
Diversity & Inclusion Lead, 
Claire Turner 
Public Health Consultant 

Report owner:  
Caroline Haynes 
Chief People Officer 
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OVERVIEW 

Welcome to the annual equality 
report 2021-22. Whilst we remain 
focussed on the journey still 
ahead, this document reports 
progress from across the past year 
to advance equality and tackle 
inequity at Sussex Community NHS 
Foundation Trust (SCFT). 

Below is an overview of the key findings 
and next steps: 

RACE (PAGE 6) 
i. People from Black, Asian, and Minority Ethnic 

(BAME) backgrounds made up 9.6% of the 
workforce. The size of the BAME group grew 
by 5% over 2021-22, or an extra 24 people. 

ii. Recruiting managers were 1.3 times as likely 
to appoint white people from shortlisting as 
BAME people. The size of this disparity 
decreased for the third year in a row. 

iii. White staff were 8.2 times as likely to 
progress from non-clinical manager roles 
into senior manager roles within the Trust’s 
central functions. Out of 295 staff in such 
roles, nineteen (6.4%) were from BAME 
groups. We are addressing this disparity 
through talent management initiatives.  

iv. BAME staff were 1.25 times as likely to face 
a formal disciplinary than white staff. We 
have reviewed the use of formal disciplinary 
processes to increase informal resolution. 

v. There is a six-point gap between white and 
BAME staff reporting harassment, bullying, 
or abuse from patients, relatives, or the 
public for the last three years. We will 
improve the effect of zero tolerance 
measures against racial abuse from patients. 

RELIGION AND BELIEF (PAGE 9) 
vi. The proportion of staff sharing their beliefs 

grew by 24%, or an additional 789 people, 
over the previous five years. 

vii. The belief group that grew the second 
fastest over the past five years are those 
from religions other than the world’s major 
religious groups, with an extra 130 people. 
We will initiate work to better identify and 
meet their spiritual needs in the workplace. 

viii. Staff sharing non-Abrahamic beliefs or 
preferring to not disclose, reported more 
negative experiences on the staff survey than 
the Trust average. Muslims and staff with no 
religion reported fewer negative experiences. 

GENDER (PAGE 11) 
ix. The workforce was 85% female and 15% male. 

Excluding doctors and dentists, males were 
over twice (2.7 times) as likely to progress 
from management into senior management. 

x. Nursing and health care assistants had the 
lowest satisfaction (60%) of any occupational 
group for opportunities for flexible working 
patterns. We will review staff feedback to 
improve access to this.  

xi. 23% of female staff said they had experienced 
harassment, bullying or abuse from patients, 
relatives, or members of the public compared 
to 15% of male staff. We will improve our 
violence reduction measures to protect and 
support women. 

SEXUAL ORIENTATION (PAGE 
133) 

xii. Just under 4% of the workforce shared with us 
that they identify as lesbian, gay, or bisexual 
(LGB). According to the Office of National 
Statistics, an estimated 3.1% of the UK 
population aged 16+ identified as LGB in 2020. 

xiii. There has been 53% growth in LGB people 
sharing their sexual orientation on their 
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staff record over the past five years, an 
additional 71 people. 

xiv. We will run communications and events 
campaigns to increase LGBT+ awareness. 

DISABILITY (PAGE 155) 
xv. Just over six percent of people in the 

workforce shared a disability on their staff 
record compared to just under twenty-five 
percent of respondents in the anonymous 
Staff survey. According to Department of 
Work & Pensions data, 19% of working-age 
adults in the South East reported having a 
disability in 20/21.  

xvi. Over five years the size of the disabled 
workforce population, according to staff 
records, increased by 76% or an additional 
one hundred and fifty-two people. 

xvii. Disability is most under-represented at very 
senior manager (VSM) level and the medical 
and dental workforce (2.3%). No board 
members shared a disability. 

xviii. The gap between disabled and non-disabled 
staff reporting pressure to come to work 
when unwell has increased in total by five 
points on the previous year. 

xix. We will address these disparities by working 
with the Disability and Wellbeing Network 
(DAWN) to  review our employment 
processes. 

AGE (PAGE 18) 
xx. Of all the age groups, the 61+ years’ group 

has grown the most over the past five years 
at 43%, or the equivalent of 186 more people. 
All other age groups decreased as a 
proportion of the overall workforce over that 
period, although in absolute numbers they all 
increased through workforce expansion. 

xxi. The 16–20-year-old age group scored 7.8 out 
of 10 for negative experiences in the staff 
survey; the lowest of any age group – 
especially in their experiences of harassment, 

bullying, and abuse from patients, relatives, 
and members of the public. This score was 
lower than the Trust score overall (8.1), and 
the national average and community 
benchmark for that age group. 

xxii. We will improve our violence reduction 
measures to protect and support staff. This 
will be informed by staff feedback.  

PATIENT EQUITY (PAGE 20) 
xxiii. Through 2021-22 the Trust continued to 

develop its work to promote equity in 
service provision and care inclusion for 
patients, carers and families drawn from a 
diverse range of populations.  

CONCLUSION 
xxiv. We continue to take strides to advance 

equity. The recommended next steps for 
2022-23 are to: 

• Provide services with the information 
they need to improve equity in 
patient care, identifying and reducing 
disparities in access, outcomes, and 
experience. Work collaboratively with 
patients and communities to ensure 
services are inclusive and meet the 
diverse needs of our population.  

• Increase representation of minority 
groups within senior management 
roles through further targeted talent 
management and the strengthening 
of accountability 

• Improve employment processes 
where there is evidence of group-
level disparities in outcomes, and 

• Renew the Trust’s anti-violence 
objectives in collaboration with 
staff from the groups in the 
workforce disproportionately 
affected. 

xxv. The end goal is thriving and culturally 
competent staff providing inclusive care to 
promote positive outcomes and to address 
inequities. 
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INTRODUCTION  

Welcome to our annual equality report 2021-22 

This report shows what we have achieved and where we 
need to continue climbing towards equality in our mission of 
excellent care at the heart of the community. 

Our equality, diversity, and inclusion (EDI) programme delivers 
our workforce strategy commitment for thriving staff to be 
inclusive, diverse, and fair, and supports the aims of our clinical 
strategy to improve patient and carer experience and to address 
inequalities within population health. 

The report has seven sections: race, religion and belief, gender 
(including pregnancy and maternity), sexual orientation, disability, age, 
organisational inclusion, and care equity. The first seven sections report 
on equality of opportunity within employment and the last section on 
equality of opportunity within services (care equity). 

• Each section begins with our key achievements to advance 
equality, including fostering good relations 

• There are then key findings, which include measures of 
equality, in particular representation, access, utilisation, and 
experience 

• There are measures of our work to eliminate discrimination 
and harassment 

• Each section ends with key next steps to address the findings 
over the coming year 
 

This report evidences compliance with our specific equality duty 
(Equality Act 2010), our duty to publish gender pay gap information (on 
page 12) and our publication obligations relating to the workforce race 
equality standard (WRES; on page 6) and the workforce disability 
equality standard (WDES; on page 15). 

The report does not report on areas where fewer than 20 staff have 
supplied information to preserve privacy, except where specified. Care 
equity data is from patient administration systems and incident 
management systems. Equality in employment is based on data from 
electronic staff records, staff surveys, human resources information 
systems, and the Trust’s recruitment management system, TRAC. 
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1.1. Across 2021-22 the Trust’s BAME Network met its aims to value 
individuality, support inclusion, and promote diversity through: 

• Fortnightly online meeting for BAME staff wellbeing at work 
• Supporting staff with interview preparation and interview panels 
• Organising two celebration events 

KEY FINDINGS: RACE 
Workforce ethnicity representation (WRES 1) 

1.2. The number (n.) of BAME people in the workforce on 31 March 
2022 was 531, or 9.6% of the workforce overall (n. 5,542). The 
BAME workforce grew by 27.9% (n. +115) over the past five years.  

1.3. White staff were over twice (2.3 times) as likely to progress from 
Agenda for Change (AfC) bands 1-4 (e.g., support roles) into bands 8+ 
(senior managers) as BAME staff overall. White staff were 3.7 times 
as likely to progress as mixed ethnicity staff, or 3.1 times as likely as 
Asian staff. White staff were 8.2 times as likely to progress from non-
clinical AfC bands 6-7 (manager) roles into senior management. Out 
of a total of fifty-two non-clinical managers and senior managers in 
Chief Executive Areas, the MSK Partnership, central Operational 
Management, and the People directorate, none were BAME. White 
maintenance and estates workers and administrators were over four 
times as likely to progress into manager (bands 6-7) roles as BAME. 

1.4. BAME representation in AfC bands 8a-9 (5.3%) grew by 31.3% (n. +21) 
compared to the previous year. It has grown 110% (n. +11) over five 
years. AfC band 5 had the largest absolute BAME workforce population 
(n. 118) and the biggest increase of any grade (n. +16) year-on-year. 

Ethnicity shortlisting-to-appointment likelihood (WRES 2) 

1.5. The Trust appointed 137 people from BAME groups and 874 white 
people in 2021-22. The Trust was 1.3 times more likely to appoint 
White people from shortlisting than people from BAME groups, better 
than the ICS provider average (1.5) and the community provider  
average (1.7).  

RACE IN THE WORKFORCE 
The Black, Asian, and Minority Ethnic (BAME) workforce grew by 5% over 2021-22. 
Recruiting managers were 1.3 times as likely to appoint white people as BAME people. 

White staff were 8.2 times as likely to progress from non-clinical entry-level manager roles 
into senior manager roles within the Trust’s central functions. Out of 295 staff in these 
roles, nineteen (6.4%) were from BAME groups. 

BAME staff were 1.25 times as likely to face a formal disciplinary than white staff. There is 
a six-point gap between white and BAME staff reporting harassment, bullying, or abuse 
from patients, relatives, or the public for the last three years.  

Fig. 2 Trust BAME workforce % over time 

Fig. 1 Workforce by ethnic group 

Fig. 3 Likelihood white staff appointed 
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Formal disciplinary likelihood by ethnicity (WRES 3) 

1.6. People from BAME groups were 1.25 times as likely than the white 
people to enter formal disciplinary, compared to their proportion in 
the overall workforce. Three BAME staff and 21 white staff were 
involved in disciplinaries in 2021-22. This likelihood has increased by 
0.3 from last year’s score and is higher than the 2021 national score 
of 1.14 times.  

Non-mandatory training (WRES 4) 

1.7. White people (n. 2,167) were 0.96 times less likely to access non-
mandatory training as staff from BAME groups (n. 259). 

Bullying from patients or public by ethnicity (WRES 5) 

1.8. 27% of BAME staff experienced harassment, bullying or abuse 
from patients, relatives, or the public; three points lower than 
2017 with a downwards five-year trend. 21% of white staff in the 
Trust reported this in the NHS staff survey 2021. Staff from the 
“other” Asian background (i.e., other than Bangladeshi, Chinese, 
Indian, or Pakistani) were more likely to experience this, along 
with BAME women. 

Bullying from colleagues by ethnicity (WRES 6) 

1.9. 19% of BAME staff experienced harassment, bullying or abuse 
from managers or other colleagues in the prior 12 months; four 
points higher than the 15% of white staff. Doctors and dentists 
were more likely to rate higher levels than other occupations. 

Racial equality of opportunity for promotions (WRES 7) 

1.10. 55% of BAME staff reported equal opportunities for promotion, 
compared to 67% of white staff. Black staff rate this significantly 
lower than Asian staff. BAME nurses and non-clinical staff rate this 
lower than people in other occupations. 

Discrimination from manager or colleague (WRES 8) 

1.11. 12% of BAME staff experienced discrimination at work from 
their manager or colleagues, compared to 4% for white staff. 
BAME allied health professionals (AHPs), nurses, non-clinical staff 
and general managers reported higher levels. 

Fig. 5 Patient-on-staff harassment by ethnicity 

Fig. 6 Staff-on-staff harassment ethnic group 

Fig. 8 Staff experiencing discrimination 

Fig. 4 Likelihood BAME staff disciplinary 

Fig. 7 Equal opportunities for promotion 
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 A note about relative likelihoods: If the relative likelihood of 
an outcome for one group compared to another is less than 
0.80 or higher than 1.25, the process is considered to have 
an adverse impact. Relative likelihoods between 0.8 and 1.25 
suggest there is statistically no difference between groups, 
though this should not be interpreted to mean people do 
not experience inequality. 
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Board ethnicity membership (WRES 9) 

1.12. One board member (9%) shared they were in a BAME ethnic group 
compared to 8% estimated in the Sussex resident BAME population. 

NEXT STEPS FOR RACE EQUALITY 2022-23 
• Address disparities in career progression for staff in BAME  

groups, and increase representation at senior levels. 
• Continue to review the use of formal disciplinary processes and  

improve use of informal resolution. 
• Reinforce zero tolerance measures against racial abuse from  

patients.  
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2.1. Across 2021-22 the Trust’s Religion and Belief Network 
committee and Spiritual Care Lead developed support for staff to 
expressing spirituality. Key achievements include: 

• Changing the roles of chaplains to enhance discharge from 
intermediate care units  

• Extending the ‘Connect’ staff support offer to include death 
in service care 

• Improving the Christmas Carol Service 

KEY FINDINGS: RELIGION AND BELIEF 
Workforce religion and belief representation 

2.2. The number of people sharing their religion or belief on 31 
March 2022 was 4,141, or 75% of the workforce. Staff in agenda 
for change (AfC) pay band 3 had the largest proportion of any 
grade identifying as religious at 61%, compared to 57.6% in the 
workforce overall. 

2.3. Christianity was the largest belief group at 46% (n. 2,531), 
followed by the non-religious group at 17% (n. 947). Nine 
percent (n. 522) of staff shared their religion or belief as ‘Other’ 
on their staff record, compared to 1.5% on the staff survey 2021. 

2.4. On the staff record, the proportion of all staff sharing that they 
identify as non-religious grew by 59% (n. +352) over five years. 
Over that same period, the proportion sharing that they identify 
as religious increased by 16% (n. +437), with the size of the 
following religious groups changing by the following rates:  

• 72% (n. +18) increase in Muslim staff 
• 40% (n. +14) increase in Hindu staff 
• 33% (n. +130) increase in staff with ‘Other’ religious beliefs  
• 12% (n. +267) increase in Christian staff  

2.5. The 25% of staff not wishing to share their belief is significantly 
higher than the 8% of the Sussex population in the 
corresponding category of the Census 2011. 

RELIGION AND BELIEF IN THE WORKFORCE 
The proportion of staff sharing their beliefs grew by 24%, or an additional 789 people, over 
the previous five years. The belief group that grew the second fastest over the past five 
years are those from religions other than the world’s major religious groups, with an extra 
130 people.  

Staff sharing non-Abrahamic beliefs or preferring to not disclose, reported more negative 
experiences on the staff survey than the Trust average. Muslims and staff with no religion 
reported fewer negative experiences than average.  

Fig. 9 Workforce by belief group 

Fig. 10  Belief group workforce % over time 
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Negative experiences by religion and belief 

2.6. The staff survey aggregates a score for negative experiences 
from responses to nine questions from the staff survey 2021 
relating to personal experience of harassment, bullying or abuse, 
physical violence, and of health and wellbeing. The higher the 
score the better the experience. 

2.7. The Trust average score for all staff was 8.1 out of 10, the same as 
the community provider benchmark, and higher than the 7.7 score 
for all staff in the Sussex Health and Care Partnership (SHCP). 

2.8. Within the Trust, the belief group with the lowest score was 
Buddhist at 7.3 out of 10. This was higher than the SHCP system 
average for Buddhist staff (7.1) and equal with the community 
provider benchmark. 

2.9. Muslims (8.4) and staff with no religion (8.2) scored higher than the 
Trust average (8.1). Scores for both groups were equal to or higher 
than SHCP and community provider benchmark scores. 

Religion and belief diversity and equality score 

2.10. The staff survey 2021 aggregates four questions to create an 
overall score for diversity and equality. These relate to equal 
opportunities in career progression, discrimination at work, and 
respect for individual difference. The higher the score the better 
the experience. 

2.11. The Trust average score for all staff was 8.6 out of 10, the same as 
the community provider benchmark, and higher than the SHCP 
average of 8.2 out of 10. 

2.12. Christians (8.7) and staff with no religion (8.7), scored higher 
than the Trust average score. This is higher than the Christian 
score averages in the community provider benchmark (8.5) and 
SHCP (8.2). It is the same as the ‘no religion’ group score average 
in the community provider benchmark (8.7) and higher than the 
SHCP average (8.5). 

2.13. The group that scored the lowest in the Trust was Hindu staff at 
7.9 out of 10, though this is higher than the Hindu score averages 
in the community provider benchmark (7.8) and SHCP (7.7). 

NEXT STEPS FOR RELIGION AND BELIEF EQUALITY 
2022-23 

• Review the high number of staff with ‘other’ religious beliefs 
recorded to determine if there is an opportunity to improve 
data quality.    

Fig. 12 Diversity and equality score 
(religion and belief group) 

Fig. 11 Negative experiences score 
(religion and belief group) 
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3.1. Across 2021-22 the Trust continued its work to promote gender 
equality between men, women, non-binary people, trans people, 
pregnant people, and new mothers. Key achievements include: 

• Benchmarking against national violence reduction standards 
• Surveying leadership teams for awareness and providing 

gender awareness training 

KEY FINDINGS: GENDER 
Workforce gender representation 

3.2. Out of 5,542 staff, 85% (n. 4695) of staff records show female and 
15% (n. 847) show male. The national Electronic Staff Records (ESR) 
system only records binary sex. Eight people who answered the 
gender question on the 2021 staff survey identified as non-binary or 
in another way. 

3.3. The male workforce has grown by 33% (n. +211) over five years, and 
the female workforce by 10% (n. +425). The Agenda for Change 
workforce was 85% (n. 4,632) female compared to 67% (n. 58) 
female in the medical and dental (M&D) workforce.  

3.4. Excluding doctors and dentists, males were 2.7 times as likely to 
progress into senior manager roles (AfC 8a+) from graduate or entry 
level management level (AfC 5-6) roles as females. The workforce is 
broadly representative of male and female doctors and dentists at all 
levels. 

3.5. The Board comprised of seven men and seven women, inclusive 
of both executive directors and non-executive directors, and 
those with and without voting rights. 

Flexible working opportunities 

3.6. In the staff survey 2021, 65.5% of respondents were satisfied or very 
satisfied with their opportunities for flexible working, varying to 71% of 
males, 65% of females, and 49% of those who prefer not to say their 
gender. Parents of children 0-17 years were at 72% compared to 61% 

GENDER IN THE WORKFORCE 
Female staff are over-represented compared to the general population, with the Trust’s 
workforce at 85% female and 15% male. The male workforce has grown by 33% over the 
past five years. Excluding doctors and dentists, males were 2.7 times as likely to progress 
into senior management from entry or mid-management level as females. There was no 
gender pay gap in median average pay this year. 

Nurses and health care assistants had the lowest satisfaction with opportunities for flexible 
working of any staff group, at 60%. Parents of minor children reported higher levels of 
satisfaction than average. 23% of females reported experiencing harassment, bullying or 
abuse from patients, relatives, or members of the public compared to 15% of males. 

Fig. 13 Workforce by sex 
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for those who were not. Nurses and health care assistants had the 
lowest satisfaction (60%) of any occupational group. 

Harassment, bullying or abuse from patients by gender 

3.7. Harassment, bullying, or abuse from patients, relatives, or 
members of the public was down on the previous year for males 
and static for females. There was an eight-point difference between 
the proportion of females (23%) reporting it than males (15%). 

Discrimination from managers, team leader, or colleagues 

3.8. 23% of males reported experiencing gender discrimination from 
managers, team leaders, or colleagues in the preceding 12-month 
period, compared to 11% of females. District nurses (26%) and 
physiotherapists (20%) of all sexes reported gender discrimination 
more frequently. 

3.9. Females (31%) were more likely to say they had experienced 
discrimination on ‘Other’ grounds (i.e., other than ethnicity, 
gender, disability, sexual orientation, religion or belief, or age) 
than males (19%) were. 

Gender pay gap 

Hourly wages pay gap 

3.10. Women earned £1 for every £1 men earned when comparing 
median hourly wages. When comparing mean hourly wages, 
women earned 7p less for every £1 men earned. This gap has 
decreased three points since 2018 when it was 10p less. 

Proportion of women in each pay quarter 

3.11. The calculation of pay quarters splits all employees in the Trust 
into four groups according to their level of pay. Women represent 
81% of the highest pay quartile and men 19%, a change of four 
points towards men over the past five years. Men have increased 
their proportion in every quartile over that period, but the 
increase is least (one-point) in the lower pay quarter. 

Gender bonus gap 

3.12. Women earned £1.75 for every £1 that men earned in median 
bonus pay. When comparing mean bonus pay, women earned 
96p for every £1 men earned. 

NEXT STEPS FOR GENDER EQUALITY 2022-23 
• Analyse data to identify barriers to flexible working 
• Improve our violence reduction measures to protect and support 

women. This will be informed by staff feedback.  
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4.1. Across 2021-22 the Trust continued its work to promote equality 
between people of all sexual orientations, and gender identities: 

• Hosting of monthly online support sessions for staff 
• Organising gender identity training sessions for staff  
• Inclusion of pronouns on staff ID badges 

KEY FINDINGS: SEXUAL ORIENTATION 
Workforce sexual orientation representation 

4.2. There were 4,522 staff sharing a sexual orientation in their 
staff record on 31 March 2022, or 82% of the workforce. 3.7% of staff 
shared they were lesbian, gay, or bisexual (LGB) in 2022. There is less 
representation in Agenda for Change (AfC) bands 1-5, bands 8d-9, at 
very senior manager (VSM) level and at consultant level in the 
medical and dental workforce. 

4.3. Staff who shared they were heterosexual or straight increased by 
2.9% (n. +121) in 2022 compared to 2021. The staff who shared 
they were lesbian and gay increased by 3% (n. +4) over this year. 
Staff who shared they were bisexual grew by 13.1% (n. +8). 

4.4. Bisexual people were just as likely to make career progress as 
straight people. Lesbian or gay people were almost twice 
(1.86 times) as likely to progress from support roles (band 1-4) 
into senior management (band 8a+) as straight people. This 
indicates there are no barriers to progression for LGB staff.  

4.5. In 2022, staff who left their sexual orientation blank on ESR 
decreased by 55.1% (n. -38) and staff who recorded they did not 
wish to disclose decreased by 7.4% (n. -79) on 2021 figures. 

SEXUAL ORIENTATION IN THE WORKFORCE 
Just under 4% of the workforce shared with us that they identify as lesbian, gay, or 
bisexual (LGB) on their staff record. This compares to an estimated 3.1% of the UK 
population aged 16+ who identified as LGB in 2020, according to the Office of National 
Statistics. There is less representation in lower-paid support roles, and in the highest paid 
management and medical & dental roles. 

There has been 53% growth in LGB people sharing their sexual orientation on their staff 
record over the past five years, or 71 more people. 

LGB staff report that the Trust feels safer in terms of bullying, harassment and other 
negative experiences compared both to the community healthcare sector for LGB staff and 
to the national average for LGB staff. 

Fig. 17 Workforce by sexual orientation 

Fig. 18 LGB workforce by cluster 
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4.6. The total proportion of all staff sharing that they identify either as 
lesbian, gay or bisexual has increased by 53% (n. +71) over five years. 
The largest growth was in AfC band 2 at 138% (n. +11). In terms of 
staff groups, the Trust board had the highest level of people 
preferring to not disclose their sexual orientation, at 71% (n. 10).  

Negative experiences by sexual orientation 

4.7. The Trust average score for all staff was 8.1 out of 10. The higher 
the score, the better the experience. Staff from all sexual 
minorities reported lower (worse) scores than heterosexual or 
straight staff (8.1) in the Trust. 

4.8. Staff from all sexual orientations reported scores higher or equal 
with those same groups in the community provider benchmark 
average or in the national average. 

4.9. Whilst disparities persist, the size of all the gaps between groups 
locally were smaller than in the community benchmarks or the 
national averages, apart from the gap between the ‘other’ group 
and the bisexual group (+0.1) in the community benchmark. 

Sexual orientation diversity and equality score 

4.10. The Trust average diversity and equality score was 8.6 out of 10, 
the same as the community provider benchmark average. A 
higher score is better.  

4.11. The 3,347 straight staff and the 116 gay or lesbian staff 
responding to the staff survey questions on diversity and 
equality, were the only groups to report higher than the Trust 
average, both with scores at 8.7 out of 10. 

4.12. The 15 staff identifying in the ‘other’ (i.e., other than LGB, 
straight, or prefer not to say) group scored significantly lower 
than the Trust average, and lower than the community 
benchmark average and national average for that group, at 7.5 
out of 10. 

NEXT STEPS FOR SEXUAL ORIENTATION 
EQUALITY 2022-23 

• New communications campaign around LGBT+ awareness 
for patients and staff 

• Enter a scheduled programme of Pride events in Sussex 
• Working with the Tackling Inequalities Steering Group 

Fig. 21 Diversity and equality score 
(sexual orientation) 

Fig. 20 Negative experiences score 
(sexual orientation) 
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5.1. Across 2021-22 the Trust continued to advance disability equality and 
make reasonable adjustments for disabled people in our workplaces, 
and take steps to hear their voices (WDES 9). 

5.2. The Trust’s Disability and Wellbeing Network (DAWN) has seen an 
increase in membership, along with a significant increase in requests 
for support with work issues from disabled staff.  

KEY FINDINGS: DISABILITY 
Workforce disability representation (WDES 1) 

5.3. 352 people shared a disability on their staff record as of 31 March 
2022, or 6.4% of the workforce. This was an increase of 12% (n+39) 
on the 313 staff a year earlier. 24.9% of staff who answered the 
staff survey in 2021 shared a health condition or illness that fell 
within the legal definition of a disability. Disability under-
representation occurs at agenda for change (AfC) bands 2, 7, 8b, 
and in medical and dental grades and at very senior manager (VSM). 

5.4. The group without a disability status on their staff record has 
shrunk by 13% (n. -95) over the past year. Over the past five years, 
staff sharing their disability grew by 76% (n. +152). 

Shortlisting-to-appointment by disability (WDES 2) 

5.5. There were 69 disabled people, and 913 non-disabled people 
appointed in 2021-22. The Trust was 1.22 times as likely to 
appoint non-disabled people as disabled people from shortlisting, 
up from 1.06 in the year previous, but still within the target range. 

Formal capability likelihood by disability (WDES 3) 

5.6. One person who shared a disability entered a formal capability 
process in the two-year period 2020-22, compared to 13 people who 

DISABILITY IN THE WORKFORCE 
Just over 6% of people in the workforce shared a disability on their staff record compared 
to around 25% of respondents in the anonymous staff survey. In comparison, 19% of 
working-age adults in the South East reported having a disability in 20/21.  

Over five years, the size of the disabled workforce population (according to staff records) 
increased by 76%, or an additional 150 people. Disability is most under-represented at 
very senior manager (VSM) level and in the medical and dental workforce (2.3%). No Board 
members shared that they have a disability. The gap between disabled and non-disabled 
staff reporting pressure to come to work when unwell has increased by five points on the 
previous year. 

Fig. 22 Workforce by disability status 

Fig. 23 Workforce disability % over time 
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shared as not disabled. Disabled people were just (0.99 times) as likely 
as non-disabled people to enter a formal capability process. Employee 
relations advisors encourage staff to share their disability status within 
the process, however the level of sharing affects the data reliability as 
six people in a process had an unknown disability status. 

Harassment, bullying or abuse by disability (WDES 4) 

5.7. 26% of disabled staff experienced harassment, bullying or abuse 
from patients, relatives, or the public, compared to 20% of 
non-disabled. The rate fell for non-disabled staff for three years in 
a row, while the rate for disabled staff increased by two-points on 
last year. Over five years this six-point disparity has remained 
relatively static. 

5.8. 12% of disabled staff experienced harassment, bullying or abuse 
from managers and 17% from other colleagues. Rates for both 
disabled and non-disabled staff have reduced over four years, with 
the disparities between groups reducing by 4-5 points. 

Disability and equal opportunities for promotion (WDES 5) 

5.9. 63% of disabled staff felt the Trust provided equal opportunities 
for promotion, compared to 68% of non-disabled staff. The 
disabled staff community provider benchmark is 60%. 

Pressure to work from manager when unwell (WDES 6) 

5.10. 20% of disabled staff felt management pressure to come to work 
when not feeling well enough, compared to 14% of non-disabled 
staff. The disabled staff community provider benchmark is 22%. 

Staff satisfaction that Trust values their work (WDES 7) 

5.11. 46% of disabled staff felt the Trust valued their work, compared 
to 54% of non-disabled staff. The disabled staff community 
provider benchmark is 43%. 

Adequate adjustments for disabled people (WDES 8) 

5.12. 82% disabled staff felt the Trust made adequate adjustments 
to enable them to work, 0.8 point less than the previous year. 
82% of white disabled staff reported adequate adjustments 
compared to 76% of BAME disabled staff. Registered nurses 
reported the lowest rate (78%) of all occupational groups. 

Disabled staff engagement (WDES 9) 

5.13. Disabled staff had a Staff Survey engagement score of 7 out of 10 
(a higher score is better). Non-disabled staff scored 7.3 out of 10. 
The gap between the scores has remained largely static over five 
years. 

Fig. 27 Equal opportunities for promotion 

Fig. 26 Patient / public-on-staff 
harassment by disability status 

Fig. 28 Pressure to work when unwell 

Fig. 29 Staff satisfaction (valued work) 
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Board disability membership (WDES 10) 

5.14. No board members shared a disability compared to 19% of 
working age people in the South East population (2020, DWP. 
Family Resource Survey). 

NEXT STEPS FOR DISABILITY EQUALITY 2022-23 
• Address disparities by working with the Disability and 

Wellbeing Network to review employment processes. 
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6.2. In 2021-22, the following initiatives supported age equality: 

• Launching our Over 50s network  
• Implementing a new Menopause Policy 
• Menopause conference, champions, and workplace pledge 
• Supporting access to employment with 18 ‘Kickstart’ 

placements for 16–24-year-olds 
• 71% of career conversations in 2021-22 were with staff 41-

years or older. 

KEY FINDINGS: AGE 
Workforce age representation 

6.3. The Trust staff in post grew by 12% (n. +605) over five years from 
4,937 in 2018 to 5,542 in 2022. The 61+ years age group 
proportionately changed the most over five years, with 43% 
(n. +186) more people up from 434 in 2018 to 620 in 2022. It is 
the only age group to have grown as a proportion of the 
workforce overall, up +2.4-points over that period. 

6.4. The 46-60 years age group proportionately changed the least over 
five years, with 8% (n. +174) more people up from 2,257 in 2018 
to 2,431 in 2022. This rate of growth is still a -1.8-point drop in this 
group’s proportion of the overall workforce over five years. 

Negative experiences by age 

6.5. The 66 and overs age group gave the highest (best) negative 
experiences score of any age group in the staff survey 2021, at 
8.4 out of 10. The 16-20 years age group gave the lowest (worst) 
negative experience score of any age group at 7.8 out of 10 in 
the staff survey 2021. 

6.6. The negative experiences scores across all the age groups are the 
same or exceed both the community provider benchmark scores 
and the national average scores for these groups, except the 16-20 
years age group where the local score of 7.8 out of 10 is less than 
the community provider benchmark and the national average 
(both 7.9 out of 10). 

AGE IN THE WORKFORCE 
Of all the age groups, the 61+ years’ group has grown the most over the past five years 
with a 43% increase, or the equivalent of 186 more people. All other age groups decreased 
as a proportion of the overall workforce. 

The 16-20-year-old age group reported more negative experiences in the Staff Survey, and 
had the worst score of any age group – especially in their experiences of harassment, 
bullying, and abuse from patients, relatives, and members of the public. At 7.8, this score 
was worse than the Trust score overall (8.1), and the national average and community 
benchmark scores (both 7.9) for that age group. 

Fig. 32 Workforce age group over time 

Fig. 33 Negative experiences score (age) 
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6.7. Negative Experiences is an aggregate score based on nine different 
staff survey question responses. Analysing the age breakdowns for 
individual questions shows that over a third of the sixteen 
respondents to the staff survey in the 16-20 age group had 
experienced harassment, bullying, or abuse from patients, relatives, 
or members of the public in the past 12 months, relatively much 
higher than other age groups. While recognising the small sample 
size, this experience is a potential issue for the Trust’s attraction and 
retention strategies for young people. 

Age diversity and equality score 

6.8. The diversity and equality scores are lowest (worst) in the 51-65 
years and in the 31-40 years age groups. 

6.9. The scores are better than the community provider benchmarks 
for all age groups, except the 16-20 years age group which is 
slightly lower than the benchmark score of 8.9 out of 10. 

6.10. The scores across all the age groups are better than the national 
averages for these groups across all trusts, and significantly 
better than the average scores for all trusts in the Sussex system. 

NEXT STEPS FOR AGE EQUALITY 2022-23 
• Improve our violence reduction measures to protect and support 

younger staff, informed by staff feedback.  
  

ORGANISATIONAL INCLUSION 
Across 2021-22 we delivered initiatives across the Trust to advance equality of opportunity, to eliminate 
discrimination and to foster good relations: 

Inclusive Leader Course: 

● Eighty-five staff attended an inclusive leadership course in 2021-22. Comments from staff include: 
“…helped me focus on all staff should be aware of inclusion” and “…made me reflect on inclusion in 
patient care”. 

Staff Development: 

● Launched the pilot cohort of ‘Foundations for Development’, a development programme for staff in 
agenda for change bands 2-4. 

Work with teams: 

● Teams used the ‘Healthy Teams Resource’ tool, for example, utilising the ‘Celebrating Differences’ 
exercise in a team meeting, and changed the formats of meetings to be more inclusive. 

Fig. 34 Diversity and equality score (age) 
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10.1. Understanding the demographic characteristics of the patients 
we care for is the first step in identifying and addressing 
disparities in access, outcomes, and experience within our own 
services.  

10.2. We know the completeness of some patient demographic 
information varies across services. We are working to 
standardise and improve data completeness, and to use 
demographic data to improve service accessibility and patient 
experience and outcomes. 

KEY FINDINGS: CARE EQUITY 
Referrals by age 

10.3. We provide healthcare for people of all ages, from new-born to 
those over 100 years old. We analysed hundreds of thousands of 
referrals received by the Trust in 2021 and existing referrals that 
were still open at the start of that year. For our adult and 
specialist services, almost three quarters (72%) of service users 
were 60 or older. Almost one in eight (12%) were at least 90 
years old. 

10.4. Our health visitors see all new-born babies in West Sussex and 
Brighton & Hove. The age profile for users of our children’s services 
reflects this and includes older children, as well as adults receiving 
support for their families from our Healthy Child Programme. 

Referrals by deprivation 

10.5. Levels of deprivation vary across our patient groups. For the 
analysis of 2021 patients, we measured deprivation based on where 
each person lives, using the English Indices of Deprivation.   

10.6. The Indices use a range of measures, such as health, employment, 
and income. These measures combine to form an index of the 
relative deprivation of almost 33,000 neighbourhoods in England. 
There are ten groupings of neighbourhoods, called deciles. Decile 1 
includes the 10% most deprived areas in the country, Decile 2 the 
next 10% most deprived. 

10.7. Of the patients included in our analysis, 8% live in the 20% most 
deprived areas in England. This is not uniform across the types of 
service we provide and the areas in which we provide it. For example, 
for nine services in Brighton and Hove the proportion is above 30%. 

PATIENT EQUITY 
Through 2021-22 the Trust continued to develop its work to promote equity in service 
provision and care inclusion for patients, carers, and families drawn from a diverse range 
of populations. 

Fig. 37 Patient deprivation profile by quintile 
‘Not known’ denotes data not available for 
those patients 
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Fig. 35 Adult and specialist 
services referrals by age 
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Fig. 36 Children services 
referrals by age 
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Referrals by ethnicity 

10.8. The NHS Digital Data Quality Maturity index provides monthly 
snapshots of data quality across a range of indicators. The 
data quality metric measures the proportion of records for 
which data was complete and met national requirements. 
Included in this is patient ethnicity. There is variation across 
services and within services across the year. 

10.9. Most services have maintained a consistent proportion of 
complete and valid patient ethnicity records. There was a 
significant increase in ethnicity recording in emergency care 
during 2021/22, while inpatient and outpatient services both 
saw a decrease in their data capture. 

Addressing healthcare inequity 

10.10. There are a range of initiatives and programmes of work to 
address inequity in service provision: 

• We have developed a systematic approach to segmenting 
waiting lists by both ethnicity and deprivation. This will 
allow services to identify if there are differences in waiting 
times for diverse groups within the population and address 
any identified disparities. 

• The Child Neurodevelopmental Pathway is acting as a test 
case for using demographic and socio-economic patient 
information alongside clinical prioritisation to promote 
better experience and outcomes for our patients. 

• The development of a service level population health 
dashboard provides service managers with demographic 
information to improve service monitoring and improve 
access. Our ambition is that every service will be able to 
describe their patient profile and tell us how they have used 
this to make a difference to what they offer. 

• Our Digital Strategy underpins changing the Trust’s approach 
to tackling service inequities. The strategy recognises 
information about our local population are vital for our staff 
to reimagine their services and change the way they work to 
improve overall health outcomes. It aims to provide staff and 
patients with the tools and capabilities to achieve this. 

Patient experience 

10.11. We are developing our approach to understanding how different patient 
groups experience care in our services. These include, segmenting 
patient feedback (complaints and compliments) as well as using patient 
demographic data to understand if some groups of patients are more 
likely to experience adverse incidents under our care. 

10.12. An initial baseline review of incidents that caused moderate or greater 
harm identified that only 9% of Datix records (6 of 67) had one or more 
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protected characteristic, as defined by the Equality Act 2010, included. 
There will be work scoped to improve data quality. 

Inclusive care 

10.13. To improve and ensure the information we provide patients is 
accessible and appropriate we have introduced a reading group 
to review all new patient information.  

10.14. This year we have expanded our Spiritual and Pastoral Care Strategy 
to support our inpatients during their stay in an inclusive way. 

10.15. We gradually returned the volunteer chaplains to their work in 
supporting our various Intermediate Care Units (ICU). Each of the 
ICU volunteer chaplaincy team leads can now receive referrals from 
other staff and chaplaincy teams in other trusts. We expanded the 
religion and belief resource packs on each unit. 

10.16. We produced a series of training videos for staff, detailing how to 
care at the end-of-life for people with different religions and beliefs. 
We reviewed volunteer chaplaincy diversity and, working with 
Humanists UK, recruited two humanist team leads. 

NEXT STEPS FOR PATIENT EQUITY 2022-23 
Population health 

• Use the Population Health Dashboard we developed to 
inform discussions about access to our services and 
highlight areas where we need to improve the 
completeness of the information we record. 

• Further develop and embed our Waiting Times Programme 
for a consistent approach to recording and managing 
waiting lists across the Trust. Services will be able to track 
and analyse their waiting times in a range of ways. This will 
include reporting by patients’ clinical need, which will 
influence how rapidly we aim to treat them. 

Patient experience 

• Increase involvement and co-production with people who 
access our services, including children and young people.   

• Grow our reading group further and have a patient focus in 
our reports and continue to publish what difference people 
feedback has made. 

Inclusive care 

• Implement a pilot project at Uckfield Hospital to explore 
the value of a Spiritual Care Assessment tool to provide 
greater depth to discharge planning. 

• Expand the end-of-life staff training video series using culture 
as the organising principle, with a first video about end-of-
life care for the Gypsy, Roma, and Traveller community. 
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Agenda Item Number:  8 

 

Report Title:  Serious Incident Report Q1 2022/23 

 

Purpose: Approval  Assurance  Discussion  Briefing 
 

           

Summary: 
 
The report outlines the Trust’s processes for identification, escalation and declaration of Serious 
Incidents under the NHS Serious Incidents Framework 2015. This framework is being replaced with 
the newly published Patient Safety Incident Response Framework. The Trust has 18 months to 
transition to the new framework.  
 
There were three Serious Incidents (SIs) declared in Q1 of which one has been downgraded by the 
ICB Scrutiny Panel.  
 
The remaining two SIs included one which had learning around the use of interpreting services. This 
SI had no learning arising from the clinical care provided to the patient which was reviewed by an 
external specialty surgical consultant.  
 
The other SI had learning around the identification of lower leg ischaemia. The learning and 
improvement actions from both SIs have been taken forward to help reduce the risk of recurrence.  

 

Recommendation:  

There are no recommendations.  

Previously reviewed by:   
TWGG and QIC 
 

Relevance to Trust’s Strategic Goals: 
All strategic goals are relevant.  

Relevance to CQC Domains: 
All five domains are relevant.  
 

Equality and Diversity: No impact.  
 

Report author: Deborah Johnson, 
Patient Safety Manager 
 

Report owner: Sara Lightowlers, Chief 
Medical Officer 
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Introduction 
The Trust is committed to the prevention of injury and ill health to all staff, patients and 
visitors resulting from avoidable incidents. 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.  
 
The Patient Safety Team triages all patient safety incidents (PSIs) to identify and 
escalate any potential serious incidents (SIs) and risks to patients. A weekly forum 
reviews these incidents 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.  

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.     
 
All SCFT Serious Incident investigations are undertaken by the Patient Safety Leads 
and resulting investigation reports are reviewed for internal scrutiny at the Trust’s 
Serious Incident and RCA Review Group chaired by the Chief Medical Officer. They 
are then submitted to the Integrated Care Board (ICB) for scrutiny and declared closed 
when the scrutiny panel are satisfied with the quality of the investigation and level of 
assurance that the relevant improvement actions are in place to reduce recurrence and 
share the learning.  
 
The Serious Incident Framework 2015 has been replaced by the newly published 
Patient Safety Incident Response Framework (PSIRF) which is a key element of the 
National Patient Safety Strategy for the NHS. The Trust are required to transition to 
the new framework and incident response methodologies over the next 18 months.  

PSIRF includes national patient safety incident response standards. The Patient Safety 
Manager and Patient Safety Leads have completed the HealthCare Safety 
Investigation Branch (HSIB) International Level 3 Bronze Award in Safety Investigation 
to further develop their skills as professional investigators for patient safety incidents.  

This report presents the details of SIs declared in Quarter 1 with an analysis of themes 
and trends.    
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 Serious Incidents Quarter 1 2022/23: Trends and Themes 

The Trust has a high level of incidents reported and a very low volume of incidents 
that meet the SI criteria as defined in the current framework. The Trust declared three 
SIs in Quarter 1 and comparison with previous years is demonstrated in Figure One.  

The detail and status of the declared SIs is presented in Figure Two.   

Figure One: Number of SCFT serious incidents declared by financial quarter since 
Q1 2018/19. 

  2018/19 2019/20 2020/21 2021/22 2022/23 

Quarter 1 16 20 3 5 3 

Quarter 2 15 9 9 4  

Quarter 3 15 17 6 5  

Quarter 4 19 7 6 9  

Total 65 53 24 23 3 

 

Figure Two: provides the detail and status of SIs declared in Q1. 

 Datix ID SI Category and Detail Current status 

64431 Sub-optimal care of the deteriorating patient.   

Patient had attended Crawley UTC and later 
deteriorated and died at home. Initially raised as a 
complaint. The investigation found that the clinical 
assessment, diagnosis and treatment at Crawley UTC 
were reasonable. Learning arose around the use of 
translation services.  

Downgrade 
requested but 
declined by the ICB 
due to the non-
clinical learning 
identified.   

61146 Sub-optimal care of the deteriorating patient.  

Initially investigated as an Internal RCA and escalated 
on submission to SIRCARG. This incident was a delay 
in escalation for a patient with lower leg ischaemia. 

 

Report is currently 
with the ICB.  

64388 Information Governance incident.  

Information related to the mother of a child was 
disclosed in communications between services without 
explicit consent.   

Downgrade agreed by 
the ICB.   
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Conclusion and Recommendations 

This report provides assurance that the Trust had robust processes in place for the 
early identification, declaration and investigation of SIs .  

The Trust has a low volume of incidents meeting SI criteria and it is to be celebrated 
that in Q1 there were no falls resulting in significant injuries for patients.  
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Summary: 

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). From 1st April to 30th June 2022 there 
were only two deaths in our intermediate care units. Both deaths were reviewed 
using structured judgement forms. The low number of deaths is attributed to the 
excess deaths that we have seen during the COVID 19 pandemic in previous 
year.    
 
 

Recommendation:  

The committee is asked to note the content of report and steps taken to 
address actions arising. 
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Equality and Diversity: 
NA 
 

Report author: 
Dr Vivekanand Patil Deputy CMO 
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1 Introduction  
Sussex Community NHS Foundation Trust (SCFT) has been using structured judgment 
forms to review the care in the period before a patient has died.  Reviewing deaths in this 
way may identify any trends that would indicate that a particular unit has higher deaths than 
average which would lead to a more in-depth review of the care provided within that unit. 
 

2 Results for Q1 2022 and analysis.  
2.1 Overall deaths during reporting period. 

From 1st April to 30th June there were only two deaths in our intermediate care units. 
Both deaths have been reviewed using structured judgement forms. The low number of 
deaths is attributed to the excess deaths that we have seen during COVID 19 
pandemic in previous year. 

2.2 Deaths that have been reviewed using SJR process.  
Both deaths have been reviewed using SJR forms. Length of stay was 12 weeks for 
one of the patients.  

Both patients were admitted before 20.00 hrs. The time of admission did not have any 
relation to outcome of death.  

The main causes of death were old age, frailty and infection.  

2.3 Involvement of Coroner  
One death was discussed with coroner. 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 
in reviews there was clear evidence of management plans and there were no 
omissions in the initial management plans.  

2.5 Transfer between wards and hospitals.  
One patient was transferred to an acute Trust for further medical management and 
returned after appropriate treatment. 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 and documentation 
was noted to be of a good medical standard. It is worth noting that some of our units 
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are nurse led units and if there is a sudden change in patient’s clinical condition, 
medical input is sought accordingly.  

2.7  Care preceding death 
There were no documented falls in either of patients. One developed a pressure ulcer due to 
specification of mattress and air flow. Due to weight loss, this patient needed low air flow 
mattress. This has been identified as a learning point and a task & finish group has been 
established to look into this.  

Fluid balance has been documented as adequate in both cases.  

National Early Warning Score (NEWS2) was recorded as appropriate in both cases and this 
was discontinued as patients approached the end of life.  

Neither of the patients had an 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). 

Neither had a urinary catheter inserted  

There were no never events in the 2 patients who died under our care in intermediate care 
units.  

Resuscitation status was documented in both cases.  Both patients were seen before the 
death by a clinician.  

From review neither of the patients needed syringe drivers for symptom control.  

From the review it is felt that patients received optimal care in one case in the patient’s 
preferred place of care. For one patient there was a delay in obtaining a package of care to 
facilitate the transfer of patient to their preferred place of death.  

Both 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.  Both 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. Unfortunately for one patient a 
package of care to facilitate transfer home was delayed. However, these circumstances are 
outside of the direct control of the Trust. 

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 good in both.  
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3 Learnings  
Members discussed managing patients with extremely low body weight and appropriate 
mattresses . There is a task and finish group established in intermediate care units working 
group to look at this particular area so that there is a standardised approach across the 
Trust.  
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Summary: 
Infection prevention and control is a high priority for Sussex Community NHS Foundation 
Trust (SCFT).  There is a strong commitment to preventing all avoidable healthcare 
associated infections. This report details the infection prevention and control (IPC) 
activities during 1st April 2021 to 31st March 2022: 
 

 The IPC team have concentrated on the COVID-19 pandemic particularly the 
management of COVID-19 outbreaks in the Intermediate Care Units (ICUs)  

 One case of Meticillin Resistant Staphylococcus aureus (MRSA) blood stream 
infection (BSI) attributed to SCFT against a trajectory of zero; no identified lapse in 
the quality of patient care  

 No cases of Trust apportioned Clostridioides difficile (Clostridium) infection 
attributed to SCFT, against an internal objective of 7 cases 

 Two cases of E.coli bloodstream infection attributed to SCFT (no set trajectory) 
with no identified lapse in the quality of patient care.  
 

Recommendation:  
The Board is asked to approve this report, noting in particular the following: 

- the impact of the Covid-19 pandemic on the delivery of the full IPC workplan 
- performance against targets in relation to healthcare associated infection 

 

Previously reviewed by:   
Infection Prevention and Control Committee 
Quality Improvement Committee 
 
 

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

Relevance to CQC Domains: 
Safe; Effective; Well Led 
 

Equality and Diversity: 
Equality Impact Assessment not carried out; no E&D implications 

Report author: 
Yvonne Martindale 
Deputy Director of Infection Prevention and 
Control 
 

Report owner:  
Donna Lamb 
Chief Nurse and Director of Infection 
Prevention and Control 
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EXECUTIVE SUMMARY 

Infection prevention and control is a high priority for Sussex Community NHS Foundation 
Trust (SCFT).  There is a strong commitment to preventing all avoidable healthcare 
associated infections. This report details the infection prevention and control (IPC) activities 
during 1st April 2021 to 31st March 2022: 
 

 The IPC team have concentrated on the COVID-19 Pandemic particularly COVID-19 
outbreaks in the SCFT Intermediate Care Units (ICUs)  

 One case of Meticillin Resistant Staphylococcus aureus (MRSA) blood stream 
infection (BSI) was attributed to SCFT against a trajectory of zero. There was no 
identified lapse in the quality of patient care  

 No cases of Trust apportioned Clostridioides difficile (Clostridium) infection attributed 
to SCFT, against an internal objective of 7 cases 

 Two cases of E.coli bloodstream infection were attributed to SCFT (no set trajectory) 
with no identified lapse in the quality of patient care.   

 
Several other key achievements in 2021/2022: 
 

 IPC practices reviewed against updated IPC Board Assurance Framework (BAF) 

 SCFT COVID-19 IPC guidance updated to reflect national IPC COVID-19 IPC 
guidance 

 Improved documentation of FFP3 mask fit testing with data stored on the Electronic 
Staff Record (ESR) for easy access and reminder when fit testing due 

 Reviewed process for hand hygiene compliance audits for community teams and 
Intermediate Care Units (ICUs) 

 The Infection Prevention and Control Committee (IPCC) introduced Area IPC 
Exception Reports, to reflect local responsibility and ownership of the IPC agenda 

 Development of programme for IPC team (IPCT) assurance audits.   
 
Future Priorities & Direction - 2022/23: 

 

 Review IPCT structure 

 Finalise microbiology Service Level Agreement 

 Comprehensive surveillance of alert organisms 

 Gram negative blood stream infection reduction 

 Responding to new national guidance as this emerges particularly around multi-drug 
resistant organisms, COVID-19 and any other emerging threats 

 IPCT to maintain high visibility and engagement with clinical teams. 

 Revise training programme for the Infection Prevention and Control Link Champions 

 IPC capital bid 2022/23 to ensure premises are in good physical repair and fit for 
purpose 

 Continue to ensure SCFT is compliant with all standards of the IPC Code of Practice 
/ IPC Board Assurance Framework to monitor progress and identify risks. 
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1.0 INTRODUCTION 

This is the report of the Director of Infection Prevention and Control (DIPC) and summarises 
the work undertaken in the organisation for the period 1 April 2021 to 31 March 2022.  
The Infection Prevention and Control (IPC) team were largely operating under business 
continuity measures due to vacancies within the IPC team during the COVID-19 Pandemic. 
 

2.0 Figure 1 STRUCTURE OF THE INFECTION PREVENTION AND CONTROL SERVICE 
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2.1  Roles and Responsibilities  
Infection Prevention and Control is everyone`s responsibility within the organisation. As 
healthcare workers we all play a role in ensuring that our patients are safe from acquiring a 
preventable healthcare associated infection (HCAI). 
 
Director Infection Prevention and Control (DIPC) 
The Executive Chief Nurse is the nominated DIPC for SCFT. The DIPC is a member of the 
Trust board, has the authority to challenge inappropriate infection prevention practice and 
support all staff to do the same. The DIPC is also the chair for the Infection Prevention and 
Control Committee and Outbreak Management meetings. 
 
Infection Prevention and Control Team 
The Infection Prevention and Control Team (IPCT) are specialist nurses that work to provide 
high caliber expertise and knowledge to manage the prevention, monitoring, investigation, 
and control of infections within SCFT.  
 
The team consists of:  

 Band 8c Deputy DIPC (1.0 WTE) (vacant post from December 2021 recruited for May 
2022) 

 Band 8a Lead Nurse Infection Prevention and Control (1 WTE) (vacant post from 
October 2021) 

 Band 7 Senior Infection Prevention and Control Nurses (1 WTE) 

 Band 7 Senior Infection Prevention and Control Bank Nurse (0.4 WTE)  

 Band 6 Infection Prevention and Control Nurses (2.0 WTE) started in August and 
September 2021 

 Band 6 Infection Prevention and Control Bank Nurse (0.4 WTE) 

 Band 4 Infection Prevention and Control Support Officer (1 WTE).   

 Band 4 Fit Test Co-ordinators (1.8 WTE) (vacant posts from March 2022 covered by 
external Fit Test Co-ordinator). 0.6 WTE substantive post recruited for June 2022. 

 
Additional band 6 support planned from March 2022.  Three 0.4 WTE IPC Link Champions 
were seconded to assist the team over 3 months. 
 
Infection Prevention and Control Link Champions (IPCLC)  
The IPCT work collaboratively with the IPCLC to strengthen their roles in their respective 
areas. 

 To be familiar with SCFT policies and practice guidelines  

 Assessment of others in carrying out safe IPC practice and an understanding of how 
to carry out an audit  

 Support staff in understanding and reducing risks associated with breaches in best 
practice 

 Attend monthly IPC Link Champions forum via Microsoft Teams 

 Educational videos on hand hygiene and glove use. 

 IPC Outbreak training 

 Bespoke training for the IPCLC with blended learning approach planned for 2022 
 
 

Matrons/ Area Heads of Nursing and Governance 
The Matrons for Intermediate Care Units (ICUs) and Area Heads of Nursing and Governance 
work collaboratively with the IPC team to monitor cleanliness and promote good infection 
prevention and control practices.   
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2.2  Infection Prevention and Control Committee   
SCFT Infection Prevention and Control Committee (IPCC) meetings are held quarterly.  The 
IPCC has an assurance and management role. The IPCC reports to the Board via the Quality 
Improvement Committee.  The IPCC is chaired by the DIPC, a member of both the Quality 
Improvement Committee and the Trust Board.  
 
Representatives from UK Health Security Agency (UKSA) and Sussex Clinical Commission 
Groups (CCG) are members of the IPCC.  
 
The IPCC receive reports from the groups below: 
 

 Water Safety Group  

 Occupational Health 

 Estates and Facilities  

 Antimicrobial Pharmacist 

 Podiatry Leads 

 Special Care Dentistry 

 Medical Device and Decontamination Lead 

 Area IPC Exception Reports introduced 2022 to reflect local responsibility and 
ownership of the IPC agenda.   

 
2.3  Infection Prevention and Control Support  
 
Microbiology services  
Arrangements are in place with Microbiology laboratories for the provision of infection 
prevention and control services. Service Level Agreements (SLAs) with the acute Trust 
providers have been reviewed and are awaiting final agreement. 
 
UK Health Security Agency (UKHSA - formally Public Health England) is the executive 
agency of the Department of Health and Social Care that aims to protect and improve the 
nation’s health and address inequalities. UKHSA continues to provide updated guidance 
during the COVID-19 Pandemic as new evidence emerges. 
 

3.0 SURVEILLANCE OF HEALTHCARE ASSOCIATED INFECTIONS (HCAI) 

The Department of Health and Social Care (DHSC) requires specific mandatory surveillance 
of HCAI (healthcare associated infection). This allows national trends to be identified and can 
be used as a measure of progress within the Trust and an indicator of standards. 
Currently, there is no dedicated electronic Infection Prevention and Control surveillance 
software.  As a community Trust, these are reported on our behalf by the laboratory of the 
acute Trust that undertakes the testing.    
 
Below are the alert organisms that are mandatory to report, on to the UKHSA national data 
capture.   

 MRSA (Methicillin resistant staphylococcus aureus) bacteraemia (MRSAb). 

 MSSA (Methicillin sensitive staphylococcus aureus) bacteraemia (MSSAb) 

 Escherichia coli bacteraemia (E.colib) 

 Klebsiella pneumoniae 

 Pseudomonas aeruginosa 

 Clostridioides (previously known as Clostridium difficile infection (CDI). 
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Table 1 Summary of cases 2020/21 and 2021/22 
 

 2021/22 2020/21 

MRSAb  1 0 

MSSAb 0 0 

E. Colib 2 1 

Klebsiella BSI 0 0 

Pseudomonas BSI 0 0 

CDI 0 1 

SCFT Lapse  0 1 

Unknown 0 0 

 
3.1 MRSA Isolates 
MRSA screening is targeted as per guidance. Patients identified to be MRSA positive are 
promptly isolated and commenced on the decolonisation protocol. All patients admitted 
undergo an IPC risk assessment using the Infection Risk Assessment template (IRAT):  
https://thepulse.scft.nhs.uk/downloads/patient-care/infection-prevention-control/ipc-
guidances/ipc-posters/irat.pdf   The compliance is monitored by the IPCT. 
 
3.2 Meticillin Resistant Staphylococcus aureus bloodstream infections (MRSAb) 
 
Mandatory surveillance of MRSAb was implemented in April 2004 with a set trajectory of zero.  
All cases of MRSAb require a Post Infection Review (PIR).  
 
There was one reported case of MRSAb attributed to SCFT during 2021-2022 from Caravelle 
ICU during Q2.  A post infection review was undertaken with some learning but no identified 
lapses in the quality of patient care: 
 

 MRSA screening to include urine sample from catheter  

 Discharging Trust to communicate infection status prior to transfer  

 Need for robust documentation/completion of catheter passports  
 

Actions from learning: 

 Learning discussed at ward safety huddles.    

 SCFT MRSA Procedure printed with staff signing assurance form 

 Patient Flow lead to ensure acute discharge team check pathology system before 
completing referral and inform of infection status or pending results before transfer 

 Check catheter passport completed, document on SystmOne. 

 Complete daily catheter record and audit monthly 
 
SCFT also contributed towards an MRSAb investigation attributed to University Hospitals 
Sussex NHS Foundation Trust as a Community Onset Healthcare Associated (COHA) case.  
The patient spent two days at Don Baines ICU, Bognor and had a urinary catheter.  A lesson 
was learned on MRSA screening as nose and urinary catheter samples were not sent in 
accordance with SCFT MRSA Procedure.  The ward manager has addressed this with the 
ward.  The patient unfortunately died in the acute Trust of sepsis unknown origin. 
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3.3 Meticillin Sensitive Staphylococcus aureus bloodstream infections (MSSAb) 
 
Reporting of MSSAb has been Mandatory since January 2011 with no set trajectory.  No 
cases of MSSAb were reported during this period. 
 
3.4 Clostridioides difficile Infection (CDI) 
 
Reporting for CDI in patients aged 65 and over has been mandatory since 2004.  In 2007 
this was extended to include all episodes in patients aged 2 years and over. 
Clinical review of CDI cases 
All Hospital Onset Healthcare Associated (HOHA) CDI cases that are post 48hrs of admission 
require a clinical review. This is undertaken by the IPCT and Antimicrobial Pharmacist in 
collaboration with the clinical teams. The ICUs are expected to discuss each clinical review, 
including any learning at ward/ team meetings and area governance meetings. 
 
Performance 
During 2021/2022, there were no reported cases of Hospital Onset Healthcare Associated 
(HOHA) CDI attributed to SCFT and no identified lapses in the quality of patient care.  The 
Infection Prevention and Control Team continue to reinforce the important messages for 
preventing CDI and work together with SCFT’s Antimicrobial Pharmacist on promoting good 
antimicrobial stewardship. 
 
SCFT led on clinical reviews for six cases of CDI that were not attributed to SCFT. The 
patients were receiving SCFT in-patient care at the time.  Clinical reviews of the cases were 
undertaken by the clinical team together with the IPCT. All cases were reported as Community 
Onset Healthcare Associated (COHA) with no identified lapse in the quality of SCFT care: 
 

 June 2021 Lesley Smith ICU, Bognor  

 August 2021 Horizon ICU, Horsham 

 August 2021 Iris ICU Horsham 

 November 2021 Lesley Smith ICU, Bognor 

 January 2022 Crowborough ICU 

 January 2022 Kleinwort ICU 
  
Key learning from the CDI clinical reviews: 
 

 Recent high-risk antibiotics are risk factor for CDI 

 Need for completion of SCFT Isolation Checklist  

 Need for accurate recording of Bristol Stool Chart  

 Timely communication of results to the IPCT  

 Need for prompt isolation of a symptomatic patient particularly when antimicrobials 
prescribed.   
 

The lessons were disseminated to staff during daily huddle board meetings and shared with 
the relevant acute Trust.   
 
 3.5  ESCHERICHIA COLI (E. colib) BACTERAEMIA PERFORMANCE  
 
Reporting of E. colib has been Mandatory since June 2011.  There is no trajectory set for E. 
colib, or definition of Trust apportioned and non-trust apportioned E. colib.  
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There is an ambition to reduce Gram Negative Bloodstream Infections, with the focus on E. 
coli, Pseudomonas aeruginosa and Klebsiella spp. as these account for 72% of all Gram-
negative infections. 
 
Table 2 Summary of E. colib cases 2020/2021 and 2021/2022 
 

E colib 
Quarter 1 Quarter 2 Quarter 3 Quarter 4 

April May June July Aug Sept Oct Nov Dec Jan Feb Mar 

2020/2021 0 0 0 0 1 0 0 0 0 0 0 0 

2021/2022 0 0 0 0 0 0 1 0 0 0 1 0 

 
 
There were two cases of E. colib reported from Piper and Viking ICUs at Crawley hospital 
during 2021/22 compared to one reported case during 2020-2021.  Both cases were linked 
to the urinary tract (non-catheter related) with no identified lapse in the quality of SCFT care 
following a clinical review of the management of the patients. 
 
3.6 PSEUDOMONAS AERUGINOSA AND KLEBSIELLA SPP BACTERAEMIA 
PERFORMANCE 
 
No cases of Pseudomonas aeruginosa and Klebsiella spp bacteramia were reported during 
this period. 
 
3.7 Other Alert Organisms 
 
3.71 Lassa Fever alert  
A South-East Coast Ambulance Service alert on Lassa Fever was issued and was displayed 
in SCFT UTC and MIU areas.  This follows the identification of three cases in the UK from the 
same family, including one death.  The alert details signs and symptoms and required PPE 
although the risk to the public is considered ‘very low’.  There were no identified SCFT cases. 
 
3.72 Glycopeptide Resistant Enterococci (GRE) 
Enterococci are bacteria commonly found in the bowel, skin or female genital tract of normal 
healthy people.  Generally, infection only occurs in people who are already unwell. GRE 
infections are resistant to the group of antibiotics known as Glycopeptides (Vancomycin, 
Teicoplanin), which are often used to treat infections caused by Enterococci bacteria.   
A patient case of GRE occurred at Horizon ICU, Horsham hospital.  The sample was taken 
from a urinary catheter prior to transfer from the acute Trust. The patient was isolated in a 
side-room with IPC precautions in place including rigorous hand hygiene during catheter care.                  
                                                                                                      

4.0 OUTBREAKS OF INFECTION  

Outbreaks of infection are a major cause of infection related incidents in healthcare settings. 
Outbreaks occur where there are two or more linked cases of a particular infection linked to 
time and place. These events are recognised through surveillance, reporting or routine IPCT 
activities and are often unpredictable.  
 
4.1 Outbreak Preparedness 
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During this period, outbreak training was largely delivered via the IPC Link Champions.  
There were no reported outbreaks of Influenza or Norovirus during this period. 
 
4.2 COVID -19  
The ongoing global pandemic was declared by the World Health Organisation (WHO) on 12th 
March 2020.  Except for Arundel ICU all SCFT ICUs experienced COVID-19 outbreaks during 
2021/22 (see table 3 below).  This is where patients have been in our care for a period of time 
before becoming positive to COVID-19.  
 
Hospital onset COVID-19 infection – definitions 
 

Indeterminate  Positive  specimen 3-7 days after 
admission 

Probable  Positive specimen  8-14 days after 
admission 

Definite Positive specimen  ≥ 15 days after 
admission  

 
 
A probable or definite hospital-onset healthcare associated COVID-19 infection is a 
patient safety incident and should be reported via the Trust incident reporting system 
(Datix).  
 
UKHSA definition of COVID-19 Outbreak  
Two or more test-confirmed cases of COVID-19 among individuals associated with a specific 
setting where at least one case (if a patient) has been identified as having illness onset after 
8 days of admission to hospital. 
 
All outbreaks of infection are subject to a RCA (root cause analysis) which is reviewed at 
SCFT SIRCARG (Serious Incident and Root Cause Analysis Review group) regardless of 
whether raised as a Serious Incident.  Probable and definite cases of COVID-19 are subject 
to individual reviews as nosocomial cases. 
 
Table 3 ICU COVID-19 outbreaks 2021/ 2022 
 

Intermediate 
Care Unit (ICU) 

Ward 
Date 

outbreak 
declared 

Total 
No +ve 
patients 

Total 
No 
+ve 
staff 

Date 
0utbreak 
declared 
over (28 

days from 
last onset) 

Iris Horsham Iris 29.09.21 4 0 27.10.21 

Viking Crawley Viking 21.10.21 16 2 24.11.21 

Caravelle 
Crawley Caravelle 08.11.21 24 6 09.12.21 

Horizon 
Horsham Horizon 10.11.21 10 1 20.12.21 

Zachary Merton Zachary Merton  06.12.21 5 0 31.12.21 

Horizon 
Horsham 

Horizon 
Outbreak 2 13.01.22 6 0 08.02.22 

Viking Crawley 
Viking Outbreak 
2 21.01.22 24 0 27.02.22 

Iris Horsham Iris 24.01.22 7 2 06.03.22 
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Uckfield Harlands 28.01.22 8 5 09.03.22 

Lewes 
Lewes west 
wing 31.01.22 7 10 04.03.22 

Piper Crawley Piper 11.02.22 5 5 10.03.22 

Bognor ICU Leslie Smith 02.03.22 15 0 14.04.22 

Bognor ICU Don Baines 07.03.22 16 1 12.04.22 

Zachary Merton Zachary Merton 07.03.22 8 14 24.04.22 

Viking Crawley 
Viking Outbreak 
3 14.03.22 12 0 12.04.22 

Caravelle 
Crawley 

Caravelle 
Outbreak 2 21.03.22 7 0 20.04.22 

Lewes 
Lewes Outbreak 
2 28.03.22 8 0 29.04.22 

 
The COVID-19 outbreak at Caravelle ICU during Q3 was identified as a Serious Incident. 
Three patients with chronic pre-existing conditions unfortunately died. A thorough 
investigation was undertaken by SCFT IPC and Patient Safety teams and family members 
informed in line with Duty of Candour.  There was no clear root cause for the outbreak.  The 
case was taken to SIRCARG and is currently awaiting further Sussex Commissioner review. 
 
Summary COVID-19 outbreaks 
 

 Q1 no outbreaks (previous year -1) 

 Q2 1 outbreak (previous year - 1) 

 Q3 4 outbreaks (previous year - 7) 

 Q4 12 outbreaks (previous year - 11) 

 Total 17 outbreaks (previous year - 20) 
 
4.3 Actions taken following identification of an outbreak: 

 Outbreak management meetings chaired by SCFT DIPC involving the clinical team, 
area leaders, IPCT and Sussex Commissioners  

 Ward/ bed closure as agreed at outbreak management meetings 

 Restriction of visitors 

 Daily monitoring of the ward by the IPCT including IPC support audits/ education and 
training 

 Enhanced cleaning of the ward 

 Segregation of staff where possible 

 Increased screening of the patients 

 Daily LFT (lateral flow testing) of staff  

 Personal Protective Equipment (PPE) 

 Root cause analysis investigation. 
 
4.7 Key Learning from COVID-19 outbreaks: 
 

 Challenges with visitor compliance - social distancing and mask wearing 

 Masks generally not tolerated by SCFT patient cohort 

 Monitoring good ventilation on the ward 

 Limited space for staff breaks  

 Lack of bay doors and compliant hand wash basins at Viking ICU; resolved with ward 
move. Viking ICU experienced 3 COVID-19 outbreaks during this period 

 High use agency staff with limited experience.  An Infection Prevention and Control 
booklet was produced and circulated for agency staff 
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 Importance of suitable fabric of the environment to facilitate cleaning 

 Lack of compliant hand wash basins in single rooms at Horizon ICU; included as part 
of the 2022/2023 IPC capital bid   

 Challenges with confused wandering patients requiring enhanced care 

 Concurrent sustained transmission in the community  

 IPC status of acute discharging ward not always known on SCFT admission.  
Addressed with local acute Trust. 

 

5.0 WATER SAFETY 

5.1 Water Safety Group 
 
IP&CT take part in and monitor activities of the Water Safety Group that meets quarterly and 
at the NHS Property Services (NHS PS) Water Safety Group at Crawley Hospital. The water 
safety group (WSG) monitor results or samples taken including any remedial actions to 
mitigate the risks. Key factors in the prevention of legionella include high circulating water 
temperature, reduction of dead legs, removal of dead ends and flushing of any outlets not in 
daily use. All SCFT sites have up to date risk assessments and the team are working through 
the remedial actions. 
 
The risks are further increased in premises of multiple occupation where large number of 
services operate from a single building such as Crawley Hospital. It is worth noting that the 
landlord (NHS PS) for Crawley Hospital have their own appointed Responsible Person for 
water safety, who will liaise with SCFT Responsible Person for water safety in the event of 
an emergency. NHSPS will continue to do the flushing of SCFT demised areas at Crawley 
Hospital as per agreement and until further notice. There has been a significant improvement 
in the management of water safety at Crawley Hospital with an increased compliance level. 
 
In the last 12months, the Crawley WSG met on 3 occasions and had installed a copper/silver 
ionisation system to augment the temperature control regime and improve the overall water 
safety. SCFT WSG meets regularly on a quarterly basis and in the last 6months, had 
appointed a new independent authorising engineer (AEW) – Empathy Environmental 
Consultants. The previous independent AEW – Water Hygiene Centre resigned their 
commission at the end of October 2021.  
 
SCFT have a newly ratified water safety plan (WSP) - Governance policy. Pseudomonas 
Aeruginosa policy has been reviewed and currently undergoing the approval and ratification 
process. The existing Pseudomonas policy on the Pulse remains valid pending the conclusion 
of the review process of the updated policy. The WSG have reviewed the Pseudomonas 
policy, but the policy will be tabled at the next IP&CC for discussion and approval prior to 
being submitted to the TWGG/Exec for ratification. 
 
5.2 Hydrotherapy Pools 
IP&CT take part in and monitor the activities of the hydrotherapy pools as part of the 
Hydrotherapy Pool Management Group, multi-disciplinary team made up of IP&CT, SCFT 
Estates, MSK, Facilities, Health & Safety, NHS PS Estates & Facilities teams. The HPMG 
meets regularly to discuss various issues including the presence of Staphylococcus and over-
dosing of the pool with Chlorine. In the last 12month period, though the results of the water 
sample had improved at both Bognor and Horsham pools, the latter had remained closed due 
to costs of upgrading and an ongoing wider Sussex review of MSK services. The Bognor pool 
current admits adults ONLY and remains closed to paediatrics. 
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Chailey Hydrotherapy pool belonging to the Chailey Foundation School was monitored for the 
presence of staphylococcus for a period over may months but was found to be clear of any 
such bacteria. Though still being monitored but no longer sent to the WSG, instead results of 
the water sample are held locally. This was part of SCFT due diligence as the pool, though 
not owned by SCFT, it is being used by SCFT staff for the treatment of our patients. 
 
5.3 Hand wash basins 
As part of the Trust wide IP&CT prioritised works for the period, several non-compliant wash 
hand basins were replaced across SCFT services including Crawley Lewes and Kleinwort 
ICUs.  A member of the IP&C team attends the capital review group (CRG) with the Estates 
team to ensure all issues relating to infection prevention and control are highlighted. The CRG 
evaluates various projects and ranks these in priority order to inform the capital programme 
for the year. 
 
5.4 Macerators 
NHS Property Services have replaced all Vernacare macerators in SCFT at Crawley Hospital 
with DDC Dolphin pulpmatic macerators, ensuring staff are now able to access 24/7 365 day 
a year service support from the supplier DDC via the NHSPS FM helpdesk. Clinical staff have 
had training on the new pulpmatic macerators to minimise user error issues.  
 

6.0 SHARPS SAFETY – OCCUPATIONAL HEALTH REPORT  

Summary  
93% of sharps injuries were reported via the sharps hotline with a vaccination rate for 
Hepatitus B 100% in the last 6 months. There were no high-risk injuries 
 
The reported sharps injury incident rate remains consistent.  
 
Recommendations 
Continue to support staff to report injuries according to Trust policy and utilize controls for 
sharp safety. 
 
Staff to utilize training for management of sharps by using the sharps safe devices, not re-
sheathing needles and reporting injuries immediately. 
 
Podiatry departments where sharp safe devices are not available are recommended to 
monitor incidences locally and be vigilant and have plans in place to mitigate the risk. 
 
6.1 Table 4 Rolling Total of Contamination Injuries for April 2021-March 2022 
 
A total of 43 contamination injuries were reported to the Occupational Health department 
between 1 April 2021 and 31 March 2022 which is 15 % lower (57-43) than the previous (2020 
- 2021) year.  
 

Designation NSI Scratch Sharps 
Cut 

Mucous 
Membrane 

Bite Total 

RGN 15 0 1 0 1 17 

HCA 10 0 4 0 0 14 

Dental Nurse 1 0 0 0 0 1 

Nursery Nurse 0 0 0 0 0 0 

Student Nurses 0 0 1 0 0 1 

Phlebotomist 0 0 0 0 0 0 
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Mass 
Vaccinator 

1 0 0 0 0 1 

Facilities 1 0 0 0 0 1 

Podiatrist 0 0 7 0 0 7 

Health Visitor 0 0 0 0 0 0 

Dentist 0 0 1 0 0 1 

OT 0 0 0 0 0 0 

Physiotherapist 0 0 0 0 0 0 

Total 28 0 14 0 1 43 

 
Needle stick injuries (NSIs) accounted for 65% (28/43) of all incidents and remain the highest 
cause of contamination injury with 54% (15/28) of those affecting registered nurses. 
In comparison the previous year (2020-2021) 74% (42/57) of contamination injuries were NSI, 
which illustrates that NSIs are consistently the most common cause of injury. Safer sharp 
devises are available via SCFT procurement. There were 6/43 reports of injuries related to re 
sheathing for this period. 
 
6.2 Primary Reporting Methods 
 
There has been an improvement in the number of injuries for this year 40/43 (93%) reported 
on the contamination injury hotline compared to 81% last year.   However, injuries are not 
always reported immediately denying staff prompt advice and action to manage the BBV risk. 
These issues will be monitored in the next Q1 2022 and the key message to “report 
immediately” and allow staff “time to report” is a recommendation for sharps training. 
 
Table 5 Comparison Activity and Trend 
 

 
 
 
Registered nurses (RGNs) continue to represent the majority of those who reported injuries 
during this annual period (17/43). However, there is also a significant number of HCAs 
sustaining injuries (14/43).  
 
 

Designation April 2020- March 2021 April 2021- March 2022 Trend

RGN 35 17

HCA 10 14

Dental Nurse 2 1

Nursery Nurse 1 0

Student Nurse 1 1

Doctor 0 0

Phlebotomist 1 0

Facilities 0 1

Podiatrist 6 7

Health Visitor 0 0

Dentist 1 1

OT 0 0

Physiotherapist 0 0

Mass Vaccinator 0 1

TOTAL 57 43
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 East Area Coastal Area Central Area 

Number of  
contamination 

injuries reported  

 
12 

 
12 

 
19 

 
 
6.3 Hepatitis B Vaccination Status 
 
The majority of staff reporting contamination injuries from April 2021 to March 2022 (40/43 
which is 93%) were known to be fully or partially vaccinated against Hepatitis B.  There has 
been an increase in staff being vaccinated for Hep B involved in contamination injuries in 
comparison to the last year (89%). Hepatitis B vaccination is available and is advised to all 
new and existing staff. 
  
6.4 Use of Sharps Safety Devices 
 
The needle safe device fitted to the needle failed to prevent injury in 6 (21%) of the NSI 
injuries that were sustained.  This was mainly due to improper use of the device or the 
device not activating fully. Same number of injuries (6/28) were sustained due to re-
sheathing the needle. Continued training at a local and level and vigilance is recommended 
when handling sharps. Where sharps do not have a safe sharps device as is the case in 
podiatry, managers will need to monitor locally the incidences. 
 
6.5 Patients own equipment 
 
Of the NSI reported to Occupational Health 28% (7/28) were related to patient’s own insulin 
device. Last annual period this figure was 29% (12/42), which represents a 1% decrease in 
this type of injuries over the past year. However, this continues to be an ongoing problem 
when using patient own equipment despite HCW’s being provided with sharp safe devices. 
Out of the injuries relating to patient’s own insulin pens 29% (2/7) were reported to have 
needle safe devices. When an injury could have been prevented through the use of a sharps 
safety device a letter is sent to the manager as a reminder of the HSE EU Directive (2013) 
regarding sharps safety.   
 
Table 6 Type of device 
 

Type of Needle 
Number fitted with 

Safety Device 

IM (Intramuscular) 7 

IV Intravenous) 9 

Sub Cutaneous 3 

Insulin  9 

Total  28 

 
 
 
 

7.0 INFECTION CONTROL RELATED POLICIES AND PROCEDURES 

IPC policies and procedures are reviewed 3 yearly or when new guidance is published.   The 
following policies/ procedure were updated: 
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 Hand Hygiene Policy.  This is now a standalone policy; it previously was part of the 
Infection Prevention and Control Standard Principles Procedure 

 Clostridioides difficile Policy following the publication of the NICE NG199 
Clostridioides difficile infection: antimicrobial prescribing in July 2021. The main 
change is that Vancomycin is now recommended as the first line treatment instead of 
Metronidazole 

 Infection Prevention and Control Policy. This now includes the Board Assurance 
Framework (BAF) and Infection Prevention Risk Assessment tool (IRAT) 

 Decontamination Policy. Revision of guidance on thermometers. 

 Infection Prevention and Control Standard Principles Procedure with additional 
sections on ‘Donning and Doffing’ and ‘Respiratory and Cough Hygiene’. 

 
A six-month extension was granted for outstanding reviews due to limited resources within 
the team.   
 

8.0 EDUCATION AND TRAINING 

The Trust target for IPC training is 85%. It is mandatory for all staff clinical and non-clinical to 
undertake IPC training.  Level 1 is for all staff (Clinical and Non-clinical) as a Competency 
requirement.  Level 2 has no competency requirement but is for Clinical staff only.  
SCFT achieved the trust target as below.  
 
Table 7 Compliance Q1-Q4 
 

NHS CSTF: IPC- Level 1- yearly NHS CSTF: IPC- Level 2- yearly 

Compliance % Required  Achieved Compliance 
% 

Required  Achieved 

Q1: 86.44% 5242 4531 
 

85.74% 
 

3514. 
 

3013 
 

 
Q2: 86.71% 

 
5306 

 
4601 

 
85.15% 

 
3496 

 
2977  

Q3: 89.62%  
  

5230 4687 88.43% 3440 3042 

Q4:89.07%                       5234 4662 89.36% 3335 2980 
 

 
8.1 Further education/ training activities to promote IPC ‘best practice’: 
 

 Outbreak of infection training 

 Bespoke training for International Nurses 

 Infection Prevention and Control Link Champions   

 Training in response to clinical reviews, post infection reviews (PIRs) and 
audits/surveillance results 

 Additional training sessions on the new hand hygiene audit tools were delivered via MS 
Teams with a bespoke session held for IPC Link Champions  

 IPC booklet produced and circulated for agency staff 

 Development a side-room prioritisation Performa to support staff with management of de 
isolation of patients from side rooms 

 New transmission-based isolation posters 

 New Code of Practice audit produced for clinical areas 

 IPCT Participation in the South-East NHSE/I IPC celebratory event 
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 IPCT Participation in the Infection Prevention Society annual conference  

 Fit testing of FFP3 respirators for aerosol generating procedures (AGPs). 
 
8.2 International Infection Prevention and Control week 2021  
International Infection Prevention week is an annual event that takes place every year during 
the third week of October.  The week aims to raise the profile of infection prevention globally 
and highlight the crucial role infection prevention plays in improving the quality and patient 
safety in healthcare. 
 
The IPCT held a roadshow to promote International Infection Prevention week in October with 
SCFT Antimicrobial Pharmacist and the company ‘GoJo’ (who provide SCFT hand hygiene 
products).  Good hand hygiene practice was promoted and how to look after hands during 
the winter months.  Material on antimicrobial stewardship was distributed and a PPE (personal 
protective equipment) quiz to raise awareness of practice. The joint winners from Iris ICU 
Horsham and the Clinical Assessment Unit Crawley received a hand hygiene related prize. 
 
8.3 FFP3 RESPIRATOR FIT TESTING  
SCFT Fit Test Co-ordinator has continued to carry out Fit Testing of FFP3 respirators during 
this year for staff undertaking Aerosol Generating Procedures (AGPs).  Additional support 
has been provided from an external Fit Tester via the Department of Health and Social Care. 
In line with NHS guidelines a Fit Test will be valid for two years and all fit test records are now 
kept on the Electronic Staff Records (ESR) system.  All staff who had been tested prior to 
2021 were contacted to advise about the 2year expiry date and the non-availability of 3M 
masks and inviting them for retest.  Although Fit Testing slowed in the last quarter of this year 
the bi-annual recalls will start shortly.  A total of 611 staff were tested in this year and the 
results remain consistent at approximately 75% success rate.  Some investigations were 
undertaken to find a mask for smaller faces unfortunately this was not successful, and SCFT 
have 6 recommended masks.  Powered hood respirators are still in use by Special Care 
Dentistry and Chailey Heritage services.  
 

9.0 MONITORING AND AUDIT 

9.1  Environmental and infection prevention and control clinical audits 
A programme of audit is required for assurance that key infection prevention and control 
policies and practices are being implemented. Infection Prevention and Control 
environmental audits are undertaken on an annual basis within clinical areas as a rolling 
programme using bespoke audit tools.  
 
The Infection Prevention and Control Link Champions supported by the IP&CT undertake 
clinical audits in local areas. The compliance score for ICUs is 95% with other areas needing 
to score 90% or above. A completed action plan is expected within 3 months of the audit for 
feedback to clinicians. Following implementation of the action plan non-compliant areas are 
expected to re-audit within 3 months.  Results are collated on a RAG rated audit score card 
and outstanding issues are taken to the Infection prevention and Control Committee and 
included in quarterly board reports. Issues that relate to Estates and Facilities are reviewed 
at the monthly Estates and Facilities group. Areas of escalation are directed through the SCFT 
Trust Wide Clinical Governance Group. 
 
The IPCT carried out various assurance audits, with a focus on the ICUs and Outpatient 
areas. There is now an audit program in place. 
 
Intermediate Care Units (ICUs)  

Page 139 of 175



IP&C Annual report 2021-2022                                                                         Page 18 of 32                                                                                                                                                                                 

Participating ICUs achieved compliant audit scores >95% during 2021-2022. Audit activity 
was reduced during this period due to the COVID-19 Pandemic. 
 
Figure 2 
 

 
 
9.2 Podiatry Clinic Audits   
SCFT Podiatry service continues to implement some of the changes commenced during the 
Covid Pandemic. Appointment times remain longer, and the patients continue to be screened 
prior to appointments. Podiatry appointments are primarily offered to high-risk patients who 
require more in-depth treatment. In the West most of the clinics have re-opened except for 
Wittering and Loxwood clinics. 
 
Figure 3 West Sussex audits 

 
In Worthing, Central clinic has now closed with a new building planned. The service will be 
housed for the next 18 months in a temporary building in Liverpool Gardens.  
 
Figure 4 West Sussex audits continued 

86

88

90

92

94

96

98

100

Page 140 of 175



IP&C Annual report 2021-2022                                                                         Page 19 of 32                                                                                                                                                                                 

 

 
 
Podiatry clinics have reduced in Brighton to three operational sites. This means that clinics 
are easier to keep clean and tidy. It also reduced the carbon footprint, as less staff moving 
between sites. 
 
Figure 5 East Sussex audits 

 
Figure 6 Central audits 

 
 
In Central there are remaining issues with sinks and taps that do not conform to HTM64. 
There have been general problems with staff leaving clinics untidy and not restocking for the 
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next day. However, procedures are now in place for the management of infected wounds. 
This helps the Podiatrists work out the best dressing for the wound and hopefully aids healing.  
 
9.3 Infection Prevention and Control Summary Special Care Dental Services  
Completion of 6 monthly audits using the Infection Prevention Society audit tool across the 
County, all clinics meeting SCFT compliance of 90% and above following HTM 01:05 
Decontamination in primary dental care practices and related IPC issues.   
 
Fig 7 Infection Prevention Society Audit December 2021 
 
 

 
 
Crawley Dental Clinic 99% 
Haywards Heath Clinic 99% 
Jubilee Dental Clinic 95% 
Morley St 95% 
Worthing Central Clinic 98% 
 
All clinics achieved 95% and above 
 
 
Fig 8 SCFT Environmental Audit Results 2021 
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Actions 
 
Crawley Dental Clinic 
The clinic has been relocated to site downstairs at Crawley Hospital allowing wheelchair 
access, this was completed successfully in Sept 2021.  
The clinic is now HTM 01-05 fully compliant following Best Practice   
 
Jubilee Dental Clinic – St Richards 
Quotes are being sourced for the replacement of damaged dental cabinetry across the site. 
Pipes have been replaced and chlorination of the system completed with weekly sampling of 
the taps in place. 
 
Morley Street Dental Clinic & Haywards Heath Health Dental Clinic 
General decoration and remedial works are currently being carried by Estates in patient 
areas. 
 
Worthing Special Care Dental Clinic 
Relocation to a temporary site (commencing 23rd May 22) at Liverpool Gardens for 
approximately 18 months until the new Worthing Integrated Central Clinic is opened. 
 
Hand Hygiene competency assessments 
Quarterly hand hygiene assessments were introduced Aug 2021, the Service has adopted 
the new forms and results are loaded on to Scholar. All dental clinics now have individual 
light boxes which aids the ease of carrying out the assessments. 
 
Jan 2022 – IPC Dental changes 
 
COVID-19: infection prevention and control dental appendix 
COVID-19: infection prevention and control dental appendix - GOV.UK (www.gov.uk) 
Summary of the main infection prevention control (IPC) changes 

 

 Dental service is now moving to Standard Infection Control Procedures (SICPs) or 
Transmission Based Precautions (TBPs) 

 Move to no Aerosol Generating Procedures (AGP) down time for SICPs and 
standard cleaning 

Crawley
Haywards

Heath
JDC Morley St Worthing

Series3 97% 98% 96% 98% 98%

97%

98%

96%

98% 98%

95%

96%

96%

97%

97%

98%

98%

99%

Environmental Audits
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 Screen patients for Covid 19 on telephone pre-appointment and again at clinic on 
arrival (patient and person accompanying), recorded on Dental Software 

 Staff have option of wearing TypeII or TypeIIR/FRSM or Hood/FFP3 for AGP on 
SICPs – with view to down grade if no changes to IPC guidelines 

 Defer respiratory patients if clinically appropriate  

 Screening questions have been updated in line with PHE IPC guideline. 

 Avoid use of waiting rooms unless essential and in that case 2m apart with 
mask/facial coverings 

 Implications for EDS – resume AGPs, continue with telephone triage and advice for 
patients on respiratory pathway 

 Ventilation project is currently sitting with Estates for costings and a plan to take to 
the Capital Review Group 

 
9.4   Summary of 2021/22 Antimicrobial Prescribing Audit in ICUs    
 
The Annual Antimicrobial Prescribing Audit in SCFT Adult Intermediate Care Units was 
carried out in November 2021 by the Antimicrobial Pharmacist and other clinical 
Pharmacists. 
 
At the time of the audit the number of beds on the ICUs was reduced due to Covid-19 and 
255 inpatient drug charts were seen on the audit day. Only acute courses of oral or injectable 
antimicrobials originating within SCFT were audited i.e., not topicals or prophylactic doses. 
There were 44 prescriptions for antimicrobials. 
 
Aim of the audit was to provide assurance that: 
i) Antimicrobials are prescribed appropriately within SCFT adult intermediate care units 
complying with local antimicrobial prescribing guidelines, sensitivities, microbiology / 
specialist advice or clinical justification. 
ii) Duration / review date was recorded in the patient’s notes and / or on the drug 
prescription / MAR chart. 
iii) Indication for the antimicrobial was recorded in the patient’s notes and / or on the drug 
prescription / MAR chart. 
 
Key Findings:  

 96% appropriate choice (same as last audit). 

 Increase in co-amoxiclav prescribing but 89% of high-risk antimicrobial prescribing        
was appropriate (increase from 76% when last audited). 

 98% documented duration / review date (increase from last audit). 

 100% documented indication (increase from last audit).  

 There was no antimicrobial prescribing by out of hours IC24 practitioners. 
 
The audit report will be emailed to the area nurses for onward cascade. 
 
Re-audit to be undertaken by December 2022. 
 
9.5  Hand Hygiene  
 
GoJo gave notice that the current soap used will no longer be available and a Trust-wide 
change in dispensers was required. Several alternative products were discussed by SCFT 
IPCT, Procurement, Occupational Health Team, Facilities and NHS Supply Chain to provide 
best value for money and quality.  Following these discussions, the decision was made for 
SCFT to continue with GoJo. A site survey was undertaken and the new products and 
dispensers were installed by GoJo.  
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The trust Hand hygiene compliance target is 90%. Compliance with hand hygiene is 
monitored monthly via the TWGG (IPR for the Board) and IPCC meetings.  
 
The IPCT reviewed the reporting and process for hand hygiene compliance audits for both 
community and ICUs, this led to the review of the hand hygiene policy.  The new audit process 
is more streamlined and became live from October 2021:  
 

 Community teams undertake quarterly Hand Hygiene Competency assessments. 

 For teams working in ICUs, MIU and UTC, undertake monthly hand hygiene audits  

 The auditors were trained in undertaking the hand hygiene audits to ensure that there 
are no variations 

 Results entered onto Trust Scholar database  
 
Fig 9 Hand hygiene audits Intermediate Care Units (revised tool) 
 

 
 

 
The majority of participating areas achieved a compliant score of 90% or above. Observed 
non-compliance is challenged on the spot, reported to Ward Managers and additional training 
provided where needed. Infection Prevention and Control Link Champions have also 
endeavoured to undertake hand hygiene practical training where able using ultraviolet light 
boxes to support compliance with hand hygiene practice. 
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Fig 10 Hand hygiene audits Community Services (revised tool) 
 

 
 
Most areas participating in the audit cycle achieved a compliant score of 90% or above.  The 
IPCT plan to focus on increased uptake of community audits in the forthcoming year. 
 
9.6 Daily catheter audits (DCR) 
The DCR was introduced to ICUs in 2019 as part of a Quality Improvement project towards 
reduction of gram-negative bloodstream infections.  This is to ensure that every patient with 
a urinary catheter has a daily documented review aiming to remove the catheter as soon as 
possible to reduce the risks of urinary tract infection.  The audits are undertaken monthly by 
ward staff to check compliance with the tool with expected compliance 100%. 
 
Fig 11 Daily Catheter Records  
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Fig 11 represents average scores based on the audits submitted during 2021/22. There was 
some variation in compliance figures for this period which the IPC team will investigate. 
 
Fig 12 Number of Catheters on ward 
 

 
 
Fig 12 represents the actual number of urinary catheters on the ward.  A zero submission 
means there were no patients with urinary catheters on the ward at that moment in time.  
 
9.7  Patient Led Assessment of the Care Environment (PLACE)     
 

Nationally, PLACE 2021 was again suspended because of COVID. Therefore, SCFT followed 
the optional recommendation to conduct PLACE-Lite, which is a ‘mini’ version of the 
assessment. These inspections were conducted with the support of Healthwatch, and positive 
feedback was received about the cleaning standards being achieved. 

 
9.8 Cleaning Audits 2020/21 
 
The Trust audits the cleaning standards in accordance with the National Specification for 
Cleanliness in the NHS. Areas are rated according to their risk and the level of cleanliness 
required-  
 
Very High Risk – e.g., Minor Injury Unit/Urgent Treatment Centre the auditing frequency is 
weekly. However, this can be reduced to monthly, if the standards being achieved are 
consistently 98% and above.  
 
High Risk – e.g., Wards audited monthly. The required audit score is 95%.  
 
Significant Risk – e.g., Outpatients departments audited three monthly however, currently 
SCFT audit these areas monthly, as it is felt three monthly inspections are too long. The 
required audit score is 85%  
 
Low Risk – e.g., offices. These are audited 6-monthly and require an audit score of 75%.  
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If any area fails to meet the standard on two consecutive audits, the frequency reverts to the 
next more frequent interval. e.g. - if a ward failed to meet the standard on two occasions the 
audit frequency would revert to weekly monitoring, until the standard required was again 
consistently met.  
 
Following each ward/departments cleaning audit, a ‘Corrective Action Sheet’ is produced. 
Any shortfalls are recorded and highlighted to the Facilities Assistant to address. These 
actions are normally rectified immediately depending on the issue and risk rating of the area. 
In lower risk areas these could be completed at the next available shift and signed off 
accordingly.  
 
Cleaning Audit compliance overall was again excellent during 2021/2022, with an extremely 
low audit failure rate. On the few occasions this did occur, immediate action was taken to 
rectify any shortfalls.  
 
Audit scores haven been reported through the monthly Estates and Facilities Performance 
Meeting and at the quarterly Infection Prevention and Control Committee (IP&CC).  
 
National Standards of Healthcare Cleanliness 2021 
The National Standards of Healthcare Cleanliness 2021 has been published and the Trust 
is working towards implementing the new updated standards by November 2022. New 
auditing software and hardware has been purchased to support the roll out. 
 

10.0 DECONTAMINATION  

10.1 Medical Devices & Decontamination Policies and Processes  
The role of the Medical Devices Safety Lead relates to providing a governance overview of 
devices requiring decontamination in all stages of the medical device life cycle.  
 
The Trust has a Decontamination Policy (Cleaning, Disinfection and Sterilisation) Date 
2022\2025 Version 5 which links in with the Trust’s purchasing and medical device policies. 
This ensures that any new or existing equipment can be maintained, cleaned, and 
decontaminated to an acceptable standard. The Pre-Acquisition Questionnaire (PAQ) and 
Additional PAQ Questionnaire confirm all compatible cleaning methods. 
 
When medical devices are requested which do not comply with the Trust Decontamination 
Policy and for which there are no alternative devices available, a pragmatic approach is 
adopted. Services are also advised to undertake local risk assessments.  
 
Correct cleaning procedures for medical devices has been updated on the Pulse. 
 
Risks 
One key risk of cross infection using affected lots of Becton Dickinson (BD) intravenous lines 
has been closed 01/10/2021).  
No other risks have been reported or registered 2021-2022. 
 
10.2 Community Equipment provision  
 
New beds and mattresses project 
New beds and mattresses project completed in June, replacing all beds and mattresses in 
the ICUs. A total of 314 beds were replaced, increasing the number of ultralow beds in all 
areas. Every bed has a hybrid mattress, and each ICU has two Somlent air egg mattresses 
for the more vulnerable patient. 
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Nottingham Rehabilitation Supplies (NRS) and Millbrook Healthcare 
NRS and Millbrook Health care continue to be the provider for the community equipment 
reprocessing. The tenders include the action for processing companies to undertake internal 
audits to ensure compliance with their Infection Prevention and Control policies and 
decontamination policy.  
 
AJM Healthcare (Previously AJ Mobility)  
The company is contracted to decontaminate and service wheelchairs in the community 
including patient homes.   
 
SCFT is going to tender for a managed service for all medical devices and consumables for 
children’s services.  
 

11.0 PLANNING PROJECTS  

Infection prevention and control advice should be sought at the early planning stage of new 
builds or refurbishments. This enables infection risks to be identified and minimised, including 
the ability to clean the environment. Advice was given by the Infection Prevention and Control 
team on the following projects: 
 

 Salvington Lodge ICU relocation to Iris ICU Horsham on 10/05/2021.  

 Salvington Lodge decant Project group to return Iris ICU back to upgraded 
Salvington Lodge in summer 2022. 

 Viking ICU relocation took place on 11/03/2022 with provision bay doors and 
compliant hand wash basins.  This was delayed due to unexpected pipe work in the 
old and new Viking Units 

 IPC review of temporary escalation bed areas using a bespoke IPC checklist 

 Shoreham Health Centre: refurbishment of Intravenous Therapy and Lymphoedema 
clinics and SALT (Speech and Language Therapy) rooms  

 Hayworthe Villas project to provide additional space for community staff. 

 Northgate Vaccination Centre Chichester: reviewed and signed off by IPCT with 
some recommendations. 

 Dementia friendly improvements to the ICU environment. 

 IPC Capital works. Partition work within Horsham Iris Ward / Horizon lobby to assist 
with the containment of outbreaks. Upgraded windows on Horizon ICU. 

 Removal carpets from clinical areas  

 Review of Crowborough MIU & Lewes UTC for assessing and screening patients 

 Crawley Dentistry relocation ensuring compliance with Health Technical 
Memorandum O1/05 Dental guidance 

 Bognor second X-ray room 

 Temporary clinic accommodation from Central Clinic to Liverpool gardens involving 
Worthing Dental and Podiatry teams  

 Joint visit, IPCT and Estates to Arundel ICU to review the progress of work regarding 
environmental issues.  Commode store and reception floor refurbished. The landlords 
NHS Property service have been made aware of some ongoing environmental issues 
and remedial work. 

 

12.0 IPC RISK REGISTER 
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Below are the IPC related risks and their scores following mitigations. The detailed risk 
register is discussed at the IPCC meetings. 
 

• Risk 60: Water Safety Crawley Hospital due to non-compliant wash hand basins 
Score: 6 

• Risk 586: Risk of an outbreak from antimicrobial resistant organisms in ICUs  
Score: 9 

• Risk 667: Carpet in Clinical areas Score: 6   
• Risk 715: Reduction in infection prevention and control service- Score: 12 
• Risk 747: Quality and Patient experience Score:12 
• Risk 767: Arundel ICU Environment issues- Score: 12 
• Risk 785:  Social distancing of patients in Intermediate Care Units- Score:  8 
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APPENDIX 1: TEN CRITERIONS OF THE HEALTH AND SOCIAL CARE ACT 2008 
(currently under review) 
 
The Code of Practice sets out the 10 criteria against which the Care Quality Commission 
(CQC) will judge a registered provider on how it complies with the infection prevention 
requirements, which is set out in regulations.  The table below is the ‘Code of Practice’ for all 
providers of healthcare and adult social care on the prevention of infections under The Health 
and Social Care Act 2008. 
 

 

Complianc
e criterion 

What the registered provider will need to demonstrate 

1 Systems to manage and monitor the prevention and control of infection. 
These systems use risk assessments and consider the susceptibility of 
service users and any risks that their environment and other users may pose 
to them 

2 Provide and maintain a clean and appropriate environment in managed 
premises that facilitates the prevention and control of infections. 

3 Ensure appropriate antimicrobial use to optimise patient outcomes and to 
reduce the risk of adverse events and antimicrobial resistance. 

4 Provide suitable accurate information on infections to service users, their 
visitors and any person concerned with providing further support or nursing/ 
medical care in a timely fashion. 

5 Ensure prompt identification of people who have or are at risk of developing 
an infection so that they receive timely and appropriate treatment to reduce 
the risk of transmitting infection to other people. 

6 Systems to ensure that all care workers (including contractors and 
volunteers) are aware of and discharge their responsibilities in the process 
of preventing and controlling infection. 

7 Provide or secure adequate isolation facilities. 

8 Secure adequate access to laboratory support as appropriate. 

9 Have and adhere to policies, designed for the individual’s care and provider 
organisations that will help to prevent and control infections. 

10 Providers have a system in place to manage the occupational health needs 
and obligations of staff in relation to infection. 
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13.0 APPENDIX 2: Executive Summary – IPC Board Assurance Framework 

The team continues to support compliance with the Department of Health & Social Care Act 
2008.  
 
The following table provides a summary of the gaps and risks to assurance taken from 
Version 1.8 of the IPC BAF published on 24 December 2021.  These have improvement 
actions which should provide good assurance to the Board on actions required to close 
these gaps. For ease each gap or risk has an assurance rating. 
The full BAF has been updated by SCFT’s Senior Infection Control Practitioner and Quality 
Development Lead to reflect those amendments made to the previous version. 
 
Assurance RAGW Key: 

Red  Low Assurance – significant concerns over adequacy/effectiveness of 
controls in place in proportion to risk 

Amber Medium – Some areas of concern over adequacy/effectiveness of controls in 
place in proportion to risk 

Green High – Controls In place are adequate/effective and in proportion to risk 

White Insufficient evidence at present to judge the adequacy/effectiveness of controls 

 
 
 

 Gaps in 
Assurance 

Risks Co
ntr
ol 
 
RA
G 

Assuran
ce  
OK? 

Improvement Actions 

2l, 
p 

SCFT is 
currently not 
compliant 
with the HTM 
03-01 
specialized 
ventilation 
within the 
dental clinics 

Increased 
risk of 
cross 
infection of 
respiratory 
pathogens 

 Y A business case has been completed 
and further scoping on a solution is 
required.  NHSPS have included 
within capital programme for 2022-
23, and SCFT Estates will progress 
plans to ensure prompt start date.   

3c A reduction 
of 
information 
from acute 
microbiology 
department 
during the 
COVID 
period due to 
increase in 

Delayed 
surveillanc
e of E.coli 
bloodstrea
m 
infections. 
 

 Y Gram negative bloodstream infection 
surveillance to recommence as 
workload allows.  This was possible at 
the end of the 1st wave but not during 
2nd wave. 
Update September 2021: 
Reviewed the Microbiology SLA 
Investigating option of an electronic 
infection surveillance software 
Update January 2022: 
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work load.  
This affected 
ability to 
report on 
E.coli 
bloodstream 
infections. 

Gram negative surveillance data 
received from SASH but not UHS 

5n Inability to 
guarantee 2 
metre social 
distancing of 
patients in 
Arundel ICU 
bays.  This 
has been 
reviewed at 
Gold level 
and decision 
made not to 
close beds at 
this present 
time. 
 

Increased 
risk of 
cross 
infection 
between 
patients.  
 

 Y Estates review of bed spacing in 
progress.  Patients offered surgical 
masks. Cohorting of patients with 
similar COVID status.  Ventilate 
environment by opening windows 
where possible.  A suitable barrier 
between beds has been explored, but 
not found. 
Update September 2021: 
On the risk register, risk 785 and 
score is 9 
Continue with the above measures   

5o Inability to 
guarantee 1 
metre social 
distancing of 
ICU visitors 
at all times 

Increased 
risk of 
cross 
infection 
between 
visitor and 
patient 

 Y Visitor guidance and posters in place. 
Visitors advised to lateral flow test on 
day of visit and only visit if negative 
result. 
Update March 2022: 
New national visitor guidance 
published; visitors no longer required 
to show a negative LFT prior to 
visiting. 
Agreed not to remove beds whilst 
winter pressures continue; no 
detrimental impact on patient safety 
reported  

7b Viking ward 
does not 
have bay 
doors. 

Reduced 
ability to 
contain 
outbreaks 
of infection 
on Viking 
ward in 
Crawley. 

 Y Update September 2021: 
Refurbishment works underway at 
Crawley to provide bay doors. This 
will resolve issue.  
Update January 2022: 
Ward move delayed, no date given 
Update March 2022: 
Ward move took place 11 March 2022 

8a Microbiology 
SLA written 
agreements.   
 

Ability to 
access 
Microbiolo
gy advice 
Trust wide 
out of 
hours. 
 

 Y 24 hour microbiology support 
required by 3 laboratory services 
used by SCFT; not currently reflected 
in written agreements with exception 
SASH. 
Update July 2021: 
Microbiology SLA under review with 
input from clinical teams and IPCT 
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Update September  2021:  
Draft SLA has been produced. 
Update January 2022: 
No change 

9a Systems and 
processes – 
under 
resourced 
infection 
prevention 
and control 
team. 

Ability to 
implement 
and 
measure 
adherence 
to good 
IPC 
practice is 
limited 

 Y New band 8a Lead IPC Nurse 
appointed for March 2022. 
Band 8c to be re-advertised Jan 
2022, Deputy Chief Nurse overseeing 
management of team.  
Fit Test Coordinator post to be 
advertised Jan 2022. 
Update March 2022: 
Lead IPC nurse due to start 1 June 
2022 
Deputy DIPC role recruited to subject 
to pre-recruitment checks 
Interim deputy DIPC being sought 
Additional band 6 support identified 
and to start by 1 April 2022 

 
 
14.0 CONCLUSION 
This report provides an overview of the activities of the IPC team.  The aim is to reduce 
HCAI and deliver year on year improvements for the patient experience. 
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BOARD OF DIRECTORS – PUBLIC MEETING 
29 September 2022 

 

Agenda Item Number:  11 

 

Report Title:  Duty of Candour Annual Report  

 

Purpose: Approval  Assurance Y Discussion  Briefing 
 

           

Summary: 
This annual report provides assurance and details of the support and monitoring processes 
in place to help operational staff meet the requirements of the statutory Duty of Candour 
process for incidents resulting in significant harm to patients. 
 
A review of incidents where the Duty of Candour was applicable demonstrates 100% 
compliance with this legal duty. However, this is often with support from the patient safety 
team and continuing education and support is being provided to help staff to further develop 
the skills, behaviours and confidence in being open and honest with patients and in 
managing the regulated steps of the duty as an embedded practice.  
 
This includes ensuring that the regulated steps are documented and evidenced in the Datix 
system and instilling awareness of the benefit of managing incidents with compassionate 
transparency.   
 
The report includes actions and recommendations in line with the Trust’s needs and the 
expectations of the national Patient Safety Strategy. 

 

Recommendation:  

The Board are asked to note the report, which provides reasonable assurance. 
The report provides actions and recommendations designed to further support operational 
staff to understand and implement the regulated duty of candour. 
The Board are asked to consider the actions and recommendations. 
 

Previously reviewed by:   
TWGG and QIC 
 

Relevance to Trust’s Strategic Goals: 
All strategic goals are relevant.  
 

Relevance to CQC Domains: 
The report covers the five domains.  

Equality and Diversity: No impact 

Report author: Deborah Johnson, 
Patient Safety Manager 
 

Report owner: Sara Lightowlers, Chief 
Medical Officer  
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Introduction and Background 
Sussex Community NHS Foundation Trust (SCFT) is committed to promoting an open and 
transparent culture that includes open and honest communication with patients or family 
members/carers and our staff when an incident occurs, which causes harm.  

When things go wrong in healthcare saying sorry meaningfully is vital for everyone involved; 
the patient, their family, carers and the staff. Saying sorry is the moral and right thing to do, it 
is not an admission of liability, it is an act of compassion and an acknowledgment that 
something could have gone better. It is also the first step to learning from what has happened 
and improving patient safety by finding out how to prevent it from recurring.   
 
Saying sorry is a requirement for healthcare professionals and healthcare providers. The 
professional requirement is incorporated into professional codes by the registering bodies 
(GMC, NMC, HCPC). Individual healthcare professionals who fail to follow their professional 
duty or attempt to prevent another from exercising this duty may be referred to their registering 
bodies.  
 
The requirement for healthcare providers is within the standard NHS contract and a statutory 
Duty of Candour incorporated in the Health and Social Care Act 2008 (Regulated Activities) 
Regulation 20. This legal duty was imposed following a recommendation from the Mid 
Staffordshire inquiry in 2013. The regulation came into force in November 2014 and stated that 
all organisations registered with the Care Quality Commission (CQC) were required, by law, 
to comply with the provisions. Failure to follow the regulated duty can result in criminal 
sanctions against the organisation by way of fines or deregistration.  
 
The objective of the regulation is to ensure that providers are open and transparent with 
people who use services and other 'relevant persons' (people acting lawfully on their behalf) 
in relation to care and treatment. It sets out some specific steps that providers must follow to 
comply with the duty when things go wrong with care and treatment. The steps include 
informing people about the incident with a verbal and written notification that includes an 
apology. It also includes providing reasonable support and truthful information. 
 
In 2009, the National Patient Safety Agency introduced the Being Open Framework and 
patient safety incident investigation policy has included patient involvement for some time. 
However, to date, those working with patients, families and staff during investigations have 
had no specific national framework or guidance to help them to do so. New guidance, 
Engaging and involving patients, families and staff following a patient safety incident has 
been issued as part of the Patient Safety Incident Response Framework (PSIRF). This 
replaces the Being Open Framework as the national standard for engaging with those 
affected by a patient safety incident and their subsequent involvement in any learning 
response.  
 
This report will address SCFT compliance with the statutory Duty of Candour. However, it is 
important to acknowledge that this is just one aspect of the engagement and support of 
patients, families, carers and staff affected by incidents. The duty to be honest, open and 
transparent with those affected by incidents is supported through applying the new national 
standards and other factors, such as promoting a restorative just culture and Freedom to 
Speak Up. These features are corner stones for developing a strong patient safety culture as 
a foundation that underpins all the ambitions of the NHS Patient Safety Strategy.  
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SCFT Engagement and Duty of Candour Systems 
SCFT has many systems in place that aim to promote an open and transparent culture. These 
include:  
 

 Provision of service leaflets and involvement of patients in treatment/care planning 
processes.  

 Provision of Duty of Candour leaflets for patients. 

 Duty of Candour posters and a guide for staff. 

 Incident reporting policy and systems to ensure staff are able to report all incidents and 
near miss events, enabling both local and corporate overview of potential risks to patient 
safety.  

 Training and support provided by Patient Safety Team to staff in implementing Duty of 
Candour.  

 Being Open and Duty of Candour Policy. 

 Just Culture Guide. 

 Email communication via Datix reminding reporters that the incident requires the duty of 
candour process to be started. 

 Offering meetings with patients, families and carers to discuss concerns, agree actions and 
agree timeframes for reporting actions back. 

 Maintaining a record of all Duty of Candour communications locally by the service area. 

 Maintaining a central overview of Duty of Candour application via Datix (SCFT’s Incidents, 
Complaints, and Risk Management System), and in the case of all moderate and higher 
levels of harm, ensure patients and families are offered a copy of the final investigation 
report.  

 Monthly monitoring and oversight of compliance with Duty of Candour regulation via 
Serious Incident and Root Cause Analysis Review Group. 

 
These systems are being reviewed and updated as part of progressing the requirements of the 
Patient Safety Strategy. For instance, the Duty of Candour policy is currently under review and 
will include relevant provisions from the new national standards for engagement. The leaflets 
and posters and guidance to staff will also to be reviewed.  
 
Duty of Candour and the involvement of patients and families in incident management is a core 
element of the Patient Safety Incident and Complaints Investigation training which is being 
rolled out from October 2022.  

Implementing the Process 
When a patient safety incident causing moderate or more severe harm occurs, it is expected 
that the regulated steps of the Duty of Candour (DoC) will be followed as an integral part of the 
incident management process.   

The Trust’s Datix system has specific fields for managers to complete to document the process 
and provide evidence that the requirements of the statutory Duty of Candour have been met. 
The Trust’s current Being Open and Duty of Candour Policy contains letter templates to 
support the application of the process and the patient safety team provide support where 
needed.  

There are three main steps required to fulfil the duty: 
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Step 1: A verbal notification and an apology must be provided in person within 10 working days 
of knowledge of the incident: During this conversation any known facts about the incident 
should be provided, along with advice of what further enquiries into the incident will be taken. 
Reasonable support should be offered to the service user. Agreement should be made about 
how the service user wants to receive the investigation findings. The conversation should be 
documented in the patient records and in the Datix incident report.  

Step 2: The verbal notification and apology should be clarified in a written format to the service 
user confirming all the details of the initial conversation. Copies of all correspondence should 
be kept and attached to the Datix record.  

Step 3: Feedback to the service user with the investigation findings must be through the 
previously agreed way ie: letter, copy of report, meeting.  

The duty is discharged when all the required steps are taken or the service user declines to 
engage with the process and/or declines feedback.  

When an incident becomes apparent through a service user raising concerns, the NHS formal 
complaints process satisfies the requirements of the statutory duty of candour.  

2021/2022 Duty of Candour compliance review.   
A review was undertaken of all patient safety incidents reported during 2021/22, where the 
statutory duty of candour applied, of which there were 53. This was an increase of 8 cases 
from the previous financial year. 19 cases were declared as Serious Incidents with a Patient 
Safety Lead completing the investigation process. 14 cases required internal RCA 
investigation which is led by service leads appointed by the Area Heads of Nursing and 
Governance. The remaining 20 cases were investigated by local teams or services.  

Table 1: Reported date (financial quarter) and Division 

  East Area Childrens &  

Specialist 
Services 

Centrally 
Funded 
Budgets 

Central 
Area  

West 
Area  

Total 

21/22 Q1 4 2 2 5 3 16 

21/22 Q2 3 1 0 0 4 8 

21/22 Q3 7 0 0 6 3 16 

21/22 Q4 2 0 0 3 8 13 

Total 15 3 2 14 18 53 

 

 

The review was undertaken of the information provided in each Datix record and did not include 
the individual patient records;  
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Table 2: Compliance with each stage.  

  Stage 1 Stage 2 Stage 3 

No of 
cases 
compliant.  

53 53 53 

Total 53 53 53 

 

 

VERBAL NOTIFICATION: 

 In three cases the duty could not be exercised. One was due to there being no record 
of a next of kin to contact and all avenues of obtaining this information exhausted. One 
had no response to a letter sent and one was excluded as the incident was subjected 
to a police investigation.  

 In two cases the complaints process satisfied the process.  

 In one case in the Central area there was no evidence in the Datix system of the Duty 
of Candour being applied by the local team. However, this was an incident report  raised 
retrospectively when the acute hospital informed us that a patient escalated to them for 
treatment had died from COVID-19, which they had contracted whilst under SCFT care. 
This case is part of an outbreak investigated by the IPC team. A Patient Safety Lead 
has reviewed the care of the individual patient and is completing the candour 
requirements with their next of kin.  

WRITTEN NOTIFICATION:  

 In all relevant cases, the date of providing the written notification has been completed 
or indicated that the patient or their representative has declined feedback. However, 
the letters sent have not been attached as evidence in the Datix record in three cases 
in East Area and seven cases in Central Area.  

SHARING INVESTIGATION FINDINGS / FEEDBACK;  

 All cases had the field completed in Datix that indicated that feedback had been 
provided. However, again, there was a lack of documented evidence attached to the 
Datix records. This means that to evidence the written notifications having been sent, 
the individual patient records need to be accessed to find the evidence for assurance.  

The Patient Safety Team continue to monitor the application of candour and support teams 
to attach the evidence to Datix for ease of monitoring and evidencing assurance.  

Actions and Recommendations 
 Continued training, education and support to teams by the Patient Safety Team to 

ensure the three steps of Duty of Candour are completed. 

 Area Heads of Nursing and Governance to discuss and gain assurance through Area 
Governance meetings. 

 Continued monthly reviews at Serious Incident and RCA review group. 
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 Dissemination of information on Duty of Candour and Just Culture in the Patient 
Safety Newsletters and in the Patient Safety Pulse page. 

 It is recommended that the Trust considers making the Level 1 and Level 2 of the 
national Patient Safety Syllabus mandatory ahead of the NHSE schedule to do so. 

 To deliver effective and sustainable patient safety investigation training including 
applying the Duty of Candour in practice, using the Just Culture tool and human 
factors for all clinicians and leaders, Trust wide. 

 Development of feedback methods for service users and staff to learn more of their 
experience of being involved in incidents and the incident management process.  

 Inclusion of staff experiences in the Patient Safety Newsletter – sharing examples of 
experiences of both leading Duty of Candour and being involved in a patient safety 
incident.   

 The Duty of Candour policy and template letters are currently under review.  

Conclusion 
SCFT has systems to monitor compliance with regulated Duty of Candour through the Datix 
system. Local team leads and managers need further support from the patient safety team and 
local leads to complete the required data collection and attach evidence.  

The Patient Safety Team continue to prompt and support the process and will provide further 
educational resource through the intranet and incident management training. These actions 
continue to be aimed at supporting and encouraging the continuing development of positive 
behaviours that foster a culture of openness, transparency and compassion throughout SCFT 
that is consistent with the SCFT implementation of the NHS Patient Safety Strategy.  
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BOARD OF DIRECTORS – MEETING IN PUBLIC 

29 September 2022 
 

Agenda Item Number: 12 
 

Report Title: Medical Appraisal and Revalidation Annual Report 2021-22 
 

Purpose Approval  Assurance X Discussion  Briefing 
 

           
Summary  
The Framework of Quality Assurance for Responsible Officers and Revalidation (2014) 
requires Responsible Officers to present an annual report to the Board.  The purpose of 
the report is to provide assurance to the Board that the statutory functions of the 
Responsible Officer are being undertaken in accordance with the requirements of the 
Framework.   
 
The requirement to complete an Annual Organisational Audit (AOA) was cancelled by NHS 
England for the 2021/22 appraisal year and therefore, no AOA is included with this report.  
However, for continuity, the prescribed NHS England and AOA format of this report has 
been retained.  It should be noted that the report is submitted against the context of 
lessons learnt from the COVID-19 pandemic and a return to a more formative and 
developmental discussion with less documentary requirements.  
 

Previously reviewed by: Dr Sara Lightowlers, Chief Medical Officer 
 
 

Recommendation: 
The Board is asked to review the content of this report, noting that it will then be shared 
with the Tier 2 Responsible Officer at NHS England. 
 
The Board is asked to note the Statement of Compliance at Appendix 1 which confirms the 
Trust as a Designated Body is in compliance with the regulations. The Interim Chief 
Executive will be asked to sign this on behalf of the Board following the Board meeting. 
 
 

CQC Domains (Safe; Caring; Responsive; Effective; Well Led) indicate which are 
relevant below: 
Well Led 

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

Equality and Diversity: 
The national framework for medical appraisal and revalidation is subject to equality impact 
assessment. No adverse impact on equality and diversity has been identified. 
 
 

Report authors:  
Dr Sara Lightowlers, Chief Medical Officer 
Dr Catherine Waight, Medical Appraisal Lead 
Richenda Tite, Medical and Dental HR Manager 

Report owner:  
Dr Sara Lightowlers,  
Chief Medical Officer 
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Sussex Community NHS Foundation Trust 2021/22  
Annual Medical Appraisal and Revalidation Board Report 

 
1.0 Purpose of the Report 
 
1.1 The purpose of this report is to provide assurance to the Board that the statutory functions of 

the Responsible Officer are being undertaken in accordance with the requirements of the 
Framework of Quality Assurance for Responsible Officers and Revalidation (2014).     

 
1.2 To advise the Board on progress with appraisal and changes since the height of the COVID-

19 pandemic, detailed in the September 2021 Board Report. 
 

2.0 General Summary  
 
2.1 As of 31st March 2022, there were fifty-six doctors with a prescribed connection to the Trust, 

this was an increase of two on 2021.   
 
2.2 All doctors with a prescribed connection were allocated a trained appraiser and had a 

completed appraisal (95%, 53 doctors) or a recorded approved exception (5%, 3 doctors).  
The completed appraisal rate was up from 70% in 2020/21 when COVID-19 significantly 
impacted on the delivery of appraisals. 

 
2.3 Eight revalidation recommendations to the General Medical Council were scheduled in 

2021/22 and all eight were carried out in a timely manner. 
 
2.4 Due to the on-going recovery programme from the COVID-19 pandemic, the requirement to 

submit a 2021/22 Annual Organisational Audit (AOA) to NHS England was cancelled and 
therefore is not included within this report.  

 
2.5 Following a procurement process and positive feedback from appraisers and doctors, the 

Trust’s appraisal and revalidation system, SARD, was re-procured for a further three years. 
 
2.6  One doctor held the role of Responsible Officer during 2021/22:  
 

 The current Responsible Officer and Chief Medical Officer, Dr Sara Lightowlers, was 
appointed to the role on 1st August 2019. 
 

 The appointment was made in line with the statutory requirements and the Board was 
advised of the changes to the Responsible Officer holders at the May 2019 Private Board. 

2.7  The Designated Body provides sufficient funds, capacity and other resources for the 

Responsible Officer to carry out the responsibilities of the role: 

 

 The Responsible Officer is supported in their role by a Medical Appraisal Lead, the Medical 
Education Co-Ordinator and the Medical and Dental Workforce Manager. 

 A budget for the management and administration of medical appraisal and revalidation is 
agreed with Finance at the beginning of the financial year. 

 There are sufficient funds, capacity and other resources in place for the Responsible Officer 
to carry out the responsibilities of the role. 

2.8   An accurate record of all licensed medical practitioners with a prescribed connection to the 

designated body is always maintained:  

 The web-based GMC Connect list of prescribed connections to the Trust is maintained and 
updated with joiners and leavers by the Medical and Dental Workforce Manager. 
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2.9   Policies in place to support medical revalidation are actively monitored and regularly   

reviewed: 
 

 There is a policy review cycle in place for those policies that support medical appraisal and 
revalidation.   

2.10  A peer review has been undertaken (where possible) of this organisation’s appraisal and 

revalidation processes:   

 The Trust’s appraisal and revalidation processes were satisfactorily reviewed by the NHS 
England (south) Higher Responsible Officer team on 6 June 2017.  

 A further peer review is expected, subject to NHS England’s cycle of reviews which was 
delayed due to the COVID-19 pandemic. 

 
2.11    All fixed term (locum) doctors are supported in their continuing professional development and 

governance: 
 

 Fixed term doctors with a prescribed connection to the Trust are allocated an appraiser and 
supported with their revalidation.  Staff Bank and agency doctors are supported according to 
their relationship with the Trust. 

 

3. Effective Appraisal 
 
3.1 All doctors in this organisation have an annual appraisal that covers a doctor’s whole 

practice, which takes account of all relevant information relating to the doctor’s fitness to 
practice (for their work carried out in the organisation and for work carried out for any other 
body in the appraisal period), including information about complaints, significant events and 
outlying clinical outcome.   

 

 Appraisals for doctors with a prescribed connection to the Trust are completed on the Trust’s 
web-based appraisal system, SARD (Strengthening Appraisal and Revalidation Database).  
The system meets the GMC and NHS England requirements for appraisal.   

 Doctors are responsible for ensuring that sufficient supporting information, covering their 
whole scope of work, is provided to facilitate an effective appraisal discussion and doctors 
sign a declaration within the system to that effect.   

 Information held on DATIX regarding complaints and significant events are shared with the 
doctor prior to the appraisal. 

 The organisation supports doctors to collect the required supporting information.  Appraisers 
can reject the appraisal form in advance of the appraisal meeting and direct the doctor to 
provide further supporting information if it is felt the appraisal inputs do not meet the 
necessary requirements.    

 
3.2    There is a medical appraisal policy in place that is compliant with national policy and has 

received the Board’s approval (or by an equivalent governance or executive group):  

 An in-date medical appraisal policy is in place and is aligned with national policy.  The Trust’s 
Joint Local Negotiating Committee, a sub-group of the Joint Consultative Negotiating 
Committee, approved the current policy on 7 October 2021.   

 The policy is due for review and approval by the Joint Local Negotiating Committee in 
October 2024. 

3.3     The designated body has the necessary number of trained appraisers to carry out timely 

annual medical appraisals for all its licensed medical practitioners:  

 The Trust had 15 trained, active appraisers during 2021/22. 

 There were a sufficient number of trained appraisers to carry out annual medical appraisals 
for all doctors with a prescribed connection to the Trust. 

 A review of appraiser capacity has taken place and three additional doctors are being trained 
as appraisers to increase capacity and offset any future retirements and resignations from 
the role.   
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3.4 Medical appraisers participate in ongoing performance review and training/development 

activities, to include attendance at appraisal network/development events, peer review and 

calibration of professional judgements (Quality Assurance of Medical Appraisers1) or 

equivalent:  

During the year, appraisers were supported in their role in the following ways: 
 

 Two MS Teams Development Afternoons; topics included national, regional, and local 
updates, feedback from appraisers and external speakers focusing on Managing Concerns 
as well as Practitioner Health and Wellbeing to support appraisers with the adjusted 
approach to appraisals. 

 Access to discuss appraisal and revalidation issues as and when they arise with the 
Responsible Officer and/or medical appraisal lead. 

 Email briefings detailing local, regional and national medical appraisal developments. 

 To support their development, appraisers receive an annual report based on 360° feedback 
from doctors appraised. 

 The medical appraisal lead reviews the appraisal summaries of new appraisers and provides 
individual feedback to support the new appraisers’ development. 

 Supporting Professional Activity time for all appraiser duties is included in the appraisers’ job 
plan. 

 As part of whole scope of work appraisal, appraisers reflect on their role at appraisal. 

 The Medical Appraisal Lead and Responsible Officer are members of the South-East RO 
network and events were held remotely during the 2021/22 appraisal year. 

 
3.5  The appraisal system in place for the doctors in your organisation is subject to a quality 

assurance process and the findings are reported to the Board or equivalent governance 
group:   

 

 An independent verification of the Trust’s processes was undertaken by the NHS England 
(South) Higher Responsible Officer team on 6 June 2017.  A number of areas of good 
practice were identified by the visiting team.  Four areas for suggested development were 
identified all of which were addressed by October 2018.  A further peer review is expected, 
subject to NHS England’s designated body review cycle.   

 Following appraisal, doctors are asked to complete an anonymised appraisal feedback form.  
Collated responses are shared with appraisers and any particular issues or themes are 
discussed and taken forward at the monthly Responsible Officer Management Group 
meetings and with appraisers.   

 An annual audit of appraisal summaries is undertaken by a trained appraiser using an NHS 
England audit tool.  General themes and areas for development are taken forward with 
appraisers (section 9). 

 A medical appraisal and revalidation report is submitted to the Board annually.   

 

4. Appraisal Data 
 

4.1 The numbers of appraisals undertaken, not undertaken and the total number of 

agreed exceptions. 

 

Name of organisation:  Sussex Community NHS Foundation Trust 

 

 

Total number of doctors with a prescribed connection as at 31 

March 2022 

56 

Total number of appraisals undertaken between 1 April 2021 

and 31 March 2022 

53 

                                            
1 http://www.england.nhs.uk/revalidation/ro/app-syst/ 
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Total number of appraisals not undertaken between 1 April 2021 

and 31 March 2022 

3 

Total number of agreed exceptions 

 

3 

 

5. Recommendations to the GMC 

5.1    Timely recommendations are made to the GMC about the fitness to practise of all doctors 

with a prescribed connection to the designated body, in accordance with the GMC 

requirements and responsible officer protocol:  

 There were eight GMC recommendations due during the year. 
 Revalidation Recommendations are reviewed at the monthly Responsible Officer 

Management meeting. 
 There were no missed or late Responsible Officer recommendations to the GMC. 

5.2  Revalidation recommendations made to the GMC are confirmed promptly to the doctor and 
the reasons for the recommendations, particularly if the recommendation is one of deferral or 
non-engagement, are discussed with the doctor before the recommendation is submitted: 

 

 All revalidation recommendations made to the GMC during 2021/22 were confirmed to the 
doctors in a timely manner by the Responsible Officer. 

 The reasons for recommending a deferral are always discussed with doctors before the 
recommendation is submitted.  There were no non-engagement recommendations. 

 

6. Medical governance 
 
6.1 This organisation creates an environment which delivers effective clinical governance for 

doctors:   

 The Trust fosters a continuous improvement culture with well embedded and effective 
governance arrangements in place.  There are clear systems in place for reporting and 
reviewing incidents and complaints.  Openness and reporting is encouraged. 

6.2   Effective systems are in place for monitoring the conduct and performance of all doctors 

working in our organisation and all relevant information is provided for doctors to include at 

their appraisal:  

 The Trust’s Managing Concerns about Medical and Dental Staff based on the national 
Maintaining High Professional Standards in the Modern NHS (MHPS) framework sets out the 
variety of ways that concerns can come to light and the actions to take when a concern 
arises. 

 The Trust’s Medical Appraisal and Revalidation policy sets out the process for managing 
appraisals for a doctor under investigation or subject to a disciplinary process or GMC fitness 
to practice proceeding. 

 Doctors with a prescribed connection to SCFT are provided with an annual DATIX report for 
their appraisal.   

 
6.3  There is a process established for responding to concerns about any licensed medical 

practitioner’s fitness to practise, which is supported by an approved responding to concerns 
policy that includes arrangements for investigation and intervention for capability, conduct, 
health and fitness to practise concerns: 

 

 The Trust’s Managing Concerns about Medical and Dental Staff based on MHPS, sets out 
the established processes to follow when responding to concerns about doctors. 

 
6.4    The system for responding to concerns about a doctor in our organisation is subject to a 

quality assurance process and the findings are reported to the Board or equivalent 
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governance group.   Safeguards are in place to ensure clinical governance arrangements for 

doctors including processes for responding to concerns about a doctor’s practice are fair and 

free from bias and discrimination: 

 When the Trust takes action to exclude or restrict practice this will involve a group of 
appropriate and senior individuals and will include robust challenge and scrutiny.   

 In line with MHPS, a board member will be involved in cases to provide assurance and 
oversight.  The Trust’s NHS Resolution Adviser would also be approached to provide expert, 
neutral and independent advice, support and critique on handling complex concerns.    

 The Responsible Officer meets quarterly with the GMC Employment Liaison Adviser and part 
of the purpose of that meeting is to ensure that any referral to the GMC has reached the 
correct threshold.   

 Formal performance management processes have been Equality Impact Assessed to 
minimise potential for bias and disadvantage.   

 As part of the Race Equality Standard, the Trust analyses the number of BAME staff going 
through disciplinary processes to assess whether there is a negative impact. 

6.5  There is a process for transferring information and concerns quickly and effectively between 

the responsible officer in our organisation and other responsible officers (or persons with 

appropriate governance responsibility) about a) doctors connected to your organisation and 

who also work in other places, and b) doctors connected elsewhere but who also work in our 

organisation:  

 Regular and ad-hoc transfers of information requests both to and from the organisation are 
responded to promptly and in line with national requirements. 

 For Trust doctors on the GP Performers List, the Responsible Officer meets quarterly with 
the NHS England (south) Responsible Officer’s office and part of the purpose of that meeting 
is to share any information of note and to ensure a consistent approach to concerns involving 
GPs. 

 For those doctors with a prescribed connection to another organisation, a year-end audit of 
appraisals was undertaken.  The purpose of the audit was to provide assurance that doctors 
were engaging in appraisal with their Designated Body. 

 Doctors working for the Trust under a Service Level Agreement or Agency are managed 
through those arrangements. 

 

7. Employment Checks  

7.1    A system is in place to ensure the appropriate pre-employment background checks are 

undertaken to confirm all doctors, including locum and short-term doctors, have qualifications 

and are suitably skilled and knowledgeable to undertake their professional duties. 

 Permanent, fixed term and bank appointments are subject to the NHS Employment Check 
Standards. 

 Agency guidelines are in place which includes a medical agency worker pre-engagement 

checklist for the Temporary Workforce and the authorising managers’ use. 
 

8. Appraisal 2022 - Fit for the Future  
 
8.1 From 1st October 2020, the GMC and their partner organisations confirmed a rebalanced 

approach to appraisals using ‘the Appraisal 2020 model’.  The emphasis moved away from 
documentary evidence to a more formative and developmental approach at the appraisal 
meeting with a focus on professional development, wellbeing, and support for the doctor.   

 
8.2 The new approach has been well received by doctors but does require appraisers to ensure 

that they have documented the discussion in detail within the appraisal outputs section of the 
form.  Further guidance was published by the Academy of Medical Royal Colleges in July 
2022 building on the 2020 model with the emphasis on a proportionate approach to the 
appraisal process.  
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9.  Summary of Appraiser Feedback and Annual Outputs Audit  
 
9.1 The Trust’s appraisal rate has seen a steady improvement since medical revalidation was 

launched in 2012.  However, in 2019/20 and 2020/21 the completion rate was impacted by 

COVID-19. Appraisal rates recovered during the 2021/22 appraisal year to pre-COVID-19 

levels. 

9.2 Using the NHS England Appraisal Summary and PDP Audit Tool (ASPAT), a year-end audit 
of appraisal summaries was undertaken by one of the Trust’s experienced appraisers.  The 
audit focused on quality measures, triangulated with appraiser feedback questionnaires. 

 
9.3 The findings of the audit identified the following strengths of appraisal summaries: 
 

 Reflection and learning is well documented, with evidence of discussion between appraiser 
and doctor. 

 Challenge is noted and recording of how learning shared. 

 PDPs – good recording of progress and evidence that new PDP set based on appraisal 
discussion. 

 PDPs contain SMART objectives. 
 

9.4 Improvements to support revalidation recommendations were identified as: 

 Recording of context of doctor’s work and summary of scope of work 

 Comment on stage of revalidation cycle 

 Comment on revalidation readiness 
 
9.5 The audit of appraiser feedback identified: 
 

• Doctors in the Trust feel positive about their appraisers 
• Most strongly value the appraisal discussion and the opportunity to discuss their 

development 
• Free text comments contain specific feedback and praise the skills of the appraisers. 

 
9.6 Discussion regarding the audit findings has taken place with appraisers and actions identified 

for this year (para. 10.3). 
 

10.  Actions and Conclusion 
 
10.1   Review of the 2021/22 Action Plan: 

 
Action Comments 

Undertake audit of appraiser summaries 
and review with appraisers 
 

An audit of appraiser summaries and 
feedback and discussion took place in 
2021/22 (para. 9.2). 
 

Second revalidation cycle independent 
review of the Trust’s appraisal and 
revalidation processes 
 

Review date is subject to NHS England 
timescales – carry forward to 2022/23 

Review of appraiser capacity and resilience 
to appraiser resignations and retirements 
 

Review taken place and additional 
appraisers recruited (para. 3.3). 

Review of the Medical Appraisal and 
Revalidation policy 

Completed October 2021 (para. 3.2) 
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10.3 Proposed 2022/23 Action Plan: 

Action Comments 

Independent review of the Trust’s appraisal 
and revalidation processes 
 

Carried forward from 2021/22 

Appraiser development session to focus on 
2021/22 audit findings and ‘2022 Fit for the 
Future’.  Follow-up with all doctors 
connected to SCFT.  
 

See 8.2 and 9.4 

 
 
10.4 The Board is asked to review the content of this report, noting that it will then be shared with 

the Tier 2 Responsible Officer at NHS England.  The Board is asked to note the Statement of 

Compliance at Appendix 1 which confirms the Trust as a Designated Body is in compliance 

with the regulations. The Interim Chief Executive will be asked to sign this on behalf of the 

Board following the Board meeting. 
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Appendix 1 Statement of Compliance:  
 

 

The Board of Sussex Community NHS Foundation Trust has reviewed the content of this 

report and can confirm the organisation is compliant with The Medical Profession 

(Responsible Officers) Regulations 2010 (as amended in 2013). 

 
Signed on behalf of the designated body 
 
 
 
 
 
Mike Jennings      Date:  
Interim Chief Executive 
 
Official name of designated body:  Sussex Community NHS Foundation Trust 
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BOARD OF DIRECTORS – PUBLIC MEETING 
 

29 September 2022 
 

Agenda Item Number:  13 

 

Report Title: Committee Chair Reports 

 

Purpose: Approval  Assurance x Discussion  Briefing 
 

           

Summary:  
 
Committee Chair reports following Board Committee meetings held in June and 
September 2022 are attached: 
 

 Audit Committee – 22.07.22 

 Quality Improvement Committee – 15.09.22 

 Resources Committee –27.09.22 to be issued separately prior to the Board 
meeting. 

 

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: AUDIT COMMITTEE 

Name of Chair:  David J Parfitt 

Date of meeting: 22nd JULY  2022 
 

Main items on 
agenda: 

 Quarterly review of 12+ risks as at Q1 2022/23.  

 Internal Audit progress report and an update on the Internal Audit 
Recommendations Tracker. 

 Counter Fraud Annual Report for 2021/22 and their progress report on Q1 
2022/23.  

 Annual Clinical Audit report for 2021/22 as well as the plan for 2022/23 
which have been reviewed and agreed by the Quality Improvement 
Committee. 

 Ratification of updated policies: Standards of Business Conduct Policy 
and Off Payroll Arrangement Policy. 
 

   
Points for Board to 
note (if any): 

 The internal auditors have issued seven reports in the period, one of 
which had a “limited assurance” conclusion (HealthRoster). Their 
recommendations are being implemented and progress will be monitored 
through the Recommendations Tracker. 

 The Recommendations Tracker showed an increase in the number of 
Priority One recommendations although this was mainly the result of work 
on the ICT Data Security and Protection Toolkit, Part One and it is 
anticipated that these recommendations will be implemented shortly and 
will be confirmed as part of the Part Two work. 

 Counter Fraud issued their annual report on 2021/22 which is largely a 
summation of their quarterly reports to the Committee and their Q1 
progress report for 2022/23. There were no significant issues. 

 The Committee ratified the Standards of Business Conduct Policy and Off 
Payroll Arrangement Policy. There were no significant amendments from 
the existing policies.  
 

Items for escalation 
to the Board (if any):  

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

Committee name: Quality Improvement Committee 

Name of Chair:  Lesley Strong 

Date of meeting: 15th September 2022 

Main items on 
agenda: 

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

 Clinical Advisory Group (CAG) Report 

 Infection Prevention and Control (IPC) Annual Report and Chairs Report 

 Safeguarding Committee Report 

 Patient Experience Q1 Report 

 Quality Impact Assessment (QIA) Report 

 Patient Safety and Serious Incidents (SIs) Report 

 Mortality Review Q1 

 Duty of Candour Annual Report 

 Quality Priorities Q1 

 Community Nursing review progress 

 Quality metrics and triangulation 

Points for Board to 
note (if any): 

 Quality KLOE metrics and feedback from TWGG highlighted the following 
issues: 

o Medication incidents linked to a lack of standardisation of drug 
charts particularly for end-of-life care patients. This is being 
addressed at an Integrated Care System (ICS) level 

o Potential impact of Learning from Patient Safety Events, the new 
national system, on local reporting of incidents. 

 CAG report highlighted the proposal to introduce clinical lead roles. This 
will be followed up at the People Committee. 

 IPC:  
o Hand hygiene audits – a QIP programme has started to improve 

the robustness of the audits  
o Assurance received on preparation for winter outbreaks 
o Annual report gave assurance of activities during 2021 to 2022. 

 Safeguarding Report: Assurance of work presented to QIC: 
o Pan Sussex audit of home educated children with areas of good 

practice noted for SCFT having a dedicated school nurse for this 
group of children 

o Summary of Safeguarding Adult Reviews and Safeguarding 
Practice reviews for Children over the last 12 months. Assurance 
was received that learning is disseminated through supervision 
and will form part of the new strategy. 

 Patient Experience: 
o 36 Complaints in Q1, a decrease on the same period last year.  

No specific services or themes 
o Assurance of the robustness of complaints handling by low 

numbers (7 last year) referred to the Ombudsman   
o Good examples of learning from patient’s feedback and the use of 

‘You Said, We Did’ posters 
o Wider work of team included providing laptops for Intermediate 

Care Units (ICUs) and welfare calls to vulnerable patients during 
the heatwave. 
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 QIA report included assurance on the risk of the Cost Improvement 
Programme schemes.  

 Patient Safety report provided assurance that the Trust’s incident 
reporting system is robust: 

o Pareto chart identifies the top categories of incidents. These are 
consistent and have specialist leads and working groups in place   
Pressure ulcers to come to QIC for further review 

o There were 3 SIs reported in Q1, 2 of which have been 
downgraded by the Clinical Commissioning Group (CCG). 

 Mortality review Q1 – 2 deaths reviewed with evidence of a good 
standard of care. Learning identified in managing patients with extreme 
low body weight and use of an appropriate mattress. 

 Duty of Candour Annual Report.  QIC received assurance that the duty of 
candour was monitored, and staff supported. 

 Quality Priorities: report shows use of quality improvement (QI) 
methodology and triangulation of priorities, current events, and risk:  

o Progress made against all quality account priorities. QIC received 
a detailed review of falls and noted the impact of the work that 
there were no falls with low or no harm in Q1 

o Commissioning for Quality and Innovation (CQUINS) all targets 
achieved for Q1. 

 Community Nursing Service Review Progress – the Trust has received 
data from the capacity and demand project and a licence to access a 
national community safer staffing tool which will be available soon.  
Information from these tools will be used as a basis for conversation with 
the teams and the development of improvement plans. 

 Quality metrics and reporting. QIC reporting has developed to include 
triangulation of metrics across services and the use of pareto charts to 
show the vital few incidents for focused attention. 

Items for escalation 
to the Board (if any):  

 QIC recommends the approval of the IPC annual report. 
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