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Minutes

Board
Wednesday 24 November 2021
9.00 – 11.00
Video Conference Call/Boardroom, Level 4
Members Present
Mr. Graham Sims
Mr. Steve McManus
Dr. Bal Bahia
Mr. Julian Dixon
Mr. Don Fairley
Mr. Dom Hardy
Mrs. Priya Hunt
Mrs. Sue Hunt
Dr. Janet Lippett
Mrs. Nicky Lloyd
Mrs. Helen Mackenzie
Mr. John Petitt
Mr. Eamonn Sullivan

(Chair)
(Chief Executive)
(Non-Executive Director)
(Non-Executive Director)
(Chief People Officer)
(Chief Operating Officer)
(Non-Executive Director)
(Non-Executive Director)
(Chief Medical Officer)
(Chief Finance Officer)
(Non-Executive Director)
(Non-Executive Director)
(Chief Nursing Officer)

In attendance
Mrs. Heather Allan
Mr. Raghuv Bhasin
Mrs. Caroline Lynch
Mr. Andrew Statham

(Director of IM&T)
(Director of System Partnership)
(Trust Secretary)
(Director of Strategy)

Apologies
There were ten governors and four members of staff present.
175/21 Staff Story and Patient Story
The Chief Nursing Officer introduced Claire Lord and Kate Egginton who gave a
presentation on the paediatric and neonatal services. Claire provided an overview of the
wards and services provided. Staffing in the area included 129 nurses and 30 support staff.
This included two play specialists. Claire highlighted that there had been a 36% increase in
Emergency Department attendances and a 10% increase in admissions alongside an
increase in children with complex medical and safeguarding needs.
Claire introduced the patient story of a 14 year old admitted with complex mental health
needs, a learning disability and a safeguarding presentation. The patient had been
admitted at the same time as two other patients from a specialist unit. The patient had
‘disordered eating’ emotion dysregulation, Autism, complex safeguarding, a flight risk and
was actively self-harming. The patient was detained on section 2/3 of the Mental Health
Act which was accepted by her parent. She required feeding via a naso-gastric tube and
five members of staff had to physically restrain the patient in order to feed them. The
patient was an inpatient for two months whilst waiting for a Tier 4 bed. Claire highlighted
that this was a particularly challenging time for staff looking after this patient as well as two
other patients from a specialist unit and other children on the ward.
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Kate Egginton advised that this was not an unusual story as there were often multiple
inpatients with complex presentations and/or challenging behaviour. The team held regular
regional calls in order to improve consistency in care delivery and better engagement with
community partner organisations. As part of this specialist training was co-designed with
colleagues from Berkshire Healthcare Foundation Trust (BHFT). Recent reviews of the
service included praise for patient care and leadership by the Regional Critical Care
Network and outstanding care of our most complex children referenced by the Regional
Specialist Unit.
The Chair thanked the team for their presentation. The Chief Executive expressed his
thanks to the team and highlighted that the Trust would need to continue to support the
team. The Board noted that a priority for the Buckinghamshire, Oxfordshire and Berkshire
(BOB) Integrated Care System (ICS) included Children and Adolescent Mental Health
Services (CAMHS) and Mental Health Specialist Services.
The Chair suggested that the Chief Nursing Officer should liaise with the Royal Berks
Charity to ascertain if any funding support would be available to the team.
Action: E Sullivan
176/21 Health & Safety Story
The Chief Finance Officer introduced Steve Sellwood and Thomas Witham. Steve
explained that the Tom had joined the Trust as Carbon Reduction Facilitator via Kickstart,
the government-funded scheme that supported businesses in providing new job
placements for young people. Tom had been working with the waste team in order to
assist the Trust in reducing its carbon creation. Tom highlighted that since he started with
the Trust in October 2021 he had noted a few areas that required attention including some
sharps bins not being closed properly, waste put in the wrong sort of waste bag or put
straight into the waste bins with no bag at all and broken items left abandoned around
corridors without a collection notice attached. Tom advised that it was important to raise
staff awareness of these issues in order to reduce the risk of an accident and to minimise
the negative carbon impact. The Chief Finance Officer advised that staff were reminded
to record all instances of waste breaches on the Trust’s incident management system
(Datix) and Tom was carrying out waste audits followed by a face to face discussion with
staff in the relevant area. The Chief Nursing Officer suggested that this could be featured
as part of the Matrons’ rounds and invited Tom to join these.
Action: E Sullivan
The Board noted that Tom would be promoting the ‘Care without Carbon’ slogan as part of
the Green Plan. The Chair recommended that the Communications team should support
this. In addition, support from the Royal Berks Charity should also be considered.
Action: R Bhasin
The Board thanked Steve and Tom for their presentation.
The Chair welcomed Mrs Priya Hunt to her first public Board meeting.
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177/21 Minutes of 29 September 2021 and Outstanding Actions Schedule and Declarations of
Interest
The minutes of the meeting held on 29 September 2021 were approved as a correct record
and would be signed by the Chair.
There were no declarations of interest.
The Board received the matters arising schedule.
Minute 134/21 (100/21): Minutes of 28 July 2021 and Outstanding Actions Schedule and
Declarations of Interest: Integrated Performance Report (IPR): The Chair highlighted that
the Board had discussed Health & Safety as part of the Board development session held in
October 2021.
178/21 Chief Executive Report
The Chief Executive introduced the report and highlighted the positive feedback received
from the Getting It Right First Time (GIRFT) team visit in relation to how the Trust
responded to the Covid pandemic.
The Board noted that the NHS Staff Survey would close on 26 November 2021. The Chief
Executive advised that it was important to hear directly from staff. 3,000 staff were
anticipated to complete the survey. However, a higher number of respondents may not
translate into a higher response rate due to the increase in staff headcount.
The Chief Executive highlighted the recent national policy announcement in relation to the
Covid vaccine being mandatory for frontline health workers from April 2022. The Chief
Executive advised that the definition of ‘frontline health workers’ had not yet been
confirmed. The Trust currently had a high level of staff vaccinated and was currently
encouraging staff to take up the vaccine if they had not already received this. The Chief
Medical Officer advised that vaccine data was being reviewed as some staff had received
their vaccinations outside the UK or outside of the workplace. Individual conversations
would then be held with remaining unvaccinated staff and risk assessments undertaken in
relation to the area they worked. Some staff may need to be redeployed and this could be
discussed with BOB ICS colleagues.
The Chief Executive highlighted that the Trust continued to take a lead role in the Berkshire
West Integrated Care Partnership (ICP) as well as in BOB ICS. The Board noted that the
BOB ICS had appointed Javed Khan as the new Chair designate and the Chief Executive
appointed was due to be announced shortly.
The Chief Executive expressed his thanks to the Director of IM&T and Chief Operating
Officer on the recent successful GPAS ‘go-live’. The Trust was the first in the country to
‘go-live’ with this Cerner module.
The Chief Executive advised that the Trust and the University of Reading co-hosted the
Health Innovation Programme (HIP) Showcase. This was previously known as Joint
Academic Board (JAB). The event was to celebrate the success of the partnership over the
last 3 years and to formally launch HIP.
The Board noted that the Trust had submitted bids for the Targeted Investment Fund (TIF),
Elective Recovery Fund (ERF) and allocations had now been confirmed. The Chief
Operating Officer confirmed that TIF and ERF bids were targeted on operational recovery
and planning detail was on-going. It was noted that it was important to ensure that
Minutes of the Board – 24 November 2021
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additional funding received would not adversely impact the delivery of the core capital
programme.
The Chief Operating Officer advised that discussions had been held with Berkshire West
Clinical Commissioning Group (CCG) in relation to re-opening the walk-in centre in central
Reading. The potential impact would be that it would reduce the number of patients
attending the Trust but the re-opening date would need to be publicised in order to make
communities aware that there was an alternative way to receive on the day face to face
medical care.
The Board discussed mutual aid on elective care. The Chief Operating Officer advised that
the Trust was undertaking elective work on patients from Buckinghamshire Healthcare NHS
Trust. Therefore, the Trust would receive payment for this activity.
179/21 Integrated Performance Report (IPR)
The Chief Finance Officer introduced the report and highlighted that there had been two
Never Events, both of which resulted in low harm. There had been no MRSA
bacteraemias in the Trust for 8 months. There had been a major focus on the Emergency
Department (ED) and positive feedback had been received from NHS England (NHSE)
following their recent visit. Infection Prevention and Control (IPC) challenges included
Norovirus and Flu. There was high acuity in the Intensive Care Unit (ICU), Kennet and
Loddon wards. There was also a high dependency level among elderly care patients
waiting for community beds. There had been no serious incidents in Maternity and the
Trust had achieved its highest level of continuity of care for Black, Asian & Minority Ethnic
(BAME) mothers. Mortality rates were as expected. Stroke had seen improvements
achieved in stroke metrics and there had been one breach in the cardiology metrics.
Maternity indicators were improving. The fractured neck of femur metrics remained
challenged. The Board discussed the Never Events. The Chief Nursing Officer provided
an overview of each event and confirmed that learning and actions implemented from a
previous Never Event of a misplaced nasogastric tube were still in place.
The Chief Finance Officer provided an overview of access metrics. ED performance
remained challenged as there was a sustained increase in the number of attendances.
There had been an increase in the number of patients waiting more than 52 weeks and it
was anticipated that this would increase further. The Trust remained non-compliant with
the DM01 standard. Therefore, a detailed review of each diagnostic modality was ongoing. The Board discussed patient safety during operational challenges. The Chief
Operating Officer advised that there was a good assurance in relation to ED as there were
fewer acute medical admissions than previously. In addition, levels of serious incidents and
complaints remained stable. Additional staff had been implemented in ED and a senior
nurse undertook a safety review when capacity reached certain levels. The Board noted
that patients waiting in ambulances were reviewed by the ED team. There was a national
focus on ambulance handovers and this had been discussed with South Central
Ambulance Service (SCAS). The Board noted that the Quality Committee had received
assurance in relation to waiting lists and a master waiting list was now in place that would
improve data quality and patient safety.
The Chief Finance Officer advised that appraisal compliance rates had only slightly
improved and further work was needed to improve this. The need to improve mandatory
and statutory training had been discussed by the Executive Management Committee.
Turnover levels were also high. The Chief People Officer advised that the turnover metric
was distorted by the volumes of staff in the Lighthouse laboratory and this may need to be
reported separately in the future. However, a detailed review of recruitment and retention

Minutes of the Board – 24 November 2021

7

–

was on-going in order to identify whether there were any underlying issues. This would be
reported to the Workforce Committee.
Action: D Fairley
The Chief Finance Officer advised that there had been a focus on Health & Safety at the
Executive Management Committee and actions to improve mandatory training compliance
had been discussed. A revised Health & Safety dashboard would be included in the next
IPR. Financial performance was on plan and an £18m cash floor balance had been
maintained. However, the underlying run rate of expenditure was high and this was being
reviewed as part of the budget setting and business plan process. The Board discussed
fire safety. The Chief Finance Officer confirmed that the Trust worked with the Berkshire
Fire and Rescue service in terms of prioritising areas of focus and fire safety was a focus in
the capital expenditure programme. The Board discussed the need to improve the health
and safety culture in the Trust and this would be included as part of thematic walkarounds.
180/21 Safer Staffing Review 2021
The Chief Nursing Officer introduced the report that had been reviewed by the Executive
Management Committee and the Workforce Committee. The Chief Nursing Officer advised
that robust processes were in place in relation to safer staffing, for example, twice daily
safety reviews. Respiratory wards and the Intensive Care Unit (ICU) were under pressure.
However, additional staffing had been implemented. A twice yearly review would be
undertaken going forward in order to support the budget setting process. The Chair of the
Workforce Committee confirmed that the Committee was assured on safer staffing
processes.
181/21 Winter Plan
The Chief Operating Officer introduced the Winter Plan that had been reviewed by the
Operational Management Team, Executive Management Committee and Quality
Committee. The Chief Operating Officer advised that the Trust had been operationally
challenged over the last two to three weeks and escalation processes in the Winter Plan
had already been tested. The Chair of the Quality Committee confirmed that the
Committee was assured in relation to the Winter Plan.
The Board noted that 61% of staff had already received their flu vaccination. This was
slightly ahead when compared with levels achieved at the same time the previous year.
The Chief Operating Officer advised that Berkshire West Emergency Care system had also
produced a parallel plan. There was a sustained reduction in patients awaiting complex
discharges. In addition, the good relationships established with Berkshire Healthcare
Foundation Trust (BHFT) and local authorities had supported patient flow. The Trust had
also worked with GPs in relation to additional appointments being made available.
The Director of Strategy advised that the Trust had met with a number of Primary Care
Network (PCN) teams in order to understand their pressures including minor illness
demands. Communications in relation to the Trust’s waiting lists would be shared with
PCNs and some modifications would be made to Trust processes. The Board approved
the Winter Plan.

182/21 Standing Orders Review
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The Trust Secretary introduced the Standing Orders as part of the annual review cycle.
The Audit & Risk Committee had reviewed and recommended a minor change to provide
further clarity on the use of the Trust seal. The Board approved the updated Standing
Orders.

183/21 Minutes of Board Committee Meetings and Board Committee Updates
The Board received the following minutes:
Workforce Committee
Finance & Investment Committee
Quality Committee
Audit & Risk Committee

16 September 2021 and 2 November 2021
23 September 2021 and 21 October 2021
13 October 2021
3 November 2021

The Chair of the Workforce Committee provided an overview of issues discussed by the
Committee. This included a detailed review on disability and plans for the Trust to be a
neurodiverse inclusive organisation and a detailed report on maternity. The Committee
had also received the Guardian of Safe Working report and noted the robust process in
place. The Committee had also received good assurance on performance against the CQC
framework for closed cultures. The Committee had also reviewed and recommended
changes to the Board Assurance Framework.
The Chair of the Finance & Investment Committee provided an overview of key points
discussed at the November meeting. The finance position was on target at Month 7. The
Committee had received the Half 2 budget, updated capital plan and was assured on the
cash position. Risks included staff costs but the Committee was assured in relation to the
Elective Recovery Funding (ERF) at system level. A two year budget setting process was
in progress.
The Chair of the Quality Committee provided an overview of issues discussed by the
Committee. The Committee had received good assurance in relation to serious incidents
and clinical governance processes and had noted Infection Prevention & Control (IPC)
national guidance had been updated and measures implemented to support Elective
Recovery. In addition, a maternity summit had been held and the Committee had noted an
improvement in maternity dashboard metrics.
The Chair of the Audit & Risk Committee advised that the Committee had received a ‘high
risk’ rated review of staff wellbeing and Covid. The Executive team had not agreed with the
rating of this report due to factual inaccuracies. However, since the Committee, the Chief
People Officer had met with the internal auditors and the report’s risk rating was being
downgraded. The Committee had noted that a new Freedom to Speak Up Guardian
(FTSU) was in post and it was anticipated that further concerns would be raised as the
FTSU raised his profile in the Trust. The Committee had noted excellent progress in
completion of outstanding audit recommendations and excellent progress achieved on
Declaration of Interest returns.
184/21 Board Work Plan
The work plan was noted.
185/21 Reflections from the meeting
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The Chair led a discussion. It was agreed that the staff, patient and Health & Safety stories
had been excellent. There had been good discussion on culture and assurance although
more strategic context would have been useful.
186/21 Date of Next Meeting
It was agreed that the next meeting would be held on Wednesday 26 January 2022,
09.00am

Chair

Date
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Board Schedule of Matters Arising and Outstanding Actions

Agenda Item 5

Board
Date
24
November
2021

Board
Minute
175/21

Subject

Decision

Owner

Update

Staff Story and Patient Story

The Chair suggested that the Chief
Nursing Officer should liaise with
the Royal Berks Charity to
ascertain if any funding support
would be available to the
paediatrics team.

E Sullivan

Completed. Funding agreed for
carers.

24
November
2021

176/21

Health & Safety Story

The Chief Finance Officer advised
that staff were reminded to record
all instances of waste breaches on
the Trust’s incident management
system (Datix) and Tom was
carrying out waste audits followed
by a face to face discussion with
staff in the relevant area. The
Chief Nursing Officer suggested
that this could be featured as part
of the Matrons’ rounds and invited
Tom to join these.

E Sullivan

The Matrons meeting had been
cancelled during January 2022 and
Tom would be invited to the next
meeting in March 2022.

The Board noted that Tom would
be promoting the ‘Care without
Carbon’ slogan as part of the
Green Plan. The Chair
recommendation that the
Communications team should
support this. In addition, support
from the Royal Berks Charity
should also be considered.

R Bhasin

The Communications Team are
actively working on the launch of
the Green Plan and sit on the
Sustainability Steering Group.
The Charity are in discussion with
the sustainability team about
potential support including cycling
clinics to encourage uptake.
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Board Schedule of Matters Arising and Outstanding Actions
24
November
2021

179/21

Integrated Performance Report
(IPR)

The Chief People Officer advised
that the turnover metric was
distorted by the volumes of staff in
the Lighthouse laboratory and this
may need to be reported
separately in the future. However,
a detailed review of recruitment
and retention was on-going in order
to identify whether there were any
underlying issues. This would be
reported to the Workforce
Committee.

Agenda Item 5
D Fairley

An update will be provided to the
Workforce Committee on the 9
February 2022.
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Title:
Agenda item no:
Meeting:
Date:
Presented by:
Prepared by:

Chief Executive Report
6
Board of Directors
26 January 2022
Steve McManus, Chief Executive
Caroline Lynch, Trust Secretary

Purpose of the Report 




Report History

To update the Board with an overview of key issues since the
previous Board meeting.
To update the Board with an overview of key national and local
strategic environment and planning developments
This includes items that may impact on policy, quality and financial
risks to the Trust.

None

What action is required?
Assurance
Information
Discussion/input
Decision/approval

For information and discussion: The Board is asked to note the report

Resource Impact:
None
Relationship to Risk
6.
in BAF:
Strategic objectives This report impacts on (tick all that apply)::






Provide the highest quality care
Invest in our staff and live out our values
Drive the development of integrated services
Cultivate innovation and transformation
Achieve long-term financial sustainability

1. Leadership



2. Vision & Strategy



3. Culture

Not applicable

 4. Governance

5. Risks, Issues &
Performance



6. Information
Management



7. Engagement



Well Led Framework applicability:

8. Learning &
Innovation




Publication
Published on website

Confidentiality (FoI): Private

Public
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1. Strategic Objective 1: Provide the Highest Quality Care
Operational Update

1.1

Over the last month the Trust has been busy meeting the objectives set out in our Winter
plan; sustain (and continuously improve on) our elective recovery programme; maintain our
ability to treat patients with (non-Covid) emergency medical and surgical care needs safely;
and retain our ability to treat patients with Covid, minimising nosocomial Covid spread
(designated wards for hot and cold flow)

1.2

In spite of the infection control challenges presented by the Covid wave, we have
successfully sustained our normal elective work programme through December and January
to date, with only a small number of cancellations owing to infection control reasons. This
work includes a long-waitathon over the last fortnight from the ophthalmology team during
which they carried out over 50% more procedures than usual in both weeks, massively
reducing the number of patients waiting over 18 weeks (down to just over 60 now without a
date for surgery) – a huge effort from the team.

1.3

We have effectively maintained our capacity to care for emergency medical and surgical
patients throughout this period, despite high levels of staff absence (often well above 400 on
any given day and above January 2021 levels) and continued infection control challenges
causing wards to be closed to admissions. Our Focus on Flow Fortnight enabled us to give
additional support to our ward teams to expedite discharges and maintain flow – including by
working intensively on a daily basis with system partners. The analysis and learning we have
derived from this Rapid Quality Improvement event is being applied systematically now to
embed key changes and improvements.

1.4

Finally, we have successfully put into place our Covid escalation plan as part of our winter
response. We stood back up our Trust incident command and control arrangements on 21
December 2021. Since then we reached a peak of 96 Covid positive inpatients on the RBH
site (and a peak of 8 patients on ICU) with 99 patients also being supported at home via our
Covid virtual ward. However, significantly only around 20% of those in-patients have
required supplementary oxygen. Through strong leadership from our operational and clinical
teams and through our excellent infection prevention and control leadership, we have been
able to de-escalate over the last week and returned all but one ward area to its usual
purpose. The support from our housekeeping and portering teams throughout this period,
and especially in de-escalating wards, has been exceptional.

System Recovery
1.5

The ICS Elective Care Board continues to oversee elective recovery across the system.
Mutual aid is being provided to Buckinghamshire Healthcare Trust who face the longest
waiting times and joint initiatives across the three acute provider trusts have seen a
significant reduction in long waiters for ophthalmology procedures. The ICS Elective Care
Board is developing proposals for further collaboration across a wider range of specialties to
continue to reduce waiting times in 22/23 and beyond.

2. Strategic Objective 2: Invest in our staff and live out our values
National Vaccination policy

2.1

The Trust continues to offer staff Covid and Flu vaccination. The current position in relation
to the Covid vaccination is 97% staff have received the first dose, 95% have received two
doses and 83% have received the booster. Flu vaccination status is currently 69%.
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2.2

In terms of mandatory vaccination - of those deemed 'in-scope' 186 staff have not had the
vaccine (or we have no record of vaccination). Work is continuing with teams and individuals
to further improve the position.

3. Strategic Objective 3: Drive the Development of Integrated Service
Integrated Care Partnership and Integrated Care System Update
3.1

In December 2021 NHS England confirmed the appointment of Javid Khan and James Kent
as Chair and Chief Executive designate of the Buckinghamshire, Oxfordshire and Berkshire
West ICS. At the end of the month NHSE guidance 3 confirmed that the formal transfer of
responsibilities from CCGs to ICSs will be delayed until 1st July 22.

4

Strategic Objective 4: Cultivate Innovation and Transformation

Continuous Quality Improvement (CQI)
4.1

Following a competitive tender process the Trust has appointed KPMG as our Continuous
Quality Improvement partner. Over the past month the team have been mobilising our
programme, building on our work to date and the lessons and insight we have had from the
Covid experience.

Lighthouse Laboratory
4.2

Notification was received on 14 December 2021 from the UK Health Security Agency
(UKHSA) that funding has been agreed to extend the Lighthouse Laboratory for six months
from April 2022 on a similar basis to current arrangements. This excellent news confirms the
continuation of this vital national resilience infrastructure, providing daily capacity for
processing up to 60,000 PCR tests as well as Covid variant sequencing capacity from the
RBFT Bracknell Healthspace facility at Brants Bridge.

5

Strategic Objective 5: Achieve Long-Term Financial Sustainability

5.1

We have delivered a financial breakeven position at Month 9, December 2021. We continue
to forecast, albeit with a level of risk, a breakeven position for the year end, 31 March 2022.
We are on track with our capital programme, and retain strong liquidity.

5.2

Over the last month, we have received notification of additional capital and revenue funding.
Confirmation of seed funding (capital) for Building Berkshire together of £1.04m and further
funding for diagnostic equipment, to support elective recovery of £1.8m (capital). This is on
top of £2.2m of Targeted Investment Fund (TIF) (capital) and a combined revenue across
Elective Recovery Fund (ERF) and ERF+ of £9m, which incorporates funds for Independent
sector work. This boost of funding is very welcome and is enabling the additional activity
being undertaken to recover waiting list performance.
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5.3

Budget setting principles which secure an affordable and sufficient capital programme, retain
good liquidity and deliver financial balance, underpin our ‘Resourceful’ value. Draft Planning
Guidance was issued on 24 December 2021, and has enabled us to progress budget setting
for 2022/23, albeit in draft form. Initial draft capital allocations for BOB ICS have also been
issued. Although the Trust has been achieving a breakeven position, this has been achieved
through one-off, or non-recurrent, income receipts, and there continues to be a significant
underlying deficit. Further detailed analysis is underway to enable targeting areas to deliver
a reduction in the run rate of spend to bring the organisation into underlying financial
balance. We plan to finalise our budgets for 2022/23 during February. The Trust’s
Operating Plan or 2022/23 will be submitted to the public Board in March 2022

5.4

The Board approved the Trust’s Net Zero Carbon Plan in December 2021 and this has been
submitted to BOB ICS in January 2022. We are engaging with staff, patients and our local
communities to progress our commitment, and our resource allocation decisions, including
budget setting for 2022/23 and beyond, now explicitly reference delivery and consideration
of this commitment in our decision making.

5.5

We continue our close dialogue with the New Hospital Programme (NHP) team to progress
certainty around our ‘Building Berkshire Together’ hospital redevelopment programme
particularly around funding envelopes, draw down of enabling funds and timing. We are
looking forward to welcoming representatives from NHP who are visiting the Reading site in
mid-February.
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Integrated Performance Report
7
Board of Directors
26 January 2022
Janet Lippett, Chief Medical Officer
Executive Team

Purpose of the Report The purpose of this report is to provide the Committee with an analysis
of quality performance to the end of December 2021.

Report History

Executive Management Committee – 24 January 2022

What action is required?
Assurance
Information
Discussion/input
Decision/approval

The Board is asked to note the report

Resource Impact:

None

Relationship to Risk in
BAF:
Strategic objectives This report impacts on (tick all that apply)::





Provide the highest quality care
Invest in our staff and live out our values
Drive the development of integrated services
Cultivate innovation and transformation
Achieve long-term financial sustainability

1. Leadership



2. Vision & Strategy



3. Culture

Not applicable

 4. Governance

5. Risks, Issues &
Performance



6. Information
Management



7. Engagement



8. Learning &
Innovation

Confidentiality (FoI): Private

Public

Well Led Framework applicability:




Publication
Published on website



17

Integrated Performance Report
January 2022
The purpose of this paper is to provide the Board of Directors with an analysis of quality
performance to the end of December 2021. The report covers performance against the NHS
Improvement (NHSI) Risk Assessment Framework as well as national and local key
performance indicators.

Contact:
Eamonn Sullivan, Chief Nursing Officer
Janet Lippett, Chief Medical Officer
Dom Hardy, Chief Operating Officer
Don Fairley, Chief People Officer
Nicky Lloyd, Chief Finance Officer
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Dec 2021 Summary
Patient Safety
& Experience
Page 3 – 6

Clinical
Effectiveness
Page 7 - 10

•
•
•
•
•
•

11 Hospital onset 8-14 days COVID-19 positive patients and 16 Hospital onset over 14 days positive patients were reported in December 2021.
0 Trust apportioned MRSA bacteraemia reported in December 2021: a Non-TA has been reported, a full PIR will be undertaken by the RBFT.
46 mixed sex breaches reported this month – related to emergency pathway.
1st month reporting of Safer Nursing Care ‘Red Flags’ – a total of 48 red-flags reported. Note this launch period coincided with high levels of absence due to C-19.
In December 32% of complaints were responded to within 25 days. We are working with the Teams to improve our response time.
With the new COVID-19 omicron variant we have seen an increase in our COVID-19 hospital acquired infections and outbreaks in December. To note system wise, we are
not an outlier with our recent outbreaks/nosocomial infection rates. The HSJ and NHSE have published that the Trust has one of the lowest COVID-19 infection rate in
England and the lowest in the South East Region. This relates to the period January 2021 to December 2021.

•

Trust mortality has increased from the previous month. Hospital Standardised Mortality Ratio (HSMR - 56 diagnosis groups) remains as expected,SMR (all diagnosis
groups) is better than expected and Summary Hospital-level Indicator (SHMI) is also as expected.
The Telstra/Dr Foster tool has not flagged any new CUSUM alerts. However, Intestinal Infection (new) and Other Psychoses (previously known) have flagged as diagnosis
groups where the number of observed deaths are greater than the number of expected deaths.
The Myocardial Infarction National Audit Programme (MINAP) had 3 C-B<120 breaches, these were due to high SCAS OPEL status and the impact of vehicle availability due
to the SCAS waits in the Emergency Department (ED). There was also a D-B <90 mins which was a self-presenter to ED.
The Stroke Sentinel National Audit Programme (SSNAP) has resumed all data collection and currently demonstrates good and consistent compliance.

•
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•
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Title

A&E Performance remains below 95% (80%) but has improved vs previous month’s performance. Attendance numbers within the department have reduced
in December to a level similar to December 2019. However conversion to admission remains lower than would be typical, indicating a sustained increase in
‘minors’ attendance.
The average and maximum number of attendances to the ED remains above previous years but have reduced when compared with November 21.
As is being experienced across the NHS, ambulance handover times are a significant challenge. However performance has improved in December.
The Trust is working closely with colleagues across the ICP to analyze the drivers of increased pressure across the whole UEC and Primary Care pathway.
Referral to Treatment (RTT) performance remains significantly compromised. The Trust elective services recovery programme will balance the need to
reduce backlog with addressing delays within the individual pathways stages in order to achieve a sustainable recovery.
Performance against the 99% DM01 standard has deteriorated in December; a deep dive into the diagnostic waiting lists and DM01 performance standard
has commenced in Dec 21.
For November the Two Week Wait Cancer standard has dipped, primarily as a result of increased referrals within the Suspected Breast Cancer pathway.
62 day performance remains non-compliant. However treatment numbers remain high.
31 day first definitive treatment and 31 day subsequent treatments have all achieved compliance against the respective standards.
The 28 day fast diagnosis standard continues perform well against a backdrop of increasing referrals and busy diagnostic pathways.
We expect performance against all cancer standards to dip over the holiday period in line with seasonal trend.

Text to go here

Appraisal completion reached its highest level of compliance (85%) since April 2020 with all Care Groups reporting improvements during December.
The Employee Relations Team completed the REACT training in November to support managers who currently have staff on long term absence with stress,anxiety and
depression.
210 Health, Safety and Wellbeing Champions now in post across the Trust, representing a coverage of 60% of all departments. Work is on-going to engage departments
with no Champion in place.
The Trust has reported a £(0.17)m deficit for the year to date at M09, December 2021. This is in line with the budget.
Whilst the Trust is operating under a block funding arrangement for the year it has delivered elective activity in excess of the threshold set under the Elective Recovery
Fund. As a result income has been earned. Costs of delivery reflect the elective activity and a continued flow of non-elective patients.
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Safety & Experience – Harm Free Care

20

Safety & Experience – Infection Control

4 COVID-19 patient outbreaks were reported in December 21. Trust
Apportioned (TA) Gram Negative Bacteraemia i.e. E.coli, Pseudomonas
aeruginosa and Klebsiella remain below thresholds set by NHSE/I. The Trust
remains below the C.diff objective of 55 TA cases. The Trust reported the 1 st
Trust apportioned MRSA bacteraemia for 8 months in November 2021. Hand
hygiene performance remains good across the Trust.
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Safety & Experience – Harm Free Care

Pressure Ulcers
1 pressure ulcer was reported as a serious incident in December, investigation complete and awaiting sign off. Learning shared via departmental safety huddles.
Incidents of category 2 pressure ulcers remains low however it should be noted that in December 4 patients with category 2 Hospital Acquired pressure ulcers were not
reviewed – 2 patients had been discharged and 2 patients died prior to review and validation.
Falls
1 fall resulting in harm reported as a serious incident in December, investigation underway.
Serious Incidents
7 serious incidents reported in December. 4 Maternity cases of which 3 occurred in November all have been referred to HSIB for investigation.
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Patient Safety & Experience – Forward Look & Trends

Infection Control
0 Trust apportioned MRSA bacteraemia reported in December 2021: a Non-TA was reported and a review will be undertaken by the RBFT as per IPCT protocol. The Trust has a Zero tolerance
approach to avoidable MRSA Bacteraemia. 0 TA (HOHA/COHA) C.diff was reported. 3 TA (HOHA/COHA) Escherichia coli (E.coli) bacteraemia were reported and reviews are in progress. 4 TA
Meticillin-sensitive Staphylococcus Aureus (MSSA), 3 TA Klebsiella and 1 TA Pseudomonas Aeruginosa.
11 Hospital onset 8-14 days COVID-19 positive patients and 16 Hospital onset over 14 days positive were reported; these are linked to 4 outbreaks reported in in December 2021.
Staff Asymptomatic COVID-19 Testing (Lateral Flow Device & weekly PCR testing)
2090 (33%) staff regularly testing & reporting (LFD & PCR). Total staff detected as positive during this period 64 (25 via LFD, 39 via RBFT PCR staff testing).

Trust performs higher than BOB reporting average of 16%. As with the national reporting system evidence suggests that staff often fail to or under report individual ‘negative’ test results.
The Trust is moving to increase compliance with negative result reporting .
Outbreaks
12 additional wards regularly swabbed as part of outbreak prevention and management, including all staff and patients.
Vaccinations
COVID-19: 82.0% Boostered / 93.9% 2 doses / 96.3% 1 dose /3.7% not vaccinated.
FLU: 67.6% received.
Vaccination clinics continue with availability and flexibility. Satellite clinics visited and roving models deployed. Continuing to offer FLU alongside COVID-19.
7 day a week clinics in run up to deadlines for 1st and 2nd doses deadlines for mandatory vaccinations or NHS staff.
Complaints
The Trust received 27 formal complaints. Analysis of the 27 new complaints has shown that Clinical Treatment (18) and Communication (5) were the top two themes. 32% of complaints
closed in December were responded to within 25 days. We are working with the Teams to improve our response time. Of the complaints closed in December; 4 were well founded, 9 were
partially well founded and 4 were unfounded.
Safeguarding
Of the 100 child-safeguarding concerns raised 39% involved mental health issues which is a 13% reduction, however the complexity of these patients has increased.
Of 25 adult safeguarding concerns raised 5 of these concerns were raised about pressure damage identified on admission.
4 Adult Safeguarding concerns were raised about the Trust.
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Clinical Effectiveness – Mortality
SHMI

HSMR

Trust mortality, as a crude percentage
of admissions, has increased from the
previous month. Hospital Standardised
Mortality Ratio (HSMR - 56 diagnosis
groups) has increased slightly from the
previous month but remains as
expected. SMR (all diagnosis groups)
continues to decrease and is better
than expected. The national Summary
Hospital-level Indicator (SHMI) has
increased from the previous month
but remains as expected.

SMR

Learning from Deaths:
Total inpatient deaths (inc ED)
Learning Disability Deaths
Deaths Subject to SJR review
Deaths considered more likely than not due to issues with
care

1.8

Oct-21
158
1
28

Nov-21
136
2
24

Dec-21
151
2
26

0

0

0

Norm

The Learning from Deaths programme provides the Trust with a quality
assurance framework to review cases where any concerns in clinical care
have been identified. Full details of this programme and the themes and
learning coming from the reviews are shared in a quarterly report to the
Quality Committee.

Norm

Low
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Clinical Effectiveness – Mortality
Dr Foster tools have not raised any CUSUM alerts this month. However, Intestinal Infection (new) and Other Psychoses (previously known) have flagged as diagnosis groups where the
number of observed deaths are greater than the number of expected deaths (24 vs 13.5 and 10 vs 5.4 respectively)
Intestinal infection
• The top right graph shows that relative risk value for Intestinal Infection has been
rising over time. The lower volume of overall deaths has resulted in large
confidence interval bars but the trust are now at a higher than expected risk level.
• The bottom right graph indicates that Superspells (blue) shows a decline in
activity over the last two years, while Observed deaths (red) shows a steady
increase in deaths from Aug-20 to current. The peak of deaths from this group in
the last two years had been in Feb-20, but the number of superspells had been far
higher in the 12-month period (Mar-19 to Feb-20) and therefore crude rate would
have been higher.
• Of the 24 observed deaths where the primary diagnosis is intestinal infection only
8 of these deaths had the same diagnosis on discharge (death) and it should be
note that the primary diagnosis is denoted from the 1 st episode of care (unless an
R code). The remaining 16 observed deaths had a myriad of other diagnoses on
discharge - sepsis, covid-19 and pneumonia. In addition of the 10/24 observed
deaths these were spells with patients who had cancer. 11/24 deaths were
reported in the 3rd episode of the their spell and this is higher than expected. ¼
are where the spell has a complication of care and a higher than expected relative
risk. This is being looked at in further detail in CDQ 13/1/22.
Other psychoses
• Other Psychoses having alerted appears to be partly due to an FCE issue whereby R41 codes appear in the first 2 episodes
and a diagnosis is made further into admission. Review of the 3 cases in question suggested no concerns around care.
• Patient journeys alongside FCEs have been explored to ensure that they are clinically appropriate
• The findings highlight the need for clinician engagement with coding, and to address the copy + paste of admitting
diagnoses and other recorded information – an education and training package is to be developed,
• The graphs show that there are no new CUSUM alerts
• The alert had been noted by the CQC in their Intelligent Monitoring report. An update, will be provided to the Head of
Compliance in order to respond to the CQC via the usual process.
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Clinical Effectiveness – Stroke and Cardiac Care

Stroke
SSNAP:
• Acute Stroke Unit (ASU) 4hr target improved, achieving 83% reflecting
fewer ED late referrals. However bed availability still an issue.
• Significant improvement in 90% LoS target, with the unit achieving 98% (up
from 87%).
• Consultant marker (14hr) has dipped slightly to 79%: a mixture of bed
availability and late arrival on ASU.
• SaLT, OT & Physio therapy targets have had a solid month, achieving 100%,
96%, 96% respectively.

•

Cardiac Care
MINAP (Nov):
November patients have been validated and there were 3 C-B<120
breaches, these were due to high SCAS OPEL status and the impact of
vehicle availability due to the SCAS waits in ED. There was also a D-B <90
mins which was a self-presenter to ED. Learning from this case will be
discussed with ED.
Please see below the rolling stats for November 2021:
C-B<150 mins is 100%
C-B<120 mins is 72.72%
D-B<90mins is 91.66%

•

To note, the National data opt-out becomes effective from September 30 th and will affect the majority of NICOR audits, including MINAP, as well as SSNAP. Protocols are in planning to
ensure our audit submissions are fully compliant. Once implemented, this may result in two data sets presented: an ALL patient data set held locally, and a national audit ‘opt-out
omitted’ data set.

26

Clinical Effectiveness – Maternity

There is an upward trend in the midwifery staff in post numbers with a continued
upward projection in year as a result of continued international recruitment.
Rushey Midwifery Led (MLU) service were suspended on five occasions due to
midwifery staffing levels and COVID-19 related absence across the service.
Homebirth service was unavailable six times due to staffing issues. Three women
were affected; one because the homebirth team were at another birth and two
due to staffing.
An action plan to increase the number of continuity of carer teams over the next 2
years is being implemented.
MDT review of all PPH >1500mls. Themes have been identified and actions
identified.
All obstetric staff who are out of date with PROMPT training are booked to attend
in January or February with the projection that by January the compliance will be
at expected level again.
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Public Health Priorities

Staff Health Check Programme – this project aims to deliver health checks to all staff aged over 40 . Early indications and data from other similar projects nationally
suggest a target of 25% is ambitious and will be used as a starting point. After an initial “screening” staff will be signed posted to the most appropriate services.
Smoking Cessation – whilst initially focusing on the maternity population this project will aimed to be rolled out across all patient groups within the Trust.
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Public Health Priorities

Peri-operative Medicine – this project aims to target patients on the operative waiting lists to “actively wait” and use the time to focus on improving their health
status reducing the risk of complications and improving post surgical outcomes. The project is initially stating with patients awaiting hip and knee joint replacements
but will aim to be rolled out across additional surgical lists.
Equity in Perinatal Outcomes – this project aims to tackle the differing Health Outcomes for both mothers and neonates in BAME and deprived population. With
colleagues from public health we are currently reviewing known data to determine where best to start interventions, key metrics will therefore follow.
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Patient Access
0

12hr DTA
(Trolley Waits)

97%
09/01/22

77%

98%

84%

75%
85%

Cancer: 14 Day
93%

88%

56%

2340

To note: National reporting for a number of metrics has not taken place at the point of IPR circulation.
Metrics have been colour coded to indicate compliance (green) / non-compliance (red) expectations.
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Patient Access – Emergency and Flow
A&E – Combined

80%

A&E – Type 1

Conversion

EDMU
76%

27%

•

The Trust remains non-compliant against the 4 hour
waiting time standard.

•

December saw activity return to a similar level to
December 2019. However the conversion to
admission remains lower than would be typical.
Inferring the increase in attendance is being driven
by increased ‘minors’ demand and utilisation of the
SDEC offer in both Medicine and Surgery.

•

Average daily attendances have been c. 350 per day
in December 21. In December there was on 3 days
with greater than 400 attendances, this was 10 days
in November 21.

•

Arrivals by ambulance remain high. On average
there were 70 handovers per day.

•

We continue to see a similar pattern of arrivals but
demonstrates a significant increase in demand
across core hours.

•

Ambulance handovers within 15minutes of arrival
improved to 37% (from 33%). 30 minute and 60
minute performance also improved.

•

The average daily attendance through December
was 393 (min 245 max 420).
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Patient Access – Elective Access
RTT Profile – Nov 21
0 to 104 wks

RTT

•
<18

•

>18

RTT Profile – Dec 19
0 to 52 wks

•

•
•

RTT Profile

•

Red = Non Admitted Pathway
Blue = Admitted Pathway

•

For the second half of the year, attention on RTT reported volumes will increase as a result of its use as a proxy dataset for activity and waiting lists.
Four metrics have been put forward.
•
RTT clock stops has been introduced as a H2 criteria for access to Elective Recovery Funds (ICS aggregate target).
•
Zero 104 week waits by March 22 – Expect to achieve.
•
>52 total numbers to be held at the Sept 21 level or reduced by March 22 – Will not achieve as previouslyindicated.
•
Total PTL size to be held at the Sept 21 level of reduced by March 22 – Will not achieve as previously indicated.
•
The Trust has reported a compliant trajectory for clock stops at Trust level and 104 week waits. However our expectation at the time of
reporting was that PTL size will increase (c.20% ) as will the >52 week position (c.100%).
The Trust is scoping the ability to significantly increase Outpatient activity in order to reduce the length of wait within early stages of a pathway.

DM01
DM01 >13 Wks

DM01 > 6 Wks

•
•
•
•

157

786
•

Zero

<60

Cancer – Nov 21

Profile shows that the early ‘Non-Admitted’
pathway remains significantly extended.
Reducing these early delays will be key to reducing
over all waiting times.
There are 2340 >52 weeks (>451 on previous
month).
The Dec profile suggest the >52 week number will
now, as previously reported, begin to increase at
higher tip-over rate than we have seen to date.
Our >104 week risk remains low.

The DM01 is expected to remains non-compliant against the 99% standard.
A deep dive modality level review has been commenced.
Performance has deteriorated in Dec driven primarily by an increase in CT and MRI waits between 6 – 10
weeks.
Reporting issues remain across all outpatient modalities and the previously reported issue of cystoscopy
figure not being available (since GPAS deployment) remain unresolved. We are reviewing options available
to us to re-surface the information for reporting.
Across the South East region the Trust has remained a top performer when compared against other Trusts.

Cancer 62 day PTL

Cancer >104

88%
<62
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>90%

2WW
84%
93%
•

•

31-FDT
98%
96%

<15

62-FDT
75%
85%

28d Diag
77%
75%

Whilst key metrics such as 31 day FDT and 28
day diagnosis standards have remained stable
performance has deteriorated in November –
largely driven by high demand for Breast
services.
We expect most standards to dip slightly over
the holiday period in line with seasonal trend.
However over all PTL size change is
unexpected and will be investigated to
understand whether this is a data delay or
genuine increase.

Outpatients
Time to 1st Assessment

41
Avg <28 days
Note: Time to 1st assessment based upon patients
seen in month and does not include ‘not yet seen’
patients
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Patient Access – Elective Recovery (H2)
RTT Clock Stops vs. ERF Target (89% of 19/20 RTT clock Stops

•
•
•
•
•

New measure for H2. To gain access to ERF funding for above 19/20 target levels of activity,
Trusts are required to achieve monthly RTT clock stop volumes of at least 89% (month vs. month)
of 2019/20 Clock Stop volumes.
For December 21 the Trust has achieved the 89% requirement.
Light Blue = weekly reported, Dark Blue = monthly reported. Compliance is assessed on monthly
performance. The difference between the two relates to the slow capture of clock stop data /
validation / retrospective stops.
The recording/capture of clock stop information has changed significantly since 2019 as a result
of the data quality improvement programme and changes to administrative process (digital
programme).
The Trust is exploring options to target an increase in data capture efficiency and improve source
data quality to increase the numbers recorded, in parallel to increased activity levels.

H2 Activity vs. ERF Reported Trajectory vs. 19/20 actuals

•
•
•
•

The Trust remains complaint against the Outpatient and Diagnostic expectations (Dec not yet
reported for diagnostics).
For inpatients, the Trust is marginally above 19/20 actuals but significantly lower than the ERF
target in December. However the above figures do not include ISP activity.
December volumes are indicative only and expected to increase for SUS reporting (6 weeks behind)
on which compliance is assessed.
Note. Final performance will be assessed against financial values calculated from SUS. This allows
for data entry catch up. Previous months figures will be updated each month.
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Workforce, Staffing & Development

Invest in our
Staff

Supporting
health and
wellbeing

Operational
Support

Safer staffing
red flags

•

The roll out of the Civility saves lives programme is taking place in bespoke areas to support teams in communication and working relationships. Hybrid working data is
being collated to ensure this approach is being embedded in teams.

•
•
•
•
•
•
•

Work continues on the new Staff H&WB centre, revised opening date now Spring 2022.
Over 250 staff members have now attended REACT® Mental Health Conversation training, further dates continue to be offered.
REACH health digital health improvement platform available for staff to access for free until September 2022, 87 staff currently signed up to use this.
Trauma Risk Management (TRiM) service now live, helping to provide peer-led support to RBFT staff following their involvement in a potentially traumatic event.
210 Health, Safety and Wellbeing Champions now in post across the Trust, representing a coverage of 60% of all departments. Work is on-going to engage
departments with no Champion in place.
TEC Common Room to become a H&WB breakout area for all staff from 24 th January.
Monthly Health Promotion Campaign launched to focus on alcohol awareness and to coincide with Dry January.

•
•

COVID-19 guidance constantly updated in line with government guidance to ensure staff can return to work as quickly and safely as possible.
Budget setting underway – Care Group Boards being supported in terms of workforce issues and implications.

•

1st month reporting of Safer Nursing Care ‘Red Flags’ – a total of 48 red-flags reported. Note this launch period coincided with high levels of absence due to C-19.
Maternity were the highest reporters (n=20). Two highest categories of ‘red-flag’ (a) RN/HCSW down on a shift (b) delay or omission in care. Future red-flags will be
reported in the ‘workforce’ section of the KPI and presented at the Matrons Committee.
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Workforce, Staffing & Development – Forward Look & Trends

Appraisal Rate – Appraisal completion reached its highest level of compliance (85%) since April 2020 with all Care Groups reporting improvements during December. Work continues to focus
on Specialities with lowest compliance.
Completed Mandatory And Statutory Training (MAST) – MAST compliance remained static on the previous month with improvements in Corporate and Estates and Facilities off set by slightly
weaker performance in all 3 clinical care groups.
Rolling 12-month Sickness Absence – We continue to see a small rise in sickness month on month. Monthly sickness levels increased by 0.08% to 3.85%, but the rolling year figures for both
2021 and 2020 remain consistent at 3.36%. Stress Anxiety and Depression continues to remain one of the top 3 reasons for absence. In order to support this the Employee Relations Team
completed the REACT training in November. This will help support managers who currently have staff on long term absence with this reason. It is evident that November was the start of the
Omicron variant becoming more widely spread with the number of staff absent with cough and cold symptoms and an increase in absences due to being COVID-19 positive. There is no
doubt given the spread of Omicron there will be an increase in absence over the Winter months, more so than the normal Winter pressures. Work will be triangulated between the
Employee Relations Team, Temporary Staffing and the People and Change Partners to ensure that where possible planning is in place to help reduce the pressure on clinical areas.
Vacancy – Vacancy rate has reduced slightly in December attributed to the new qualified staff that have joined the Trust. Since the start of the financial year staff in post has increased by
488.63 FTE. Recruitment pipeline remains strong with 209 new employees going through the offer stage. International recruitment remains healthy with 7 new nurses due to arrive by
December and a pipe line of 37 new international nurse going through pre-employment checks. We are also expanding and welcoming international arrivals in maternity, radiology and
radiotherapy which I will have more to report on next month. Recruitment for the lighthouse lab continues, as testing increasing so is staffing .
Agency Spend – Agency spend increased from the previous month, ICU continues to be the highest spending area for agency with increased demand for Dec leading to more agency usage
including the need to use of framework agency at a higher expense, maternity, paediatrics and A&E using agency with increased demand. Agency release within Nursing and Midwifery
continues to be monitored daily, there are twice daily discussions involving NHSP, Matrons and Temporary Staffing to ensure safety is paramount and ensuring bank fill is optimal, we have
reviewed the usage of the pool ward to be used more optimally across the trust to support with less agency usage moving forward. Agency cancelations completed in price order managed
through the NHSP team, rates cards are being reviewed when possible to minimise cost.
Rolling 12-month Turnover –Turnover continues to rise across the Trust partly linked to Lighthouse but the situation should improve as the contract extension has been confirmed. Work is
underway with teams that are facing particular challenges with exit interviews being undertaken to understand the reasons for leaving. Focused work is being undertaken by the PCPs to
identify areas of cultural concern – Pathology being a key area with other interventions in place across the Care Groups. Close monitoring on pressured areas heading into winter which are
involving temp staffing.
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Health and Safety
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Health and Safety

Water treatment: The Operational Water Management Group are aware of lapses in L8 water sampling compliance in Feb/March 2021. This is under
investigation and review with CBRE with a recovery plan in place, escalated to H&S Committee.
Fire Safety: Recent intrusive surveys have revealed requirements for extensive fire stopping across the estate to comply with the fire strategy of the building –
funds allocated within the 2021/2 capital investment plan to address the issue.
Asbestos: Findings highlighted within routine annual re-inspections need to be address to prevent exposure to asbestos; currently managed and mitigated by
limitation of access.
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Finance
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Finance – Forward Look / Trends
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All National Indicators - Trend
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All National Indicators - Trend
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Ockenden Update
8
Board of Directors
26 January 2022
Eamonn Sullivan, Chief Nurse
Gill Valentine, Director of Midwifery

Purpose of the Report

1. To update the Board on RBFT Maternity improvement initiatives
over the past 8 months.
2. To inform the Board on the Trust outcome and status in relation
to the Ockenden Report ‘Immediate and Essential Actions’
published by the Regional Chief Midwife in December 2021
following a national validation process.
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1

Executive Summary
Maternity Services in England have been under well documented pressure notably over the
past 24 months, this pressure has been exacerbated by the complexities of the pandemic,
rising demand and workforce challenges relating to midwifery and obstetrics.
Although RBFT Maternity Service performs well against peers – the service is not Immune
from this pressure, and to this end the Trust has undertaken a number of initiatives to
support the Departments ambition to sustain and build upon our existing ‘CQC Good Rating’
and move to an ‘Outstanding’ rating. These initiatives include:
A series of Maternity ‘Leadership Summits’ to support the services ‘journey to outstanding’,
building a vision and strategy for the service – second Summit planned for March 2022.
An on-site peer review by an expert clinical and quality team from Frimley Health (completed
December 2021). The RBFT team will be reciprocating a peer review to Frimley in March
2022.
Investment in and further strengthening the Midwifery Leadership and Governance Structure
including expert team development and enhancing the ‘users voice’ in the service – live and
ongoing.
Focus on equality of access and care of the most vulnerable woman. Inclusion of an
Improvement Initiative related to BAME woman in one of the Trusts four Public Health
Priorities for this coming year.
Renewed focus on ‘Staff Experience’ through a dedicated Chief Nurse/Director of Midwifery
Led Recruitment and Retention campaign – live and ongoing.

2

Key Issues
The Ockenden Report – Background and RBFT Status
On 10th December 2020 Donna Ockenden published the first report on the emerging findings
and recommendations from the independent review of Maternity Services at Shrewsbury and
Telford NHS Trust.
On 14th December 2020 NHS England wrote to all Trusts requesting confirmation that 12
urgent clinical priorities from the seven Immediate and Essential Actions had been
implemented by 21st December 2020.
Trusts were subsequently asked to complete a self-assessment and assurance framework on
all components of the safety requirements. This assessment identified that we were either
compliant or partially compliant with all the safety requirements.
Trusts were then asked to submit the evidence to support the self-assessment and assurance
framework to the Ockenden Evidence Hub Portal by 30th June 2021.
An initial review of this evidence was completed by the national and regional maternity review
panel in October 2021 with Trusts then being given the opportunity to review and challenge
the compliance ratings. In the report RBFT performed highly and were assessed as being
80.25% overall compliant with evidence for all immediate and essential actions (OUH were
75.5% and Bucks 39%).
Following the Trust submission of challenges, the national team completed a further validation
process and the final implementation status report was sent to Trusts on 17th December 2021.
The Trust is assessed as being 93.5% compliant with evidence for all immediate and essential
actions. Although detailed benchmarking is underway, initial feedback from Region indicates
that this is a positive compliance score.
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A Regional process for monitoring the implementation and compliance with the seven
Immediate and Essential actions has been introduced.
3

Conclusion

Action
Monitor implementation of actions through
Maternity Governance meeting and report on
progress to the Quality Committee bi-annually
Meet with Regional Chief Midwife to discuss
final report, the progress and to identify any
further support needed.
Second Ockenden report to be published
March 2022. Communicate to all relevant staff.

4

Who responsible

By When

Gill Valentine, Director of
Midwifery

February 2022

Gill Valentine, Director of
Midwifery, Eamonn
Sullivan, Chief Nurse
Gill Valentine, Director of
Midwifery, Eamonn
Sullivan, Chief Nurse

February 2022

April 2022

Attachments
The following are attached to this report:

4.1

Appendix 1 Final implementation status report following national validation

4.2

Appendix 2 Ockenden evidence action plan.
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Question Number
IEA1
IEA1
IEA1
IEA1
IEA1
IEA1
IEA1
IEA2
IEA2
IEA2
IEA2
IEA2
IEA3
IEA3
IEA3
IEA3
IEA3
IEA3
IEA4
IEA4
IEA4
IEA4
IEA4
IEA4
IEA5
IEA5
IEA5
IEA6
IEA6
IEA6
IEA6
IEA7
IEA7
IEA7
IEA7
IEA7
WF
WF
WF
WF
WF

Category
Q1
Q2
Q3
Q4
Q5
Q6
Q7
Q11
Q13
Q14
Q15
Q16
Q17
Q18
Q19
Q21
Q22
Q23
Q24
Q25
Q26
Q27
Q28
Q29
Q30
Q31
Q33
Q34
Q35
Q36
Q37
Q39
Q41
Q42
Q43
Q44
Q45
Q46
Q47
Q48
Q49

Question Number
All Evidence Submitted
Some Evidence Submitted
No Evidence Submitted
Maternity Dashboard to LMS every 3 months
1
External clinical specialist opinion for cases of intrapartum fetal death, maternal death, neonatal brain injury and neonatal death
1
Maternity SI's to Trust Board & LMS every 3 months
1
Using the National Perinatal Mortality Review Tool to review perinatal deaths
1
Submitting data to the Maternity Services Dataset to the required standard
1
Reported 100% of qualifying cases to HSIB / NHS Resolution's Early Notification scheme
1
Plan to implement the Perinatal Clinical Quality Surveillance Model
1
Non-executive director who has oversight of maternity services
1
Demonstrate mechanism for gathering service user feedback, and work with service users through Maternity Voices Partnership to coproduce local maternity
1
services
Trust safety champions meeting bimonthly with Board level champions
1
Evidence that you have a robust mechanism for gathering service user feedback, and that you work with service users through your Maternity Voices1Partnership (MVP) to coproduce local maternity services.
Non-executive director support the Board maternity safety champion
1
Multidisciplinary training and working occurs. Evidence must be externally validated through the LMS, 3 times a year.
1
Twice daily consultant-led and present multidisciplinary ward rounds on the labour ward.
1
External funding allocated for the training of maternity staff, is ring-fenced and used for this purpose only
1
90% of each maternity unit staff group have attended an 'in-house' multi-professional maternity emergencies training session
1
Implement consultant led labour ward rounds twice daily (over 24 hours) and 7 days per week.
1
The report is clear that joint multi-disciplinary training is vital, and therefore we will be publishing further guidance shortly which must be implemented.
1 In the meantime we are seeking assurance that a MDT training schedule is in place
Links with the tertiary level Maternal Medicine Centre & agreement reached on the criteria for those cases to be discussed and /or referred to a maternal
1
medicine specialist centre
Women with complex pregnancies must have a named consultant lead
1
Complex pregnancies have early specialist involvement and management plans agreed
1
Compliance with all five elements of the Saving Babies’ Lives care bundle Version 2
1
All women with complex pregnancy must have a named consultant lead, and mechanisms to regularly audit compliance must be in place.
1
Understand what further steps are required by your organisation to support the development of maternal medicine specialist centres
1
All women must be formally risk assessed at every antenatal contact so that they have continued access to care provision by the most appropriately trained
1
professional
Risk assessment must include ongoing review of the intended place of birth, based on the developing clinical picture.
1
A risk assessment at every contact. Include ongoing review and discussion of intended place of birth. This is a key element of the Personalised Care and
1 Support Plan (PCSP). Regular audit mechanisms are in place to assess PCSP compliance.
Appoint a dedicated Lead Midwife and Lead Obstetrician both with demonstrated expertise to focus on and champion best practice in fetal monitoring
1
The Leads must be of sufficient seniority and demonstrated expertise to ensure they are able to effectively lead on elements of fetal health
1
Can you demonstrate compliance with all five elements of the Saving Babies’ Lives care bundle Version 2?
1
Can you evidence that at least 90% of each maternity unit staff group have attended an 'in-house' multi-professional maternity emergencies training 1session since the launch of MIS year three in December 2019?
Trusts ensure women have ready access to accurate information to enable their informed choice of intended place of birth and mode of birth, including
1 maternal choice for caesarean delivery
Women must be enabled to participate equally in all decision-making processes
1
Women’s choices following a shared and informed decision-making process must be respected
1
Can you demonstrate that you have a mechanism for gathering service user feedback, and that you work with service users through your Maternity Voices
1
Partnership to coproduce local maternity services?
Pathways of care clearly described, in written information in formats consistent with NHS policy and posted on the trust website.
1
Demonstrate an effective system of clinical workforce planning to the required standard
1
Demonstrate an effective system of midwifery workforce planning to the required standard?
1
Director/Head of Midwifery is responsible and accountable to an executive director
1
Describe how your organisation meets the maternity leadership requirements set out by the Royal College of Midwives in Strengthening midwifery leadership:
1
a manifesto for better maternity care:
Providers to review their approach to NICE guidelines in maternity and provide assurance that these are assessed and implemented where appropriate.
1
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Immediate and Essential Action 1: Enhanced Safety
100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

Immediate and Essential Action 2: Listening to Women and Families
100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

Maternity
Dashboard to LMS
every 3 months

External clinical
specialist opinion
for cases of
intrapartum fetal
death, maternal
death, neonatal
brain injury and
neonatal death

Maternity SI's to
Trust Board & LMS
every 3 months

All Evidence Submitted

Using the
National Perinatal
Mortality Review
Tool to review
perinatal deaths

Some Evidence Submitted

Submitting data to
the Maternity
Services Dataset
to the required
standard

Reported 100% of
qualifying cases
to HSIB / NHS
Resolution's Early
Notification
scheme

Non-executive director
who has oversight of
maternity services

Plan to implement
the Perinatal
Clinical Quality
Surveillance
Model

No Evidence Submitted

All Evidence Submitted

Immediate and Essential Action 3: Staff Training and Working Together
80%
60%
40%
20%
Multidisciplinary
training and working
occurs. Evidence must
be externally
validated through the
LMS, 3 times a year.

Twice daily
consultant-led and
present
multidisciplinary
ward rounds on the
labour ward.

External funding
allocated for the
training of maternity
staff, is ring-fenced
and used for this
purpose only

All Evidence Submitted

90% of each
maternity unit staff
group have attended
an 'in-house'
multi-professional
maternity
emergencies training
session

Some Evidence Submitted

Implement
consultant led labour
ward rounds twice
daily (over 24 hours)
and 7 days per week.

The report is clear
that joint
multi-disciplinary
training is vital, and
therefore we will be
publishing further
guidance shortly
which must be
implemented. In the
meantime we are
seeking assurance

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

Links with the tertiary
level Maternal
Medicine Centre &
agreement reached
on the criteria for
those cases to be
discussed and /or
referred to a
maternal medicine
specialist centre

Women with complex
pregnancies must
have a named
consultant lead

No Evidence Submitted

Evidence that you have a
robust mechanism for
gathering service user
feedback, and that you
work with service users
through your Maternity
Voices Partnership (MVP)
to coproduce local
maternity services.

Non-executive director
support the Board
maternity safety
champion

No Evidence Submitted

Complex
pregnancies have
early specialist
involvement and
management plans
agreed

Compliance with all
five elements of the
Saving Babies’ Lives
care bundle Version
2

Some Evidence Submitted

All women with
complex pregnancy
must have a named
consultant lead, and
mechanisms to
regularly audit
compliance must be
in place.

Understand what
further steps are
required by your
organisation to
support the
development of
maternal medicine
specialist centres

No Evidence Submitted

Immediate and Essential Action 6: Monitoring Fetal Wellbeing

100%

100%

90%

90%

80%

80%

70%

70%

60%

60%
50%

50%

40%

40%

30%

30%

20%

20%

10%

10%

0%
All women must be formally risk assessed
at every antenatal contact so that they
have continued access to care provision by
the most appropriately trained
professional

Risk assessment must include ongoing
review of the intended place of birth,
based on the developing clinical picture.

All Evidence Submitted

Some Evidence Submitted

A risk assessment at every contact. Include
ongoing review and discussion of intended
place of birth. This is a key element of the
Personalised Care and Support Plan (PCSP).
Regular audit mechanisms are in place to
assess PCSP compliance.

Appoint a dedicated Lead
Midwife and Lead Obstetrician
both with demonstrated
expertise to focus on and
champion best practice in fetal
monitoring

No Evidence Submitted

Trusts ensure women
have ready access to
accurate information to
enable their informed
choice of intended place
of birth and mode of
birth, including maternal
choice for caesarean
delivery

Women must be enabled
to participate equally in
all decision-making
processes

All Evidence Submitted

Women’s choices
following a shared and
informed
decision-making process
must be respected

Some Evidence Submitted

Can you demonstrate that
you have a mechanism for
gathering service user
feedback, and that you
work with service users
through your Maternity
Voices Partnership to
coproduce local maternity
services?
No Evidence Submitted

The Leads must be of sufficient
seniority and demonstrated
expertise to ensure they are
able to effectively lead on
elements of fetal health

All Evidence Submitted

Immediate and Essential action 7: Informed Consent
100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

Some Evidence Submitted

All Evidence Submitted

Immediate and Essential Action 5: Risk Assessment Throughout Pregnancy

0%

Trust safety champions
meeting bimonthly with
Board level champions

Immediate and Essential Action 4: Managing Complex Pregnancy

100%

0%

Demonstrate mechanism
for gathering service user
feedback, and work with
service users through
Maternity Voices
Partnership to coproduce
local maternity services

Can you demonstrate
compliance with all five
elements of the Saving Babies’
Lives care bundle Version 2?

Some Evidence Submitted

Can you evidence that at least
90% of each maternity unit staff
group have attended an
'in-house' multi-professional
maternity emergencies training
session since the launch of MIS
year three in December 2019?

No Evidence Submitted

Workforce Planning / NICE Guidlines

Pathways of care clearly
described, in written
information in formats
consistent with NHS
policy and posted on the
trust website.

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

Demonstrate an effective
system of clinical
workforce planning to the
required standard

Demonstrate an effective
system of midwifery
workforce planning to the
required standard?

All Evidence Submitted

Director/Head of
Midwifery is responsible
and accountable to an
executive director

Some Evidence Submitted

Describe how your
organisation meets the
maternity leadership
requirements set out by
the Royal College of
Midwives in
Strengthening midwifery
leadership: a manifesto
for better maternity care:

Providers to review their
approach to NICE
guidelines in maternity
and provide assurance
that these are assessed
and implemented where
appropriate.

No Evidence Submitted
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Action Regulatory Date of Ockenden
plan ref organisation
submission

1

Department
Health &
Social Care

2

Department
Health &
Social Care

3

Department
Health &
Social Care

4

Department
Health &
Social Care

5

Department
Health &
Social Care

6

Department
Health &
Social Care

7

8

Department
Health &
Social Care

Department
Health &
Social Care

Action source

Ockenden
submission
reference
(section, number)

Action

Minutes of Maternity Clinical Governance
meeting to include a summary of discussions
and agreed action on the Maternity
Dashboard – will be implemented from 2 July
2021

29-Jun-21

Internally
identified by
RBFT at
submission

Action 1:
Enhanced
Safety Q1

29-Jun-21

Internally
identified by
RBFT at
submission

Action 5: Risk
Assessment
throughout
pregnancy Q31,
Q33 and Q36

29-Jun-21

Internally
identified by
RBFT at
submission

Add reference to Saving Babies Lives care
Action 5: Risk
Bundle to all guidelines relating to the 5
Assessment
elements.
throughout
pregnancy Q27
and Q32

29-Jun-21

Internally
identified by
RBFT at
submission

Action 1:
Enhanced
Safety Q3 and 8

29-Jun-21

Internally
identified by
RBFT at
submission

Action3: Staff
Training and
Working
Together Q19

29-Jun-21

Internally
identified by
RBFT at
submission

Action 1:
Enhanced
Safety Q4 and
Q12

29-Jun-21

29-Jun-21

Internally
identified by
RBFT at
submission

Action 1:
Enhanced
Safety Q6

Internally
identified by
RBFT at
submission

Action 3: Staff
training and
working together
Q21 and
Action5: Risk
Assessment
throughout
pregnancy Q30

Antenatal Care Guideline (GL956) and
Planning place of Birth Guideline (GL887) to
be updated to include review of intended
place of birth at every AN visit – live changes
requested for both documents.

Care Group

Urgent Care

Urgent Care

Urgent Care

Service

Maternity

Maternity

Maternity

Full maternity serious incident reports to be
available to Trust Board.
Urgent Care

Urgent Care Group Director of Finance to
Implement a system to evidence that any
external funding allocated for maternity
training is ring fenced and spent on Maternity
training.

Urgent Care

Maternity

Maternity

External review to be arranged for all Perinatal
Mortality Review Meetings (PMRM)
Urgent Care

Maternity

Ensure an on- going process for evidencing
100% of cases have been reported to NHS
Resolution Early Notification Scheme by
Health care Safety investigation Branch
(HSIB).

Department
Health &
Social Care

11

Department
Health &
Social Care

12

Department
Health &
Social Care

13

Department
Health &
Social Care

29-Jun-21

Internally
identified by
RBFT at
submission

Action 2:
Listening to
Women and
Families Q11

29-Jun-21

Internally
identified by
RBFT at
submission

Action 2:
Listening to
Women and
Families Q11

29-Jun-21

Internally
identified by
RBFT at
submission

Action 2:
Listening to
Women and
Families Q15

29-Jun-21

Internally
identified by
RBFT at
submission

Urgent Care

All staff

Update date

02/07/2021

Complete

Full Maternity SI reports to be available to Trust
Board embedded in a maternity Incidents and
Investigations Overview report. The overview
report will presented to the Board monthly from
August 2021.

Private Board of
Directors

09/07/2021

31/07/2021

Urgent Care Group Director of Finance to establish
a system to record training money received for
maternity and any transactions against it.
Director of Midwifery to advise the Finance Director
of external training money that will be coming into
the budget.

Maternity

Urgent Care

All PMRT review
meetings have an
external reviewer on
the panel

Maternity

Guideline updates.
Maternity Newsletter
September 2021

Record of Funding
and transactions
against it to be
available from Urgent
care Finance team on
request.

PMRT reports
detailing who has
been involved in
reviews.

31/07/2021

19/7/2021 Assurance
provided by HW,
Paralegal, Legal
Services that process
is established and
notifications are
received. Internal
process to monitor
referrals to HSIB and
ENS established. First
report due 4th january
2022.

Specialty /
Department lead
accountable for
delivery

Individual
responsible for
delivery

Eamonn
Sullivan,
Chief Nurse

Gill Valentine,
Director of
Midwifery

Sunetra
Sengupta,
Clinical
Governance
lead

Sunetra
Sengupta,
Clinical
Governance
Lead

N/A

Eamonn
Sullivan,
Chief Nurse

Gill Valentine,
Director of
Midwifery

Kerry Taylor,
Matron

Annette
Weavers, Better
Births Project
Midwife

N/A

Eamonn
Sullivan,
Chief Nurse

Gill Valentine,
Director of
Midwifery

Kerry Taylor,
Matron

Annette
Weavers, Better
Births Projct
Midwife

N/A

Eamonn
Sullivan,
Chief Nurse

Jane Chandler,
Deputy Chiref
Nurse

Gill Valentine,
Director of
Midwifery

Sharon Andrews,
Patient Safety
Lead for
Maternity and
Gynaecology

N/A

Nicky Lloyd,
Chief
Financial
Officer

Andrew Baugh,
Urgent Care
Finance Director

N/A

Janet Lippett,
Chief Medical
Officer

Gill Valentine,
Director of
Midwifery

Sharon
Sharon Andrews,
Andrews,
Patient Safety
Patient Safety
Lead for
Lead for
Maternity and
maternity and
Gynaecology
Gynaecology

N/A

Eamonn
Sullivan,
Chief Nurse

Gill Valentine,
Director of
Midwifery

Legal Services

Sarah Pearson,
Head of Legal
Services

N/A

Eamonn
Sullivan,
Chief Nurse

Gill Valentine,
Director of
Midwifery

Information
team

Julie Sadio,
Principle analystoperational
performance and
Quality

Gap analysis and
action plan

30/09/2021

NED to attend
Safety walk abouts
quarterly
31/12/2021

Set up task and finish group to work on the actions 90% of actions
in the review of maternity information and
completed
posterboards.
Agree priorities for action

Senior Manager
Accountable for
delivery

N/A

Assurance letters
from NHS Resolution
with their reference
number are stored on
the legal service file.

31/08/2021

Safety champions toolkit to be circulated to all
Maternity and
maternity and neonatal safety champions.
Neonatal Safety
Safety champions to meet and identify any gaps
Champions
and produce an action plan.
Action plan to be discussed and agreed with Board
Safety Champions

Named risk register Exec Director /
and risk number on EMC member
which this risk is
Accountable
recorded (if
for delivery
applicable)

Fatou Ouattara,
Finance
Manager, Urgent
Care

Board reports from
August, September
and October 2021.

Dates confirmed. First
walk about 9/8/21

N/A

Eamonn
Sullivan,
Chief Nurse

Gill Valentine,
Director of
Midwifery

Sam Fleming,
Maternity Safety
Champion,
Sunetra
Sam Fleming,
Sengupta,
Maternity Safety
Obstetric Safety
Champion
Champion,
Kemy Naidoo,
neonatal safety
champion

N/A

Eamonn
Sullivan,
Chief Nurse

Gill Valentine,
Director of
Midwifery

Sam Fleming,
Sam Fleming,
Maternity Safety Maternity Safety
Champion
Champion

N/A

Eamonn
Sullivan,
Chief Nurse

Gill Valentine,
Director of
Midwifery

Kerry Taylor,
Matron

Kerry Taylor,
Matron

N/A

Eamonn
Sullivan,
Chief Nurse

Will Orr, Care
Group Director

Will Orr, Care
group Director

Eamonn
Sullivan, Chief
Nurse

Minutes of Maternity
safety meeting (home
meeting)

Action plan updates
with progress reports
31/12/2021

Reporting lines to be discussed and agreed.
Urgent Care

Guideline updates.
Maternity Newsletter,
July 2021

Complete

Trust Board

Maternity

Maternity

Complete

Dec-21

31/07/2021

Maternity safety champion to provide dates and
send to Non Executive Director.
To commence wak abouts from September 2021.
Urgent Care

Complete

Current
Source of assurance to
compliance status
test compliance
(blue=compliant,
(evidence to
amber=partially
demonstrate action
compliant with
implemented)
target date, red =
non-compliant)
Minutes of meeting 02/07/2021,03/09/20
21 and 01/10/2021

Private Board
Minutes
31/08/2021

Maternity

Confirm dates for NED to attend safety walk
abouts in maternity

Review Director of Midwifery job description
with regards to reporting lines
Section 2:
(recommendation that the role is responsible
Midwifery
and accountable to an Executive Director)
Leadership Q47

Amend guidelines: CG473, GL791, GL1032,
GL903, GL916 and GL917 to include reference to
Saving babies Lives care Bundle.

Maternity page on Integrtaed Board Performance
Report to be reviewed and revised to include the
required metrics.
Agree layout and metrics with Chief Nurse

Urgent Care

Work with MVP on actions identified in their
review of maternity information and of the
Maternity section of the Trust website (work is
in progress).

Guidelines to be amended to include the
All staff providing
requirement for review of intended place of birth at antenatal care
each antenatal visit. Change in practice to be
diseminated to all staff via newsletter and
department blogs.

Clinical Governance/Patient Safety Lead from
Bucks NHS FT to be approached to discuss a
reciprocal agreement for External review on PMRT
panel

Target
compliance date

Minutes of July
meeting

Maternity

Review safety Champions toolkit to identify
any actions

10

Chair of meeting and Clinical Admin Team 6
minute taker to be advised of requirement and to
record discussions on Maternity dashboard in the
minutes from 2nd July.

Target (e.g. staff
numbers, % trained
etc)

Trust to confirm that process established between 100% eligible cases
Health care Safety investigation Branch (HSIB)
referred to NHSR
and NHS Resolution is in place and that
acknowledgement letters from NHS Resolution on
accepted cases are being received.
Urgent Care

Minutes of Maternity Clinical Governance
meeting to include a summary of discussions
and agreed action on the Maternity
Dashboard – will be implemented from 2 July
2021

Action (s) to achieve compliance (use additional rows
for multiple-actions)

20/08/2021

18/8/21 reporting lines
agreed and JD
amended. DoM is now
accountable and
responsible to Chief
Nurse.

Updated job
description
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14

Department
Health &
Social Care

29-Jun-21

15

Department
Health &
Social Care

29-Jun-21

16

17

18

18

18

18

Department
Health &
Social Care

Department
Health &
Social Care

Department
Health &
Social Care

Department
Health &
Social Care

Department
Health &
Social Care

Department
Health &
Social Care

29-Jun-21

29-Jun-21

29-Jun-21

Internally
identified by
RBFT at
submission

Implement the actions from the audits
Action 5: Risk
completed against the evidence requirements
Assessment
in the report
Throughout
Pregnancy Q31
and Q33

Action 2 :
Listening to
Identified at
external evidence Women and
Families Q11
review

Non- Executive Director to link with MVP Chair

LMS reports to show regular review of training
Action 3: Staff
data (attendance, compliance coverage) and
training and
training needs assessment that demonstrates
Identified at
external evidence working together validation describes as checking the accuracy of
Q17
the data.
review
Action 3: Staff
training and
Identified at
Where inaccurate or not meeting planned target
external evidence working together what actions and what risk reduction mitigations
Q17
review
have been put in place.

Identified at
Action 6:
external evidence Monitoring Fetal
review
Wellbeing. Q

Ensuring that colleagues engaged in fetal
wellbeing monitoring are adequately supported
e.g clinical supervision

Urgent Care

Urgent Care

Urgent Care

Urgent Care

Urgent Care

Maternity

Maternity

Maternity

Ensuring that colleagues engaged in fetal
wellbeing monitoring are adequately supported
e.g clinical supervision

Urgent Care

Ensuring that colleagues engaged in fetal
wellbeing monitoring are adequately supported
e.g clinical supervision

Urgent Care

Ensuring that colleagues engaged in fetal
wellbeing monitoring are adequately supported
e.g clinical supervision

Urgent Care

NED and Chair of MVP
to have met

31/12/2021

Training data included
in reports

Training data reported to
30/09/2021 LMs bi-monthly since July
2021

All reports on training
data to include actions
and risk reduction
mitigation is in place.

Maternity

100% staff
Support for fetal wellbeing monitoring to be undertaking fetal
wellbeing
made explicit within Role of consultant
monitoring
obstetrician document

Maternity

All medical staff to be reminded that their
educational supervisor is available to debrief
clinical situations including those involving
fetal monitoring issues – email, newsletter,
blogs

Maternity

29-Jun-21

Identified at
Action 6:
external evidence Monitoring Fetal
review
Wellbeing. Q

Non-Executive to have oversight of maternity services
including feedback from service users. Contact details
to be shared

Training data and Training needs assessment to be
included in bi-monthly perinatal quality surveillance
report

Maternity

Audit reports with
action plans
31/07/2021

To include in reports on training data.

29-Jun-21
Identified at
Action 6:
external evidence Monitoring Fetal
review
Wellbeing. Q

90% achieved in all
criteria

Maternity

29-Jun-21
Identified at
Action 6:
external evidence Monitoring Fetal
review
Wellbeing. Q

Action plans to be agreed for the following audits:
Women's involvement in decision making
Women's choices are respected

100% staff
undertaking fetal
wellbeing
monitoring

All midwifery staff to be reminded that the
PMAs or fetal monitoring steering group are
100% staff
available to debrief clinical situations
undertaking fetal
involving fetal monitoring issues – email,
wellbeing
newsletter, blogs
monitoring
100% staff
All midwifery and medical staff have a full
undertaking fetal
day of fetal monitoring training and
assessment annually. One to one support in wellbeing
monitoring
place for those who need it to ensure
competency and available for anyone who
wishes. Training feedback to include
questions to explore staff experiences of
support with fetal wellbeing monitoring and
what improvements can be made.
Findings to feed into fetal monitoring action
plan

22/10/21 MVP chair
made contact with NED

N/A

Eamonn
Sullivan,
Chief Nurse

Gill Valentine,
Director of
Midwifery

N/A

Eamonn
Sullivan,
Chief Nurse

Gill Valentine,
Director of
Midwifery

N/A

Eamonn
Sullivan,
Chief Nurse

Gill Valentine,
Director of
Midwifery

N/A

Eamonn
Sullivan,
Chief Nurse

Gill Valentine,
Director of
Midwifery

N/A

Sarah Philip,
Janet Lippett, Sarah Philip, Medical
Medical Lead
Chief Medical Lead Obstertrics and
Obstertrics and
Officer
Gynaecology
Gynaecology

Avril Mansfield,
maternity
Information
Officer

N/A

Sarah Philip,
Janet Lippett, Sarah Philip, Medical
Medical Lead
Chief Medical Lead Obstertrics and
Obstertrics and
Officer
Gynaecology
Gynaecology

Patrick Bose,
Obstetrick Fetal
Monitoring Lead

N/A

Eamonn
Sullivan,
Chief Nurse

Gill Valentine,
Director of
Midwifery

Christine Harding,
Jo Pawlak,
Consultant
Midwifery fetal
Midwife
monitoring lead.

N/A

Eamonn
Sullivan,
Chief Nurse

Gill Valentine,
Director of
Midwifery

Christine Harding,
Jo Pawlak,
Consultant
Midwifery fetal
Midwife
monitoring lead.

Perinatal Quality
Surveillance reports

31/01/2022
Training data reports

28/02/2022
Guideline updates

31/01/2022

Chris Bell, QI
and Audit
Midwife

Chris Bell, QI and
Audit Midwife

Bal Bahia, NonExecutive Director
Sharon
Andrews,
Patient Safety
Lead for
Maternity and
Gynaecology
Akeisha
Robinson,
Practice
Deve;lopment
Midwife

Akeisha Robinson,
Practice
Deve;lopment
Midwife

Sara Phillips,
Practice educator

Newsletter, Emails

31/01/2022
Newsletter, Emails,
blogs

29/04/2022

Training feedback
records
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Title:
Agenda item no:
Meeting:
Date:
Presented by:
Prepared by:

Vision 2025 and Supporting Strategies
9
Board of Directors
26 January 2022
Steve McManus, Chief Executive
Andrew Statham, Director of Strategy, Transformation and Partnerships
/ Matthew Hayward, Head of Strategy and Planning

Purpose of the
Report

To provide an update on the work ahead to refresh Vision 2025 and its
supporting strategies. It is proposed that Board will receive a full draft of
the refreshed Trust Strategy at its March meeting, following engagement
on the framework with partners, patients and governors. Publication will
follow in Q1 2022/23. A timetable for supporting strategy development
and alignment to the revised Trust strategy is set out in Appendix 1.

Report History

The Board discussed the framework for the strategy refresh at the
October seminar meeting. Further development of this framework has
taken place following this meeting. Over the next month we are seeking
to engage a number of representative groups inside and outside of the
Trust to further refine the framework alongside developing the draft
strategy document.

What action is required?
Assurance
Information
Discussion/input
Decision/approval

The Board is asked to note the programme of work ahead.

Resource Impact:
None
Relationship to Risk in
6. N/a
BAF:
Strategic objectives This report impacts on (tick all that apply)::
Provide the highest quality care
Invest in our staff and live out our values
Drive the development of integrated services
Cultivate innovation and transformation
Achieve long-term financial sustainability

X
X
X
X
X

1. Leadership



2. Vision & Strategy

X

3. Culture

Not applicable

 4. Governance

5. Risks, Issues &
Performance



6. Information
Management



7. Engagement



8. Learning &
Innovation

Confidentiality (FoI): Private

Public

Well Led Framework applicability:




Publication
Published on website
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Trust strategy refresh timeline

Compassionate | Aspirational | Resourceful | Excellent

50

Supporting strategies timeline

2021

2022

Q3

Digital

Q4

Clinical Services Strategy

Q1

Communications & Engagement

Education

Q2

People

Estates

Q3

Quality and Improvement

Trust Strategy

R&D

Finance

•

The refresh of the supporting strategies will prioritise alignment with the overall strategic framework of the updated Trust Strategy

•

Each area will be asked to consider the Strategic Framework and set appropriate stretch goals supporting delivery of our key indicators
(Trust True North)

•

The digital strategy has been iterated in this way following the feedback provided by Board in December.

Compassionate | Aspirational | Resourceful | Excellent
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Supporting strategies – alignment to strategic priorities

SO1 – Quality

CSS, Quality and Improvement

SO2 – People

People, Education, Communications

SO3 – Partnership

CSS, Communications

SO4 – Innovation

Digital, Quality and Improvement, R&D

SO5 – Sustainability

Estate, Finance

Compassionate | Aspirational | Resourceful | Excellent
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1

Background

1.1

The updated Standing Financial Instructions (“SFIs”) are attached at Appendix 1,
marked up with changes from the SFI’s reviewed and approved by the Board in 2020.

1.2

The SFI’s have been updated to reflect the following:
(a) Delegated authority levels for Chief Finance Officer (CFO), Chief Executive
Officer (CEO) and Board
(i)

The CFO has undertaken a review of the delegated levels of authority for
the CFO, CEO and Board. This review has incorporated a benchmarking
exercise with other organisations and a review of previous Board decisions
to demonstrate the volume of decisions that would have been considered at
a sub- Board level had the recommended new levels been already in place.

(ii)

The proposed changes were approved by the F&I Committee and are
reflected in Appendix 1.

(b) Enable delegation to deputies.
(i)

The revised SFI’s now propose to allow approvers to delegate authority to
deputies during period of absence from the Trust.

1.3

There are no other changes of substance.

2

Attachments

2.1

The following are attached to this report:
(a) Appendix 1 – Draft Standing Financial Instructions
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Preface
In this update to the Standing Financial Instructions the document has been structured into:
-

Section 1: that part that is relevant to all directors, staff, officers and agents (pages 4 to
154); and

-

Section 2: that part that is relevant just to the Chief Executive (CEO) and Chief Finance
Officer (CFO) (pages 165 to 31); and

-

appendices

We hope that this makes the document an easier read for users and therefore easier to understand
and apply.
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Section 1

Introduction including definitions
This section, page 4 – 14) is applicable to all readers of this document.
Purpose

Formatted: Font: 14 pt, Bold, Underline
Formatted: Font: 14 pt, Bold, Underline

These Standing Financial Instructions (SFIs) are issued for the regulation of the conduct of the
Foundation Trust (including its subsidiary and charity), its Directors, staff, officers and agents in
relation to all financial matters.
HM Treasury “Managing Public Money” sets out that the principles for managing public resources
run through many diverse organisations delivering public services in the UK. The requirements for
the different kinds of body reflect their duties, responsibilities and public expectations. The
demanding standards expected of public services are:
Honesty

Impartiality

Openness

Accountability

Accuracy

Fairness

Integrity

Transparency

Objectivity

Reliability

Carried out


in the spirit of, as well as to the letter of, the law



in the public interest



to high ethical standards



achieving value for money

These SFIs explain the financial responsibilities, policies, processes and procedures adopted by
the Trust. They are designed to ensure that its financial transactions are carried out in accordance
with the law, Government policy and best practice in order to achieve probity, accuracy, economy,
efficiency and effectiveness in the way in which the Trust manages its finances.
They identify the financial responsibilities which apply to everyone working for or on behalf of the
Trust.
They do not provide all the detailed procedural advice. These statements must therefore be read in
conjunction with the detailed financial procedure notes and other policies referred to within this
document. All Trust policies are available on the Trust internal website or from the finance function.
All financial responsibilities, policies, processes and procedures relating to the Trust and
subsidiaries must be approved by the CFO.
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Authority and compliance
These SFIs have been compiled under the authority of the Board of Directors of the Foundation
Trust. They have been reviewed by the Trust Audit and Risk Committee and by the full Board of
Directors and have their full approval. All staff employed by the Trust will comply with these
instructions at all times. Failure to comply will result in disciplinary action up to and including
dismissal. These SFIs supersede all previous editions.
All breaches of these regulations, including evidence of fraud or irregularity will be investigated in
accordance with the Trust’s Human Resources and Local Counter Fraud Policy (CG155). Any
significant breaches of Financial Regulations will be referred to the CFO and the Audit and Risk
Committee. The CFO will consider the necessary course of action, which may in certain
circumstances include taking disciplinary action.
In the event that a staff or Board member becomes aware of an irregularity or breach of any of the
SFIs, or systematic breach or abuse of the levels of delegated authority, and is concerned about
the reporting or notification of such actions through the normal management channels, the Trust
has a clear ‘Raising Concerns at Work (Whistleblowing) Policy (CG055)’ on the intranet which
should be followed in such circumstances.
All such matters will be reported to Audit and Risk Committee by the Chief Finance Officer.
Certification
All Officers with iproc authority and all Officers who are cost centre managers will be required to
certify that they have read, understood and will comply with these SFI’s.
Definitions
CEO

Chief Executive Officer

CFO

Chief Finance Officer

HMRC

Her Majesty’s Revenue and Customs

PO

Purchase Order

Employee

An officer who is paid through the Trust payroll system

Officer

All employees, temporary staff, agency staff or self-employed
consultants of the Trust, including nursing and medical staff, and
consultants practising upon Trust premises for whatever reason.

Scheme of Delegation

The system of delegated powers from the Board of Directors to enable
appropriate officers of the Trust to manage the day to day activities.

Trust Approved
Procurement Systems

Oracle i-procurement; JAC; Atticus; NHS Supplies; NHS Professionals
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Wherever the title CEO, CFO, or other nominated officer is used in these instructions, it should be
deemed to include such other officers who have been duly authorised to represent them.
However, it is a fundamental tenet of these instructions that no officer of the Trust is empowered
in any way to provide authorisation to represent themselves to persons who are not under their
organisational control, unless specifically authorised within these SFIs.

Powers of Authority and Delegation
This section is applicable to all readers of this document.

Formatted: Font: 12 pt, Bold

Principles of delegated powers of authority and Schemes of Delegation
The Board of Directors will delegate responsibility for the performance of its functions in
accordance with the Scheme of Delegation adopted by the Trust. The Board of Directors have
determined that they shall reserve for their sole approval certain financial transactions based
around types or values as set out in the Scheme of Delegation.
Those aside, all executive powers are vested in the CEO, who in turn will provide delegated
powers to relevant officers. The CEO and CFO will, where appropriate, delegate their detailed
responsibilities but will remain accountable for financial control.
The Scheme of Delegation is a collection of schedules setting out various powers of authority
delegated to a post holder. The first schedule sets out Board of Directors powers and the extent to
which they are delegated to the CEO and other Executive Directors. Separate schedules will be
retained by the CFO setting out the powers delegated to identify post holders. A full record of each
scheme of delegation will be reviewed at least annually to ensure all authorised individuals
understand and are fulfilling their responsibilities.
Board of Directors
The Board of Directors have retained sole rights to approve all financial transactions with a value in
excess of the level specified for this purpose in the Scheme of Delegation, subject to the exclusion
of any item covered by specific delegated authority. This applies to individual transactions and to
term contracts for the provision of goods, services or capital works over a period of time.
The only exception to this instruction is on the extremely rare occasions where time is a critical
factor. Then the Board of Directors can instruct the CEO to approve specified transactions that are
required in the interest of the Trust. In such circumstances the CEO must provide a full report to
the Board of Directors at the next available opportunity.
The Board of Directors acts as corporate trustee for all charitable funds. The Board of Directors
delegates the management of the charitable funds to the Charity Committee.
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The Board of Directors are responsible for ensuring appropriate governance arrangements are in
place for the Trust’s wholly owned subsidiary company, Healthcare Facilities Management
Services Limited.
The Board of Directors will maintain adequate policies and safeguards to prevent bribery and
ensure compliance with the requirements of the Bribery Act 2010. (nb. The key policies affected
are those relating to gifts/hospitality/sponsorship; staff recruitment and disciplinary; declarations of
interests, gifts and hospitality).
Chief Executive Officer
Within the SFIs, it is acknowledged that the Board of Directors is responsible for ensuring that the
Trust meets its obligation to perform its functions within the available financial resources. The CEO
has overall executive responsibility for the Trust’s activities and is responsible to the Board of
Directors for ensuring that its financial obligations and targets are met. Further, the CEO is
recognised by Statute as the Accounting Officer of the Trust and as such can be called upon to
report to Parliament for all actions undertaken by the Trust.
Save for the requirements under Board of Directors powers, the CEO is provided with full
operational powers to approve financial transactions within the Trust and to delegate such powers
as per the Scheme of Delegation.
Chief Finance Officer
The CEO delegates powers to the CFO in his/her role as a first line budget holder responsible for
the Finance Directorate. In addition to these, the CFO is provided with further powers to manage
the approval of financial transactions initiated by other directorates across the Trust, and other
financial transactions on behalf of the Trust.
The Board of Directors instruct that the CFO is required to implement the Trust’s financial policies,
ensure that detailed financial procedures and systems are established, incorporating the principles
of separation of duties and internal control to supplement these instructions, and ensure that
sufficient records are maintained to show and explain the Trust’s transactions, in order to disclose
the financial position of the Trust at any time.
In relation to any officer who is involved in a financial or procurement process or function, the CFO
shall set out the requirements, the manner in which the officer discharges his/her duties and the
form in which financial records are kept. All finance and procurement processes must be to the
standard and satisfaction of the CFO.

61

Trust Standing Financial Instructions

In addition to these, the CFO is provided with further powers to control the approval of financial
transactions relating to the Trust capital programmes, in accordance with the Schemes of
Delegation.

62

Trust Standing Financial Instructions

Corporate responsibilities of all Trust employees and
staff
This section is applicable to all readers of this document
The SFIs set out specific Trust policies and procedures across a number of areas and all officers
must comply with these requirements in all cases. Where exceptions are deemed necessary, prior
approval from the CFO must be obtained, as set out in the SFIs.
It is not possible to govern all the financial affairs of the entire Trust through a single set of
instructions. Therefore, these Instructions make reference in a number of areas where it is
considered appropriate for the CEO or the CFO to develop, on behalf of the Trust, a series of
detailed policies, procedures and processes, which are not included in these Instructions. In such
cases it is the responsibility of all employees of the Trust to ensure they understand fully the
existence, contents and requirements of all such policies and procedures and to comply with them
on the basis that they have received full authority from the Board of Directors.
Guidance on the existence and relevance of policies and procedures to specific situations is
available on the Trusts internal website or is available from the CEO, the CFO or the Deputy
Director of Finance. If you are unsure as to the most appropriate course of action in a particular
situation then consult one of these sources, especially so if you are about to make a financial
commitment on behalf of the Trust, because breach of these requirements will be regarded as a
disciplinary offence.
You must comply with principles of Public Sector Values
You should be committed to the highest standards of corporate and personal conduct in all aspects
of their work within the Trust, based on recognition of public service values. There are three crucial
public service values which must be understood and accepted by everyone working in the Trust:



Accountability - everything done by those who work in the Trust must be able to stand the test
of parliamentary scrutiny, public judgements on propriety and professional codes of conduct.



Probity - there is a requirement for an absolute standard of honesty in dealing with the income,
assets and financial interests of the Trust. Integrity should be the hallmark of all personal
conduct in decisions affecting patients, staff and suppliers, and in the use of information
acquired in the course of Trust duties.



Openness - there must be sufficient transparency about Trust activities to promote confidence
between the Trust and its staff, patients and the public. All staff must disclose possible conflicts
of interest.
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You have a duty of stewardship
Proper stewardship requires value for money to be high on the agenda of the Board of Directors
and all officers, so:

You must

You must not



 Incur expenditure for which there is not an

Safeguard the Trust’s financial resources.
Financial resources may take the obvious
tangible form of fixed assets, income and cash
as well as others that are less clear, such as lost
or foregone income through failure to notify
income sources or lost opportunities to earn or
recover income due to the Trust.



Conduct Trust business as efficiently,
effectively and economically as possible.



Comply with the Trust’s policies and
processes covering all aspects of money,
assets and other Trust resources.



Avoid unauthorised acts that may result in the
Trust incurring liabilities (directly or indirectly) or
which may diminish the value of any of the
Trust’s assets (including the Trust’s brand or
reputation).



Report all new income sources immediately to
the CFO.



Inform the CFO promptly of any and all money
due arising from transactions which they deal
with, including contracts, leases, tenancy
agreements, private patients and other
transactions.



report damage to or losses of the Trust’s
premises, assets, supplies or other resources
must be reported to the CFO immediately in
accordance with procedures of Losses and
Special Payments.



Inform either the CFO or the Local Counter
Fraud Officer if you discover or suspect a loss
that you think may be fraud. You should fully
understand the Trust’s Human Resources and
Local Counter Fraud Policy (CG155).



Send all signed copies of contracts (however
described) are lodged with Procurement within
one month of formal approval.



Only order goods and services through the

approved budget, unless authorised to do so by
the CFO, CEO, or Board of Directors, as
appropriate.

 Use a budget for a purpose other than that for
which it was provided, unless authorised to do
so by the CFO, or CEO, as appropriate.

 Approve any contract or transaction which binds
the Trust to credit finance commitments without
the clear written prior authority of the CFO. This
includes all Executive and Care Group Directors
of the Trust and all other officers.

 Order any goods or services, including agency
staff, other than by using one of the Trust
Approved Procurement Systems, unless
previously authorised to do so by the CFO.

 Order goods or services directly from suppliers.
Procurement will negotiate contracts which will
provide catalogues of goods and services, from
which orders may be raised. These instructions
provide clear guidance on purchasing and
contract tendering and these must be followed.
In exceptional circumstances, where senior
officers of the Trust wish to operate direct
ordering procedures, the approval of the CEO
and CFO must be obtained.
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You must

You must not

Trust’s Approved Procurement Systems (unless
authorised in writing by the CFO to do
otherwise).



Upon delivery of goods or services immediately
record the receipt on the relevant Trust
Approved Procurement System.



Quote a valid Trust PO number to suppliers
when placing an order for goods or services.



Comply with the Trust’s Guidance on Hospitality,
Gifts & Commercial Sponsorship.

Unofficial funds
The holders of safe keys shall not accept unofficial funds for depositing in their safes unless such
deposits are in special sealed envelopes or locked containers. It shall be made clear to the
depositors that the Trust is not to be held liable for any loss, and written indemnities must be
obtained from the organisation or individuals absolving the Trust from responsibility for any loss.

Non-exchequer funds (eg ward funds and funds from donated sources)
Where officers of the Trust wish to manage non-exchequer Trust funds such as ward funds or
funds from donated sources, they are required to operate under the control of the Trust Charitable
Funds who will operate the accounts on their behalf. All funds donated must be passed to Finance
(either to the Cash Office or to the Finance Department) and only banked in the Trust Charitable
Funds. No donations shall be passed to another charitable fund. It is not appropriate for any
officer of the Trust to hold any such account in their own names as it creates a lack of openness in
the handling of such funds and may allow that officer’s integrity to be called into question.
The only exception to the above will be where the CFO has expressly issued written authorisation
to officers to maintain accounts which have been deemed acceptable, such as accounts for social
or sports clubs. The CFO will maintain a register of such accounts, and the details will be reported
annually to the Audit and Risk Committee.

Compliance with rules of delegated powers of authority
The Board of Directors has absolute authority for the conduct of the financial affairs of the Trust,
but has established a system of delegated powers to enable appropriate officers of the Trust to
manage the day to day activities. This system of delegated powers is referred to throughout these
Instructions as the Scheme of Delegation.
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The detailed scheme of delegation, including lower level authorities, must be approved by the CFO
and a full register will be maintained by the CFO.

The principles of the Scheme of Delegation
 Approval limits will be determined based on an assessment of need in each specific area.
 An officer who is not an employee cannot hold responsibility for approvals unless preauthorised by the CFO.
 All delegated powers must remain within the limits set out in Scheme of Delegation.
 An officer must not approve a transaction outside their written delegated power.
 A power is delegated on condition that it cannot be further delegated at that same level of
power, except in cases of temporary holiday cover, when it can be delegated to another officer
who already holds delegated power at that level. Delegation over and above this must be
requested in writing in advance to the CFO.
 Only the CFO may delegate powers to officers outside of his/her direct control.
 All proposed powers, or variation to powers, of delegation, other than temporary holiday cover,
must be provided in writing and duly authorised by the CFO.
 Officers with delegated authority on iproc must set up in advance a vacation rule for periods
they will be absent from the office. Vacation rules can give delegated authority to deputies
 Applications for other short term powers must be requested in writing by the delegating officer,
and approved by the CFO prior to the period for which approval is sought.
 Only the CEO and CFO are authorised to sign and authorise extensions to supplier contracts.
 Where a member of the Board of Directors is through incapacity unable to utilise their authority
or appropriate delegation, the CEO and CFO will implement an interim arrangement until the
next available Board Meeting. At that meeting a formal arrangement will be agreed.
 If the CEO is incapacitated the Chairman and CFO will implement an interim arrangement until
the next available Board Meeting. At that meeting a formal arrangement will be agreed.
 The CFO may reject any delegation of powers if in hishis/her opinion, there is a financial risk to
the organisation or it may result in a reduction of financial control or it may affect the Trust
reputation with respect to counter-fraud.
Failure to comply with these principles, or a material breach thereof, will be recognised as a
disciplinary offence. Where such a breach results in clear financial loss, the employee may be
personally liable to compensate the Trust.
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Tendering and contracting for goods and services
The instructions in this section concern purchasing decisions for goods and services required
where the Trust needs to enter into formal tendering and contractual arrangements.
All purchasing must be undertaken through one of the Trust Approved Purchasing Systems, unless
explicit approval to alternative arrangements have been agreed in advance by the CFO.
The CFO shall advise the Board of Directors regarding the setting of thresholds above which
quotations or formal tenders must be obtained. This will take into account legal requirements to
comply with UK Government “Find a Tender” (FTS) requirements, European Community and
General Agreement on Tariffs and Trade (GATT) rules on public procurement. These shall be set
out within Schemes of Delegation (See Table 2).
The CFO shall be responsible for establishing appropriate procedures to ensure that competitive
tenders are invited for the supply of goods and services under contractual arrangements wherever
possible. These shall include the procedures to be followed in the event of competitive tendering of
in-house services. In such circumstances it must be ensured that no member of the in-house
tender group may participate in the evaluation of the tender.
The CFO shall maintain lists of firms from whom the Trust may invite tenders and quotations.
These lists shall be kept under frequent review and shall include all firms who have applied for
permission to tender. The Trust will undertake appropriate compliance vetting of suppliers invited
to supply goods and services to the Trust. In addition all firms will be assessed by Finance on their
technical and financial competences. In this regard, the CFO shall be responsible for establishing
procedures to carry out financial appraisals, and shall instruct the appropriate requisitioning
directorate to provide evidence of technical competence.
Where there are no, or insufficient, contractors listed which are suitable to be invited to tender for a
particular contract, only after receipt of evidence as to their technical and financial competence will
a contractor be invited to tender and be selected for inclusion on the list.
The CFO shall be consulted as regards financial competence and a suitable officer within the
Finance Directorate who will provide advice on financial status and recommended contract limits.
Where there are no, or insufficient, contractors listed which are suitable to be invited to tender for a
particular contract, any contractor invited to tender shall only be selected for invitation after receipt
of evidence as to its technical and financial competence and inclusion on the approved list.
All contract negotiations must be undertaken with the involvement of a member of the Procurement
Team.
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All employees must demonstrate effective and efficient use of resources in awarding contracts,
ideally through the use of competitive selection. Where by exception it is considered competitive
selection to be inappropriate, undesirable or not possible, approval for single quote exercises in
accordance with financial limits set out under the Scheme of Delegation may be requested in
writing to the CFO. These powers are provided by the CEO and it is expected that they shall be
exercised in exceptional cases only.
The CFO shall advise the Board of Directors of circumstances where it would be appropriate for
goods or services to be obtained under contract from sources that have not been subject to
competitive selection. For details of the grounds when single quote actions may be authorised see
CFO Responsibilities in Section 2 of this document
Corporate credit cards
Corporate credit cards are only for use in situations where it is not possible to purchase goods or
service via iProc (Purchase Order). Procurement must be consulted prior to a transaction taking
place to determine if there is no other alternative purchase options.
Employee’s allocated a corporate credit card must not permit any other individual to use the card
or to give the card to any other individual and must not give any other individual the details of the
card i.e. card number, pin number or security number.
Employees making purchases by corporate credit card must retain all receipts including receipts
from on-line purchases.
Monthly statements will be issued by the credit card company to those employees’ with cards
allocated to them. Upon arrival of the statement the receipts for the transactions on the statement
must be attach it. Against each line on the statement must be written the cost centre and
subjective/account code or PO number that the transactions should be coded to.
It is the employee’s responsibility to advise the Trust Treasury team of any transactions on a
statement that are not recognisable for investigating.
The employee must send completed statements and receipts to the Trust’s Treasury Team at
Level 1 in Princes House.

Stores
All employees with day-to-day responsibility for stores shall ensure systems are in place to
minimise any losses from obsolete, slow moving or unserviceable items. The CFO shall ensure a
system is in place to review stockholdings for slow moving and obsolete items and for
condemnation, disposal, and replacement of all unserviceable articles. All employees shall report
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to the CFO any evidence of significant overstocking and of any negligence or malpractice.
Procedures for the disposal of obsolete stock shall follow the procedures set out for disposal of all
surplus and obsolete goods. All write offs must be approved by the CFO and reported to the Audit
and Risk Committee at least annually.
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Section 2
This section is Chief Executive (CEO) and Chief Finance Officer (CFO)
(pages 16 to 31) only. Go to Table 1 on page 34 if this section is not
applicable;

Responsibilities of the Chief Executive Officer
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Annual plan
The CEO, with the assistance of the Director of Strategy and CFO, shall compile and submit to the
Board of Directors strategic plans and operational plans as required by the Board of Directors and
which meet the requirements of the Independent Regulator (as described in NHSIs published
Guidance, Directions and Risk Assessment Framework).
The operational plan shall be reconcilable with the annual submission of NHSI’s Operational,
Strategic and Financial proforma in its Annual Plan Review.
The CEO shall require the CFO to report to the Board of Directors any significant in-year variance
from the budget and to advise the Board of Directors on action to be taken.
The CFO shall also be required to compile and submit to the Board of Directors, any and all such
financial estimates and forecasts, of both revenue and capital nature as may be required from time
to time. As a consequence, the CFO shall have full and complete right of access to all budget
holders on financial related matters.
All Officers shall provide the CFO with all financial, statistical and other relevant information as
necessary for the compilation of such budgets, estimates and forecasts, in accordance with the
timetable required by the CFO.
Budgets
The CFO shall, on behalf of the CEO, and in advance of the financial year to which they refer,
prepare and submit all revenue and capital budgets within the forecast limits of available resources
and planning policies to the Board of Directors for its approval.
The CEO shall require the CFO to devise and maintain systems of budgetary control. All officers
shall comply with the requirements of those systems. The systems of budgetary control shall
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incorporate the reporting of, and investigation into, financial, activity or workforce variances from
budget.
The CFO shall be responsible for providing budgetary information and advice to enable the CEO
and other officers to carry out their budgetary responsibilities.
The CEO may delegate management of a budget or part of a budget to officers to permit the
performance of defined activities. The Scheme of Delegation shall include a clear definition of
individual and group responsibilities for control of expenditure, exercise of virement, achievement
of planned levels of services and the provision of regular reports upon the discharge of those
delegated functions to the CEO. In carrying out their duties no officers shall exceed the budgetary
limits set them by the CEO.
Except where otherwise approved by the CEO, taking account of advice of the CFO, budgets shall
be used only for the purpose for which they were provided and any budgeted funds not required for
their designated purpose shall revert to the immediate control of the Trust.
Expenditure for which no provision has been made in an approved budget and which is not subject
to funding under the delegated powers of virement shall only be incurred after authorisation by the
CEO and CFO or the Board of Directors as appropriate.
The CFO shall keep the CEO and the Board of Directors informed of the financial consequences of
changes in policy, pay awards and other events and trends affecting budgets and shall advise on
the financial and economic aspects of future plans and projects.
Any in year changes to budgets must be approved in advance by the CFO, or by the Deputy DOF
or a Care Group DOF, as set out separately in the delegation of authority for budget virements.
Contracts for the provision of healthcare services
The Board of Directors will approve standard terms and conditions for legally binding contracts, on
the basis of which the Trust will provide healthcare services. Any variations to the standard terms
and conditions will be approved in accordance with the Scheme of Delegation. The CEO is
responsible for negotiating contracts for the provision of services to patients in accordance with the
budget. In carrying out these functions, the CEO should take into account the advice of the CFO
regarding costing, pricing of services, payment terms and conditions of service agreements.
Contracts should be as devised as to achieve activity and performance targets, minimise risk, and
to maximise the Trust's opportunity to generate income.
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The Trust will produce a reference cost tariff in accordance with NHS guidelines.
The Trust will comply with the Department of Health Guidance on setting prices for the provision of
NHS healthcare (i.e. Payment by Results Guidance) as far as this allows. Other prices and tariffs
must be approved by the CFO.
The CFO shall ensure that a summary of the Trust’s contract income is reported annually to the
Board of Directors. The CFO shall also produce regular reports detailing actual and forecast
contract income with a detailed assessment of the impact of the variable elements of income.
Any pricing of contracts at marginal cost should be undertaken by the CFO in accordance with a
policy and tariff reported to the Board of Directors.
All copies of signed contracts will be retained by the Head of Procurement and registered on the
Trust contract register. It is essential all staff ensure signed copies of all contracts (however
described) are lodged with Procurement within 1 month of formal approval.
Capital expenditure
The CEO is ultimately responsible for all capital expenditure of the Trust, including expenditure on
assets under construction. To discharge this duty, the CEO will arrange for the issue of a Scheme
of Delegation for approval of capital commitments, and will arrange for the development of detailed
policies and procedures covering all aspects of capital investment management, including scheme
appraisals, contract awarding, contract management and financial control.
The CEO shall provide executive delegation to the CFO to control programmes for capital
expenditure, including assets under construction, within the restrictions of Scheme of Delegation.
All expenditure on capital assets will be authorised in line with Scheme of Delegation.
Any commitment in excess of the limits currently specified shall be referred to the Chief
Executive and the Board of Directors respectively for approval before such commitment is made.
Tendering and contracting
The CEO has overall responsibility to ensure that the Trust applies the principles of Value for
Money in the procurement of goods, services and capital programmes. The CEO shall liaise with
the CFO to develop processes and procedures for competitive selection in all procurement
exercises. The CEO shall ensure that these procedures are open and clearly demonstrate fair and
adequate competition. In particular, the processes and procedures will incorporate NHS and Trust
requirements for disclosure of any commercial sponsorship or inducements offered by or received
from actual or potential suppliers to the Trust.
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The CEO shall establish procedures in accordance with the Public Contract Regulations 2015 to
ensure compliance regarding the issuing, receipt and appropriate records maintenance in
connection with full tender exercises. Copies of all signed contracts will be retained by
Procurement and registered on the Trust contract register. It is essential all staff ensure signed
copies of all contracts (however described) are lodged with Procurement within 1 month of formal
approval.

Risk management and insurance
The CEO shall ensure that the Trust has a programme of risk management which will be approved
and monitored by the Board of Directors, by using the Trust Assurance Framework.
The programme of risk management shall include:
a) processes for identifying and quantifying risks and potential liabilities;
b) engendering among all levels of staff a positive attitude towards the control of risk;
c) management processes to ensure all significant risks and potential liabilities are addressed
including effective systems of internal control, cost effective insurance cover, and decisions on
the acceptable level of retained risk;
d) contingency plans to offset the impact of adverse events;
e) audit arrangements including external audit, internal audit, clinical audit and health & safety
review;
f) arrangements to review the risk management programme.
The existence, integration and evaluation of the above elements will provide a basis to make
statements on the effectiveness of internal control within the Annual Report and Accounts as
required by current guidance.
The CFO shall ensure that appropriate insurance arrangements exist to mitigate the risks of the
Trust across all areas, and that documented procedures cover these arrangements.
Retention of documents
The CEO shall be responsible for maintaining archives for all documents required to be retained
under the direction contained in HSC1999/053. A summary of the retention periods for key
documents and records will be produced. A copy of the document will be available to all members
of staff.
The documents held in archives shall be capable of retrieval by authorised persons. Documents
held under HSC1999/053 shall only be destroyed at the express instigation of the CEO; records
shall be maintained of documents so destroyed.
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The CFO shall provide advice on the retention of financial records.
Detailed policies covering money, assets and other Trust resources
The CEO, in consultation with the CFO will develop, maintain and monitor detailed policies,
procedures and instructions covering all aspects of the security of money, assets and other Trust
resources

Patients’ property
The Trust has a responsibility to provide safe custody for money and other personal property
handed in by patients, in the possession of unconscious or confused patients, or found in the
possession of patients dying in hospital or dead on arrival.
The CEO shall be responsible for ensuring patients or their guardians, as appropriate, are informed
before or at admission that the Trust will not accept responsibility or liability for patients’ property
brought into the Trust premises, unless it is handed in for safe custody and a copy of an official
patients’ property record is obtained as a receipt.
The CEO shall require the CFO, in conjunction with the Care Group Directors, to provide detailed
written instructions on the collection, custody, investment, recording, safekeeping and disposal of
patients’ property for all staff whose duty it is to administer the property of patients.
Hospitality
The CEO shall be responsible for maintaining comprehensive records of all offers of hospitality,
both accepted and rejected. The record shall be in a form designed by the CFO and completed
records shall be available for inspection by the designated auditors or CFO, at all reasonable
times.

Responsibilities of the Chief Finance Officer
This section is applicable to the CFO, all others readers should read this section to understand
their responsibilities within this part of the document
General
The CFO shall prepare, document and maintain detailed financial policies, procedures, processes
and systems incorporating the principles of separation of duties and internal control to supplement
these Instructions. The CFO shall require in relation to any officer who carries out a financial
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process, that the form in which the records are kept and the manner in which the officer
discharges his/her duties shall be to the satisfaction of the CFO.
The CFO shall ensure appropriate arrangements are in place to pay and recover tax, and shall be
responsible for seeking professional advice in this regard, as necessary.
Income
The CFO is responsible for designing, maintaining and ensuring compliance with systems for the
proper recording, invoicing, collection and income coding of all monies due. The CFO is also
responsible for ensuring the prompt banking of all monies received.
The CFO is responsible for approving and regularly reviewing the level of all fees and charges
other than those determined by the Department of Health or by Statute. Independent professional
advice on matters of valuation shall be taken as necessary.
The CFO is responsible for the appropriate recovery action on all outstanding debts. Income not
received should be dealt with in accordance with losses procedures. Overpayments should be
detected (or preferably prevented) and recovery initiated.
The CFO is responsible for approving the form of all receipt documents, agreement forms, or other
means of officially acknowledging or recording monies received or receivable.
The CFO is responsible for the provision of adequate facilities and systems for officers, whose
duties include collecting and holding cash, including the provision of safes or lockable cash boxes,
the procedures for keys and for coin operated machines.
The CFO is responsible for proscribing systems and procedures for handling cash and negotiable
securities on behalf of the Trust. Official money shall not under any circumstances be used for the
encashment of private cheques. All cheques, postal orders, cash etc., shall be banked intact.
Disbursements shall not be made from cash received, except under arrangements approved by the
CFO.
No contract relating to the provision of Private Patient treatment should be signed without
confirmation being provided to the CFO that the contract will not be actioned to the detriment of
NHS patients.
Annual accounts and reports
The CFO, on behalf of the Trust, will prepare financial returns in accordance with the guidance
given by the Independent Regulator and the Treasury, the Trust’s accounting policies, and
International Financial Reporting Standards.
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The CFO, on behalf of the Trust, will prepare and certify Annual Report and Accounts, and submit
them and any report of the auditor on them, for laying before Parliament. Following this, copies of
the documents must be sent to the Independent Regulator.
The Trust’s Annual Report and Accounts must be audited by an auditor approved by the Council of
Governors in accordance with the appointment process agreed by the Trust.
The Trust will publish an Annual Report and Accounts, in accordance with guidelines on local
accountability, and present it at a public meeting. The document will include inter alia, the Audited
Annual Accounts of the Trust. The Annual Report and Accounts will be sent to the Independent
Regulator.
Bank and GBS accounts including charitable funds
The CFO is responsible for managing the Trust’s banking arrangements and for advising the Trust
on the provision of banking services and operation of accounts. This advice will take into account
guidance and directions issued from time to time by the Independent Regulator. The Board of
Directors shall approve the banking arrangements.
The CFO is responsible for all bank accounts and Government Banking Service (GBS) accounts.
The CFO is responsible for ensuring payments made from bank or GBS accounts do not exceed
the amount credited to the account except where arrangements have been made. Further the CFO
must report to the Board of Directors all arrangements made with the Trust’s bankers for accounts
to be overdrawn.
The CFO and CEO authority to open, operate and close accounts with banks, Building Societies
and the Government Banking Service where Trust funds are received or expended. It shall be a
disciplinary offence for any officer of the Trust outside the organisational control of the CFO to
operate any such account.
The CFO will report to the Audit and Risk Committee of any changes to the Trust bank accounts
including the opening / closing of accounts and changes in signatory panel.
The CFO will prepare detailed instructions on the operation of bank and GBS accounts which must
include the conditions under which each bank and GBS account is to be operated, the limit to be
applied to any overdraft, and those authorised to sign cheques or other orders drawn on the Trust's
accounts.
The CFO will advise the Trust’s bankers in writing of the conditions under which each account will
be operated. The CFO will review the banking arrangements of the Trust at regular intervals to
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ensure they reflect best practice and represent best value for money by periodically seeking
competitive tenders for the Trust’s banking business.
Competitive tenders should be considered at least every 5 years. The results of the tendering
exercise should be reported to the Board of Directors. The Audit and Risk Committee will review
this on behalf of the Board of Directors.

Cash management and investments
The CFO will produce cash management, treasury management and investment policy (Treasury
Policy - CG401), in accordance with guidance received from the Independent Regulator, for
approval by the Board of Directors. The investment may include investment by forming, or
participating in forming, bodies corporate, and/or otherwise acquiring membership of bodies
corporate.
The Treasury policy (CG401) will set out the CFO’s responsibilities for advising the Board of
Directors on investments and reporting periodically to the Board of Directors concerning the
performance of investments held.
The CFO will prepare detailed procedural instructions on the operation of investment accounts and
on the records to be maintained.
External borrowing and Public Dividend Capital
The CFO will advise the Board of Directors concerning the Trust's ability to pay interest on, and
repay the Public Dividend Capital and any proposed commercial borrowing, within the limits set by
the Foundation Trust’s authorisation. The CFO will authorise and is also responsible for reporting
periodically to the Board of Directors concerning the Public Dividend Capital and all loans and
overdrafts.
Any application for a loan or overdraft will only be made by the CFO or by an employee acting on
his/ her behalf, and in accordance with the Scheme of Delegation, as appropriate.
The CFO will prepare detailed procedural instructions concerning applications for loans and
overdrafts.
All short-term borrowings should be kept to the minimum period of time possible, consistent with
the overall cash flow position. Any short term borrowing requirement in excess of one month must
be authorised by the CFO. All long-term borrowing must be consistent with the plans outlined in the
current budget.
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Capital expenditure
The CFO shall be responsible for preparing detailed procedural guides for the financial
management and control of expenditure on capital assets, including the maintenance of an asset
register in accordance with the minimum data set as specified in the Capital Accounting Manual.
The CFO shall implement procedures to comply with guidance on valuation contained within the
DHSC Group Accounting Manual, depreciation and revaluation.
The CFO shall establish procedures covering the identification and recording of capital additions.
The financial cost of capital additions, including expenditure on assets under construction, must be
clearly identified to the appropriate budget holder and be validated by reference to appropriate
supporting documentation. The CFO shall also develop procedures covering the physical
verification of assets on a periodic basis.
The CFO shall develop policies and procedures for the management and documentation of asset
disposals, whether by sale, part exchange, scrap, theft or other loss. Such procedures shall include
the rules on evidence and supporting documentation, the application of sales proceeds and the
amendment of financial records including the asset register.
All capital schemes will be subject to the procedures as set out in the Capital regime, investment
and property business case approval guidance for NHS Trusts and Foundations Trust (available on
the NHS Improvement website) , together with approved local guidelines. Where appropriate,
alternative measures of control deemed appropriate may be adopted by the Trust on the advice of
the CFO, following discussion with the CEO. Where material these will be brought to the attention
of the Board of Directors.
Payment of staff
The CFO shall make arrangements for the provision of payroll services to the Trust, to ensure the
accurate determination of pay entitlement and to enable prompt and accurate payment to
employees.
The CFO shall be responsible for establishing procedures covering advice to managers on the
prompt and accurate submission of payroll data to support the determination of pay including,
where appropriate, timetables and specifications for submission of properly authorised notification
of new employees, amendments to standing pay data and terminations.
The CFO will issue detailed procedures covering payments to staff including rules on handling and
security of bank credit payments.
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Tendering and contracting for goods and services
The instructions in this section concern purchasing decisions for goods and services required
where the Trust needs to enter into formal tendering and contractual arrangements.
All purchasing must be undertaken through one of the Trust Approved Purchasing Systems, unless
explicit approval to use alternative arrangements has been agreed in advance by the CFO.
The CFO shall advise the Board of Directors regarding the setting of thresholds above which
quotations or formal tenders must be obtained. This will take into account legal requirements to
comply with UK Government “Find a Tender” (FTS) requirements, European Community and
GATT rules on public procurement. These shall be set out within Schemes of Delegation (See
Table 2).
The CFO shall be responsible for establishing appropriate procedures to ensure that competitive
tenders are invited for the supply of goods and services under contractual arrangements wherever
possible. These shall include the procedures to be followed in the event of competitive tendering of
in-house services. In such circumstances it must be ensured that no member of the in-house
tender group may participate in the evaluation of the tender.
The CFO shall maintain lists of firms from whom the Trust may invite tenders and quotations.
These lists shall be kept under frequent review and shall include all firms who have applied for
permission to tender. The Trust will undertake appropriate compliance vetting of suppliers invited
to supply goods and services to the Trust. In addition all firms will be assessed by Finance on their
technical and financial competences. In this regard, the CFO shall be responsible for establishing
procedures to carry out financial appraisals, and shall instruct the appropriate requisitioning
directorate to provide evidence of technical competence.
Where there are no, or insufficient, contractors listed which are suitable to be invited to tender for a
particular contract, only after receipt of evidence as to their technical and financial competence will
a contractor be invited to tender and be selected for inclusion on the list.
The CFO shall be consulted as regards financial competence and a suitable officer within the
Finance Directorate who will provide advice on financial status and recommended contract limits.
Where there are no, or insufficient, contractors listed which are suitable to be invited to tender for a
particular contract, any contractor invited to tender shall only be selected for invitation after receipt
of evidence as to its technical and financial competence and inclusion on the approved list.
All contract negotiations must be undertaken with the involvement of a member of the Procurement
Team.
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All employees must demonstrate effective and efficient use of resources in awarding contracts,
ideally through the use of competitive selection. Where by exception it is considered competitive
selection to be inappropriate, undesirable or not possible, approval for single quote exercises in
accordance with financial limits set out under the Scheme of Delegation may be requested in
writing to the CFO. These powers are provided by the CEO and it is expected that they shall be
exercised in exceptional cases only.
The CFO shall advise the Board of Directors of circumstances where it would be appropriate for
goods or services to be obtained under contract from sources that have not been subject to
competitive selection. The outcome of the waiver process will be monitored by the Audit and Risk
Committee on behalf of the Board of Directors.
The grounds where such single quote actions may be authorised are as follows, although
approval is not to be regarded as automatic and each case shall be treated on its own merit:



Where the requirement is ordered under existing contracts which themselves were sourced
under competitive selection.



Where the estimated expenditure or income would not warrant formal tendering procedures or
competition would not be practicable taking into account all the circumstances. The limits for
such single quote exemptions are set out in Schemes of Delegation.



Where in the opinion of theCFO, or the CEO if in excess of financial limits set out in Schemes
of Delegation, it is considered against the interest of the Trust to enter into open competitive
selection procedures. This may include procurement exercises where time is a critical factor in
the interest of the Trust.



For the supply of proprietary goods or services for which it is not possible or desirable to obtain
competitive quotations.



Where in the opinion of theCFO, or the CEO, according to the financial limits set out in
Schemes of Delegation, it is considered against the interest of the Trust to enter into open
competitive selection procedures. This may include procurement exercises where in the
opinion of the CFO time is a critical factor in the interest of the Trust.



Separate authorisation arrangements, as set out in the Scheme of Delegation, shall apply to
maintenance or other contracts for existing goods or assets where the Trust is contractually
tied to specific companies. Details of such contracts shall be recorded in a register by
Procurement.



The extent to which relevant officers can exercise these powers is set out in the Scheme of
Delegation. All officers of the Trust must be aware that single quote actions are to be the
exception to the preferred procedures of competitive selection, and in all cases they must be
able to fully explain their rationale before a decision is authorised. Records shall be maintained
to enable the use of single quote and other non-competitive actions to be monitored and
reported upon to the Audit and Risk Committee at least annually.



Where an approved waiver or Voluntary Ex-Ante Transparency notice (VEAT notice) is in
place.
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In all cases the CFO shall keep appropriate records of single quote actions including a full
justification of the reasons why competitive selection procedures were not adopted. The CEO shall
require the CFO to monitor the use of single quote actions in the awarding of contracts and to
report to the Audit and Risk Committee on the extent of the use of single quote and other noncompetitive actions.
Procurement and purchasing
The CFO shall advise the Board of Directors regarding the setting of thresholds above which
quotations or formal tenders must be obtained. This will take into account the obligation on the
Trust to comply with the UK Government “Find a Tender” (FTS) requirements, European Union
Procurement Directives, the Public Contract Regulations 2015 (as amended from time to time) and
the GATT rules on public procurement. These shall be set out within the Scheme of Delegation.
The CFO shall prepare procedural instructions on the obtaining of goods, services and works,
incorporating the thresholds set by the Trust.
The CFO shall determine that no goods, services or works, other than works and services
executed in accordance with a contract and purchases from petty cash, shall be ordered except on
an official order, raised following receipt by the ordering officer of a properly authorised requisition,
and suppliers/contractors shall be notified that they should not accept orders unless on an official
form.
Official orders shall be consecutively numbered, in a form approved by the CFO and shall include
such information concerning prices or costs as may be required. The order shall incorporate an
obligation on the contractor to comply with the conditions thereon as regards delivery, carriage,
documentation, variations, etc.
Order requisitions shall only be issued to and approved by officers so authorised by the Scheme
of Delegation. Lists of authorised officers shall be maintained by the CFO.
The CFO shall ensure that no order shall be issued for any item or items for which there is no
budget provision, unless authorised by the CFO on behalf of the CEO. Goods and services for
which Trust contracts are in place should be purchased within those contracts. Any purchasing
request outside of such contracts must be referred in the first instance to the Head of Procurement
for approval.
All copies of signed contracts will be retained by the Head of Procurement and registered on the
Trust contract register. It is essential all staff ensure signed copies of all contracts (however
described) are lodged with Procurement within 1 month of formal approval.
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Payment of suppliers
The CFO shall be responsible for the proper payment of all supplier invoices and claims. The CFO
shall establish and communicate procedures to ensure that all officers provide prompt notification
of all money payable by the Trust arising from transactions which they initiate, including contracts,
leases, tenancy agreements and other transactions.
The CFO shall establish detailed procedures covering the approval of invoices for payment.
The CFO shall develop procedures for the prompt payment of invoices once verified for settlement.
Such procedures will include the taking of settlement discounts where offered, and rules covering
independent control and security of payment transactions. The CFO will implement procedures to
retain approval of all payments made in advance of receipt of the related goods or services.
Stores and stocks
All stores and stocks maintained by the Trust in wards, clinics or main stores must comply with the
systems of control designated and approved by the CFO. Overall responsibility for the control of
stores and stocks shall be delegated to the CFO by the CEO. The day-to-day responsibility may be
delegated to departmental officers and stores managers/ keepers, subject to such delegation
being entered in a record available to the CFO.
The CFO shall set out procedures and systems to regulate the stores including records for receipt
of goods, issues, and returns to stores, and losses. All officers with day-to-day responsibility for
stores must maintain such records to enable the value of the stockholding to be ascertained at any
time. The CFO will ensure adequate physical stocktaking arrangements exist and there shall be a
physical check covering all items in store at least once a year to confirm the value of the
stockholdings with the system records.
Where a complete system of stores control is not justified, alternative arrangements shall require
the approval of the CFO.
All officers with day-to-day responsibility for stores shall ensure systems are in place to minimise
any losses from obsolete, slow moving or unserviceable items. The CFO shall ensure a system is
in place to review stockholdings for slow moving and obsolete items and for condemnation,
disposal, and replacement of all unserviceable articles. All officers shall report to the CFO any
evidence of significant overstocking and of any negligence or malpractice. Procedures for the
disposal of obsolete stock shall follow the procedures set out for disposal of all surplus and
obsolete goods. All write offs must be approved by the CFO and reported to the Audit and Risk
Committee at least annually.
All managers must order and requisition all goods and services through the Trust’s Oracle iProcurement System or such other systems as specified by the CFO. The only exception to this
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instruction is where managers have the express written permission from the CFO to do otherwise.
As a part of this process managers are required to ensure the accurate and timely recording of the
receipt of goods and services on the relevant approved Procurement System.
Financial systems
The CFO shall be responsible for the accuracy and security of the computerised financial data of
the Trust. This supplements the responsibility of the Trust Secretary for Information Governance
across the Trust in respect of non-financial data. In terms of the Trust’s financial systems, the CFO
shall ensure that:



Appropriate controls exist over data entry, processing, storage, transmission and output to
ensure security, privacy, accuracy, completeness, and timeliness of the data, as well as the
efficient and effective operation of the system.



Adequate controls exist such that the computer operation is separated from development,
maintenance and amendment.



An adequate management (audit) trail exists through the computerised system and that such
computer audit reviews as he/she may consider necessary are being carried out.

The CFO shall ensure that new financial systems and amendments to current financial systems
are developed in a controlled manner and thoroughly tested prior to implementation. Where this is
undertaken by another organisation, assurances of adequacy will be obtained from them prior to
implementation.
The CFO shall ensure that contracts for computer services for financial applications with another
health organisation or any other agency shall clearly define the responsibility of all parties for the
security, privacy, accuracy, completeness, and timeliness of data during processing, transmission
and storage. The contract should also ensure rights of access for audit purposes.
Where another health organisation or any other agency provides a computer service for financial
applications, the CFO shall periodically seek assurances that adequate controls are in operation.
The CFO shall satisfy himself / herself with regard to any computer systems which have an impact
on corporate financial systems that:



data produced for use with financial systems is adequate, accurate, complete, timely ,and
appropriate for the requirements of the operation of the Trust financial systems;



all systems are closed down with adequate cut off processes at each month end;



all processes occur in line with the Trust financial month end timetable



a management (audit) trail exists;



Finance staff have open and complete access to such data; and



such computer audit reviews as are considered necessary are being carried out.
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Audit
It is the responsibility of the CFO to ensure an adequate internal audit service is provided and the
Audit and Risk Committee shall be involved in the selection process when an internal audit service
provider is changed.
In line with their responsibilities as set out in HSG(96)12, the CEO and CFO shall monitor and
ensure compliance with Secretary of State Directions on fraud and corruption.
The Trust shall nominate a suitable person to carry out the duties of the Local Counter Fraud
Specialist as specified by the NHS fraud and corruption manual and guidance. The Local Counter
Fraud Specialist shall report to the CFO.
The CFO is responsible for:



ensuring there are arrangements to review, evaluate and report on the effectiveness of internal
financial control by the establishment of an internal audit function;



ensuring that the internal audit is adequate and meets the NHS mandatory audit standards;



deciding at what stage to involve the police in cases of misappropriation and other irregularities
(subject to earlier sections of these Instructions);



Ensuring that an annual audit report is prepared for the consideration of the Audit and Risk
Committee and the Board of Directors. The report must cover:
o
o
o
o
o

progress against plan over the previous year,
major internal financial control weaknesses discovered,
progress on the implementation of internal audit recommendations,
strategic audit plan covering the coming three years,
a detailed audit plan for the coming year.

The CFO or designated auditors are entitled without necessarily giving prior notice to require and
receive:



access to all records, documents and correspondence relating to any financial or other relevant
transactions, including documents of a confidential nature;



access at all reasonable times to any land, premises or officer of the Trust;



the production of any information, cash, stores or other property of the Trust under an officer’s
control; and



explanations concerning any matter under investigation.

Any lack of co-operation in these matters, by any officer, will be considered a disciplinary matter
and may result in dismissal.
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Whenever any matter arises which involves, or is thought to involve, irregularities concerning
Information, cash, stores, or other property or any suspected irregularity in the exercise of any
function of a pecuniary nature; the CFO must be notified immediately.
The Head of Internal Audit will normally attend Audit and Risk Committee meetings and has a right
of access to all Audit and Risk Committee Members, the Chairman and CEO of the Trust.
Staff expenses
The CFO shall be responsible for establishing procedures for the management of expense claims
submitted by Trust employees. The CFO shall arrange for duly approved expense claims to be
processed through the Trust payroll system, unless separately approved by the CFO or the Deputy
Director of Finance (ensuring appropriate entries are made to the relevant cost centre. Expense
claims shall be authorised in accordance with the Scheme of Delegation.
The CFO shall refer to the Trust’s general policies on staff relocation and business expenses and
may reject expense claims where there are material breaches of Trust policies. In this regard the
CFO shall liaise with the CEO where appropriate.
Fraud
The Board of Directors recognises that in extreme cases financial loss may be the result of fraud
(i.e. intentional deception to secure unlawful gain) or corruption. While the Board of Directors has
every confidence in the integrity of Trust employees, it has a duty to put in place controls to
minimise the opportunity for illegal appropriation of Trust resources. Accordingly, the CFO shall
ensure appropriate compliance with the Secretary of State’s Directions to NHS Trusts regarding
counter-fraud measures, which are referred to in these instructions.
The CFO will ensure that procedures are in place that specify the action to be taken both by
persons detecting a suspected fraud and those persons responsible for investigating it.
For losses apparently caused by theft, arson, neglect of duty or gross carelessness, except if
trivial, the CFO will notify the Board of Directors.
The CFO will also ensure that procedures are in place that specify the action to be taken both by
persons detecting a suspected fraud and those persons responsible for investigating it.
The Trust HR Local Counter Fraud Policy (CG155) will be updated regularly by the CFO.
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Losses and special payments
The CFO will establish a procedure for losses and special payments.
Special payments include the following, but if in any doubt, officers should confirm with the CFO if
a payment is a special payment:



Extra-contractual payments: payments which, though not legally due under contract, appear to
place an obligation on a public sector organisation which the courts might uphold. Typically
these arise from the organisation’s action or inaction in relation to a contract. Payments may be
extra-contractual even where there is some doubt about the organisation’s liability to pay, eg
where the contract provides for arbitration but a settlement is reached without it. (A payment
made as a result of an arbitration award is contractual.)



Extra-statutory and extra-regulatory payments are within the broad intention of the statute or
regulation, respectively, but go beyond a strict interpretation of its terms.



Compensation payments are made to provide redress for personal injuries (except for
payments under the Civil Service Injury Benefits Scheme), traffic accidents, damage to
property etc, suffered by civil servants or others. They include other payments to those in the
public service outside statutory schemes or outside contracts.



Special severance payments are paid to employees, contractors and others outside of normal
statutory or contractual requirements when leaving employment in public service whether they
resign, are dismissed or reach an agreed termination of contract. All severance payments
must be approved in accordance with the delegated authorities set out in Table 1 of these
instructions



Ex gratia payments go beyond statutory cover, legal liability, or administrative rules, including:



o payments made to meet hardship caused by official failure or delay
o out of court settlements to avoid legal action on grounds of official inadequacy
o payments to contractors outside a binding contract, eg on grounds of hardship.

Correction of Salary underpayment are paid when it is identified that an error has taken place
in relation to contractually entitled salary or other related payments a

Credit finance arrangements including leasing commitments
There are no grounds where any employee of the Trust can approve any contract or transaction
which binds the Trust to credit finance commitments without the clear written prior authority of the
CFO. This includes all Executive and Care Group Directors of the Trust and all other officers.
The Board of Directors has provided the CFO with sole authority to enter into such commitments,
although these powers can be delegated by him/her to appropriate officers under his/her
organisational control.
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This instruction applies to potential or actual leasing agreements and Hire Purchase undertakings
which must be sent to the CFO for prior approval. No officer of the Trust outside the organisational
control of the CFO has any powers to approve such commitments. Failure to comply with this
instruction shall be a prima facie breach of any officer’s contract of employment.
Joint finance arrangements with local authorities
Payments to and arrangements with local authorities made under the powers of the NHS Act 2012
shall comply with procedures laid down by the CFO which shall be in accordance with the Act.
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TABLE 1:
Scheme of delegation of powers from the Board of Directors to Officers of the Trust
1.0

Capital & asset purchases (including capital

1.1

Approval of the overall Trust Capital Budget
and any in-year variations

Board of Directors

1.2

Approval of overall budget allocation to
individual capital projects and monitoring

Capital Investment Group
(CEO, CFO, CGDs, MD, DoN, DoEF)

Monthly report to Board of Directors

1.3

Approval of individual capital projects within
the overall Capital Budget (including approval
of variations)
Up to £500,000350,000
Between £500,000350,000 - £700,1,500,000
Over £1,52700,000

Chief Finance Officer
Chief Executive Officer
Board of Directors

All asset leasing or financing arrangements (whatever
value) must also be approved by the Chief Finance
Officer.

1.4

Management of individual capital projects

Allocated Capital Project Manager

Project Monitoring by Capital Investment Group

1.5

Management of assets under construction

Allocated Capital Project Manager

Project Monitoring by Capital Investment Group

1.6

Maintenance of Trust Asset register

Chief Finance Officer

1.7

Approval of Asset Disposals

funded via lease finance or charitable grants)

Delegation arrangements

Land & Buildings (any value)

Board of Directors

Other – where the asset has a residual value
or there is a potential write off of value

Chief Finance Officer

Other – where the asset has no residual value
and there is no write off of value

Care Group Director after notification to
the Head of Procurement

Standing financial instructions (CG101) – updated May 2019

Additional information

The Head of Procurement is responsible for ensuring the
Trust receives best value from disposals and so must be
notified of potential disposal where an asset may have
any value.
The Chief Finance Officer must always be informed, by
way of an Asset Disposal Form, of any asset disposals to
enable the asset register to be updated. The Financial
Controller must confirm on the Asset Disposal Form the
residual book value of the asset.
34

88

Trust Standing Financial Instructions

1.8

Capital Budget Approval Process

Chief Finance Officer

2.0

Contracts for expenditure

Delegation arrangements

Additional information

Financial appraisal of companies identified as
potential tenderers

Chief Finance Officer

May be delegated to Head of Procurement

Maintenance of list of approved potential
suppliers
Authorisation of less than the requisite
number of quotes and/or tenders, including
single tenders/quotes:
For individual contracts up to £3500,000
For individual contracts between £3500,000
and £1,500700,000
For individual contracts over £1,5700,000

Chief Finance Officer

Delegated to Heads of Procurement

Chief Finance Officer
Chief Executive Officer

Regular report to the Board of all recorded incidents of
between £350,000 and £700,000

2.1
2.2
2.3

2.4
2.5
2.6

2.7
2.8

Monitoring the use of single tender/single
quote action
Receipt of Tenders
Opening of Tenders

Permission to consider late tenders
Tender ratification and award, including
authorisation of any actions resulting from
post tender clarification:
Up to £3500,000
Between £3500,000 and £1,500700,000
Over £1,500700,000

2.9

Signing of Contracts (including letters of
intent)

2.10

Approval of variation or extensions to the use
of existing approved contract
All Contract Variations

Standing financial instructions (CG101) – updated May 2019

Board of Directors
Audit and Risk Committee on behalf of
the Board of Directors
Chief Finance Officer
Any two from the list of trust Officers
authorised by the Chief Finance Officer
to open tenders
Chief Executive

As defined by Chief Finance Officer, ensuring
independence from Procurement Process
With advice from Chief Finance Officer

Chief Finance Officer
Chief Executive Officer
Board of Directors

Post tender clarification will be led by Chief Finance
Officer or hishis/her delegate. Process overseen by
Head of Procurement

Chief Executive or Chief Finance Officer

All building/works projects above £500,000 should be
sealed: Other contracts may be sealed if in the interest of
the Trust
After taking advice from the Head of Procurement

Chief Finance Officer and if above limits
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Variations of over 5% where the revised
contract value is between £350,000 and
£700,000
Variations of over 5% where the revised
contract value is over £700,000

the CEO or Board
Chief Executive Officer
Board of Directors

2.11

Sealing of Documents

Two directors (the Chief Executive and
other Executive Board Director) or One
Executive Board Director and the Trust
Secretary

3.0

Contracts for income

3.1
3.2
3.3
3.4

Delegation Arrangements

Additional information

Approval of Healthcare Contracts

Chief Executive or Chief Finance Officer

Approval of all other income contracts
including research & development
Approval of variations to Acute healthcare and
all income contracts
Authorisation of individual Credit Notes
relating to healthcare contracts
Invoicing adjustment to “on-account”
invoicing under NHS Standard Contract.

Chief Executive or Chief Finance Officer

Following acceptance of commercial terms by Chief
Finance Officer
This may be delegated to the Chief Finance Officer

Otherwise:
E.g. if relating to a pricing discount or loss of
potential income then:
Up to £3500,000
Between £3500,000 and £1,5700,000
Over £1,5700,000
3.5

Approval and variation of all contracts for
recharges of costs and income generation

Standing financial instructions (CG101) – updated May 2019

Chief Executive or Chief Finance Officer

Chief Finance Officer

Chief Finance Officer
Chief Executive Officer
Board of Directors
Chief Finance Officer

Authorisation of Credit Notes below £5,000 may be
delegated by the Chief Finance Officer
Training income and Training recharges will be managed
in accordance with a policy approved by the Director of
Workforce and Organisational Development
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4.0
4.1

Purchasing and payments (excluding

Capital) of Budgeted Expenditure
Authorisation of Requisitions (limits include
irrecoverable VAT)

The maximum delegated limits which may be
varied downwards by the CEO or CFO are:

Delegation arrangements

Additional information

NOTE: Delegated authority to commit
the Trust is only available where the
proposed expenditure is within budget.
Written authority is required from the
Chief Finance Officer before incurring
expenditure above the budgeted limit.

Heads of Corporate Departments, Care Group Directors
and Care Group Directors of Finance have key
responsibilities for monitoring budgets and ensuring
budget holders are aware of this limitation on approvals.

Expenditure of £5k and above to be certified as being
within budget by the Care Group DOF or by the Deputy
Director of Finance

Charity grant expenditure up to £1,000

Two Fund Advisor Panel members

Up to £5,000

Schemes of delegation within these
limits may be determined by Care Group
Directors, DoEF and Heads of Corporate
Departments but such delegation must
be approved by CFO before
implementation.

Charity grant expenditure up to £10,000

One Fund Advisor Panel member and
Charity Director

Charity grant expenditure up to £50,000
Up to £90,000 including charity grant
expenditure

Care Group Manager/Director/Matron
and Charity Grant Panel

To be notified to the Audit and Risk Committee
Specific arrangements for delegating authority for
amounts below £20,000 but only if agreed by the CFO
and where it can be demonstrated that financial control
will not be compromised. To be notified to the Audit and
Risk Committee

Executive Directors (including Care
Group Directors) with restricted powers
of delegation
Charity Committee for Charity grant
expenditure

Standing financial instructions (CG101) – updated May 2019
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Up to £3500,000 including Charity grant
expenditure
Up to £1,5500,000 including Charity grant
expenditure
Above £1,5500,000 including charity grant
expenditure

Chief Finance Officer
Chief Executive
Finance & Investment Committee on
behalf of Board of Directors
Not Allowed

4.2

Authorisation of individual invoices due for
payment where the approved order process
has not been followed

4.3

Authorisation of petty cash payments

Authorisation by line manager (must be
budget manager or have delegated
authority)

4.0

Delegation arrangements

Additional information

4.4

Purchasing and payments (excluding Capital)
of Budgeted Expenditure
Authorisation of expenses claims

Only via Trust On-line System

4.5

Authorisation of time sheets

4.6

Authorisation of Agency expenditure

Authorisation by line manager (must be
budget manager or have delegated
authority)
Authorisation by line manager (must be
budget manager or have delegated
authority)
Non ward and non clinic based agency
staff: approval by any 2 of CEO, CFO,
Director of Nursing, Director of
Workforce and Organisational
Development, Medical Director and
Chief Operating Officer

All purchases should be made via Trust i-proc ordering
system, JAC or Atticus. Only in extenuating
circumstances should such invoices be presented for
authorisation to the CFO or the Deputy Chief Finance
Officer

Ward and clinic based agency staff:
ordered through NHS Professionals or
iproc
Standing financial instructions (CG101) – updated May 2019
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4.7

5.0
5.1

Authorisation of Overtime and additional
hours

Pre-Authorisation only via Trust On-line
System

Staff appointments and severance
payments

Delegation arrangements

Additional information

To be approved by any two of CEO,
CFO, Director of Nursing, Director of
Workforce and Organisational
Development, Medical Director and
Chief Operating Officer
To be approved by any one of CEO,
CFO, Director of Nursing, Director of
Workforce and Organisational
Development, Medical Director and
Chief Operating Officer

No appointment can be made unless it is within the
budgeted establishment and the appointment has
followed the process as established by the Director of
Workforce and Organisational Development

Nominations and Remuneration
Committee approve all severance
payments (contracted and noncontracted) for the Chief Executive and
Directors.

Severance payments resulting from industrial tribunals
need not go to Nominations and Remunerations
Committee but must still be signed by both the Director of
Workforce and Organisational Development and by the
CFO.

Clinical appointments

5.2

Non-clinical appointments

5.3

Severance payments

No appointment can be made unless it is within the
budgeted establishment and appointment has followed
the process as established by the Director of Workforce
and Organisational Development

The Nominations and Remuneration
Committee delegates other contracted
and non-contracted severance
payments as follows.
For all staff below Director level approval
of contractual severance payments
delegated to the Chief Executive and the
Chief Finance Officer and Director of
Workforce.
The Committee will approval noncontractual severance payments over
£50,000. Approval for non-contractual
Standing financial instructions (CG101) – updated May 2019
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severance payments below £50,000 will
be delegated to the Chief Executive and
the Chief Finance Officer and Director of
Workforce.
Once authorised, authority to pay will
only be valid if signed by both the
Director of Workforce and Organisational
Development and by the CFO.

6.0
6.1
6.2

6.3
6.4
6.5

Income and debt write off

Invoicing
Requests for Invoicing to be raised

Authorisation of discounts, credit notes (non
healthcare income)
Collection of debts and use of debt collection
agencies
Authorisation of individual debt write off

Less than £5,000

7.0
7.1

Delegation arrangements

Additional information

Chief Finance Officer
Budget Managers may raise a request
for Finance to generate an invoice. For
clarity no-one outside of Finance is
authorised to raise an invoice.
Chief Finance Officer

All invoices to be raised by the Finance Department
All requests for invoicing should be passed to Finance.

See under 3.4 for Credit Notes related to Healthcare
income

Chief Finance Officer

Less than £100,000
Between £100,000 and £200,000
Over £200,000

Financial Controller or Deputy Director of
Finance
Chief Finance Officer
Chief Executive
Board of Directors

Losses and special payments

Delegation arrangements

This delegation also applies to the effective write off
through lack of invoicing for income to which the Trust is
entitled. Whether it occurs through action, lack of action
or the passing of time
To be reported to the Audit and Risk Committee.

Additional information

Authorisation of individual losses and special
payments

Standing financial instructions (CG101) – updated May 2019
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Less than £100,000
Between £100,000 and £200,000
Over £200,000

Chief Finance Officer
Chief Executive
Board of Directors

Up to £10,000 delegated to the Head of Legal Services
for payments resulting from legal claims.

Authorisation of clinical negligence payments
Monitoring of losses and special payments
Authorisation of early retirement payments to
staff
Less than £100,000
Between £100,000 and £200,000
Above £200,000
Authorisation of redundancy and all other
termination payments to staff
Authorise payment of salary underpayment
corrections

Chief Finance Officer
Audit and Risk Committee

To be reported to the Audit and Risk Committee
On behalf of the Board of Directors

Chief Finance Officer
Chief Executive
Board of Directors
Nominations and Remuneration
Committee
Chief Finance Officer

Only after advice from the Director of Workforce and
Organisational Development

Budgetary control

Delegation arrangements

Additional information

8.2
8.3

Request for budget virement
Authorisation of budget virement

Chief Executive and Chief Finance
Officer
Initiator and recipient Budget Manager
Chief Finance Officer

8.4
8.5

Overall Trust budget and planning process
Staff expenses, including relocation expenses

Chief Finance Officer
Routine expenses - approval by line
manager
Relocation expenses – approval by
Director of Workforce and Organisational
Development

Routine expenses must be claimed via the Trust’s on-line
expense claim system. Details available from Payroll.
Relocation expenses must be claimed in accordance with
the Trust’s Relocation Expenses Policy

9.0

Stores and stock controls

Delegation arrangements

Additional information

Chief Finance Officer

Delegated to Head of Procurement.
Orders may be generated automatically based on agreed

7.2
7.3
7.4

7.5
7.6

8.0
8.1

9.1

Delegation of budgets

Management and control systems for stores
and stocks

Standing financial instructions (CG101) – updated May 2019

To be reported to the Audit and Risk Committee

Only after advice from the Chief People Officer and
reference to the Severance Protocol
Only after advice from the Chief People Office

To be approved by CGDOFs
This may be delegated by the CFO to the Deputy Director
of Finance or the CGDOFs
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minimum and maximum stock quantities.

10.0
10.1
10.2

11.0

Bank account and payment methods

Opening of bank accounts
Signing of cheques, BACS schedules and
PGO authorisation

Bank account and working capital
facilities fees and charges

Delegation arrangements

Additional information

Chief Finance Officer
Chief Finance Officer

This may be delegated within the Finance Department.

Delegation arrangements

Additional information

11.1

Approval of Fees and Charges

Chief Finance Officer

12.0

Standards of business conduct

Delegation arrangements

Additional information

Chief Executive
Chief Executive

Maintained by the Trust Secretary

Chief Executive
Chief Executive

Maintained by the Trust Secretary

Delegation arrangements

Additional information

12.1

12.2

13.0
13.1

4.0

Maintenance of register of interests and
secondary employments
Board of Directors
All other staff
Maintenance of gifts and hospitality registers
Board of Directors
All other staff

Insurances

Insurance arrangements

Chief Finance Officer

Fraud and irregularity

Delegation arrangements

Additional information

14.1

Counter Fraud and corruption work

Chief Finance Officer

14.2

Investigation of suspected cases of
irregularity not related to fraud or corruption

It is expected that Local Counter Fraud Service would be
involved in any investigation.

Director of Workforce and Organisational
Development

15.0

Investments

Delegation arrangements

Standing financial instructions (CG101) – updated May 2019
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15.1
15.2

Approval of Treasury Policy (CG401)
Investment Decisions

Board of Directors
Chief Finance Officer

After review by the Audit and Risk Committee

16.0

Borrowings

Delegation arrangements

Additional information

16.3

Approval of loans and loan facilities,
(including working capital facilities)
Use of loans and loan facilities as approved by
the Board of Directors
Use of leasing and non-conventional funding

Chief Finance Officer

17.0

Credit cards

Delegation arrangements

16.1
16.2

17.1
17.2

17.3

Approval for new credit card
Approval of single transaction value:Below £1,000
£1,001 and above

Approval of total daily transaction value
Below £10,000
£10,001 and above

Standing financial instructions (CG101) – updated May 2019

Board of Directors
Chief Finance Officer

Director of Finance

Card holder
Director of Finance

Card holder
Director of Finance

Additional information

Delegated authority is given to the Deputy Director of
Workforce and OD for UK Border Authority
transactions only at a single transaction limit of
£4,000
Delegated authority is given to the Deputy Director of
Workforce and OD for UK Border Authority
transactions only at a daily limit of £16,000
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TABLE 2 – Tendering and contracting thresholds

Up to £2,000

£2,001 £5,000

£5,001 - £50,000

£50,001 – FTS
Trust Tender
Threshold (see
column g)

(a)

(b)

(c)

(d)

(e)

Services &
Supplies

Verbal quotation

Single written
quotation

3 written
competitive
quotations

3 formal tenders

Normally minimum of
5 tenders through
FTS

£122,976 and over* ( £70,778
and over for small lots)*

Works

Verbal quotation

Single written
quotation

3 written
competitive
quotations

3 formal tenders

Normally minimum of
5 tenders through
FTSFTS

£4,733,252 and over (£884,720
and over for small lots)

Over FTS limit
(See column g)

EC Journal Advertisement - FTS

(f)

(g)



For tendering and contractual purposes, the Trust is a Governmental Procurement Authority (GPA) and the procurement thresholds shown for
Services and Supplies are those for GPAs.



Even where estimated amounts are below the FTS thresholds, quotes and tenders are to be conducted within the spirit of FTS Tenders in terms
of definitions of outputs required from the goods or services, pre-defined evaluation criteria should be defined with evaluation and awards
conducted in a transparent and equitable manner capable of withstanding audit and challenge by unsuccessful suppliers.



For all levels the figures shown are those for the aggregate of the requirement. Artificial subdivision of lots into smaller lots to stay below
thresholds is unacceptable for non-FTS tenders and unlawful for FTS ones.



Where requirements are for a combination of supplies / services and works, the estimated value of the majority value within the total determines
which procedure and, thereby, which threshold to apply.

.

Standing financial instructions (CG101) – updated May 2019
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Certification

I ___________________________ certify that I have read, understood and will comply with
the Standing Financial Instructions dated 31 March 2021

Signature: _______________________________________

Date: ___________________________________________
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Title:
Agenda item no:
Meeting:
Date:
Presented by:
Prepared by:

Board Assurance Framework
11.1
Public Board
26 January 2022
Caroline Lynch, Trust Secretary
Hannah Travers, Deputy Trust Secretary

Purpose of the Report To provide the Committee with a summary of the Trust’s Key risks
reviewed by Board sub-Committees.
Report History




Executive Management Committee – 13 December 2021
Audit & Risk Committee - 12 January 2022

What action is required?
Assurance
Information

The Committee is asked to note updates on the Framework in relation to
the assurances, gaps and actions in place to manage strategic risks.

Discussion/input
Decision/approval
Resource Impact:
Relationship to Risk in
BAF:

None

Strategic objectives This report impacts on (tick all that apply)::






Provide the highest quality care
Invest in our staff and live out our values
Drive the development of integrated services
Cultivate innovation and transformation
Achieve long-term financial sustainability

1. Leadership



2. Vision & Strategy



3. Culture

Not applicable

 4. Governance

5. Risks, Issues &
Performance



6. Information
Management



7. Engagement



Well Led Framework applicability:

8. Learning &
Innovation




 Board understands the internal and external factors affecting delivery of the plan.
 Main risks are identified. No significant control issues/ gaps and clear responsibilities.
 Effective process in place to monitor, understand and address current & future risks
Publication
Published on website

Confidentiality (FoI): Private

Public
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1

Purpose

1.1

The Board of Directors has the overall responsibility for ensuring that systems and controls are in
place that are sufficiently robust to mitigate risks which may threaten the achievement of the
Trust’s Strategic Objectives.

1.2

The Board achieves this primarily through the work of its sub committees, the use of Internal Audit
and other independent inspection and by the systematic collection and scrutiny of performance
data to evidence the achievement of the Trust’s objectives.

1.3

The Board Assurance Framework (BAF) is designed to provide the Board with a simple but
comprehensive method for oversight and management of the Principal Risks to the Trust’s
objectives.

2.

Current Position

2.1 The Board Assurance Framework has been updated following the Workforce Committee on the 2
November 2021, Quality Committee on the 13 October 2021 and Finance & Investment Committee on
the 20 January 2022. In addition, Strategic objectives 3, 4 and 5 have been updated with the relevant
leads.


Strategic Objective 1: Provide the highest quality care
o
o
o



Strategic Objective 2
o
o



ICS/ICP key controls and changes to improvement/action sections

Strategic Objective 4
o



International recruitment plan, hybrid working action plan, ICS shared bank, mandatory
training compliance, future workforce included as a gap in assurance
Recruitment, talent management, programme of work to drive inclusivity in our cultures
and improve the experience of all staff, Trust wide and/or local equality action plans
removed as a control assurance.

Strategic Objective 3
o



ED rapid quality improvement plan and actions related to maternity including the
maternity summit included in the improvement/action column
Embedding learning from deaths removed as a gap in assurance
Item included on BSPS

Inclusion of CQI and Digital Strategy

Strategic Objective 5
o
o
o
o

Updates to Estate section to include Building Berkshire Together work in action plan
and gaps in assurance.
Inclusion of Net Zero and Outline Business Case
Update to improvement/action section
Inclusion of Health & Safety
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3.

Next Steps

3.1

The Board is asked to note the updates to the Board Assurance Framework.

4.

Attachments

4.1

The following are attached to this report:
Appendix 1 – Board Assurance Framework
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Summary Board Assurance Framework 2021/22
BAF Risk
Risk Appetite Description

Strategic Objective
Strategic Objective 1:
Provide the highest
quality care

1.1

1.2

Strategic Objective 2:
Invest in our staff and
live out our values

2.1

2.2

Strategic Objective 3:
Drive the development
of integrated services

3.1

3.2

If we allow material lapses in the quality of care, the
Trust will not meet its regulatory standards for
quality and safety
If we do not deliver our clinical and quality ambitions
at the intended pace we will lose opportunities to
improve patient outcomes and experience

If we do not recruit and retain a competent
workforce we will fail to deliver on the Trust's
strategic objectives
Failure to not deliver on our Values (CARE and
Diversity & Inclusion) will result in the Trust not be
an employer of choice or considered an exemplar
organisation for staff

If BW ICP and BOB ICS plans and programmes fail
to deliver the envisaged improvements in care and
value the Trust’s financial and operational
performance will be impacted
If we do not take action on sustainability agenda we
risk impact on the Trust’s reputation

The quality of our services, measured
by patient outcomes, safety and
experience as well as our ability to be
responsive to our patient’s is
paramount. The Trust has a low
appetite to risk that could result in
poor quality of care and will seek to
avoid taking risks that compromise
patient safety. This cautious appetite
extends to compliance with Care
Quality Commission standards.
The Trust seeks to be recognised
through its values as a great place to
work. It will innovate and challenge
traditional working practices. As
such, it is prepared to take a flexible
view on the development of its
workforce and conditions of
employment. There is a medium
appetite for risk where this does not
compromise staff and values and be
proven to benefit patient and staff
safety.
The Board is keen to drive the
development of integrated care with
its local (ICP) and regional (ICS)
partners at pace. In doing so, the
Board is willing to take decisions
where the potential benefits to
patients and providers are seen to
outweigh risks. It sees the
development of new ideas and
partnerships as potentially enhancing
quality and financial sustainability and
so where collectively shared it has a
relatively high appetite for integration
risk.

Sub Committee

Lead Director

Quality Committee

Chief Nursing Officer

Quality Committee

Chief Medical Officer

Workforce Committee

Chief People Officer

Workforce Committee

Chief People Officer

Finance & Investment
Committee

Director of Strategy

Board

TBC
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Strategic Objective 4:
Cultivate innovation and
transformation

Strategic Objective 5:
Achieve long-term
financial sustainability

4.1

If we do not have the transformation capability,
culture and capacity we will be unable deliver
change at the required pace

4.2

Failure to realise benefits/secure commercial
advantage from innovation and digital investments

5.1

If the organisation does not generate sufficient cash
to meet its day to day liquidity requirements and
capital programme the organisation will fail
If we do not robustly represent the organisation in
national and regional and Buckinghamshire,
Oxfordshire and Berkshire West Integrated Care
System decision making, we will fail to secure
sufficient income to deliver Vision 2025 and strategic
objectives.

5.2

5.3

If we do not create and maintain a built environment
suitable for current and future needs, we risk
delivery of Vision 2025.

The Trust will actively seek and
encourage a culture of innovation and
transformation. It is willing to accept a
relatively high level of risk associated
with opportunities where positive
quality of care, service delivery and
financial benefits and rewards can be
anticipated.
The Board’s key objective is to be
financially sustainable, with its primary
concern being the optimal value for
money. The Board will view risk and
reward and consider return on
investment and other benefits or
constraints when pursuing business
opportunities. There is a low appetite
for risk unless the Trust is living within
its means.

Quality Committee

Director of Strategy

Audit & Risk
Committee
Finance & Investment
Committee

Chief Operating
Officer

Finance & Investment
Committee

Chief Finance Officer

Finance & Investment
Committee

Chief Finance Officer

Finance & Investment
Committee

Chief Finance Officer
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Strategic Objective 1: Provide the highest quality care
Identified Strategic Risks that we the Board have agreed as having the potential to impact on our ability to deliver this strategic objective 



If we allow material lapses in the quality of care, the Trust will not meet its regulatory standards for quality and safety
If we do not deliver our clinical and quality ambitions at the intended pace we will lose opportunities to improve patient outcomes and experience

Key Controls
 CQC program

 Quality and Clinical Services

Monitoring

 Quality reporting schedule

 Performance management

Process

 Risk management & incident

reporting process

Control Assurance











Well led self-assessment
Peer review process
Core service annual updates
Core service self-assessment
Relationship with lead CQC inspector
CQC Emergency Performance Framework
IPC BAF
Quality account
Clinical audit program
Patient feedback – NHS choices, family & Friends and
Inpatient annual survey
 GIRFT program

Gap in Assurance
 Mixed sex accommodation





Patient Experience Feedback
Health Inequalities
ED capacity

Internal Audit,
External Audit,
CCG Quality Assurance Visits







Monthly Care Group performance meetings
Compliance with national access targets
Integrated performance report
QIA process to monitor impact of QIPP programmes
Elective Recovery Programme

 Quality Impact assessments
 patient experience of clinical
admin team and
communication
 elective standards
performance
 BSPS Performance









Risk register review including thematic risks reviews
Incident reporting and learning
NRLS reporting
SI thematic review/Learning from inquests
Annual report to the Board
EMC
Emergency preparedness, resilience & response
Procedures

 Estate not fit for purpose



Reporting Schedules due to
Covid impact

Responsible
Committee

 CQC Action Plan

 Board
 Quality Committee






Implementation of Quality Priority actions
Embedding learning from mortality events
Bloodstream infection action plan
Covid monitoring action plan

 Quality Committee






Additional POC testing
New triage process to meet 15 minute assessment target
BW system working
ED rapid quality improvement plan

monitoring due to COVID















Monitoring progress against the CSS and Quality Strategy
IPR
EMC
ED four hour target
Safeguarding annual report
Infection control annual report
Patient relations quarterly reports
Mortality review process
Freedom to speak up reporting to the Board
Bi monthly quality assurance and learning exception report

Improvement / Action

 Implement covid recovery plan

 Quality Committee
 Board







 Quality Committee

Continuous review of data / metric and exception reports as required
patient flow quality priority deep dive
Maternity action plan including staffing challenges
Maternity Summit
Referrals subject to clinical triage; patients seen and treated in order
of clinical priority; weekly patient harm reduction meeting focused on
long waiters
 BSPS Improvement Plan
 Never events action plan
 Estates Redevelopment programme

 Quality Committee
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Strategic Objective 2: Invest in our staff and live out our values
Identified Strategic Risks that we the Board have agreed as having the potential to impact on our ability to deliver this strategic objective  If we do not recruit and retain a competent workforce, we will fail to deliver on the Trust's strategic objectives
 Failure to not deliver on our Values (CARE and Diversity & Inclusion) will result in the Trust not be an employer of choice or considered an exemplar organisation for staff

Key Controls

Control Assurance
Attracting, Staying, Thriving

Recruitment and retention framework





 RBH and ICS People strategy
reports
 What Matters Programme reports
 Annual Staff Survey and resulting
action Plan
 Chief People Officer quarterly
report
 Workforce metrics quarterly report

Your Development
Annual medical revalidation
Annual management revalidation

Gap in Assurance

Improvement / Action

Attracting, Staying, Thriving

Appraisal quality measures

Maternity vacancy rate

Attracting, Staying, Thriving

International recruitment programme

Targeted recruitment programmes
ICS joint initiatives such as shared bank and joint roles

Maternity Plan

Possibilities to address affordable housing and increase available
accommodation for staff

Your Development

Talent Management framework/succession
planning fully embedded

Development of management competencies
throughout whole organisation

Education strategy






Responsible
Committee

Your Development Mandatory training compliance programme
Henley management programme
Middle management programme
ICS programme to promote system wide career development and
flexibility
Appraisal compliance plan



Supporting your Health

Gap analysis

Health and Wellbeing improvement plan
 Health and Wellbeing Centre under construction

Supporting your Health

Annual Health and Well Being strategy review

Annual Skill Mix Review

Birth Rate Plus

Health, Safety and Wellbeing Champions
embedded across the Trust

Guardian of Safe Working quarterly reports
Everyone Matters

Behaviours framework and values based people
processes
 Equality Forums reports
 Gender
 BAME
 LGBTQ plus
 Disability

Supporting your Health
 Sustainable Health & wellbeing offer

Everyone Matters

Increased focus needed on Disability

Everyone Matters

Programme of work to drive inclusivity in our cultures and improve
the experience of all staff

Programme to tackle poor behaviours

Your Future Workplace

Digital Strategy

Hybrid Working

Your Future Workplace

Long term shape of the Workforce

Digital Strategy People implications

Workforce Transformation

Future Workforce

Your Future Workplace

Understanding how the size/composition of the workforce needed to
change for the future

Workforce Transformation plan embedded in annual planning
process

People Recovery and Hybrid working programmes

Digital Strategy Plan

Inclusivity Culture Action Plan

Staff Experience Action Plan

Hybrid Working Action plan

 Workforce Committee
responsible for all
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Strategic Objective 3: Drive the development of integrated services
Identified Strategic Risks that we the Board have agreed as having the potential to impact on our ability to deliver this strategic objective 
Our involvement in Integrated Care Partnership (ICP) and Integrated Care System (ICS) plans and programmes fail to deliver the envisaged improvements in care and value.

The Trust’s position and understanding of the sustainability agenda
Key Controls
Control Assurance
Gap in Assurance
Improvement / Action
Responsible
Committee
ICP and ICS programmes

Bi-monthly report to board on
 Proposal from ICS as to future

Development of the ICS operating plan for 22/23. This will
 Board of
progress of ICS and ICP
structure and governance model of the
set out programme for managing key commitments and
Directors
 Active involvement of CEO and
ICS statutory board
improving outcomes and value
Director team in ICP and ICS

ICS and ICP leadership meetings
programme governance
 Proposal from the ICS on the role of

BHFT RBFT CCG Alliance
place, its focus, delegated

Development of the ICS governance approach – to be set
 Finance &
 Involvement of senior leaders clinicians
agreement and ICS MOU
responsibilities and resources and
out in MOU agreed with NHS England
Investment
and managers in service design and

Clarity on 2022/23 programmes
operating model
Committee
programme delivery

Mapping of work stream to Trust Operating Plan
for ICS and Place and alignment
 ICP/Trust plan on health inequalities
 Regular bilateral meetings at exec level
with NHS operating plan
with ICP and ICS colleagues
 Future financial regime for BOB / BW

Board seminar on anchor
 ICS and ICP priority work programme
institutions and follow up action
and project scopes

Sustainability agenda
 Trust sustainability assessment



Discussion of the sustainability
assessment (June)

 Formal position statement on
sustainability
 Understanding of sustainability issues
facing the Trust
 Trust programme on sustainability





Establish Trust team to develop the sustainability strategy as
part of Vision 2025 reset. This will need to examine the
current state position and set out a plan of action for the
organisation
Development of sustainability action plan following
assessment

 Board of
Directors
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Strategic Objective 4: Cultivate innovation and transformation
Identified Strategic Risks that we the Board have agreed as having the potential to impact on our ability to deliver this strategic objective 
The capability culture and capacity in the organisation to deliver change

Our ability to realise benefits/secure commercial advantage from innovation, investment and digital investment

Key Controls
 QiPP Programme

 Continuous Improvement

Programme

 Digital Hospital Programme

 Commercial Strategy

 R&D programme

Control Assurance

Gap in Assurance

Improvement / Action






Monthly finance reports
Monthly transformation programme report
ICS/ICP programme reports
Business case post investment reviews

 Confirmation of financial benefits





CQI Business Case
CQC well-led report
Transformation Programme update

 CI implementation plan

CQI programme updates

 Quality Committee







 Clarification of DH programme in

 Phase 3 digital programme to be developed and brought to

 Finance and Investment

DH progress updates
Go-live assurances
Benefit realisation assessments
Connected Care Programme Updates
Digital Strategy

21/22
 Clarification of long term IT
infrastructure supplier
 Windows 10 roll out

committees
 Procurement approach to key supplier to be clarified

 Cycle of reporting on commercial

 Commercial Strategy to be added to work plan on quarterly basis

strategy
 Commercial capacity within the
organisation

from June 2021
 Commercial training to be embedded in Continuous Improvement

 Annual update on R&D to

 R&D update and proposal on future strategy to come to committee







Monthly finance reports
Commercial strategy updates

R&D updates
Monthly finance reports

from " transformation programmes"
 Clarity on impact of and timescales
on ICP / ICS programmes
 Impact of Covid on transformation
activities

 F&I standing agenda item on key CIP programmes
 Utilisation of GIRFT, Model Hospital and other

Responsible
Committee
 Quality Committee

benchmarking/comparators

Committee

 Finance & Investment

Committee

 Quality Committee

committees
 Clarify on next 3 year strategy
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Strategic Objective 5: Achieve long-term financial sustainability
Identified Strategic Risks that we the Board have agreed as having the potential to impact on our ability to deliver this strategic objective 
If the organisation does not generate sufficient cash to meet its day to day liquidity requirements and capital programme the organisation will fail

If we do not robustly represent the organisation in national and regional and Buckinghamshire, Oxfordshire and Berkshire West Integrated Care System decision making, we will fail to
secure sufficient income to deliver Vision 2025 and strategic objectives.

If we do not create and maintain a built environment suitable for current and future needs, we risk delivery of Vision 2025.

Key Controls

Control Assurance

Gap in Assurance

Improvement / Action

Responsible
Committee




Actions to address risks identified in Estates Procurement
Implementation of Service Line Reporting at speciality level

 Audit & Risk Committee



Development of 5-year financial model as part of the Clinical
Services Strategy
Development of approved Commercial Strategy

Finance
 Prioritised Capital Programme
 Budget setting process
 Standing Financial Instructions

(SFIs)
 Performance Reviews
 Long Term Financial Model











 ICS System Finance Group

(SFG)

External Audit annual process
Internal Audit annual review
Counter Fraud Annual Plan
Detailed Monthly and Quarterly submissions to NHS
Improvement
Cash flow, revenue & capital forecasting
Budget approval process
Monthly reports to EMC, Finance & Investment Committee
/ Board, comparing budget to actual
Quarterly performance meetings with Care Groups and
corporate areas,
Post implementation of business case reviews

 Representation by Chief Finance Officer (CFO)/Director of
Finance (DOF) at SFG
 Internal audits on procurement in place – implemented
controls on non-pay spend.






Estates procurement
Development of 5-year financial plan at
speciality level
Greater visibility of roll-out of Service Line
Reporting
Commercial strategy



 Finance & Investment
Committee

 Performance management and accountability
framework

 Implementation of performance management framework and upward
reporting of highlights from quarterly performance meetings

 Finance & Investment
Committee

 Focus of ICS programmes with financial
improvement
 Financial performance of other ICS
organisations

 Oversight by CFO/DoF at ICS SFG of proposed improvements

 Finance & Investment
Committee

 Capacity and expertise constraints in the
directorate

 Advisory audit to be undertaken by internal audit in Q4 2021/22
 Prioritisation and risk management of backlog maintenance and critical
infrastructure risks
 Car parking data collection process
 Procurement of additional off-site parking spaces

 Finance & Investment
Committee

Estates & Facilities
 Strategic estates development
programme
 Estates safety and compliance
 Management of backlog
maintenance
 Food safety/catering standards
 Estates Programme Committee

 Net Zero Carbon Plan approved















NHS Premises Assurance Model
External Regulator Inspections
MODEL hospital
ERIC submission
Six Facet Survey
Estates management and governance process
Estates Strategy
Hospital redevelopment
Capital prioritisation process
Environmental Health Officer
Audit process
Travel & Transport Plan
Water Testing & Safety



PMO established

 HTM compliance
 High and medium critical infrastructure risks
 Putting in place plans and communication
 Sources of capital for major estate programme

 Funding and delivery of Net Zero action plan
 OBC funding not secured

 Revenue/budget setting to consider and reflect allocation and
resources
 Regular dialogue with New Hospital Programme Team (OBC)
 Funding for OBC development costs confirmed

 Audit & Risk Committee

 Finance & Investment
Committee
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Health & Safety




Health & safety Policy

Health & safety Committee reporting to
Health & safety mandatory trainingIRMC/EMC/Audit & Risk Committee/ Board
 Risk
Health & Safety dashboard
Risk Assessments / Corporate
Register

RIDDOR reporting

Contractor reporting on Specialist compliance
on critical estates safety



Manual data collection



Contractor assurance requires
validation




Hard FM strategy including procurement of in house
estates information software
Advisory assurance by internal audit.
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Title:
Agenda item no:
Meeting:
Date:
Presented by:
Prepared by:

Corporate Risk Register
11.2
Board of Directors
26 January 2022
Eamonn Sullivan, Chief Nursing Officer
Dawn Estabrook, Head of Risk

Purpose of the Report To update the Public Board on the Trust’s Corporate Risk Register –
risks rated ‘12’ and above.
Report History

Audit & Risk Committee- 12 January 2022
Integrated Risk Management Committee- 1 December 2021

What action is required?
Assurance
Information
Discussion/input
Decision/approval

The board is asked to note and approve the updates.

Resource Impact:
None
Relationship to Risk in
6. N/a
BAF:
Strategic objectives This report impacts on (tick all that apply)::






Provide the highest quality care
Invest in our staff and live out our values
Drive the development of integrated services
Cultivate innovation and transformation
Achieve long-term financial sustainability

Well Led Framework applicability:

Not applicable

4. Governance

1. Leadership



2. Vision & Strategy



3. Culture



5. Risks, Issues &
Performance



6. Information
Management



7. Engagement



8. Learning &
Innovation

Confidentiality (FoI): Private

 Public




Publication
Published on website
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1

Executive Summary

This discussion paper provides the Trust Board with an update on the Trust’s corporate
risks rated 12 and above.
The Trust Company Secretary and Head of Risk continue to review the Corporate Risk
Register to ensure alignment with the Board Assurance Framework.
2

Corporate Risk Register

The Corporate Risk Register was reviewed at Integrated Risk Management Committee on
1 December 2021 and the Audit and Risk Committee on 12 January 2022. The following
were taken and agreed.
Risk Rating
Risk Details
East Wing North Block
Management of Estates
Infrastructure/Backlogged
Maintenance
Risk to achieving strategic
objective of financial sustainability
Fire Safety
ICU Physical Environment
ED Capacity & Compliance
Mgt of Consistently High Numbers
MH Patients Presenting to ED,
Paediatric Wards and admitted to
adult wards
Staff Recruitment
Staff Retention
Development and communication
and information systems
supporting better care (formerly
Telephone Risk)
Outbreaks of infectious conditions
Water testing and safety

North Block steel works
Compliance to National Standards
for Access
Maternity staffing
Redevelopment of the Pathology
estate/new build

Actions from IRMC &
Audit & Risk
Approved
Approved

20
20

Approved

20

Approved
Approved
Approved

20
20
16

Approved

16

Approved
Approved
Approved

16
16
16

Approved
Risk rating decreased
from 20 to 15 following
assurance provide by
Water Strategy Group.
Approved
Head of Risk to review
risk rating
Head of Risk to review
risk rating
Approved

16
15

15
12
12
12
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Mixed sex accommodation
Inadequate IM&T infrastructure
and services management
Increase in incidents potentially
resulting in patient harm
BOB financial position
BSPS operational risk
Deteriorating patient
Cyber Security Phase 2

Management and reduction of
violence and aggression

Approved
Approved

12
12

Approved

12

Approved
Approved
Approved
Head of Risk to check
risk rating – confirmed
it should be 12.
Approved

12
12
12
12

12

The following risks were discussed for consideration for inclusion on the Corporate Risk
Register
Risk details

Action

Inadequate
Datacentre
and Approved by IRMC
Resilience
in
IT and Audit & Risk to be
infrastructure/barrier in the Trust included
on
the
building programme
Corporate
Risk
Register
3

Current Risk
Rating
15

Conclusion

The Board is asked to note the Corporate Risk Register
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Minutes

Finance & Investment Committee Part I
Thursday 18 November 2021
9.35 – 10.35
Video Conference Call/Boardroom
Members
Mrs. Sue Hunt
Mr. Dom Hardy
Dr. Janet Lippett
Mrs. Nicky Lloyd
Mr. John Petitt
Mr. Graham Sims
Mr. Eamonn Sullivan

(Non-Executive Director) (Chair)
(Chief Operating Officer)
(Chief Medical Officer)
(Chief Finance Officer)
(Non-Executive Director)
(Chair of the Trust)
(Chief Nursing Officer)

In Attendance
Mr. Mike Clements
Mrs. Priya Hunt
Mrs. Caroline Lynch
Mrs. Tracey Middleton
Mr. Andrew Statham

(Director of Finance)
(Non-Executive Director)
(Trust Secretary)
(Director of Estates & Facilities)
(Director of Strategy)

Apologies
Mr. Steve McManus

(Chief Executive)

187/21 Declarations of Interest
There were no declarations of interest.
188/21 Minutes for Approval: 21 October 2021 & Matters Arising Schedule
The minutes of the meeting held on 21 October 2021 were approved as a correct record
and would be signed by the Chair. There were no matters arising.
189/21 October Finance Update including Capital Programme 2021/22 Update
The Chief Finance Officer introduced the report and highlighted that the Trust had been
awarded PDC funding for two diagnostic schemes; Community Diagnostics Hub, £1.97m
and General Diagnostics Fund, £0.38m. Therefore, the revised capital programme was
£23.32m. The Chair of the Trust queried the level of capital spend in relation to the
Wellbeing Centre as £1.6m had been stated in the Charity Committee finance update. It
was agreed that the Chief Finance Officer would clarify this and a further update on the
capital programme would be submitted to the next meeting.
Action: N Lloyd
The Chief Finance Officer advised that a breakeven position had been achieved at Month
7. The underlying deficit was offset by the Lighthouse income and Elective Recovery
Funding. Cash remained above £18m. Pay was £4.5m adverse to plan year to date. The
Chief Nursing Officer advised that there had been an increase in agency spend for the
Emergency Department (ED), Intensive Care Unit (ICU), Paediatrics and Maternity. The
Chief Nursing Officer advised that sickness levels were also increasing and turnover was
high. Exit interviews were carried out and there was a mixture of reasons for staff leaving.

115

Finance & Investment Committee

November 2021

In addition, staff were not currently wanting to do additional shifts via NHSP. It was agreed
that this would be discussed further with the Chief People Officer and Chief Operating
Officer.
Action: E Sullivan
The Chief Operating Officer provided an overview of the GPAS ‘go-live’ and confirmed that
no income would be lost as a result of this. Data quality issues had been resolved and
Referral to Treatment (RTT) reporting had been resumed.
The Committee discussed income on the Lighthouse laboratory. It was agreed that a report
would be submitted to the January 2022 meeting setting out variances in the month and the
full year to date position.
Action: N Lloyd
The Committee discussed the potential risk in relation to Buckinghamshire, Oxfordshire and
Berkshire (BOB) Integrated Care System (ICS) achieving activity levels in order to receive
Elective Recovery Funding (ERF). The Chief Finance Officer confirmed that this had been
achieved for Month 7. The Chief Operating Officer assured the Committee that this risk
would be kept under constant review in the coming months.
190/21 Budget/Business Planning 2022/23
The Director of Finance provided an overview of the work on-going in relation to budget
planning. Scenarios were being considered and services with a sustained increase in
activity were being reviewed. A review meeting had been held with Care Groups. The draft
budget would be submitted to the January meeting.
Action: N Lloyd
The Chief Finance Officer advised that the ICS Chief Finance Officers were reviewing how
to achieve a breakeven position for the ICS. However, there were a number of
uncertainties currently, particularly in relation to income settlements and the ongoing run
rate of spend of each organisation whilst Covid infection and prevention requirements
continued.
191/21 Transformation Programme Update
The Director of Strategy provided an update on the Pre-operative assessment
transformation programme. The Committee noted that the programme had focussed on
staffing levels and increasing efficiency in relation to slot utilisation. Digital improvement
included the use of a patient portal in order to reduce administration carried out by the
team. There were also built environment challenges in relation to the current location of the
service.
The Chief Operating Officer provided an overview of the issues in relation to the patient
portal. The Cerner tool did not provide the functionality required and an alternative supplier
could be needed. However, this would result in integration challenges.
192/21 Key Messages
Key messages for the Board included: October financial performance on plan but risks included increase in cost
base year on year and uncertainty over ICS delivery of elective recovery to
secure ERF income.
 Recommendation to approve the revised capital programme 2021/22
 2022/23 Budget to be submitted to the January 2022 meeting
 Transformation programme update received and challenges noted in relation
to patient portal
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193/21 Date of Next Meeting
It was agreed that the next meeting would be held on Thursday 16 December 2021 at
9.30am
SIGNED:
DATE:
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Finance & Investment Committee Part I
Thursday 16 December 2021
9.35 – 10.00
Video Conference Call
Members
Mrs. Sue Hunt
Mr. Dom Hardy
Mrs. Nicky Lloyd
Mr. Steve McManus
Mr. John Petitt
Mr. Graham Sims
Mr. Eamonn Sullivan

(Non-Executive Director) (Chair)
(Chief Operating Officer)
(Chief Finance Officer)
(Chief Executive)
(Non-Executive Director)
(Chair of the Trust)
(Chief Nursing Officer)

In Attendance
Mrs. Priya Hunt
Mr. Richard Jenkins
Mrs. Caroline Lynch
Mr. Andrew Statham

(Non-Executive Director)
(Deputy Director of Finance - Contracts)
(Trust Secretary)
(Director of Strategy)

Apologies
207/21 Declarations of Interest
There were no declarations of interest.
208/21 Minutes for Approval: 18 November 2021 & Matters Arising Schedule
The minutes of the meeting held on 18 November 2021 were approved as a correct record
and would be signed by the Chair.
Minute 189/21: October Finance Update including Capital Programme 2021/22 Update:
The Chief Finance Officer confirmed that £1.6m stated in the Charity finance report
included the generous £1m donation as well as other Charity funding. It was agreed that
the finance update to the January 2022 meeting would include a specific item on Health &
Wellbeing centre spend.
Action: N Lloyd
The Chief Operating Officer highlighted that sickness levels and turnover had increased.
However, the Trust was not an outlier. This was closely monitored and the Trust had good
fill rates for bank sessions. Overall, sickness rates were in line with seasonal expectations.
However, there could be a challenge if absence rates increased.
Minute 190/21: Budget/Business Planning 2022/23: The Chief Finance Officer advised that
budget setting and business planning was progressing. This has been discussed by the
Executive Management Committee. Guidelines for budget managers were being
developed and capital planning for 2022/23 was on-going. The draft budget would be
submitted to the January 2022 meeting.
Action: N Lloyd

209/21 November Finance Update including Capital Programme 2021/22
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The Chair of the Audit & Risk Committee highlighted the increase in debtor days and
outstanding disputes on payments with other NHS organisations. The Chief Finance
Officer advised that this was sometimes dependent upon other organisations’ payment
cycles. However, a full review of Month 8 was being undertaken.
The Committee discussed Elective Recovery Funding (ERF) and whether there were any
issues in relation to performance in the Integrated Care System (ICS). The Chief Finance
Officer advised that there were some risks. However, this was being closely monitored.
The Committee noted that Month 8 budget had been achieved. The current underlying
deficit was £8.9m and, as part of the budget setting process, a number of scenarios had
been discussed by the Executive Management Committee in order to address this.
Targeted Investment Funding (TIF) revenue and capital funding had now been confirmed
and a further update on the capital programme would be submitted to the January meeting.
Action: N Lloyd
The Committee agreed that a recommendation should be submitted to the Board to
approve the current capital programme of £25.31m.
Action: S Hunt
210/21 Key Messages
Key messages for the Board included: Month 8 budget achieved with continuous pressure in Urgent and Emergency care
 Risk to deliver ERF target in potential rising Covid numbers
 Healthy cash position noted above £18m. The agreed level approved by the Board
would be reviewed as part of the budget report submitted to the Committee in
January 2022.
Action: N Lloyd
 Recommendation to approve the capital programme
211/21 Date of Next Meeting
It was agreed that the next meeting would be held on Thursday 20 January 2022 at 9.30am
SIGNED:

DATE:
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Charity Committee
Monday 15 November 2021
11.30 – 12.20
Video Conference Call
Present
Dr Bal Bahia
Mr. Jonathan Barker
Mr. Raghuv Bhasin
Mrs. Nicky Lloyd
Mrs. Caroline Lynch
Ms. Adenike Omogbehin
Mr. Graham Sims
Mr. John Stannard
Ms. Jo Warrior

(Non-Executive Director) (Chair)
(Public Governor, Reading)
(Director of System Partnerships)
(Chief Finance Officer)
(Trust Secretary)
(Staff Representative)
(Chair of the Trust)
(Patient Representative)
(Charity Director)

In attendance
Mrs. Angela Gardiner
Miss. Amber Keegel
Mrs. Caroline Lynch
Mrs. Monica Srivastava

(Group Financial Controller)
(Corporate Governance Officer)
(Trust Secretary)
(Charity Fund Manager)

Apologies
54/21 Declaration of Interests
There were no declarations of interest.
55/21 Minutes for Approval: 9 June 2021 and Matters Arising Schedule
The minutes of the meeting on the 9 June 2021 were approved as a correct and would be
signed by the Chair. The Committee received the matters arising schedule. All items had
been completed or were included on the agenda.
56/21 Charity Director’s Report
The Charity Director provided an overview of the Charity strategy for the next financial year. It
was anticipated that more fundraising could be undertaken with the inclusion of additional
volunteers. The Trust had been working in collaboration with the workforce team to develop a
description of a ‘Charity funding role’.
The Director of System Partnerships provided an overview of the proposed role of
ambassadors to highlight charity events and contacts in the local community that could be
approached with a view to being an ambassador. The Committee considered whether there
was criteria in relation to becoming an ambassador for the Trust. The Director of System
Partnerships advised that ambassadors would be required to have a link to the Trust, such as
living in the local community, and to display the Trust CARE values. Due diligence checks
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would also continue to be undertaken to confirm any funds received were from a legitimate
source.
The Trust Secretary highlighted that potential ambassador appointments would need approval
from the Trust and an update submitted to the Charity Committee for approval. The Committee
noted that an ambassador would be made aware of the requirements of the role.
A query was raised in relation to a £700 shower repair that had been funded by the League of
Friends and not the Charity. The Charity Fund Manager would seek clarity on this and provide
an update at the next meeting.
Action: J Warrior
The Director of System Partnerships advised that the gift aid remediation risk on the risk
register had been closed. HMRC had advised that no repayment was required in relation to
previous gift aid claimed.
57/21 Management Accounts Including Melrose House Update
The Chief Finance Officer advised that funds received during 2021/22 year to date were
approximately £796k. The Chief Finance Officer advised that it was anticipated 20% of the
£1.6m funds would be spent during the next year. The Committee discussed restricted funds.
The Charity Director advised that restricted funds could only be used in the area they were
provided for, whereas unrestricted funds could be used where required. A contact had been
made to Charity Commission to seek advice as to whether restricted could be changed to an
unrestricted fund.
Action: J Warrior
The Director of System Partnerships provided an overview of expenditure. Funding had been
allocated to projects according to a donor’s request. The Chief Finance Officer advised that
some funding had been allocated to a department that was housed in a building that was
anticipated would be demolished and the funding and spending plans would need to be
reviewed in line with the Building Berkshire Together plan. Discussions had taken place with
procurement, IM&T and Estates to ensure that any potential projects would align with Building
Berkshire Together plans.
The Committee noted that £500k of available restricted funds had been spent so far during
2021/22 and that was approximately £1.2million behind plan for the current year. It was
recommended that the Director of System Partnership would review the expenditure plan for
2022/23.
Action: R Bhasin

The Committee noted the expenditure associated with Melrose House. There was a lease
arrangement between the Trust and the Charity. [section exempt under s43]
The Chief Finance Officer advised that it was anticipated that full due diligence would be
exercised on any future buildings gifted to the Trust as the Charity were required to ensure
income generated by a building would be sufficient to cover the liabilities associated with
maintaining the property.

58/21 Terms of Reference
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The Committee noted the terms of reference that were due for annual review. The Chief
Finance Officer recommended that the Terms of reference would need to be further reviewed
following discussion at the Board of the Board Governance review.
Action: C Lynch
59/21 Work Plan
The Committee noted the work plan.
The Committee sought clarity on the billboard to promote the Charity not being progressed.
The Charity Director advised the Executive Management Committee (EMC) had refused the
proposal.
The Charity Director advised that work had progressed in collaboration with the
Communications team to develop a photograph representing the current and historical
hospital. The Charity team were also working with the estates team to review provisions
required to refresh the gardens on Trust premises.
The Chief Finance Officer advised that it was anticipated the Charity Accounts for 2020/21
were due to be completed by the end of the week. The accounts would be submitted to the
next meeting for approval.
Action: N Lloyd
60/21 Date of Next Meeting
It was agreed that the next meeting would be held on Wednesday 19 January 2022 at
10.00am.

SIGNED:

DATE:
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Audit & Risk Committee
Wednesday 24 November 2021
14.00 – 14.30
Video Conference Call/Boardroom
Members
Mr. John Petitt
Mrs. Helen Mackenzie

(Non-Executive Director) (Chair)
(Non-Executive Director)

In attendance
Advisors
Ms. Anastasia Esbend
Mr. Ben Sherriff

(Senior Manager, Deloitte)
(Director, Deloitte)

Trust Staff
Mr. Mike Clements
Mrs. Nicky Lloyd
Mrs. Caroline Lynch

(Director of Finance)
(Chief Finance Officer)
(Trust Secretary)

Apologies
163/21 Declarations of Interests
[The Director of Finance and Trust Secretary declared an interest in relation to their
connection with HFMS Ltd]
164/21 Charity Annual Report and Accounts 2020/21
The Committee received the Charity’s Annual Report together with the Audited Financial
Statements for the year ended 31 March 2021. The Chief Finance Officer highlighted that
income for the 2020/21 was £2,649,000, an increase of £1,649,000 on 2019/20. Total
expenditure was £351k. Net assets of the Charity were £6.1m. The Annual Report and
Accounts were due for submission to the Charity Commission on 31 January 2022.
The Partner, Deloitte, advised that the audit review had focussed on significant risks such as
cut off of legacy income between financial years, allocation of donation and legacy income
and the potential risk of management override of internal controls. There had been no
significant findings.
The Chair queried the restriction on investment of Charity funds. The Chief Finance Officer
advised that the appropriate investments would be used. The Committee noted that the
Trust funded the running costs of Melrose House and paid a token annual rent to the Charity.
The Committee agreed that a recommendation should be submitted to the Charity
Committee to approve the audited Annual Report and Financial Statements and to authorise
the Chief Finance Officer to sign the Letter of Management Representations on behalf of the
Board once this had been provided by the auditors.
Action: N Lloyd
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165/21 Healthcare Facilities Management Services (HFMS) Ltd Annual Report and Accounts
2020/21
The Committee received the HFMS Ltd Annual Report and Financial Statements for the year
ended 31 March 2020/21. The Chief Finance Officer advised that a letter indicating a
commitment of ongoing financial support from the Trust to HFMS was required. Total
income for the year was £5m. This had increased from earlier years as a result of letting the
top floor of Bracknell Healthspace to Berkshire Surrey Pathology Services (BSPS) for the
Lighthouse Laboratory. Tax incurred for the year was £347k. Total net assets were
£17,095,000.
The Partner, Deloitte, advised that a restatement to correct a material misstatement in the
prior period financial statements had been issued. This related to the carrying value of
investment property that had been restated due to an error by the external valuers in the
prior year valuation report. The Director of Finance advised that different valuation methods
were used for the subsidiary company than those used by the Trust, as in the Trust
(consolidated Group) accounts, the buildings are shown as fixed asset buildings, whereas in
the subsidiary only accounts, buildings were shown as investment assets.
The Committee agreed the following recommendations:




The HFMS Board should approve the accounts
The Trust Board authorise the Chief Finance Officer to sign a letter to the directors of
HFMS confirming that the Trust would continue to give financial support to the
Company for the next 12 months
The HFMS Board authorise a director of the company to sign the letter of
representation to the external auditors.
Action: M Clements/N Lloyd

166/21 Standing Financial Instructions (SFIs)
The Chief Finance Officer introduced the revised SFIs and advised that the SFIs had been
reviewed and amended to include delegations to those covering Executive officer roles
during period of absence, as well as the Scheme of Delegation being revised to enable a
greater level of delegation to the Chief Finance Officer and to the Chief Executive. These
proposed changes were supported by the Finance & Investment Committee. The
Committee noted that levels of authority delegated to the Finance & Investment Committee
would be considered as part of the ongoing Board governance review.
The Committee agreed that a recommendation should be submitted to Board to approve the
revised SFIs.
Action: J Petitt
167/21 Date of Next Meeting
It was agreed that the next meeting would be held on Wednesday 12 January 2022 at
9.30am.
Chair:

Date:
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Quality Committee
Wednesday 8 December 2021
11.00 – 13.00
Video Conference Call
Members
Mrs. Helen Mackenzie
Dr. Bal Bahia
Mr. Julian Dixon
Dr. Janet Lippett
Mr. John Petitt
Mr. Eamonn Sullivan

(Non-Executive Director) (Chair)
(Non-Executive Director)
(Non-Executive Director)
(Chief Medical Officer)
(Non-Executive Director)
(Chief Nursing Officer)

In Attendance
Ms. Jane Chandler
Ms. Angela Forster
Dr. Atul Kapila
Mrs. Caroline Lynch
Dr. David Mossop
Ms. Leslie Mokogwu
Mrs. Hannah Travers
Dr. Emma Vaux

(Deputy Chief Nursing Officer)
(Associate Director of Nursing, Urgent Care) (for minute 88/21)
(Director of Research & Development for minute 84/21)
(Trust Secretary)
(Associate Medical Director) (for minute 92/21)
(Head of Research and Development) (for minute 84/21)
(Deputy Trust Secretary)
(Associate Medical Director) (for minute 89/21)

Apologies
Mr. Dom Hardy

(Chief Operating Officer)

82/21 Declarations of Interest
There were no declarations of interest.
83/21 Minutes: 13 October 2021 and Matters Arising Schedule
The minutes of the meeting held on 13 October 2021 were approved as a correct record
and signed by the Chair.
The Committee noted the matters arising schedule.
Minute 64/21: Minutes: 2 September 2021 and Matters Arising Schedule: The Chief
Medical Officer advised pathways of care were being reviewed for the Oxford primary care
antenatal clinics. It was anticipated services would be withdrawn from January 2022. In
addition, it was anticipated that West Berkshire would withdraw antenatal services from
April 2022. CCG support would be required in the case of the Trust being required to offer
additional clinics. The Chief Medical Officer advised that an update would be provided at
the next meeting.
Action: J Lippett
Minute 66/21: Quality Assurance and Learning Committee Exception Report: The Deputy
Chief Nurse confirmed that the commencement date for the Deprivation of Liberties (DoLs)
process was still awaited. The Trust had scheduled implementation from the 1 April 2022
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and would provide an update once the actual date had been confirmed.
Action: E Sullivan
The Committee sought clarity on whether there would be a further opportunity to input on
the Clinical Services Strategy. The Trust Secretary would discuss this with the Director of
Strategy.
Action: C Lynch
84/21 Research & Development Update
The Head of Research & Development (R&D) provided an overview of progress against the
Research & Development Strategy 2017-22. The six key priorities included engagement
and awareness, high performing teams, increase income, recognition scheme, health
campus and collaboration. The strategy also linked to the Trust strategic objectives.
Progress had included access to treatments that were not routinely available. 3,463
patients had taken part in 9 Covid-19 studies during 2019/20 and 1,244 across 60 non
covid studies. The Trust was also the third highest recruiter in Thames Valley for Covid
trials. Training opportunities were provided to R&D staff as well as other Trust staff that
had an interest in Research. Four clinical staff had undertaken the Associate Principal
Investigator Scheme. The registered Clinical Research Practitioner (CRP) pathway also
supported allied health professionals that did not have a recognised professional
registration body. Collaboration with the University of Reading continued with a refreshed
Health Innovation Board. This could also include a joint research facility and joint
appointments such as a Chair of Nursing Therapies. The Committee noted that an
innovation group had been developed to streamline potential research applications as well
as increasing commercial income from clinical trials. This would include ensuring that
studies were fully funded and income invested for future patient care.
Work was in progress to refresh the R&D Strategy for the next five years. This had included
consultation with the R&D team and ‘research cafes’ were scheduled in the New Year for
staff to input into the strategy. Digital investment would also be a key priority to support
future trials.
The Committee sought clarity on specialities that could provide commercial income from
research trials. The Head of Research & Development confirmed work was progressing to
review potential opportunities for commercial income from specialities that included ENT.
Studies were also reviewed to ensure this would benefit patient care. The Committee noted
that R&D metrics were not included in the Integrated Performance Report and
recommended the metrics were submitted to a future meeting.
Action: J Lippett
85/21 Serious Incidents (SIs) Quarterly Update including Maternity SIs and Learning from
Never Events
The Chief Nursing Officer highlighted an increase in SIs during the second wave of Covid.
Maternity had not reported an SI during November 2021. Two Never Events (NE) had
also occurred and no harm had resulted from the incidents. The Committee noted that one
of the NEs involved misplacement of a nasogastric tube and sought assurance that the NE
was not similar to those experienced in the previous year. The Committee noted that the
Patient Safety team were working closely with the staff following the incidents to provide
support and share learning.
The Committee highlighted the clear messaging on the big 4 safety measures poster that
was provided on a monthly basis to staff.
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The Committee sought clarity on learning from a delayed cancer diagnosis. The Deputy
Chief Nurse would share an update to the Committee on the shared learning.
Action: J Chandler
86/21 Quality Assurance and Learning Committee Exception Report
The Deputy Chief Nursing Officer highlighted work undertaken to support a reduction in
category 2 pressure ulcers. A campaign to reduce falls had also taken place following work
by the falls practitioner. This had resulted in a decrease of falls being reported that would
be kept under review.
The Committee noted that two recent SIs had been related to patients with cognitive issues.
An analysis of SIs was in progress to review whether any themes and additional learning
could be shared.
The Committee discussed the 78% policy compliance for Networked Care Group and the
Trust Secretary highlighted that compliance was normally 85% Trust wide. Therefore, the
decrease in compliance was lower than anticipated. The Chief Nursing Officer confirmed
that work was also progressing to ensure any high-risk procedural documents were
compliant.
The Committee noted that a survey had been provided to staff to feedback on the
escalation of a deteriorating patient. The Electronic Patient Record (EPR) had been
updated to include scoring of the deteriorating patient and a trial would take place on
Whitley ward prior to further roll out across the Trust. The Deputy Chief Nurse advised it
was anticipated the ‘deteriorating patient’ would be included as a quality priority for
2022/23.
The Committee discussed the internal medicine risks. The Chief Nursing Officer advised
that medicine incident reporting was low in comparison to other Trusts and a review was
being undertaken. The Chief Medical Officer confirmed that the majority of minor
medication errors were picked up by ward pharmacists as part of their role. Therefore, a
decision had been previously made not to report all minor medication errors and that
targeted detailed reviews of specialities or themes were instead undertaken.
87/21 Care Group Care Quality Commission (CQC) Domain Self-Assessment
The Deputy Chief Nurse provided an overview of the report and highlighted that Care
Groups (CGs) had undertaken a self-assessment against the CQC domains. Two areas
had been assessed as requiring improvement. The Clinical Governance team would work
with specialities to consider how improvements could be achieved to increase ratings. The
self-assessment would also be reviewed at monthly Care Group meetings.
The Committee noted that staff from Frimley Health NHS Foundation Trust had undertaken
a mock CQC inspection for Maternity. High level feedback had been shared with the
Executive team and it was anticipated a report would be shared in late December 2021.
The Committee discussed key issues from the self-assessment. The Deputy Chief Nurse
advised key issues had included estates, staffing, resource and retention. However, new
roles had been developed following the Covid pandemic to support patient care. Cultural
issues had also been identified across maternity, ED and radiology and interventions were
being considered. The Maternity summit had also highlighted previous cultural issues and
work would be progressed to address these.

3

127

Quality Committee

December 2021

88/21 Emergency Department (ED) Assurance Report
The Associate Director of Nursing, Urgent Care provided an overview of the Trust response
in relation to the increased attendance to ED. An ED rapid quality improvement project had
been implemented from September 2021 to understand internal ED processes, the
interface process between ED and diagnostics / onward referral and the lack of alternative
access to treatment for patients.
Additional nurses had been appointed as quality flow facilitators to support patient flow and
was provided 24/7. This ensured that high quality care was provided to patients before the
4 hour standard breach occurred. Following the expansion of ED, 20% additional waiting
room capacity had been provided. However, due to the increase in patients, capacity
continued to be challenged and the quality flow facilitators were able to ensure the
environment was safe for patients.
The Chair of the Committee sought clarity on whether there had been an increase in patient
mortality in ED following increased patient flow. The Associate Director of Nursing, Urgent
Care confirmed there was no evidence to confirm that an increase had resulted in
increased patient mortality. Ambulatory patients accounted for the majority of ED
attendees. However, work was in progress to re-open Reading Walk in Health Centre and
patients were encouraged to contact NHS 111. The Committee noted the fatigue amongst
staff. However, health and wellbeing opportunities continued to be offered to support staff.
In addition, career development opportunities were also considered to retain expertise of
staff.
89/21 Learning from Deaths Update
The Associate Medical Director provided an update on learning from deaths and highlighted
the Trust had moved to Telstra Health UK (previously Dr Foster) from CRAB. This would
provide a greater overview of mortality/morbidity data. The Medical Examiner (ME)
Service was now supported by 8 MEs and it was anticipated would support review of
deaths that had occurred in the community by late 2022. A pilot to support review of deaths
in primary care would also be undertaken in February 2022. The Committee noted the
improvement in Structured Judgement Reviews (SJRs) and that additional training had
been offered to staff. A review of feedback to Next of Kin had also improved. A monthly
mortality dashboard had also been developed to triangulate learning and themes from SIs
and inquests. Learning was shared through appraisal feedback, story boards and round
table discussions.
90/21 National Patient Survey Update
The Chief Nursing Officer provided an overview of the report and advised Covid had
impacted on progress of a number of surveys. Staff were also actively engaged to support
actions plans that were developed following survey feedback. In addition, feedback was
reviewed to consider whether any themes had been identified across multiple surveys.
Best practice was also shared across the Buckinghamshire, Oxfordshire and Berkshire
Integrated Care System (BOB ICS).
91/21 Hospital Public Health Programme (HPHP) Board
The Chief Medical Officer provided an overview of the partnership programme with Public
Health. Work streams would be progressed in relation to health inequalities and health
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promotion. A joint consultant had been appointed and a Memorandum of Understanding
(MoU) had been approved. However, further work was required to appoint key roles at
Reading Borough Council to support progression of the programme. Four key priorities had
been identified during year 1. This had included pathway management for perioperative
medicine, smoking cessation, staff health check programme for the 40 plus age group and
equity in maternity access and outcomes.
The Committee sought assurance on value for money and staff support to progress the
projects. The Chief Medical Officer confirmed the programme would be monitored and any
concerns could be discussed with the Director of Public Health. A GP liaison for Primary
Care was also attending the Committee to support joint working across health promotion.
The Chief Medical Officer confirmed that the staff health check programme would include
self-help options as well as more targeted interventions. Two programmes related to perioperative care and smoking cessation were already progressing. Support would be
provided to the other projects to ensure there was available resource to deliver as staff
could see the future benefit of the programmes.
92/21 GIRFT Update
The Chief Medical Officer (CMO) provided an overview of GIRFT and highlighted that visits
continued virtually for care of the elderly, gastroenterology, intensive care and urology.
Action logs for previous GIRFT visits had been reviewed to either adapt, remove or
complete actions. Clinical team had incorporated GIRFT as business as usual processes
and were supported by Care Group leads. Themes identified across specialities such as
litigation would continue to be supported by the Chief Medical Officer team.
The GIRFT team had visited the Trust following the good outcomes and improvements
demonstrated from wave 1 and 2 of Covid and continuation of elective activity. The Trust
was one of 11 that had been visited by the GIRFT team. Outcomes had included a lower
mortality rate of Covid, 21.2%, in comparison to the national average of 25%. The Trust
had also treated 2707 (0.7%) inpatients of all hospitalised Covid patients in the UK.
Feedback from the GIRFT team had included strong leadership, collaboration between
teams, use of evidence based pathways and innovation through the TICC 19 virtual ward
and GP seminars.
The Associate Medical Director highlighted the future approach to GIRFT that would
include a focus on continuous quality improvement. GIRFT would also by a key driver of
the Clinical Services Strategy. Trust data was more current and accurate than historical
data that was provided as part of GIRFT visits. This would support better outcome and
performance data that would enable the Trust to benchmark against other Trusts and
support quality improvement work.
The Committee noted that GIRFT was part of standard Trust processes and monitored by
the Care Groups. It was recommended that an update was provided to the Committee only
when there was a significant risk highlighted from a GIRFT visit or report.
93/21 Maternity Incentive Scheme (CNST) Year 4.
The Chief Nurse provided an overview and highlighted that it was anticipated that the Trust
would achieve the plan to receive funding from the scheme.
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94/21 Midwifery Continuity of Care Model of Care
The Committee noted the report and action plan to achieve the level required.
95/21 Quality Account Priorities
The Chief Nursing Officer provided an overview of the Quality Account priorities and
highlighted that three of the six priorities had been RAG rated green. An audit had taken
place of Hospital Acquired Pneumonia (HAP) and a plan would be included on the
Electronic Patient Record (EPR) to support diagnosis and management of HAP. The
Compassionate Companions volunteer programme had recently been developed and
information would be provided once the programme was further established.
The Committee discussed whether a Quality Account would be required in 2022/23 as this
had been non-mandatory during Covid. The Chief Nurse confirmed that it was anticipated
Trusts would be expected to provide a Quality Account.
96/21 Work Plan Review
The Committee recommended that GIRFT should be removed from the workplan.
Action: C Lynch

97/21 Key Messages for the Board
It was agreed that key issues to draw to the attention of the Board included:







The Committee received assurance on progress of the Care Group CQC domain
self assessment and robustness of the process
The Committee had received a report on ED that provided good assurance on
processes in place to support staff and patients
The Committee had received an update on learning from deaths and was assured
around processes in place.
The Committee had noted the Public Health Board Priorities
The Committee had received an update on progress against the quality priorities
The Committee had received an update on research and development that
highlighted progress achieved and that the future strategy would have a clear focus
on digital and collaboration with colleagues at the University of Reading.

The Chief Nursing Officer provided an overview of the national child safeguarding
investigation following the death of a child that was supported by social services. An update
would be provided to a future meeting once further information was available.
Action: E Sullivan
The Chief Medical Officer highlighted work in progress in relation to the Covid Omicron
variant. The Trust had been asked to offer vaccinations to the local community. Infection,
Prevention and Control measures had also been provided to staff in relation to the
requirement to isolate. The Committee noted that previous Covid plans would be
reviewed to ensure they were robust to support a further wave.
98/21 Date of Next Meeting
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It was agreed that the next meeting would be held on Wednesday 16 February 2022 at
10.00am.
SIGNED:
DATE:
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Board Work Plan 2022
Focus

Item

Achieve Long-Term
Financial Sustainability

Drive the Development of
Integrated Services

Other / Governance

Freq

COVID-19 Update

DH/JL/ES

By Exception

COVID-19 Recovery Plan

Exec

By Exception

Ward + Maternity Skill Mix Review

ES

Annually

DH

Annually

Children & young People Update

ES

Bi-Annually

Health & Safety Story

NL

Every

Patient Story

Exec

Every

Staff Story

Exec

Every

Health & Safety Annual Report
Annual Revalidation Report

ES
JL

Annually
Annually

Quarterly Forecast

NL

Quarterly

2021/22 Budget

NL

Annually

2021/22 Capital Plan

NL

Annually

Operating Plan/ Business Plan 2022/23

AS

Annually

Standing Financial Instructions

NL

Annually

ICP/ICS Update

RB

once

Chief Executive Report

SMC

Every

Sustainability Plan

NL

Once

Board Assurance Framework

CL

Bi-Annually

Corporate Risk Register

ES

Bi-Annually

Well Led Framework Action Plan Update

ES/CL

Bi-Annually

Integrated Performance Report (IPR)

Exec

Every

IPR Metrics Review

DH

Annually

NHSI Annual Self-Certification

NL/CL

Annually

Standing Orders Review

CL

Annually

Reflections of the meeting

GS

Every

Board Work Plan

CL

Every

Provide the Highest Quality
Winter Plan
Care

Invest in our Staff and live
out our Values

Lead

Jan-22

Mar-22

May-22

Jul-22

Sep-22 Nov-22
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