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Agenda for Audit, Assurance & Risk Committee 
Monday 23 May 2016 

09:00 – 12:30 
Meeting Room 4, Tatchbury Mount, Calmore, Southampton, SO40 2RZ 

 
Time Item Subject Lead Format Action 

Administration 

09:00 1  Chair’s Welcome  Committee Chair Verbal Noting 
 2  Apologies for Absence Committee Chair Verbal Noting 
 3  Declarations of Interest Committee Chair Verbal Noting 

09:10 4  Minutes of the meeting held on 
07.03.2016 and Matters Arising  

Committee Chair Paper 
 

Decision  

Audit 

09:20 5  Board Assurance Framework Provider 
Development 
Director 

Paper Assurance 

09:40 6  a) Internal Audit Annual Report 

b) 2016.17 Internal Audit Plan 

Head of Internal 
Audit 

Paper Information / 
Decision 

09:55 7  Review external audit report Head of External 
Audit 

Paper Information / 
Assurance / 

Decision 
Governance, Risk Management & Internal Control 

10:10 8  Appointment Panel for an 
independent review of Charitable 
Funds Account 

Interim Director of 
Finance 

Paper Decision 

10:20 9  Review Monitor Licence compliance Provider 
Development 
Director 

Paper 
 

Decision 

10:35 10  Controls regarding use of 
Management consultants 

Interim Director of 
Finance 

Paper Assurance  

10:45 11  Single Tender Waivers Interim Director of 
Finance 

Paper Assurance 

Annual Report and Accounts Review 

10:55 12  Self-assessment on compliance with 
the Code of Governance 

Provider 
Development 
Director 

Paper 
 

Assurance  

11:05 13  Self-assessment on compliance with 
the Annual Reporting Manual 

Chief Finance 
Officer 

Paper 
 

Assurance 

11:15 14  Annual Accounts Chief Finance 
Officer 

Paper 
 

Decision 

11:25 15  Annual Report  Chief Finance 
Officer 

Paper 
 

Decision 

11:35 16  Receive letter from Quality & Safety 
Committee Chair regarding Quality 
Report and clinical audit 

Quality & Safety 
Committee Chair 

Paper 
 

Assurance 
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Counter Fraud 

11:45 17  2015/16 Counter Fraud Annual 
Report  

Counter Fraud 
Officer 

Paper Assurance 

Committee Governance & Review 

11:55 18  Annual Committee Effectiveness 
Review 

Company 
Secretary & Head 
of Corporate 
Governance 

Paper 
(to follow) 

Information / 
Assurance / 

Decision 

Health & Safety and Estates 

12:05 19  a) Quarterly Health and Safety 
Report  

b) Health and Safety written 
response to issues  

Interim Director of 
Finance 

Paper Assurance 
 

  Decision 

  Any Other Business and Close 

12:15 20  Any Other Business  Committee Chair Verbal Assurance 
12:20 21  Items for Reporting to Board Committee Chair Verbal Decision 
12:30 22  Close    
Date and Time of Next Audit, Assurance & Risk Committee: 11 July 2016, Conference Room, 

Tatchbury Mount, Calmore, Southampton, SO40 2RZ 

Quorum - No business shall be transacted at meetings of the Audit, Assurance & Risk 
Committee unless there is a minimum of two members present. 
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              Southern Health NHS Foundation Trust 
Minutes of the Audit Assurance & Risk Committee 

Monday 7 March 2016 
9.30 – 12.30 

Conference Room, 7 Sterne Road, Tatchbury Mount, Calmore SO40 2RZ 
 
 

Members: 
Trevor Spires Non-Executive Director (Audit, Assurance & Risk 

Committee Chairman) 
Malcolm Berryman Non-Executive Director 
Claire Feehily Non-Executive Director 
Judith Smyth Non-Executive Director 
 
In Attendance: 
Harriet Aldridge Director, PricewaterhouseCoopers 
Paula Anderson Acting Director of Finance 
Nick Atkinson Head of Internal Audit, RSM 
Louisa Felice  Head of Executive Affairs and Projects (for Item 11) 
Dr Chris Gordon Director of Performance, Quality and Safety/Chief 

Operating Officer 
Sandra Grant Director of People and Communications 
Paul Johnson Deputy Director of Estates and Facilities Management 

(for Item 7) 
Clive Makombera Risk Assurance Director, RSM 
Katrina Percy Chief Executive Officer 
Alison Shore Executive PA to Chief Finance Officer (Minutes) 
Paul Streat MCP Provider Development Director 
Anna Williams Company Secretary and Head of Corporate Governance 
 
Apologies: 
Mark Brooks   Chief Finance Officer   
 
 
1. Chair’s Welcome and Meeting Protocol 
 
1.1. Trevor Spires, Non-Executive Director and Audit Assurance and Risk 
Chairman, welcomed members to the meeting, which he opened at 9.30am.  
 
1.2. Trevor noted that Nick Atkinson, Head of Internal Audit, RSM needed to leave 
the meeting at 10.25, but that Clive Makombera, Risk Assurance Director would 
attend the whole meeting.   
 
1.3. Trevor informed the Committee that due to the heavy agenda there would be 
a couple of changes to the order, whilst some items may be noted or deferred.  

 
1.4. Trevor informed the Committee that Paul Johnson, Deputy Director of Estates 
and Facilities Management, would be attending to present Agenda Item 7, and that 
Agenda Item 11 would include Duty of Candour and Quality of Reporting.  Louisa 
Felice, Head of Executive Affairs, would also attend the meeting at that point. 
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2. Apologies for Absence 
 
2.1. The Chairman noted apologies from Mark Brooks, Chief Finance Officer.  
 
3. Declarations of Interest 
 
3.1. There were no declarations of interest relating to items on the agenda or any 
other matters.     
 
4. Minutes of Last Meeting (04.01.2016) 
 
4.1. Trevor Spires asked the Committee for any comments on the Minutes of the 
last meeting held on 4th January 2016. 
 
4.2. Nick Atkinson commented that they had been referred to as RSM Tenon and 
requested the minutes be updated to state RSM. 
 
4.3. It was agreed that the first sentence of paragraph 6.2 be amended to read 
“Judith Smyth, Non-Executive Director, queried whether the report accurately 
reflected the day to day risks facing the Trust.”  
 
4.4. Katrina Percy, Chief Executive Officer, noted that Paul Streat, MCP Provider 
Development Director, had interim responsibility for oversight of the BAF, not Chris 
Gordon, Chief Operating Officer and Director of Performance, Quality and Safety.   
 
4.5. Subject to these amendments, the minutes were agreed as a true and fair 
record of the meeting held on 04.01.2016, and would be signed outside of the 
meeting.   
 
5. Matters Arising & Action Log 
 
5.1. Trevor Spires commented on the number of Actions arising from the last 
meeting. 
 
5.2. Anna Williams, Company Secretary and Head of Corporate Governance, 
reported on the status of the action log.  It was agreed that items AARC 
05.10.15/6.8; AARC 04.01.16/6.4; AARC 04.01.16/8.1 and AARC 04.01.16/19.2 
were closed.   
 
5.3. In addition, updates were provided as follows: 
 
AARC 05.10.15/6.6 Anna Williams confirm that risk points would be covered in the 

BAF agenda item. 
 
AARC 05.10.15/10.8 Speak Up Policy.  Sandra Grant, Director of People and 

Communications reported that the new policy was now in 
place.  Agreed for closure. 
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AARC 05.10.15/16.3 Review of Lessons Learned.  Chris Gordon confirmed they 
had clear feedback from a real incident A multi-agency debrief 
had taken place.  Chris confirmed this had identified areas 
where there could be process improvement, and that it had 
been a useful session.  He confirmed other mock incidents 
were taking place.  Trevor Spires asked Chris to bring a short 
report to Committee on any significant issues that were 
highlighted.  Agreed for closure. 

 
Action: Chief Operating Officer and Director of Performance, Quality 

and Safety to provide report to AARC on any significant issues 
from the Lessons Learned exercise 

Date: 06.07.2016 
 
AARC 05.10.15/23.3 Health and Safety Report to include Contractor cover.  This is 

included in Agenda Item 23.  Agreed for closure. 
 
AARC 04.01.16/6.4 Included in Agenda Item 6.  Agreed for closure. 
 
AARC 04.01.16/7.3 Nick Atkinson confirmed this is picked up in his report.  

Agreed for closure. 
 
Anna confirmed AARC 04.01.16/8.2, AARC 04.01.16/8.4, AARC 04.01.16/8.7 and 
AARC 04.01.1/8.1 are covered in Nick’s report.  
 
AARC 04.01.16/8.11 Malcolm Berryman, Non-Executive Director, confirmed he is 

waiting for the Strategy. 
 
AARC 04.01.16/14.2 Anna confirmed that she is reviewing and is hoping to bring a 

proposal to Board and Council of Governors in April. She 
asked Committee members if they wanted to see the 
timetable outside of the Committee.  It was confirmed this was 
not necessary. 

 
AARC 04.01.16/15.2 Anna confirmed the list is coming back to Trust Executive 

Group, but is currently on hold pending the return of Mark 
Brooks, Chief Finance Officer.   It was confirmed that Paula 
Anderson, Deputy Director of Finance, has an update from 
Procurement. 

 
AARC 04.01.16/16.2 Agenda Item 17.  Agreed for closure. 
 
AARC 04.01.16/17.4 Agenda Item 23.  Agreed for closure. 
 
AARC 04.01.16/19.2 Agenda Item 24. 
 
5.4. Trevor introduced Clive Makombera, Risk Assurance Director, RSM and the 
Committee introduced themselves. 
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5.5. Trevor confirmed that Agenda Items 8 and 9 would be taken at this point in 
the meeting as Nick Atkinson needed to leave the meeting early. 
 
8.   Audit Recommendation Tracker 
 
8.1. Nick Atkinson suggested he provided a report on the progress of audit 
recommendations as part of Agenda Item 9, Internal Audit Progress Report, Strategy 
and Plan.  Nick outlined the rationale of combining the information.  The Committee 
considered how best this information be presented, in order to obtain the necessary 
assurance. 
 
8.2. Anna Williams indicated the local responsibility to conduct their follow-ups to 
audit recommendations.  Trevor Spires stated he was not keen to combine with 
individual reports and Anna responded that it would still be managed by the 
Committee to take assurance. 

 
8.3. Nick reiterated that he felt Internal Audit should report back from the Internal 
Audit Recommendations.  The Committee agreed that this could not be resolved at 
this meeting and requested that the audit tracker report continue to be presented as 
a separate item to the next meeting. 
 
Action: Corporate Governance Manager to ensure that Audit Tracker 

Report to next meeting includes a follow-up on other items 
Date:  23.05.2016 
 
9. Internal Audit Progress Report, Strategy and Plan  
 
9.1. Nick Atkinson confirmed that as mentioned at the pre-meet, he had suggested 
Internal Audit Plan papers were taken away for review and a call held with himself, 
Lorna Raynes (RSM), Paula Anderson and Mark Brooks to confirm the proposed 
internal audit plan for 2016/17 before seeking final approval.  
 
Action: Corporate Governance Team to arrange conference call to discuss 

Internal Audit Plan 
Date:  tbc  
 
9.2. Trevor Spires asked if the plan represented the Executive view which the 
Non-Executive Directors could then consider to see if there were any additional risks.  
Nick agreed to take this away and consider.  He could not confirm if the plan had 
been circulated to Executives yet given the recent absence of the Chief Finance 
Officer. 
 
Action: Acting Director of Finance/Chief Finance Officer to take draft 

Internal Audit Plan to Trust Executive Group and feedback to Head 
of Internal Audit 

Date:  16.03.2016 
 
9.3. Nick confirmed that once Executives had reviewed the updated plan he would 
arrange for it to be circulated to Non-Executive Directors. 
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Action: Head of Internal Audit to circulate updated draft Internal Audit 

Plan to Non-Executive Directors 
Date:  tbc 
 
9.4. Nick confirmed for the final report for Community Waiting Lists had been rated 
as red.  This was an area of concern for the Trust, which had asked for the audit to 
be completed.  Nick also stated that the Medicines Management report was currently 
in draft form.  

 
9.5. Nick asked the Committee to note 4.3 under Patient Experience, that he had 
reviewed his opinion on the work completed and confirmed his opinion.  He noted 
that the scope now included information requested by Malcolm Berryman, Non-
Executive Director. 

 
9.6. Nick noted that the only other report not rated as Amber/Green so far this year 
was the Procurement audit 
 
Budgetary & Financial Controls 
9.7. Reported as Green. Nick noted this was a testament to the hard work and 
continued progress from the previous year. 
 
Payroll Feeder 
9.8. Reported as Amber/Green.  Nick recognised that there were still some issues 
around the incidence of overpayments.  He noted that the Trust has implemented a 
number of actions to address the issue. These include using the Counter Fraud team 
for more significant overpayments and holding managers to account.  These actions 
need to continue. 
 
9.9. Claire Feehily asked if there was a particular service area that had more 
incidences.  Sandra confirmed that there was a spread across the Trust. 

 
9.10. Nick reported that there was a second issue regarding sign off of expenses 
where they should be signed off by a person more senior than the claimant and he 
noted that he had seen this issue elsewhere.  Trevor commented that e-expenses 
hierarchy may need to be reviewed. 

 
9.11. Nick noted in summation that for many years he has issued an Amber/Red for 
payroll the current report reflects the good progress that has been made. The 
Committee noted the improvement. 
 
Information Governance Tool Kit 
9.12. Nick explained that this has been assessed now, and the annual submission 
is due on 31st March 2016.  He noted 3 actions where more evidence was required 
but this is now in hand.  Nick confirmed that he felt the Trust is on track and has an 
adequate action plan in place.  It was confirmed that Director-level responsibility 
currently sits with Chris Ash, Director of Integrated Care Services West. 
 
Data Quality - Community Waiting Lists 



 

Audit, Assurance & Risk Committee 23.05.2016    Page 6 of 19 
Agenda Item 04 – Draft Minutes of 07.03.2016 

9.13. Nick confirmed that he cannot provide assurance on this; RSM had a plan to 
carry out a Data Quality audit and were directed to Community Waiting Lists by the 
Trust.  He confirmed that issues were identified, but that an action plan was in place. 
Chris Ash, Director of Integrated Care Services West is leading on this. 
 
9.14. Trevor asked whether this was a patient safety/outcome risk, Chris Gordon, 
indicated that there was a considerable contractual risk, and that there was some 
potential risk from a patient experience perspective.   

 
9.15. Chris Gordon confirmed that the Data Integrity Group had now reinstated the 
Waiting List Group with Chris Ash as Executive lead.  Chris asked the Committee to 
note that there was some disparity between what we are commissioned to provide 
and what we deliver. 

 
9.16. Trevor asked Nick if there was an extension of this audit which needs to be 
included in next year’s plan.  Nick responded that this would be considered when 
developing the detail behind the plan 

 
9.17. Trevor asked the Committee, noting the non-assurance report, whether 
members had anything to add.  Claire asked if the Committee should consider the 
Commissioning issue being reported to Board. 

 
9.18. Nick outlined the status of the recommendations on the tracker, noting that of 
the 48 in total, 20 had been closed and 21 remained outstanding.  The remaining 7 
were not yet due. 

 
9.19. Claire Feehily commented on 2.1 Patient Experience and asked Nick to make 
it more meaningful.  Nick confirmed that it would be re-assessed as at 31st March 
2016. 

 
9.20. Trevor commented on the high priority recommendation under 3.1 Freedom of 
Information and queried if Trust is in agreement with this.  Judith noted the need to 
keep FoI information on the website updated.  Chris Gordon confirmed actions were 
taking place.  Trevor noted that with a high recommendation and external visibility 
this action needs some emphasis. 

 
Head of Internal Audit Opinion 
9.21. Nick highlighted two areas: Data Quality - Community Waiting Lists and 
Procurement. Nick confirmed that in his draft opinion there were no issues that were 
so significant as to require inclusion in the Annual Governance Statement.   

 
9.22. Trevor asked the Committee for comments.  Chris Gordon asked whether a 
list of Green or Amber / Green audits would also be included so as to give a 
proportional representation.  Nick confirmed this would be updated in the Final 
Report. 

 
9.23. The Committee received and noted the Report. 
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10:30am Nick Atkinson, Head of Internal Audit, RSM left the meeting   
 
6. Board Assurance Framework Report 
 
6.1. Trevor Spires asked Paul Streat for any input on the Report.  Paul confirmed 
two risks for the Committee to consider – R385 and R51.  Paul noted that R385 is 
highlighted as Red risk, but he felt this had been revised when risks were reviewed 
at Board 2 weeks previously.  
 
6.2. Paul stated that R385 had been escalated to strategic level and R51 de-
escalated to corporate service divisional level. 
 
6.3. Trevor asked the Committee for comments.  Judith Smyth, Non-Executive 
Director felt there was too little to comment on, as we are contemplating a refresh 
and she would prefer to wait to comment until that has been completed. 

 
6.4. Paul acknowledged the feedback from Board that some re-wording needs to 
be undertaken to make sure the plan and risk framework match.  Judith confirmed 
she was happy to wait to then review. 

 
6.5. Claire Feehily raised 6.1 MCP finance related risk is not a control risk around 
money, but affects health outcomes and asked how much sits in this risk.  Malcolm 
Berryman, Non-Executive Director, commented that failure of financial controls is not 
just related to MCP.   Chris Gordon stated that funding of MCP is a specific risk. 

 
6.6. Committee asked for a risk relating to health outcomes linked to MCP to be 
added to the BAF. 

 
Action: MCP Provider Development Director/CFO to add risk to BAF for 

health outcomes linked to MCP 
Date:  23.05.2016 

 
6.7. Malcolm commented that Risks 803 and 385 required a review of their 
wording.   

 
6.8. Trevor commented on the score of 12 for R640 as he felt it was high.  He also 
asked if the scores for R642 and R647 should be increased to reflect the Mazars 
report.   

 
6.9. Sandra Grant noted that she was reviewing the risks relating to workforce 
prior to the Strategic Workforce Committee meeting.  
 
6.10. Trevor confirmed that the forthcoming review of the BAF was timely, whilst 
noting great improvement over the past 3 years.  He asked for the same review of 
process and plan by the Executive Directors to be put on the agenda at the May 
Audit Assurance and Risk Committee, with the purpose being to inform the 
Committee of timescale and actions. 
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Action: MCP Provider Director/Chief Finance Officer to report back to May 
Audit Assurance and Risk Committee on timescale and process 
for full review of BAF 

Date:  23.05.2016 
 
6.11.  Anna Williams advised that the Audit Assurance and Risk Committee should 
review the full version of the BAF at meetings.  Trevor confirmed that when it had 
been refreshed the full version could be taken at the appropriate times during the 
year. 
 
6.12. Committee feedback to be incorporated into updated BAF. 
 
Action: MCP Provider Development Director/Chief Finance Officer to 

ensure BAF updated to reflect Committee feedback 
Date:  23.05.2016 
 
6.13. The Committee received and accepted the report and reviewed the risks. 

 
10.40 am Paul Johnson, Head of Estate Services, joined the meeting 

 
7. Trust Health & Safety Arrangements 
 
7.1. Trevor Spires introduced the paper, noting that this had been requested by 
the Committee in addition to the standing Health & Safety Report and in recognition 
of the Mike Holder letter highlighted in the media, and allegations therein.  Trevor 
confirmed that Sandra Grant had requested that Paul Johnson, Head of Estates 
Services, produce the report for the Committee to recognise contents of the letter, 
explain Trust actions and changes made in response to the letter, and highlight 
anything outstanding to address. 
 
7.2. Trevor noted that all the Non-Executive Directors had seen the Mike Holder 
letter, the immediate response and communications between Dr Huw Stone, former 
Trust Medical Director, and Katrina Percy, Chief Executive Officer. 

 
7.3. Paul Johnson outlined the report and the background and reported that the 
investigation undertaken found points raised by Mr Holder were largely unfounded. 
Paul confirmed that the existing Fire Safety Officer was also qualified in Health & 
Safety and so covered both requirements.  A Local Security Management Specialist 
has been employed and the Fire Safety team have been trained in Health & Safety 
and operate as a single integrated team. 

 
7.4. Paul explained improvements made on RIDDOR reporting and risk 
assessments which provide more robust processes, which are more locally owned 
but are supported by the Health and Safety Manager. 

 
7.5. The Health and Safety team are working with the Governance team on 
ensuring that the Ulysses system records incidents in a manner that will better 
support the Health & Safety team requirements.  This will include access to 
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information on patients/service users so that the Health and Safety team are 
automatically alerted to incidents. 

 
7.6. Paul noted that over the course of the last twelve months, reporting on Health 
& Safety had transferred to the Audit Assurance & Risk Committee from the Quality 
& Safety Committee. 

 
7.7. Trevor queried the statement in 2.4 that Mr Holder’s concerns were 
unfounded and asked if there were any specific areas of risk, particularly around 
patient safety, that had not been acted upon.  Katrina responded that there were 
known areas of risk, such as those relating to ligatures, but that mitigations were in 
place via clinical risk assessments.  Katrina confirmed that there was nothing in the 
Holder Report that Trust was not already aware of. 

 
7.8. Judith Smyth, Non-Executive Director, stated that there was no evidence of 
an action plan and asked whether one was put in place.  Paul responded that he was 
not aware of a formal Action Plan to address specific concerns. 

 
7.9. Malcolm Berryman queried whether there were any issues highlighted in the 
letter where the Trust was still vulnerable and are there any more we are now aware 
of.  He requested that a clear, written answer to each point raised be provided to the 
Committee.  Trevor also requested confirmation of any issues that were raised which 
we recognise have not been actioned or rectified.  Claire Feehily, Non-Executive 
Director, queried if there was a risk that the way in which we chose to handle this left 
the trust at risk now. 

 
7.10. Paul Johnson agreed to revisit specific points raised and provide a written 
response. 
 
Action: Chief Finance Officer to produce clear written response to each 

issue raised in Mike Holder’s 2012 letter 
Date:  11.07.2016 
 
7.11. Judith asked whether the Trust was now a safer place for patients and staff, 
whether there was adequate assurance that Health & Safety culture is embedded in 
all work and also asked if an explanation could be provided to the Board as to any 
residual risks. 
 
7.12. Sandra Grant observed that all staff had a responsibility for health and safety, 
she acknowledged that the challenge was how to demonstrate this and offered to 
share some of the team Nav maps with Judith. 
 
7.13. Trevor summarised the next steps: 

 
7.13.1. Head of Estates Services to undertake a review of specifics in Mr 
Holder’s letter and confirm, based on standards applicable at the time what 
measures were put in place in response to the letter; 
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7.13.2. Head of Estates Services to confirm to Committee that what is now in 
place demonstrates we have taken best reasonable efforts with training and policy 
implementation and that every ward or manager understands their obligations in 
relation to health and safety. 
 
Action: Head of Estates Services to provide a report to the next meeting  
Date:  11.07.2016 
 

11:05 am Paul Johnson, Head of Estates Services, left the meeting 
 
7.14. Katrina observed that a standing report on Health & Safety was provided at 
every Audit Assurance & Risk Committee meeting, and suggested that there needed 
to be a focus on developing this further so that this addressed the issues raised. 

 
10. Counter Fraud Work Plan 
 
10.1. Paula Anderson noted that Andrew Morley, Counter Fraud Manager, TIAA, 
was not present but would attend the meeting in May.  Paula confirmed Andrew’s 
comprehensive report picked up all requirements incorporated into the National 
Counter Fraud Strategy. 
 
10.2. Paula asked the Committee to note some sharing via email between her, 
Mark Brooks and Andrew on the areas discussed: Travel Expenses; Procurement; 
Patient Monies and the Fraud Awareness Proactive Roadshow held in the Summer.   

 
10.3. Paula confirmed that Patient Monies should be included in work plan every 
year and noted that TIAA may require a couple of additional days allocated this year, 
but had 125 allocated days for the next financial year. 

 
10.4. Trevor Spires asked if there were any surprises or omissions in the report and 
work plan, and it was agreed there were none. Trevor confirmed the plan seemed 
sensible and noted that he would like to sit in on a TIAA presentation. 
 
Action: Corporate Governance Team to liaise to arrange for Trevor Spires, 

Audit Assurance and Risk Committee Chair to observe TIAA Fraud 
Awareness Roadshow. 

Date:  to be confirmed 
 
10.5. The Committee accepted the Counter Fraud Work Plan. 
 
11. External Audit 
 
11.1. Harriet Aldridge, Director, PricewaterhouseCoopers, presented the External 
Audit paper. 
 
11.2. Harriet asked the Committee to note a couple of points in the audit risk 
assessment regarding remuneration reports and evaluation of land and buildings.. 
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11.3. Harriet discussed the Quality Report, noting that the Monitor final 
requirements were still out to consultation, and that PricewaterhouseCoopers will 
confirm their approach once the requirements are finalised.  It was noted that the 
Quality Report is likely to be an area of heightened public interest in light of the 
Trust’s regulatory position. 
 

11:15am Louisa Felice, Head of Executive Affairs and Projects joined the meeting 
 
11.4. Anna Williams noted that for the past two years Governors had not had a 
choice of indicators to select due to external requirements. 
 
11.5. Trevor Spires asked the Committee for any questions; none were forthcoming 
 
11.6. The Committee noted the Report and accepted the changes to risk and 
valuation/assets. 

 
11.7. Trevor confirmed he had received an update on the Trust’s position in respect 
of previous years’ compliance with duty of candour and provided a verbal update on 
this to the Committee as follows:   
 
11.8. In the 2013/14 and 2014/15 Quality Reports the Trust declared itself 100% 
compliant with duty of candour. The data provided in these reports was in relation to 
contractual reporting requirements with commissioners. These required the Trust to 
report on whether there had been initial contact made with patients or their families 
after an incident had taken place.  

 
11.9. The contractual reporting requirement did not reflect the entirety of the actions 
that need to be taken under Duty of Candour and this should have been made clear 
in the reports.  
 
11.10.  Trevor confirmed that advice had been sought on ensuring this position was 
clarified and it had been suggested that the most appropriate way to do this was in 
the 2015/16  Quality Report and that appropriate wording would be drafted. The final 
wording would be agreed by the Trust Board. 

 
11.11.  He noted that the governance team were looking to ensure compliance with 
each step of the Duty of Candour requirements could be captured going forwards 
rather than this be limited to the contractual reporting requirements. Whilst there was 
a method of ensuring this for those incidents subject to a serious incident 
investigation, incidents of moderate harm that were not SIRIs and that did not go 
through the corporate panel process required alternative methods of data capture. 

 
11.12. It was noted that until more robust processes were put in place to evidence 
compliance with the various stages of the process, the evidencing of compliance for 
incidents that were not SIRIs could remain a risk at going into 2016/17.  

 
11.13. The Committee noted the work that was underway to improve staff 
understanding of the requirements of the duty of candour including a policy review 
and re-launch planned for April 2016. 
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11.14. Harriet confirmed she had nothing further to add to the discussion from an 
auditor perspective but referenced how the anomaly had been brought to her 
attention.  

 
11.15. Trevor recapped on discussions as follows: 
 
11.15.1. Trust Executive Group to review advice on clarifying previous years’ 
statements on Duty of Candour in the Quality Report and make recommendations to 
the Board regarding actions; 
11.15.2. When the Audit Assurance and Risk Committee take the Quality 
Report, ensure that this is covered off; 
11.15.3. Executives to bring to Audit Assurance and Risk Committee or Quality 
and Safety Committee evidence of plan for demonstrating full compliance with the 
statutory national standard. 
 
Action: Chief Operating Officer and Director of Performance, Quality and 

Safety to ensure Trust Executive Group consider advice on Duty 
of Candour and provide recommendation to Board 

Date:  29.03.2016 
 
Action: Chief Operating Officer and Director of Performance, Quality and 

Safety to ensure Trust compliance with statutory obligations 
relating to Duty of Candour can be evidenced 

Date:  tbc 
 

11:35 Louisa Felice, Head of Executive Affairs and Projects left the meeting  
11:35 Break 

11:40 Meeting reconvened 
 
12. ICO Audit Report 
 
12.1. Paula Anderson presented the Report.  Malcolm Berryman queried if the Trust 
has a process for feeding actions into the audit process and noted 7.3 states there 
will be a follow up Audit.  Paula confirmed Trust has not been informed of a date for 
this, but that she would look to confirm this. 

 
Action:  Acting Director of Finance/Corporate Governance Manager to 

ensure ICO Audit Actions are fed into the Audit Tracker 
Date:  23.05.2016 
 
Action: Acting Director of Finance/Corporate Governance Manager to 

confirm timescale for follow up of actions and follow up of audit 
Date: tbc 

 
12.2. The Committee received the Report and noted the action plan.  

 
13. Whistleblowing Update 
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13.1. Sandra Grant presented the report and its findings and confirmed that the new 
Policy is now in place.  She advised the Committee that arrangements are in place to 
allow for reporting on the Ulysses system which provides greater assurance and 
highlights any themes.   
 
13.2. Sandra reported that under the next steps the Trust will consider having 
named individuals, including the External Auditors, for Whistleblowing.  It was noted 
that a new National Guardian for the NHS was appointed and there is a suggestion 
to have local Freedom to Speak Up (FTSU) Guardians.  An options paper with 
respect to a local FTSU Guardian will be prepared for consideration by the Trust 
Executive Group. 

 
13.3. Katrina Percy, Chief Executive Officer, emphasised the importance of 
encouraging staff to raise concerns via their line management where possible and 
appropriate.   

 
13.4. Claire Feehily asked for more information on the nature of the concerns, 
noting any patterns, clusters or specific teams to be included in the Report.  Anna 
Williams, Company Secretary and Head of Corporate Governance confirmed 
recommendations previously made to come to the March Board.  

 
Action:  Director of People and Communications to update Report with 

feedback from the Committee and consolidated for Report to 
Board 

Date:  29.03.2016 
  
13.5. The Committee noted the Report. 
 
14. Financial Policies – FP1 
 
14.1. Paula Anderson confirmed that the FP1 Financial policy had been reviewed 
and amended, and the policy and the summary of changes had been circulated to 
Committee.  Paula noted the updates reflect changes to the current operating 
environment. 
 
14.2. Trevor Spires commented that from reading the summary the proposed 
amendments seemed acceptable. It was agreed that Trevor Spires and Claire 
Feehily would review the full document and approve the changes. 

 
Action: Corporate Governance Team to provide Committee Chair and 

Claire Feehily, Non-Executive Director with hard copies of FP1 for 
review and comments to be provided to Chief Finance Officer 

Date:  11.03.2016 
 

14.3. The policy was agreed, subject to the review by Trevor and Claire. 
 
15. Accounting Policies and Critical Judgements Update 
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15.1. Paula Anderson presented the report, noting for the Committee the national 
timetable for producing and laying the Trust’s Accounts and Annual Report before 
parliament. 
 
15.2. Paula asked the Committee to agree the Going Concern basis of presenting 
the accounts and confirmed confidence that the plan for the next year demonstrates 
ample liquidity for the next twelve months.  Paula confirmed a paper would be taken 
to Board in April 2016 to gain full Board agreement to the production of accounts on 
a going concern basis. 

 
15.3. Paula reported that Modern Equivalent Asset valuation was being considered, 
and explained how the application would work in practice.  Trevor Spires queried 
why the Trust needs to consider this and what advantages/disadvantages there are.  
Paula responded that the greater flexibility in terms of replacing specialist facilities 
could reduce the overall asset valuation and that there would be financial benefits for 
the Trust from this.   

 
15.4. Trevor noted the tight timescale this year, which Paula confirmed.  Harriet 
Aldridge, Director, PricewaterhouseCoopers confirmed that the timetable is tight, but 
plans are in place to meet audit requirements. She explained that 
PricewaterhouseCoopers have had some initial discussions with the Chief Finance 
Officer relating to Senior Managers remuneration.  Harriet further confirmed she had 
no issue with the Trust producing the accounts on a Going Concern basis.  

 
15.5. Trevor asked the Committee for any points or questions.  Claire Feehily 
queried if the timetable was appropriate for the resource we have in the finance 
team, and Paula confirmed that it was achievable. 

 
15.6. The Committee accepted the report, agreed the proposals and noted the 
national timetable. 
 
16. Development of Service Line Risk Registers 
 
16.1. Chris Gordon presented the Report, noting it is not hugely different from the 
last report.  He highlighted that there was some improvement in controls in place and 
clarification was given in terms of quality of controls. 
 
16.2. Chris further reported that recording of risks was disproportionate, with a high 
number of risks at Corporate and strategic level, which need to be revised to be 
more local risks.  Trevor Spires observed that he would expect more risks at a lower 
level.  Chris confirmed that the Risk Team were involved in educating and working 
with local managers to address this. 

 
16.3. The Committee noted and accepted the report. 

 
17. Independent Contractor Usage 
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17.1. Paula Anderson presented the report.  Trevor Spires asked Paula to add 
some numbers to the Report and Paula responded that this was a follow-up to the 
January paper regarding process and statutory requirements around these areas. 
  
17.2. Paula noted that Trust may require more consultancy support going forward 
due to the enforcement undertakings.  It was noted that the Deloitte work was the 
most considerable amount (>300K) although some of the total expenditure with them 
was incurred in 2014/15.  It was confirmed that spend with Consilium was circa 
£100K and MBI circa £20K. The expenditure with Consilium includes work for the 
Multispecialty Community Provider vanguard, which has been funded separately by 
the national funds. 

 
17.3. Paula confirmed the need to declare off-payroll staff in the annual accounts if 
paid more than the day rate of £220 for over 6 months to ensure that tax 
requirements are complied with.  Clive Makombera confirmed that HMRC were 
actively enforcing this.  Sandra Grant confirmed that new contracts now state these 
staff are responsible for their own Tax and National Insurance contributions.  Clive 
advised that it was not sufficient just to include in the contract, but that the Trust 
would need to evidence their reinforcement of this responsibility falling to the 
individual. 

 
17.4. Trevor queried whether the contractual arrangement with MBI who were 
brought in to review the Learning Disabilities division was undertaken as a Single 
Tender Waiver (STW).  Paula responded that she felt the work they had undertaken 
this year was a follow-up on earlier work so they had been instructed for continuity 
with the project.  Paula agreed to check whether or not a STW had been completed 
as the Trust need to evidence either a STW or a tender process. Trevor confirmed 
need to have greater clarity on the process going forward. 

 
Action: Acting Director of Finance to confirm STW was completed for 

Consilium work 
Date:  tbc 

 
17.5.  Sandra confirmed that a tender exercise was conducted for the original 
Talentworks contract which was then extended.  A separate tender exercise took 
place for the new contract. 

 
17.6. Paula confirmed that there is a proposal on appointment and controls over 
consultancy usage, which would be circulated out of Committee for comments back 
within 10 days.  Judith Smyth requested the inclusion of a limit on day rates.  The 
proposal will include consideration of the following points: 

 
17.6.1. Any significant contract needs an audit trail to evidence how awarded; 
17.6.2. Appropriate controls were in place around award; 
17.6.3. A blanket day rate is not practical as specialists may still require a 

higher rate; 
17.6.4. Where there is an open-ended requirement or commitment, appropriate 

process is in place to ensure no collusion, for example requirement of 
second signatory for draw-down. 
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17.7. Judith confirmed this should follow legislation to ensure that any decisionas 
are made in the public interest.  Claire Feehily noted the need to ensure the 
Standing Financial Instructions (SFIs) are updated to cover this.  Paula responded 
that the SFIs are currently being reviewed and will come back to Committee in July 
2016. Declarations of Interest over longer-term relationships are being considered. 
 
Action: Company Secretary to ensure SFIs are updated to include clear 

criteria on the use of independent contractors, in line with 
Government Guidelines 

Date:  06.07.2016 
 
17.8. Paul informed the Committee that in his experience the Trust use of 
consultancy is relatively low when compared against other Trusts’ expenditure. 
 
17.9. Trevor reiterated that the Trust must demonstrate that procurement of 
consultancy is either through a framework agreement or via a STW; he expressed 
concern that Consilium had not been thorugh a formal competition process. 

 
Action: Acting Director of Finance to circulate policy to Committee 

members for review 
Date:  11.03.2016 

 
17.10. The Committee accepted and noted the report. 
 
18. Banking Arrangements and Investment Management 
 
18.1. Paula Anderson presented the Report and asked the Committee

 
 
18.2. Trevor queried under point 3.3 whether there was a limit on the number of 
single cheques that could be issued.   
 
Action: Acting Director of Finance to provide confirmation on controls on 

cheques  + update on working capital facility at next meeting 
Date:  TBC 
 
19. Losses and Special Payments 2015/16 
 
19.1. Paula Anderson presented the report noting that this is brought to Committee 
annually and is reported as part of the Annual Accounts.  
 
19.2. Trevor Spires asked for assurance that approval for any ex-gratia payments is 
from Senior Managers. Paula confirmed all payments come through the Finance 
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team.  Katrina Percy, Chief Executive Officer, confirmed that approval was given by 
Ward Manager level or above. 
 
19.3. The Committee noted and accepted the Report.   
 
20. Review of Monitor Licence Compliance  
 
20.1. Anna Williams presented the report outlining the updates from the January 
2016 undertakings.  Anna noted that the full report is taken annually. 
 
20.2. Trevor Spires, noting the changes, asked whether the Trust has to state it is 
non-compliant due to in the enforcement undertakings.  Anna Williams indicated that 
this was the case. 

 
20.3. Trevor advised the Committee that the Trust has no option but to accept the 
continued amber rating of ‘not fully compliant’ 

 
20.4. The committee accepted the recommendations of the report. 

 
21. Code of Conduct 
 
21.1. Anna Williams informed the Committee that it is a requirement of the Trust’s 
Constitution to have a Code of Conduct and confirmed that the Trust has a joint 
Code of Conduct for Directors and Governors.  Anna informed the Committee no 
material changes were proposed to the Trust’s Code of Conduct. 
 
21.2. Anna confirmed that the Constitution is clear that Governors have to sign the 
Code of Conduct and it is clear that there will be ramifications, to Executives and 
Non- Executive Directors who breach the Code.   

 
21.3. Trevor Spires asked the Committee for any comments.  Chris Gordon queried 
where the Trust receives assurance that the Code of Conduct is being adhered to.  
Trevor Spires asked for further clarity on how non-compliance would be addressed. 
Anna confirmed that she would add a cross-reference back to the Constitution and 
clarification on who can raise concerns and what routes are available for this.  It was 
agreed that this be updated and presented to the Board for approval. 

 
22. Sustainability Report 
 
22.1. Sandra Grant presented the Report. 
 
22.2. The Committee noted and accepted the report. 

 
23. Health & Safety Quarterly Report 
 
23.1. Trevor Spires noted that this was a comprehensive report and noted good 
progress in the content of the report. 
 



 

Audit, Assurance & Risk Committee 23.05.2016    Page 18 of 19 
Agenda Item 04 – Draft Minutes of 07.03.2016 

23.2. Sandra Grant noted that the main issue is how Trust is assured that Health & 
Safety is embedded across the organisation.  The Committee discussed if there 
were sufficient overlaps with both the Quality & Safety and the Strategic Workforce 
Committees. 

 
23.3. Judith Smyth noted an improvement in the format and content of the report, 
particularly with regard to the reporting of violent incidents. 

 
23.4. Malcolm Berryman suggested that some benchmarking could be carried out 
with similar Trusts. 

 
23.5. Claire Feehily noted 6.1 Fire Risk Assessments and noted that it is not easy 
to get a good feel for risk exposure from that paragraph as it requires more data. 

 
23.6. The Committee accepted the Report. 
 
24. Annual Review 

 
24.1. Trevor Spires, Audit Assurance and Risk Committee Chair informed the 
Committee that due to lack of time this item would be deferred and carried forward to 
the next meeting. 
 
Action: Company Secretary and Head of Corporate Governance to add 

Committee Annual Review to May 2016 Audit Assurance and Risk 
Committee Agenda. 

Date:  23.05.2016  
 
25. Single Tender Waivers  
 
25.1. Trevor Spires, Audit Assurance and Risk Committee Chair asked the 
Committee for any questions or comments on the circulated Single Tender Waivers 
report. 
 
25.2. Claire Feehily, Non-Executive Director, responded that it was useful to see 
the year-to-date picture, for example particular organisations. 

 
25.3. The Committee noted and accepted the Report. 

 
26. Any Other Business 

 
26.1. The Committee discussed the Scheme of Delegation with regard to the Forton 
Road Practice. Scheme refers to Agenda 4 Change bandings and the Committee 
confirmed the description should have ‘or equivalent’ to cover the Practice Manager 
post for the Forton Road MCP Practice.  It was noted this should include levels for 
credit card approval and other financial approvals.   
 
27. Items for Reporting to Board 
 
27.1. It was agreed that the following items would be reported to Board: 
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 Response to Mike Holder Report/Health and Safety 
 Duty of Candour 
 Draft Head of Internal Audit Opinion 
 Work in the Audit Plan  - Red rating for Waiting Lists 
 Note the Counter Fraud Workplan 
 Note the External Audit paper  
 BAF refresh and timetable for sign off 
 Table the ICO Audit Report, noting follow up at some point 
 Independent contractors – Committee took the report and recommendation of 

regularising a number. 
 Monitor Licence Compliance - two sets of undertakings. 
 Review of Code of Conduct – how sanctions could be imposed and noting 

obligations of the Code 
 
28. Close 
 
28.1. The Chairman thanked Committee members for their attendance and closed 
the meeting at 12:50pm. 
 
 
Certified as a true record of the meeting 

 
 
 
…………………………………………………………. 
Chairman – Trevor Spires 
 
 
 
…………………………………………………………. 
Date 
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REPORT TO THE AUDIT, ASSURANCE AND RISK COMMITTEE 
 
Date 
 

23.05.2016 

Agenda Item 
 

05 

Title Board Assurance Framework 
 

Author(s) MCP Provider Development Director 
 

Purpose 
 

This paper proposes the approach to refreshing the Board 
Assurance Framework for the 16/17 financial year to ensure 
it provides fit for purpose assurance to the Trust Board and 
sub- committees. 

Previously Considered by 
 

None 

Sponsoring Director MCP Provider Development Director 
 

Executive Director Overview The Board Assurance Framework (BAF) requires refreshing 
to reflect the strategic objectives set out in the 2016/17 
Operating Plan. 
 
The current BAF contains a large number of strategic risks 
making it challenging for the Board to gain robust assurance 
that its objectives will be delivered. 

Given the heightened regulatory position the Trust is 
operating within it is appropriate to ensure the risk register 
supporting the BAF is accurate and risk is managed 
effectively as part of the refresh process. 

The paper sets out a proposal to review the content and 
structure of the BAF to ensure it provides appropriate 
assurance to the Board and sub-committees and to review 
and refresh the corporate risk register supporting the BAF. 

 
Action Required 
 

The Committee is asked to agree the recommendations set 
out in this report 
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BOARD ASSURANCE FRAMEWORK 

 
1. Purpose 

1.1. This paper proposes the approach to refreshing the BAF for the 16/17 financial year 
to ensure it provides fit for purpose assurance to the Trust Board and sub- committees. 

 

2. Background 

2.1. Following the submission of the 16/17 Operating Plan, the Board Assurance 
Framework (BAF) requires updating to reflect the strategic objectives for the year. 

2.2. The Board Assurance Framework (BAF) continues to be one of the key tools the 
Trust deploys in its approach to organisational risk management; it identifies the most 
significant risks to the on-going success of the organisation in achieving its strategic 
objectives and delivery of its business plan and key goals in the current year. 

2.3. The Trust Board last received the BAF at its meeting on 23 February.  At that time 
the BAF approved by the Board contained 59 strategic risks.  This large number of 
strategic risks makes it challenging for the board sub-committees that are responsible for 
reviewing sections of the BAF to gain robust assurance that the objectives will be 
delivered. 

2.4. Further, given the heightened regulatory position the Trust is operating within it is 
appropriate to ensure the risk register supporting the BAF is accurate and risk is managed 
effectively as part of the refresh process. 

 

3. Proposal 

3.1. It is proposed that a three stage process is undertaken to ensure the BAF is fit for 
purpose for 16/17: 

3.1.1. The Director of Nursing will lead a review of the full corporate risk register 
alongside clinical and divisional leads to ensure the risks registered on the 
Ulysses system are clear, appropriate and are correctly scored.  This will be 
supplemented by instigation of a compliance and risk group that will review the 
corporate risk register on a monthly basis and ensure risk is managed 
effectively within the Trust. 

3.1.2. The Provider Development Director will facilitate a seminar session with the 
Board to agree: the definitions of assurance to be used within the BAF; the risk 
threshold for escalation from the corporate risk register; the strategic risks 
relating to the 16/17 strategic objectives; and the format in which the Board 
and sub-committees will receive assurance. 

3.1.3. The Board sub-committees will receive the relevant sections of the BAF to 
consider the assurance available against the identified risks and any changes 
required reflecting that assurance and the current high risks from the corporate 
risk register. 

3.2. The Director of Nursing will provide a report on the corporate risk register to the 
Audit, Assurance and Risk Committee then onwards to the Board on a quarterly basis.  

3.3. The Chief Executive will review the BAF and the highest risks on the corporate risk 
register on a monthly basis at Trust Executive Group. 
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3.4. The BAF will continue to be reported to the Board on a quarterly basis. 

 

4. Next Steps  

4.1. The BAF in its current format will go to the Board for the last time at the 28 June 
meeting. 

4.2. The Provider Development Director will arrange a seminar session for the Board to 
consider the structure of the BAF and strategic risk at the 28 June Board seminar session. 

4.3. The Director of Nursing will carry out a review of the corporate risk register and 
provide a report to the 11 July Audit, Assurance and Risk Committee 

4.4. Board sub-committees will review sections of the BAF as appropriate at the 
meetings held in July and quarterly thereafter. 

4.5. The revised BAF will be received by the Board in September and quarterly 
thereafter. 

 

5. Recommendation 

5.1. The Committee are asked to agree the recommendation and next steps as set out 
in this paper. 
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REPORT TO THE AUDIT, ASSURANCE & RISK COMMITTEE   
 
Date 
 

23.05.2016 

Agenda Item 
 

06a 

Title Internal Audit Annual Report  
 

Author(s) Nick Atkinson (Head of Internal Audit – RSM) 
 

Purpose 
 

In accordance with the Public Sector Internal Audit 
Standards, the head of internal audit is required to provide 
an annual opinion, based upon and limited to the work 
performed, on the overall adequacy and effectiveness of the 
organisation’s risk management, control and governance 
processes. This is included within our annual report which 
summarises the findings of the work we have completed in 
2015/16. 

Previously Considered by 
 

N/A – Relevant Executive Leads 

Sponsoring Director Paula Anderson, Interim Director of Finance 
 

Executive Director Overview This document sets out our Head of Internal Audit Opinion 
for the 12 months ended 31 March 2016, which is: 
 
The organisation has an adequate and effective framework 
for risk management, governance and internal control. 
 
However our work has identified further enhancements to 
the framework of risk management, governance and internal 
control to ensure that it remains adequate and effective. 
 
We have also set out the factors and findings which have 
influenced our opinion. 

Action Required 
 

The Committee is asked to note this report 
 

 



 

 

 

SOUTHERN HEALTH NHS 

FOUNDATION TRUST 

Annual internal audit report 2015/2016 

 

May 2016 
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any person’s reliance on representations in this report. 

This report is released to you on the basis that it shall not be copied, referred to or disclosed, in whole or in part (save as otherwise permitted by 

agreed written terms), without our prior written consent. 

We have no responsibility to update this report for events and circumstances occurring after the date of this report.  

RSM Risk Assurance Services LLP is a limited liability partnership registered in England and Wales no. OC389499 at 6th floor, 25 Farringdon 

Street, London EC4A 4AB. 
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1.1 The opinion 

For the 12 months ended 31 March 2016, the head of internal audit opinion for Southern Health NHS Foundation Trust 

is as follows:  

Head of internal audit opinion 2015/2016 

The organisation has an adequate and effective framework for risk 

management, governance and internal control. 

 

However, our work has identified further enhancements to the 

framework of risk management, governance and internal control to 

ensure that it remains adequate and effective. 

 

Please see appendix A for the full range of annual opinions available to us in preparing this report and opinion. 

1.2 Scope of our work 

The formation of our opinion is achieved through a risk-based plan of work, agreed with management and approved by 

the audit committee, which should provide a reasonable level of assurance, subject to the inherent limitations 

described below.  

The opinion does not imply that internal audit has reviewed all risks and assurances relating to the organisation. The 

opinion is substantially derived from the conduct of risk-based plans generated from a robust and organisation-led 

assurance framework. As such, the assurance framework is one component that the board takes into account in 

making its annual governance statement (AGS).  

1.3 Factors and findings which have informed our opinion 

We have provided reasonable (AMBER/GREEN) or substantial assurance (GREEN) for all areas reviewed to date 

apart from the following: 

We have provided no assurance (RED) opinion for the following area reviewed to date: 

Management requested a specific review of Data Quality – Community Waiting Lists. The key findings identified 

there are inconsistent approaches across the Trust in relation to handling waiting lists and recording appointments.  

Our testing identified that whilst 114 (73%) out of 156 patients tested were genuine waiters, the remaining 42 (27%) 

patients were incorrectly included on waiting lists.  Additionally in six instance the referral date had been incorrectly 

recorded.  This leads to a risk that waiting lists are not complete and accurate and therefore the Trust is reporting 

inaccurate waiting list data. 

We have provided partial assurance (AMBER/RED) opinion for the following area reviewed to date: 

1 THE HEAD OF INTERNAL AUDIT OPINION 

In accordance with Public Sector Internal Audit Standards, the head of internal audit is required to 

provide an annual opinion, based upon and limited to the work performed, on the overall adequacy 

and effectiveness of the organisation’s risk management, control and governance processes. The 

opinion should contribute to the organisation's annual governance statement. 
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Our review of Procurement focussed on non-purchase order expenditure.  Our testing identified a lack of compliance 

with procurement procedures, including not retaining evidence of obtaining quotes and tenders, a lack of segregation 

in approving invoices and a lack of rationale for not using the purchase order procurement route.  We also identified 

that the contract register was not fully up to date.  Therefore the Trust may not be maximising value for money 

opportunities.   

For each of the above reports an agreed action plan has been put in place with Management and we are tracking the 

implementation of these actions and will report back formally to the Audit Committee on these. 

A summary of internal audit work undertaken, and the resulting conclusions, is provided at appendix B. 

1.4 Topics judged relevant for consideration as part of the annual governance 
statement 

Based on the work we have undertaken on the Trust’s system on internal control we do not consider that within these 

areas there are any issues that need to be flagged as significant internal control issues within the AGS.  However, the 

Trust may wish to consider whether any other issues have arisen, including specifically the issues arising from the 

report into investigations of unexpected deaths, where it might want to consider for inclusion in the Annual 

Governance Statement. 
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2.1 Acceptance of internal audit recommendations 

Management have agreed actions to address all of the findings reported by the internal audit service during 

2015/2016. 

2.2 Implementation of internal audit recommendations 

Our follow up of the actions agreed to address previous years' internal audit findings shows that the organisation had 

made adequate progress in implementing the agreed actions.  

Of the recommendations brought forward from 2014/15, all high priority recommendations had been implemented.  Of 

the 12 medium priority recommendations carried forward by us the last time we completed our follow up exercise, we 

have been informed by the Trust all but one of these have since been implemented and are awaiting evidence to 

confirm this.  We have also confirmed the Trust has made reasonable progress in implementing recommendations 

from 2015/16 as they fall due. 

2.3 Working with other assurance providers 

In forming our opinion we have not placed any direct reliance on other assurance providers, although have liaised with 

External Audit and Local Counter Fraud Services as required.  

 

2 THE BASIS OF OUR INTERNAL AUDIT OPINION 

As well as those headlines discussed at paragraph 1.3, the following areas have helped to inform 

our opinion. A summary of internal audit work undertaken, and the resulting conclusions, is 

provided at appendix B. 
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3.1 Wider value adding delivery 

As part of our client service commitment, during 2015/16 we issued 12 news briefings. We also contributed to the 

discussions at the audit committee on various items on the agenda in order to ensure that the Trust benefits from 

wider input in order to strengthen its governance arrangements. 

We issued a benchmarking paper to compare the performance of the Trust with its Cost Improvement Plans to other 

similar Trusts.   

We recently hosted a round table for Mental Health and Community Trusts regarding Cost Improvement Plans, which 

the Trust attended.  Following this we have shared the outputs and agreed to establish a network of mental health 

Trusts keen to share ideas and develop best practice around cost improvements. 

We have delivered a training session on Board Assurance and Risk Management to the Trust Board and also provided 

risk management training to the Operations Director and senior team at an away-day. 

We completed a grant claim audit on behalf of the Trust focusing on Education Funding Agency income. 

3.2 Conflicts of interest  

We completed a grant claim audit on behalf of the Trust focussing on Education Funding Agency income, although this 

did not constitute a conflict of interest. 

RSM has not undertaken any other work or activity during 2015/2016 that would lead us to declare any conflict of 

interest. 

3.3 Conformance with internal auditing standards 

RSM affirms that our internal audit services are designed to conform to the Public Sector Internal Audit Standards 

(PSIAS).  

Under PSIAS, internal audit services are required to have an external quality assessment every five years. Our risk 

assurance service line commissioned an external independent review of our internal audit services in 2011 to provide 

assurance whether our approach meets the requirements of the International Professional Practices Framework 

(IPPF) published by the Global Institute of Internal Auditors (IIA) on which PSIAS is based.    

The external review concluded that “the design and implementation of systems for the delivery of internal audit 

provides substantial assurance that the standards established by the IIA in the IPPF will be delivered in an adequate 

and effective manner”. Work is in hand to arrange our next review. 

The risk assurance service line has in place a quality assurance and improvement programme to ensure continuous 

improvement of our internal audit services. Resulting from the programme, there are no areas which we believe 

warrant flagging to your attention as impacting on the quality of the service we provide to you. 

 

 

 

3 OUR PERFORMANCE 
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3.4 Performance indicators 

A number of performance indicators were agreed with the audit committee. Our performance against those indicators 

is as follows: 

Delivery Quality 

 Target Actual Notes 

(ref) 

 Target Actual Notes 

(ref) 

Audits commenced in line 

with original timescales 
Yes No 1 Conformance with PSIAS Yes Yes 

 

Draft reports issued within 

10 days of debrief meeting 
100% 75% 2 

Liaison with external audit to 

allow, where appropriate and 

required, the external auditor to 

place reliance on the work of 

internal audit.  

Yes Yes 

 

Management responses 

received within 10 days or 

draft report 

100% 83%  
% of staff with CCAB/CMIIA 

qualifications 
 >50% 60% 

 

Final report issued within 2 

days of management 

response 

100% 92%  Turnover rate of staff <10% 7% 

 

% audit reports presented 

to agreed Audit Committee 

meetings 

100% 100%  

Respond to general enquiries for 

assistance within two working 

days 

100% 100% 

 

% of High & Medium 

actions followed up 
100% 100%  

Respond to emergencies or 

notifications of potential fraud 

within one working day 

100% 100% 

 

Notes 

1 – Whilst a number of audits were delivered later than originally planned this was a result of discussions with the Trust to agree a 

time that fitted with other commitments on their part.  

2 – Where there were delays in issuing draft reports these were either a result of staff sickness or from delays in the Trust 

producing further evidence regarding points raised at the debrief. 
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The following shows the full range of opinions available to us within our internal audit methodology to provide you with 

context regarding your annual internal audit opinion. 

Annual opinions 

The organisation has an adequate and effective framework for risk 

management, governance and internal control. 

The organisation has an adequate and effective framework for risk 

management, governance and internal control.  

However, our work has identified further enhancements to the framework of 

risk management, governance and internal control to ensure that it remains 

adequate and effective. 

There are weaknesses in the framework of governance, risk management 

and control such that it could be, or could become, inadequate and 

ineffective.  

The organisation does not have an adequate framework of risk 

management, governance or internal control.  

 

APPENDIX A: ANNUAL OPINIONS 
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 Assignment Executive lead Assurance level Actions agreed 

H M L 

Training  Sandra Grant, Director of 

People and 

Communications     
0 2 1 

Freedom of Information Chris Gordon, Chief 

Operating Officer and 

Director of Integrated Care  
1 2 1 

Patient Experience Lesley Stevens, Medical 

Director  
 

0 1 0 

Business Planning Dr Chris Gordon, Chief 

Operating Officer and 

Director of Performance, 

Quality and Safety 

 
0 2 3 

Cost Improvement Plans Mark Brooks, Chief 

Finance Officer  
 

0 3 1 

Procurement Mark Brooks, Chief 

Finance Officer  
 

2 1 0 

Financial Feeders Mark Brooks, Chief 

Finance Officer             
 

0 0 0 

Budgetary Control and 

Financial Control  

Mark Brooks, Chief 

Finance Officer              
 

0 0 2 

Payroll Feeder Systems Sandra Grant, Director of 

People and 

Communications    
2 2 1 

Information Governance 

Toolkit Review 

Lesley Barrington: Head of 

Information Assurance 

Advisory 

0 2 1 

Data Quality – Community 

Waiting Lists 

Simon Beaumont, Head of 

Information   

None 
2 4 0 

Medicines Management  Susan Mills, Interim Chief 

Pharmacist 

 Reasonable progress 
2 2 0 

Risk Management & Board 

Assurance Framework 

(DRAFT) 

Mark Brooks, Chief 

Finance Officer              
 

1 5 0 

APPENDIX B: SUMMARY OF INTERNAL AUDIT WORK 
COMPLETED 2015/2016 
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We use the following levels of opinion classification within our internal audit reports. Reflecting the level of assurance 

the board can take: 

None Partial  Reasonable  Substantial  

    

Taking account of the 

issues identified, the Board 

cannot take assurance that 

the controls upon which the 

organisation relies to 

manage this risk are 

suitably designed, 

consistently applied or 

effective. 

Urgent action is needed to 

strengthen the control 

framework to manage the 

identified risk(s). 

Taking account of the 

issues identified, the Board 

can take partial assurance 

that the controls to manage 

this risk are suitably 

designed and consistently 

applied. 

Action is needed to 

strengthen the control 

framework to manage the 

identified risk(s). 

Taking account of the 

issues identified, the Board 

can take reasonable 

assurance that the controls 

in place to manage this risk 

are suitably designed and 

consistently applied. 

However, we have identified 

issues that need to be 

addressed in order to 

ensure that the control 

framework is effective in 

managing the identified 

risk(s). 

Taking account of the 

issues identified, the Board 

can take substantial 

assurance that the controls 

upon which the organisation 

relies to manage the 

identified risk(s) are suitably 

designed, consistently 

applied and operating 

effectively. 
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This report, together with any attachments, is provided pursuant to the terms of our engagement.  The use of the 

report is solely for internal purposes by the management and board of our client and, pursuant to the terms of our 

engagement, should not be copied or disclosed to any third party without our written consent.  No responsibility is 

accepted as the plan has not been prepared, and is not intended for, any other purpose. 
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1.1 Background 

The Trust provides community health, specialist mental health and learning disability services for people across the 

south of England.  

Covering Hampshire, Dorset, Wiltshire, Oxfordshire and Buckinghamshire, the Trust is one of the largest providers of 

these types of service in the UK.  

The Trust employs around 8,000 staff who work from over 200 sites, including community hospitals, health centres, 

inpatient units and social care services.  

Service users and patients are still at the centre of everything the Trust does and being person centred is one of its six 

Trust values.  

In 2015, the Trust received negative publicity in the media in relation to the investigation of a number of unexpected 

deaths dating back to 2011. 

1.2 Vision  

Southern Health’s aim is: ‘to provide high quality, safe services which improve the health, wellbeing and independence 

of the people we serve.’ 

1.3 Objectives  

The Trust’s objectives and Assurance Framework are the starting point in the development of our strategy for delivery 

of internal audit services: 

• Ensure our services provide the best possible care and manage within the available resources 

• Introduce integrated and sustainable models of care across all of our services  

• Develop talented, motivated staff to meet the needs of our patients  

• Ensure we have the Information Technology and the estate to enable the delivery of the best possible care  

• Create the conditions and environment to enable the transformation of patient care   

These are the Trust’s priorities as at the time of our audit planning.  However, we understand that these are to be 

reviewed, and should these change we will reconsider and update our internal audit plan accordingly. 

1 INTRODUCTION 

Our approach to developing your internal audit plan is based on analysing your corporate 

objectives, risk profile and assurance framework as well as other, factors affecting Southern Health 

NHS Foundation Trust in the year ahead, including changes within the sector.  
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2.1 Risk management processes 

We have evaluated your risk management processes and consider that we can place reliance on your risk registers / 

assurance framework to inform the internal audit strategy. We have used various sources of information (see Figure A 

below) and discussed priorities for internal audit coverage with the following people:  

• Mark Brooks, Finance Director  

• Paula Anderson, Deputy Director of Finance 

• Executive Team 

• Audit Committee 

Based on our understanding of the organisation, the information provided to us by the stakeholders above, and the 

regulatory requirements, we have developed an annual internal plan for the coming year and a high level strategic 

plan (see Appendix A and B for full details).  

 

Figure A: Sources considered when developing the Internal Audit Strategy 

Internal 
Audit Plan 

Board 
reports 

Business 
Plan to 
2018 

Emerging 
issues in 
the sector 

Requests 
from 

manageme
nt 

Previous IA 
findings 

Other 
assurance 
providers 

Risk 
register / 

Board 
Assurance 
Framework 

Audit 
Committee  
requests 

2 DEVELOPING THE INTERNAL AUDIT STRATEGY 

We use your objectives as the starting point in the development of your internal audit plan. 
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Following discussions with the Audit Committee and recognising the challenges facing the Trust, the Chief Finance 

Officer has agreed to increase the days within the Internal Audit Plan.  The primary purpose of these additional days 

will be to help provide assurance that change is being embedded where required and in particular in response to third 

party reports. 

2.2 How the plan links to your strategic objectives  

Each of the reviews that we propose to undertake is detailed in the internal audit plan and strategy within Appendices 

A and B.  In the table below we bring to your attention particular key audit areas and discuss the rationale for their 

inclusion or exclusion within the strategy. 

Area Reason for inclusion or exclusion in the audit 

plan/strategy 

Link to strategic objective 

CQC We will consider the Trust’s response to the recent 

CQC review and how action plans are developed and 

implemented. Specific focus on the embedding of 

controls in areas identified including Ligatures, 

Therapies Waiting Lists, Staffing Levels, Medicines 

Management and  

• Introduce integrated and 

sustainable models of 

care across all of our 

services  

Incidents/complaints As requested by the Mortality task and finish group 

and in response to the recent high profile critical 

review we will audit the new process for reporting and 

investigating deaths.  

• Create the conditions and 

environment to enable the 

transformation of patient 

care   

Embedding Change The Trust has a number of action plans aimed at 

responding to control weaknesses and external 

reports.  We will review and assess the degree of 

implementation of change and how this is being 

embedded in practice. 

• Introduce integrated and 

sustainable models of 

care across all of our 

services 

Divisional Financial 

Management 

In the past we have completed financial reviews 

focussing on central controls, particularly when looking 

at budgetary control.  However, for 2016/17 we will 

visit a number of localities to consider governance and 

accountability arrangements for financial 

management. 

• Ensure our services 

provide the best possible 

care and manage within 

the available resources 

 

Nursing Revalidation Whilst medical revalidation has been in place now for 

a couple of years there is a similar requirement being 

introduced for nurses.  We will review how effectively 

these processes are being introduced at the Trust, 

how well understood the process is by staff, 

robustness of the process linked to performance 

assessment and objective appraisal and visibility in 

terms of compliance at Board and Committee level. 

• Develop talented, 

motivated staff to meet 

the needs of our patients  

Cyber security 

 

Following cyber-attacks such as those experienced at 

Talk Talk this has been a key area of concern across 

all organisations.  Our IT audit specialists have 

therefore developed an audit approach to assess the 

Trust’s risks in this area. 

• Ensure we have the 

Information Technology 

and the estate to enable 

the delivery of the best 

possible care  
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Area Reason for inclusion or exclusion in the audit 

plan/strategy 

Link to strategic objective 

Capital Management 

Expenditure and Backlog 

Maintenance 

Across the sector we have noted that in order to meet 

the increasingly difficult financial challenges many 

Trusts are holding back on their capital expenditure 

with the result that they may be storing up an 

increasing issue regarding backlog maintenance and 

safety of equipment and also increasing the risk that 

there is a lack of clarity over processes for authorising 

expenditure and determining priorities.  This should 

include how value for money is obtained and 

appropriateness of use of Contractors. This risk is 

more pronounced for the Trust considering the number 

of locations from where services are provided. 

• Ensure we have the 

Information Technology 

and the estate to enable 

the delivery of the best 

possible care  

 

As well as assignments designed to provide assurance or advisory input around specific risks, the strategy also 

includes: time for tracking the implementation of actions and an audit management allocation. Full details of these can 

be found in Appendices A and B. 
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2.3 Working with other assurance providers 

The Audit Committee is reminded that internal audit is only one source of assurance and through the delivery of our 

plan we will not, and do not, seek to cover all risks and processes within the organisation.  

We will however continue to work closely with other assurance providers, such as external audit to ensure that 

duplication is minimised and a suitable breadth of assurance obtained. 
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3.1 Conformance with internal auditing standards 

RSM affirms that our internal audit services are designed to conform to the Public Sector Internal Audit Standards 

(PSIAS). Further details of our responsibilities are set out in our internal audit charter within Appendix D. 

Under PSIAS, internal audit services are required to have an external quality assessment every five years. Our Risk 

Assurance service line commissioned an external independent review of our internal audit services in 2011 to provide 

assurance whether our approach meets the requirements of the International Professional Practices Framework 

(IPPF) published by the Global Institute of Internal Auditors (IIA) on which PSIAS is based.    

The external review concluded that “the design and implementation of systems for the delivery of internal audit 

provides substantial assurance that the standards established by the IIA in the IPPF will be delivered in an adequate 

and effective manner”. 

3.2 Internal Audit Fees 

The fee for your internal audit service for 2016/17 is £75,011.69.   

3.3 Conflicts of interest 

We are not aware of any relationships that may affect the independence and objectivity of the team, and which are 

required to be disclosed under internal auditing standards.  

3 YOUR INTERNAL AUDIT SERVICE 

Your internal audit service is provided by RSM Risk Assurance Services LLP. The team will be led 

by Nick Atkinson, supported by Lorna Raynes as your client manager. 
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In approving the internal audit strategy, the committee is asked to consider the following: 

• Is the Audit Committee satisfied that sufficient assurances are being received within our annual plan (as set out at 

Appendix A) to monitor the organisation’s risk profile effectively? 

• Does the strategy for internal audit (as set out at Appendix B) cover the organisation’s key risks as they are 

recognised by the Audit Committee? 

• Are the areas selected for coverage this coming year appropriate? 

• Is the Audit Committee content that the standards within the charter in Appendix D are appropriate to monitor the 

performance of internal audit? 

It may be necessary to update our plan in year, should your risk profile change and different risks emerge that could 

benefit from internal audit input. We will ensure that management and the audit committee approve such any 

amendments to this plan. 

4 AUDIT COMMITTEE REQUIREMENTS 
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Audit Scope for Year 2016/17  Audit 

days 

Proposed 

timing 

Proposed 

Audit 

Committee 

Risk Based Assurance 

Data Quality 

There are considerable pressures being placed on 

Trusts to meet their data quality targets.  One new 

requirement for mental health trusts in 2015/16 was 

the requirement to meet waiting time standards as 

follows: 

 treatment within 6 weeks for 75% of people 

referred to the Improving Access to 

Psychological Therapies programme, with 

95% of people being treated within 18 weeks 

 treatment within 2 weeks for more than 50% 

of people experiencing a first episode of 

psychosis. 

12 
December 

2016 
March 2017 

Divisional Financial 

Management 

This will select a number of localities and focus on 

some of the governance and holding to account 

locally. 

12 
September 

2016 

January 

2017 

Capital Management 

Expenditure and 

Backlog 

Maintenance 

Due to the need to meet increasingly difficult 

financial challenges many Trusts are holding back on 

their capital expenditure with the result that either 

they may be storing up an increasing issue regarding 

backlog maintenance and safety of equipment but 

also increasing the risk that there is a lack of clarity 

over processes for authorising expenditure and 

determining priorities.  This should include how value 

for money is obtained and appropriateness of use of 

Contractors. 

10 July 2016 
September 

2016 

Risk Management – 

divisional focus 

Review of the Trust’s use of local risk registers and 

systems in place to identify, manage, monitor and 

escalate risks. 

12 
February 

2017 
April 2017 

Duty of Candour The duty of candour explains what providers should 

do to make sure they are open and honest with 

people when something goes wrong with their care 

and treatment.  We will review Trust arrangements 

for compliance with these requirements 

9 August 2016 
November 

2016 

Nursing Revalidation Whilst medical revalidation has been in place now for 

a couple of years there is a similar requirement being 

introduced for nurses.  We will review how effectively 

these processes are being introduced at the Trust, 

how well understood the process is by staff, 

robustness of the process linked to performance 

assessment and objective appraisal and visibility in 

terms of compliance at Board and Committee level. 

10 July 2016 
September 

2016 

APPENDIX A: INTERNAL AUDIT PLAN 2016/17 
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Audit Scope for Year 2016/17  Audit 

days 

Proposed 

timing 

Proposed 

Audit 

Committee 

Cyber security We will undertake a gap analysis of the 10 areas of 

IT security as detailed in CESG’s (the Information 

Security arm of GCHQ) 10 steps to cyber security 

framework.  These will be provided to the Trust and 

a request will be made for a self-assessment to be 

undertaken.  With the support of our specialist IT 

Audit team, we will review the self-assessment and 

the evidence in place to support the self-assessment 

evaluation.  We will through discussion with the Trust 

identify those areas of IT controls which require 

further detailed assessment (e.g. through 

vulnerability testing) and undertake tailored testing 

as required. 

12 June 2016 
September 

2016 

Procurement – 

Purchase orders 

This review will consider the effectiveness of the 

Trust’s non-PO workstream project. 
10 

November 

2016 

January 

2017 

CQC In agreement with Management to conduct a small 

number of focused reviews using clinical support 

staff.  Specific focus will be on the embedding of the 

controls in the following areas: 

 

 Ensuring that there is an active approach to 

ligature risk management, that ligature risks 

are being reduced and that ligature risk 

reduction is reflected in individual care plans 

 Ensuring that trust staff are trained and have 

a good awareness of MCA/DoLS, and that 

staff are using this knowledge in the 

interests of patient autonomy 

 That the trust has a systematic approach to 

matching staffing/skill levels to patient need, 

is aware when staffing/skill levels fall below 

the minimum required, and there is then 

evidence of effective action 

 The trust has a current medicines 

management policy, the local management 

of drugs is safe and drug prescription 

arrangements (particularly FP10’s) are 

secure and that controlled medicines in 

community units are being stored correctly 

 The trust is aware of therapies waiting times 

and has an effective process to reduce 

these. 

n.b. This audit will be supplemented by 10 

days unused from the 15/16 plan to assess 

the embedding of controls in the 

abovementioned areas. 

 

10 
June 2016 

September 

2016 
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Audit Scope for Year 2016/17  Audit 

days 

Proposed 

timing 

Proposed 

Audit 

Committee 

Incidents/ 

Complaints  

A review of the new process for reporting and 

investigating deaths.  
12 June 2016 

September 

2016 

Embedding Controls 

from Third Party 

Action Plans 

Following a number of reports from third parties, 

including CQC and Deloitte, we will track a number 

of actions and check embeddedness through testing 

and interviews with staff and triangulating evidence 

to demonstrate effectiveness of change. 

10 
October 

2016 

January 

2017 

Financial Feeder 

Systems 

We will review a selection of the key systems and 

how the interaction and contract management with 

SBS is occurring.  

12 
October 

2016 

January 

2017 

Temporary Staffing This continues to be an area requiring improvement 

with a degree of risk on the delivery of CIPs. 
15 June 2016 

September 

2016 

Payroll Feeder 

Systems 

We will focus on the controls for ensuring accurate 

pay with specific focus on starters, leavers and 

changes.  

10 
January  

2017 
March 2017 

Information 

Governance 

Failure to maintain effective Information Governance 

(IG) security arrangements resulting in an IG breach 

of patient information. 

10 
November 

2016 

January 

2017 

Governance and 

Accountability 

Review of authorities and responsibilities to ensure 

these are suitably set out taking account of core 

regulation (e.g. Monitor Licence) and benchmarking 

other organisations to ensure suitable inclusion and 

clarity on how decisions can be taken. 

8 August 2016 
November 

2016 

Other internal audit activity 

Contingency To allow additional reviews to be undertaken in 

agreement with the Audit Committee or management 

based in changes in risk profile or assurance needs 

as they arise during the year. 

n/a tbc tbc 

Follow up To meet internal auditing standards, and to provide 

assurance on action taken to address 

recommendations previously agreed by 

management. 

8 Throughout 

the year 

N/A 

Management  This will include: 

• Annual planning 

• Preparation for, and attendance at, Audit 

Committee 

• Regular liaison and progress updates 

• Liaison with external audit and other assurance 

providers 

• Preparation of the annual opinion 

15 Throughout 

the year 

N/A 
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Proposed area for coverage Scope and Associated risk Area 2016/17 2017/18 2018/19 

Ensure our services provide the best possible care and manage within the available resources 

Safeguarding Focus on training and partnership arrangements.    

Divisional Financial 

Management 

This will select a number of localities and focus on 

some of the governance and holding to account 

locally. 
   

Risk Management – divisional 

focus 

Review of the Trust’s use of its board assurance 

framework.    

Revalidation – (2016/17 – 

Nursing Revalidation) 

Whilst medical revalidation has been in place now 

for a couple of years there is a similar requirement 

being introduced for nurses.  We will review how 

effectively these processes are being introduced at 

the Trust, how well understood the process is by 

staff, robustness of the process linked to 

performance assessment and objective appraisal 

and visibility in terms of compliance at Board and 

Committee level. 

   

Procurement – Purchase orders This review will consider the effectiveness of the 

Trust’s non-PO workstream project.    

Financial Feeder Systems We will review a selection of the key systems and 

how the interaction and contract management with 

SBS is occurring.  
   

Clinical Audit 

We will consider the process for producing the 

clinical audit plan to ensure that this is complete, 

the processes of reporting and quality assurance 

for Clinical Audit and assess the re-audit process to 

ensure that gaps in control are closed. 

   

Cost Improvement Plan 

To consider the quality impact assessment and 

how these are compiled and finally how these are 

being enacted perhaps with a deep dive into 

various areas. 

   

Budget Control & Management 

We will review how the budget is set, the degree of 

accountability within the budget setting and 

management processes and the clarity of reporting.   
   

Commercial Development 

We will review the processes for identifying 

commercial opportunities, how these are assessed 

and managed. 
   

Partnerships 

We will review how partnerships are initially 

assessed, approved and then managed through 

the contract period. 
   

APPENDIX B: INTERNAL AUDIT STRATEGY 2016 – 
2019 
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Proposed area for coverage Scope and Associated risk Area 2016/17 2017/18 2018/19 

Investment Planning 

The review will include compliance with SFIs and 

Standing Orders, whether Investment Plans are 

supported by strong underlying assumptions and 

investment appraisal and approvals process, 

including accountability arrangements. 

   

Business Planning & Strategy 

Focus on the business plan, longer term financial 

plan and how this is aligned to the divisions and 

how they link in to the overarching planning 

process. 

   

Payroll Feeder Systems We will focus on the controls for ensuring accurate 

pay with specific focus on starters, leavers and 

changes.  
   

Introduce integrated and sustainable models of care across all of our services  
Learning Lessons (Complaints 

and Incidents) 

Learning from how we handle complaints and 

incidents and how we embed change 
   

Duty of Candour 
Ensure there is an appropriate culture of openness 

and learning.    

Monitor Licence 

We will review the effectiveness of the Trust’s self-

certification process, who is involved and what is 

the evidential basis supporting the registration.   
   

Whistleblowing 

We will assess the adequacy of the Whistleblowing 

Policy and the degree to which it is embedded and 

understood within the Trust.   
   

CQC In agreement with Management to conduct a small 

number of focused reviews using clinical support 

staff.  
   

Develop talented, motivated staff to meet the needs of our patients   

Temporary Staffing This continues to be an area requiring 

improvement with a degree of risk on the delivery 

of CIPs. 
   

Training 

Our review will consider how the mandatory and 

statutory training areas are identified, how lack of 

compliance is identified and the actions that arise 

where areas or individuals are identified as not 

completing all required training. 

   

Workforce Strategy 

We will review the monitoring of delivery of the plan 

and identification of responsible officers and 

consider links to directorate strategies and 

alignment with Finance, Performance, Clinical 

Strategy and Cost Improvement programmes 
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Proposed area for coverage Scope and Associated risk Area 2016/17 2017/18 2018/19 

Staff Experience / Engagement 

and Retention 

We will review what processes the Trust has in 

place to measure staff experience and how it can 

demonstrate positive response to those areas 

where developments are required via the Staff 

Survey with the aim of ensuring good staff are 

retained in the Trust. 

   

Appraisals 

We will review the systems in place for appraisals, 

including quality of the appraisal documentation 

and consistency of application.   
   

Absence Management 

This review will consider the systems to capture 

absence data within the Trust to ensure that 

reporting on this is complete and accurate.   
   

Recruitment  We will consider compliance with processes and 

procedures regarding recruitment, including 

authorisation of vacancies and timeliness of 

recruitment.  

   

Ensure we have the Information Technology and the estate to enable the delivery of the best possible care  

Capital Management 

Expenditure and Backlog 

Maintenance 

Due to the need to meet increasingly difficult 

financial challenges many Trusts are holding back 

on their capital expenditure with the result that 

either they may be storing up an increasing issue 

regarding backlog maintenance and safety of 

equipment but also increasing the risk that there is 

a lack of clarity over processes for authorising 

expenditure and determining priorities.  This should 

include how value for money is obtained and 

appropriateness of use of Contractors. 

   

Information Governance Failure to maintain effective Information 

Governance (IG) security arrangements resulting in 

an IG breach of patient information. 
   

Cyber security We will undertake a gap analysis of the 10 areas of 

IT security as detailed in CESG’s (the Information 

Security arm of GCHQ) 10 steps to cyber security 

framework.  These will be provided to the Trust and 

a request will be made for a self-assessment to be 

undertaken.  With the support of our specialist IT 

Audit team, we will review the self-assessment and 

the evidence in place to support the self-

assessment evaluation.  We will through discussion 

with the Trust identify those areas of IT controls 

which require further detailed assessment (e.g. 

through vulnerability testing) and undertake tailored 

testing as required. 
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Proposed area for coverage Scope and Associated risk Area 2016/17 2017/18 2018/19 

Business Continuity 

This audit will consider the Trust’s business 

continuity disaster recovery policy and its 

associated arrangements for contingency planning 

and communications.   

   

Claims Management 

NHSLA have changed their methodology for 

calculating the premiums so from 2015/16 this will 

be based upon the previous 5 years’ worth of 

claims rather than achievement of the NHSLA 

standards. 

  

 

IT Audit 

Exact areas for coverage to be determined but 

could include IT strategy, IT systems, Network 

controls or Disaster Recovery.  
   

Mobile Working 

We would review the processes in place for 

allowing the use of mobile equipment such as 

IPads and hand held devices within the Trust for 

sharing information.   

  
 

Estates Strategy 

We will consider the links between the Estates 

Strategy and the Trust’s overall Business Plan, 

including clarity of strategy and monitoring of 

compliance with the strategy. 

  
 

Health & Safety Statutory requirement and patient/staff safety.    

Create the conditions and environment to enable the transformation of patient care   

Learning Lessons/Incidents and 

Complaints Management 

Learning from how we handle complaints and 

incidents and how we embed change.  In 2016/17 

this will be a review of the new process for 

reporting and investigating deaths.  

   

Data Quality/Performance 

reporting 

We will undertake a review of the arrangements in 

place for ensuring that activity data is captured 

accurately, completely and on a timely basis. There 

In 2016/17 this will focus on the new requirement 

for mental health trusts in 2015/16 which was the 

requirement to meet waiting time standards as 

follows: 

 treatment within 6 weeks for 75% of people 

referred to the Improving Access to 

Psychological Therapies programme, with 

95% of people being treated within 18 

weeks 

 treatment within 2 weeks for more than 

50% of people experiencing a first episode 

of psychosis. 

   

Patient Experience / 

Engagement 

We will review what processes the Trust has in 

place to measure patient experience and how it 

can demonstrate positive response to those areas 

where developments are required. 
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Proposed area for coverage Scope and Associated risk Area 2016/17 2017/18 2018/19 

Quality Governance Framework 

To focus on divisional quality governance and how 

quality is handled within the divisions and 

escalated through to key committees, risk registers 

and the Board. 

   

NICE Guidance Compliance 
We will review the Trust’s compliance with NICE 

Guidance.    

Governance Arrangements and 

Accountabilities 

Review of the arrangements pertaining to Trust 

committee structures and their relationships with 

their sub committees and other committees within 

the Trust to ensure that the Trust is working 

effectively to improve patient care.  Focus in 16/17 

on authorities and responsibilities and their 

documentation and application. 

   

Stakeholder Engagement / 

Relationship Management 

We will review what processes the Trust has in 

place to measure stakeholder engagement and 

how it can demonstrate positive response to those 

areas where developments are required. 

   

Other Internal Audit Activity     

Contingency To allow additional reviews to be undertaken in 

agreement with the Audit Committee or 

management based in changes in risk profile or 

assurance needs as they arise during the year. 

   

Follow up To meet internal auditing standards, and to provide 

assurance on action taken to address 

recommendations previously agreed by 

management. 

   

Management  This will include: 

• Annual planning 

• Preparation for, and attendance at, Audit 

Committee 

• Administration of our actions tracking database – 

4Action 

• Regular liaison and progress updates 

• Liaison with external audit and other assurance 

providers 

• Preparation of the annual opinion 
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The diagram below highlights the planned internal audit coverage against the changing risk environment. This analysis 

allows us to ensure that the type and level of coverage proposed meets the organisation’s assurance needs for the 

forthcoming and future years.  

 

 

 

 

 

APPENDIX C: OUTLINE OF INTERNAL AUDIT 
COVERAGE 
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Need for the charter 

This charter establishes the purpose, authority and responsibilities for the internal audit service for Southern Health 

NHS Foundation Trust. The establishment of a charter is a requirement of the Public Sector Internal Audit Standards 

(PSIAS) and approval of the charter is the responsibility of the audit committee. 

The internal audit service is provided by RSM Risk Assurance Services LLP (“RSM”). Your key internal audit contacts 

are as follows: 

 Partner / Director Client manager 

Name  Nick Atkinson Lorna Raynes 

Telephone  +44 (0)20 3201 8000 

+44 (0)7730 300 307 

+44 (0)1483 307 057 

+44 (0) 7972 004 174 

Email address nick.atkinson@rsmuk.com lorna.raynes@rsmuk.com 

 

We plan and perform our internal audit work with a view to reviewing and evaluating the risk management, control and 

governance arrangements that the organisation has in place, focusing in particular on how these arrangements help 

you to achieve its objectives.  

An overview of our client care standards are included at Appendix E of the internal audit strategy plan for 2016/17 – 

2018/19.  

Role and definition of internal auditing 

“Internal Audit is an independent, objective assurance and consulting activity designed to add value and 

improve an organisation’s operations. It helps an organisation accomplish its objectives by introducing a 

systematic, disciplined approach in order to evaluate and improve the effectiveness of risk management, 

control, and governance processes”.   

Definition of Internal Auditing, Institute of Internal Auditors 

Internal audit is a key part of the assurance cycle for your organisation and, if used appropriately, can assist in 

informing and updating the risk profile of the organisation.  

Independence and ethics  

To provide for the independence of Internal Audit, its personnel report directly to the Nick Atkinson (acting as your 

head of internal audit). The independence of RSM is assured by the internal audit service reporting to the Chief 

Executive, with further reporting lines to the Director of Finance. 

The head of internal audit has unrestricted access to the Chair of Audit Committee to whom all significant concerns 

relating to the adequacy and effectiveness of risk management activities, internal control and governance are 

reported. 

 

APPENDIX D: INTERNAL AUDIT CHARTER 

mailto:xxxx.xxxxxxxx@xxxxx.xxx
mailto:xxxxx.xxxxxx@xxxxx.xxx
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Conflicts of interest may arise where RSM provides services other than internal audit to Southern Health NHS 

Foundation Trust. Steps will be taken to avoid or manage transparently and openly such conflicts of interest so that 

there is no real or perceived threat or impairment to independence in providing the internal audit service. If a potential 

conflict arises through the provision of other services, disclosure will be reported to the Audit Committee. The nature of 

the disclosure will depend upon the potential impairment and it is important that our role does not appear to be 

compromised in reporting the matter to the Audit Committee.  Equally we do not want the organisation to be deprived 

of wider RSM expertise and will therefore raise awareness without compromising our independence. 

Responsibilities  

In providing your outsourced internal audit service, RSM has a responsibility to: 

• Develop a flexible and risk based internal audit strategy with more detailed annual audit plans. The plan will be 

submitted to the Audit and Compliance Committee for review and approval each year before work commences on 

delivery of that plan. 

• Implement the audit plan as approved, including any additional tasks requested by management and the Audit and 

Compliance Committee. 

• Ensure the internal audit team consists of professional audit staff with sufficient knowledge, skills, and experience. 

• Establish a Quality Assurance and Improvement Program to ensure the quality and effective operation of internal 

audit activities. 

• Perform advisory activities where appropriate, beyond internal audit’s assurance services, to assist management in 

meeting its objectives. Examples may include facilitation, process design and training. 

• Bring a systematic disciplined approach to evaluate and report on the effectiveness of risk management, internal 

control and governance processes.  

• Highlight control weaknesses and required associated improvements together with corrective action recommended 

to management based on an acceptable and practicable timeframe. 

• Undertake follow up reviews to ensure management has implemented agreed internal control improvements within 

specified and agreed timeframes. 

• Provide a list of significant measurement goals and results to the Audit and Compliance Committee to demonstrate 

the performance of the internal audit service. 

• Liaise with the external auditor for the purpose of providing optimal audit coverage to the organisation. 

Authority 

The internal audit team is authorised to: 

• Have unrestricted access to all functions, records, property and personnel which it considers necessary to fulfil its 

function. 

• Have full and free access to the Audit Committee. 

• Allocate resources, set timeframes, define review areas, develop scopes of work and apply techniques to 

accomplish the overall internal audit objectives.  
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• Obtain the required assistance from personnel within the organisation where audits will be performed, including 

other specialised services from within or outside the organisation. 

The head of internal audit and internal audit staff are not authorised to: 

• Perform any operational duties associated with the organisation. 

• Initiate or approve accounting transactions on behalf of the organisation. 

• Direct the activities of any employee not employed by RSM unless specifically seconded to internal audit. 

Key performance indicators (KPIs) 

In delivering our services we require full cooperation from key stakeholders and relevant business areas to ensure a 

smooth delivery of the plan.  We proposed the following KPIs for monitoring the delivery of the internal audit service:  

Delivery Quality  

Audits commenced in line with original timescales agreed 

in the internal audit plan. 

Conformance with the Public Sector Internal Audit 

Standards. 

Draft reports issued within 10 working days of debrief 

meeting. 

Liaison with external audit to allow, where appropriate 

and required, the external auditor to place reliance on 

the work of internal audit. 

Management responses received from client management 

within 10 working days of draft report. 

Response time for all general enquiries for assistance 

is completed within 2 working days. 

Final report issued within 3 days from receipt of 

management responses. 

Response to emergencies such as concerns of 

potential fraud with 1 working day. 

Completion of internal audit plan by the end of the financial 

year. 

Responses from client staff from individual audit client 

satisfaction questionnaires. 

 

Reporting 

An assignment report will be issued following each internal audit assignment.  The report will be issued in draft for 

comment by management, and then issued as a final report to management, with the executive summary being 

provided to the Audit Committee.  The final report will contain an action plan agreed with management to address any 

weaknesses identified by internal audit.  

The internal audit service will issue progress reports to the Audit Committee and management summarising outcomes 

of audit activities, including follow up reviews.  

As your internal audit provider, the assignment opinions that RSM provides the organisation during the year are part of 

the framework of assurances that assist the board in taking decisions and managing its risks. 
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As the provider of the internal audit service we are required to provide an annual opinion on the adequacy and 

effectiveness of the organisation’s governance, risk management and control arrangements. In giving our opinion it 

should be noted that assurance can never be absolute. The most that the internal audit service can provide to the 

board is a reasonable assurance that there are no major weaknesses in risk management, governance and control 

processes. The annual opinion will be provided to the organisation by RSM Risk Assurance Services LLP at the 

financial year end.  The results of internal audit reviews, and the annual opinion, should be used by management and 

the Board to inform the organisation’s annual governance statement.  

Data protection 

Internal audit files need to include sufficient, reliable, relevant and useful evidence in order to support our findings and 

conclusions. Personal data is not shared with unauthorised persons unless there is a valid and lawful requirement to 

do so. We are authorised as providers of internal audit services to our clients (through the firm’s Terms of Business 

and our engagement letter) to have access to all necessary documentation from our clients needed to carry out our 

duties. 

Personal data is not shared outside of RSM. The only exception would be where there is information on an internal 

audit file that external auditors have access to as part of their review of internal audit work or where the firm has a 

legal or ethical obligation to do so (such as providing information to support a fraud investigation based on internal 

audit findings). 

RSM has a Data Protection Policy in place that requires compliance by all of our employees. Non-compliance will be 

treated as gross misconduct. 

Fraud  

The Audit Committee recognises that management is responsible for controls to reasonably prevent and detect fraud. 

Furthermore, the Audit Committee recognises that internal audit is not responsible for identifying fraud; however 

internal audit will assess the risk of fraud and be aware of the risk of fraud when planning and undertaking any internal 

audit work. 

Approval of the internal audit charter 

By approving this document, the internal audit strategy, the Audit Committee is also approving the internal audit 

charter. 
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APPENDIX E: OUR CLIENT CARE STANDARDS  

• Discussions with senior staff at the client take place to confirm the scope six weeks before the agreed audit start 

date 

• Key information such as: the draft assignment planning sheet are issued by RSM to the key auditee four weeks 

before the agreed start date  

• The lead auditor to contact the client to confirm logistical arrangements two weeks before the agreed start date. 

• Fieldwork takes place on agreed dates with key issues flagged up immediately. 

• A debrief meeting will be held with audit sponsor at the end of fieldwork or within a reasonable time frame. 

• Two weeks after a debrief meeting a draft report will be issued by RSM to the agreed distribution list. 

• Management responses to the draft report should be submitted to RSM. 

• Within three days of receipt of client responses the final report will be issued by RSM to the assignment sponsor 

and any other agreed recipients of the report. 



 

rsmuk.com 

The UK group of companies and LLPs trading as RSM is a member of the RSM network. RSM is the trading name used by the members of the RSM network. Each member of the RSM network is 
an independent accounting and consulting firm each of which practises in its own right. The RSM network is not itself a separate legal entity of any description in any jurisdiction. The RSM network is 
administered by RSM International Limited, a company registered in England and Wales (company number 4040598) whose registered office is at 11 Old Jewry, London EC2R 8DU. The brand and 
trademark RSM and other intellectual property rights used by members of the network are owned by RSM International Association, an association governed by article 60 et seq of the Civil Code of 
Switzerland whose seat is in Zug. 

RSM UK Consulting LLP, RSM Corporate Finance LLP, RSM Restructuring Advisory LLP, RSM Risk Assurance Services LLP, RSM Tax and Advisory Services LLP, RSM UK Audit LLP, RSM 
Employer Services Limited and RSM UK Tax and Accounting Limited are not authorised under the Financial Services and Markets Act 2000 but we are able in certain circumstances to offer a limited 
range of investment services because we are members of the Institute of Chartered Accountants in England and Wales. We can provide these investment services if they are an incidental part of the 
professional services we have been engaged to provide. Baker Tilly Creditor Services LLP is authorised and regulated by the Financial Conduct Authority for credit-related regulated activities. RSM 
& Co (UK) Limited is authorised and regulated by the Financial Conduct Authority to conduct a range of investment business activities. Whilst every effort has been made to ensure accuracy, 
information contained in this communication may not be comprehensive and recipients should not act upon it without seeking professional advice. 

© 2015 RSM UK Group LLP, all rights reserved 

 

 

Name: Nick Atkinson, Head of Internal Audit 

Email address: nick.atkinson@rsmuk.com  

Telephone number: +44 (0)7730 300 307 

 

Name: Lorna Raynes, Client Manager 

Email address: lorna.raynes@rsmuk.com  

Telephone number: +44 (0)7972 004 175 
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Audit Code and scope of our audit

We perform our audit in accordance

with the Comptroller and Auditor

General’s Code of Audit Practice (“the

Code”), which was issued in April 2015.

Our reports and audit letters are

prepared in accordance with the Code

and all associated Audit Guidance Notes

issued by the National Audit Office.

Reports and letters prepared by

external auditors and addressed to

governors, directors or officers are

prepared for the sole use of the NHS

Foundation Trust, and no responsibility

is taken by auditors to any governor,

director or officer in their individual

capacity, or to any third party. The

matters raised in this and other reports

that will flow from the audit are only

those which have come to our attention

arising from or relevant to our audit

that we believe need to be brought to

your attention. They are not a

comprehensive record of all the matters

arising, and in particular we cannot be

held responsible for reporting all risks

in your business or all internal control

weaknesses. This report has been

prepared for and only for this NHS

Foundation Trust in accordance with

the terms of our engagement letter and

for no other purpose. We do not accept

or assume any liability or duty of care

for any other purpose or to any other

person to whom this report is shown or

into whose hands it may come save

where expressly agreed by our prior

consent in writing.
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Reports and letters prepared by external auditors and addressed to governors, directors or officers are prepared for the sole use of the
NHS Foundation Trust, and no responsibility is taken by auditors to any governor, director or officer in their individual capacity, or to
any third party. The matters raised in this report are only those which have come to our attention arising from or relevant to our work
that we believe need to be brought to your attention. They are not a comprehensive record of all the matters arising, and in particular we
cannot be held responsible for reporting all risks in your business or all internal control weaknesses. This report has been prepared
solely for your use in accordance with the terms of our engagement letter dated 15th December 2015 and for no other purpose and should
not be quoted in whole or in part without our prior written consent. No responsibility to any third party is accepted as the report has not
been prepared for, and is not intended for, any other purpose.

This report has been issued in draft and therefore findings are subject to amendment or withdrawal. Our definitive
conclusions will be those contained in the final report. Outstanding areas subject to change as our work is completed
are shown highlighted in yellow.
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Background
This report tells you about the significant findings from our
audit. We presented our plan to you in January 2016 and
issued an update in March 2016; we have reviewed the plan
and concluded that it remains appropriate.

Audit Summary
We have completed the majority of our audit work and expect
to be able to issue an unmodified audit opinion on the
financial statements on 25 May 2016.

The key outstanding matters, where our work has
commenced but is not yet finalised, are:

 review of the detailed disclosures in the updated
financial statements;

 review of the updated Annual Report and Annual
Governance Statement;

 completion procedures including subsequent events
review.

The key judgements within the financial statements which
require the attention of those charged with governance are
set out on pages 12-13.

We ask the Audit Committee to confirm the proposed
treatment of potential misstatement listed in Appendix 1.

The main areas of audit focus relating to the financial
statements have been as follows:

 Management Override of controls

 Risk of fraud in revenue and expenditure recognition
 Valuation of the Trust’s estate
 Remuneration report disclosures

Our key findings and conclusions are set out from page 3.

Value for Money summary
We have substantially completed our Value for Money (VfM)
work and expect to issue a qualified conclusion on Value for
Money.

The matters we have taken into account in our work include
the Trust’s current regulatory position, as a result of which
we have concluded that the Trust has not put in place proper
arrangements to achieve VfM. We have also considered the
Trust’s financial performance and future financial plans, in
relation to which we have not identified VfM issues.

We have set out in detail our risk assessment, approach and
conclusions within the Value for Money section of this report
on pages 15 - 17.

Executive summary

An audit of the financial
statements is not designed to
identify all matters that may be
relevant to those charged with
governance. Accordingly, the
audit does not ordinarily identify
all such matters.
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Our audit approach was set out in our audit plan which we
presented to you on 04 January 2016 and in our subsequent
update paper presented on 07 March 2016.

Data auditing

We use technology-enabled audit techniques to drive quality,
and efficiency. In 2016, our work has included testing manual
journals through data analysis, to identify and focus our
testing on those entries we deem to have the highest inherent
risk.

Centre of Excellence

We have a Health Centre of Excellence in the UK - a dedicated
team of specialists which advises, assists and shares best
practice with our audit teams in more complex areas of the
audit. Our team has followed the guidance issued by the
Centre of Excellence to ensure we are executing the best
possible audit approach.

Delivery centres

We use dedicated delivery centres to deliver parts of our audit
work that are routine and can be done by teams dedicated to
specific tasks; for example these include confirmation
procedures, preliminary independence checks and consistency
and casting checks of the financial statements.

Technology
We have designed processes that automate and simplify audit
activity wherever possible. Central to this is PwC’s Aura
software, which is a powerful tool, enabling us to direct and
oversee audit activities. Aura’s risk-based approach and
workflow technology results in a higher quality, more effective

audit and the tailored testing libraries allow us to build
standard work programmes for key NHS audit cycles.

‘Aura’

We have designed processes that automate and simplify audit
activity wherever possible. Central to this is PwC’s Aura
software, which has set a high standard for audit technology.
It is a powerful tool, enabling us to direct and oversee audit
activities. Aura’s risk-based approach and workflow
technology results in a higher quality, more effective audit and
the tailored testing libraries allow us to build standard work
programmes for housing audit cycles.

‘Client Connect’

We gave your team access to our Client Connect platform,
where all the information requests that we make are logged,
files are uploaded electronically and are securely transferred
to our databases. This technology enables more efficient data
transfer. The status of every item is automatically tracked,
making it easy for us both to project manage the process.
Crucially, this system works both ways allowing your teams to
let us know what you expect from us, and when we need to
provide it to you, including drafts of reports, feedback on
accounts and technical conclusions.

Audit approach

Our audit approach meets the
requirements of all ISAs (UK&I).

Our work has been conducted in
accordance with the Comptroller
and Auditor General’s Code of
Audit Practice, the National Audit
Office Auditor Guidance Notes
and the relevant requirements of
the NHS Act 2006.
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Audit risks
We have summarised below the significant and elevated risks we identified in our audit plan and the audit approach we took

to address them.

There was one change to the audit risks and approach from the audit plan we presented in January 2016, and that was the
inclusion of the Remuneration Report as an elevated risk. This change was presented in our Interim Report to the Audit
Committee in March 2016.

Risk Categorisation Audit approach

Risk of management override of
controls (all assertions)

Significant ISA (UK&I) 240 requires that we plan our audit work to consider the risk of fraud,
which is presumed to be a significant risk in any audit. This includes consideration
of the risk that management may override controls in order to manipulate the
financial statements.

We have undertaken the following procedures:

 Tested the appropriateness of a sample of manual and automated journal
entries using Computer Assisted Audit Techniques, focusing on those
recognised near the end of the year, including recognising accrued/deferred
income or prepaid/accrued expenses or provisions. We also included those
journals posted at the weekend or unusual times of the day.

 Reviewed accounting estimates for bias and evaluated whether circumstances
producing any bias, represent a risk of material misstatement due to fraud,
focusing on; Property, Plant and Equipment valuation; accruals, provisions
and other liabilities; and deferred income.

 Evaluated the business rationale underlying significant transactions;
 We reviewed payments made by the Trust post year end to identify

unrecorded liabilities as at 31 March 2016.
 Reviewed intra-NHS balances by obtaining the Trust’s mismatch reports

received from Monitor, which identified balances (debtor, creditor, income or
expenditure balances) that were disputed by the counterparty. We then
checked that management had investigated all disputed amounts and
discussed with them the results of their investigation and the resolution.

 Performed ‘unpredictable’ procedures.

We did not identify any issues through our testing.
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Risk Categorisation Audit approach

Risk of fraud in revenue recognition
(cut-off)

Significant Under ISA (UK&I) 240 there is a (rebuttable) presumption that there are risks of
fraud in revenue recognition. We have not rebutted the significant risk relating to
revenue recognition, with the exception of block contract income, as recognition of
this type of income is considered to be routine and non-judgemental. For material
block contract income, being that from the CCGs and local authorities and NHS
England, we obtained and agreed the income recognised to a signed contract and
correspondence between the Trust and the counterparty.

In addition, we have undertaken the following procedures over revenue:

 We have obtained an understanding of key revenue controls.

 We have evaluated and tested the accounting policy for income
recognition to ensure that it is consistent with the requirements of the
NHS Manual for Accounts.

 We have reviewed intra NHS confirmations of balances and any disputed
amounts to consider any implications on your accounts.

 For a sample of non-block contract income and other operating income
recognised during the year and around (both before and after) the year
end, we confirmed that the income had been recognised in line with the
accounting policies and in the correct accounting period by agreeing the
transactions to the supporting invoice. We also confirmed the existence
of the revenue through agreement to subsequent cash receipts for the
selected samples.

We are satisfied that revenue amounts recognised within your accounts are
materially correct and that disclosures are in line with the ARM.
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Risk of fraud in expenditure
recognition (cut-off)

Significant There is an assumed risk in all NHS organisations that management may
fraudulently manipulate expenditure recognition because they are given targets by
regulators which can be reached through manipulation of expenditure.

We have undertaken the following procedures over expenditure:

 We have obtained an understanding of key expenditure controls and have
evaluated these controls.

 We have evaluated and tested the accounting policy for expenditure
recognition to ensure that it is consistent with the requirements of the NHS
FT ARM.

 We have reviewed intra NHS confirmations of balances and any disputed
amounts to consider any implications on your accounts.

 For a sample of transactions recognised during the year and around (both
before and after) the year end, we confirmed that the expenditure had been
recognised in line with the accounting policies and in the correct accounting
period by agreeing the transactions to the supporting invoice and cash
payment.

 Unrecorded liabilities testing has been performed on all non-pay operating
expenditure.

 We tested accruals a high level of assurance and the accruals listing was
reviewed for reasonableness and completeness.

We are satisfied that expenditure amounts recognised within your accounts are
materially correct and that disclosures are in line with the ARM.

Value for money Significant Following our risk assessment we determined that a significant risk exists in
relation to the economic, effective and efficient use of resources by the Trust in
2015/16.

We have undertaken the following procedures to form our conclusion on the
Trust's economic, effective and efficient use of resources:

 We reviewed all of the reports and correspondence with the CQC. This
includes all the public reports (i.e. those on the CQC's website) and draft
reports which are currently being agreed with the Trust and correspondence
with the CQC.

 We reviewed the independent report on the Trust published by NHS
England, and the subsequent regulatory action taken by Monitor including
reviewing the action plans to address the issues raised in the report.

 We have reviewed the additional licence condition imposed by Monitor.
 We have reviewed the Annual Governance Statement (AGS) to determine

whether the relevant issues have been adequately disclosed in the AGS and
whether they are consistent with our work.

 We have considered the Trust’s financial position at 31 March 2016 and its
going concern assessment to determine whether the Trust has sufficient
funds available to resolve the issues that have been identified.

 We have obtained an updated understanding of the original enforcement
actions agreed between the Trust and Monitor in January 2014.

As a result of the audit procedures performed we intend to issue a qualified value
for money conclusion.

Our audit work has addressed the
significant risks we set out in our
audit plan, as well as the
additional elevated risk identified
in the Interim Report to the Audit
Committee relating to the
Remuneration Report
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Valuation of the Trust’s estate
(valuation)

Significant The Trust has used the District Valuer (DV) to provide a valuation of the Trust’s
estate in accordance with the FT ARM. We have discussed the approach with the
DV and undertook the following audit procedures over the valuation:

 We used a Chartered Surveyor from PwC’s Valuations Team to review the
work performed by the District Valuer to revalue the Trust’s estate, including
a reasonableness assessment of the assumptions used.

 We tested the accounting for the revaluations to ensure the revised valuation
had been processed correctly in the financial ledger, and therefore that the
valuation of the estate is correct in the financial statements.

 To check the accuracy of the underlying data (on which the valuation was
based), we agreed the data used by the valuer back to plans for a sample of
and found the valuation to have been based on up to date floor space.

 For a sample of assets we undertoook physical asset verification and agreed
ownership of properties to the Land Registry.

 We considered other key transactions subject to materiality, including
additions, disposals and transfer of assets held for sale.

We are satisfied that the valuation of the Trust’s estate has been performed using a
reasonable approach from management, and that the accounting for the
revaluation is materially correct.

Remuneration Report
(completeness and accuracy)

Elevated The Trust is required to make certain disclosures in the remuneration reporting
concerning the remuneration of the Board of Directors and other personnel.

We focussed our work on these disclosures due to the identification of errors in the
draft remuneration report in the previous year and our awareness that there had
been changes to Board members portfolios in the year together with some interim
staff in senior roles at the Trust. We considered that these factors increased the risk
of incomplete or inaccurate disclosures in the remuneration report.

We undertook the following procedures:

 We tested of the median pay disclosure to underlying payroll records, and
reperformed the calculation to identify any differences.

 We read the remuneration report and confirmed that all required disclosures
were made in accordance with the FT ARM.

 For the disclosures labelled as ‘audited’ in the remuneration report, we
agreed the amounts disclosed to pay records for each individual without
exception.

 We obtained the minutes of the Remuneration Committee meetings
throughout the year and used these to confirm the completeness of the
information disclosed by the Trust. We also confirmed, through review of
correspondence with the Department of Health and HM Treasury, that two
special payments made in the year which required approval were approved
before they were made.

We are satisfied that the disclosure of director’s emoluments and expenses and the
median pay of the Trust’s staff have been disclosed appropriately.



Southern Health NHS Foundation Trust PwC  7

Enhanced audit reporting and the Code of Audit Practice
The Local Audit and Accountability Act 2014 contained amendments to the 2006 Act which had the effect that NHS
foundation trust auditors are required to follow the Code of Audit Practice prepared and published by the Comptroller and
Auditor General (C&AG) which is supplemented by detailed guidance to auditors provided by the National Audit Office
(NAO). These provisions came into force on 1 April 2015 when the first Code of Audit Practice under the 2014 Act came into
effect.

The NAO issued an Auditor Guidance Note (AGN 07) in March 2016. In accordance with the AGN we have continued to apply
the requirements of ISA (UK&I) 700 for enhanced audit reporting and our audit report includes details of the scope of the
audit, materiality, and the risks identified on the audit and how we responded to them.
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ISAs (UK&I) require us to tell you about relevant matters
relating to the audit of the financial statements sufficiently
promptly to enable you to take appropriate action.

We have set out in this section the significant matters arising
from our audit as well as the current outstanding matters.

Accounts
We have completed our audit of the Trust’s accounts in
accordance with ISAs (UK&I), subject to the following
outstanding matters:

 Review of the detailed disclosures in the financial
statements.

 NAO reporting procedures.
 Completion procedures including subsequent events

review.

Some minor areas of fieldwork are also outstanding at the
date of drafting this report. We will provide a verbal update
on the status of the audit at the Committee meeting.

Subject to the satisfactory resolution of these matters, the
finalisation of the financial statements and their approval by
those charged with governance we expect to issue an
unqualified audit opinion on the financial statements.

Valuation of the Trust’s estate
Property, Plant and Equipment (PPE) makes up a large
proportion of the assets held by the Trust and at 31 March
2016 PPE was valued at £188.7 million (£209.4 million in
2014/15).

PPE has been subject to valuation by the District Valuer (DV)
as at 31 March 2016. The valuation has been undertaken in
accordance with IFRS, HM Treasury guidance, International
Valuation Standards and the RICS Valuation Standards.

The valuation of each property is based on market value. For
non-specialised properties this is an Existing Use Value
(EUV) and for specialised properties this is Depreciated
Replacement Cost (DRC) on a modern equivalent asset basis.
There have been no changes in the categorisation of
properties between specialised and non-specialised since the
prior year.

The net result of the revaluation exercise was a £9.1m
downwards revaluation to land and buildings, with £3.2m
charged to operating expenses and £8.9m taken to the
revaluation reserve. We have reviewed the valuation
undertaken by the District Valuation as described in our
Audit Risks section.

Value for money

Our commentary on Value for money is set out in the next
section.

Significant audit and accounting matters

Significant audit and accounting
matters and judgements
identified during the audit in
relation to

 Land and buildings
valuation assumptions

 Value for Money

Our audit work is substantially
complete and we anticipate
issuing an unqualified audit
opinion.
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Misstatements and significant audit
adjustments
We have to tell you about all uncorrected misstatements we
found during the audit, other than those which are clearly
trivial.

ISA (UK&I) 450 (revised) requires that we record all
misstatements identified except those which are “clearly
trivial” i.e. those which we do not expect to have a material
effect on the financial statements even if accumulated. As
part of our audit planning procedures we identified that all
misstatements less than £250,000 (prior year £250,000)
could be classed as clearly trivial and we agreed this
threshold with the Audit Committee on 04 January 2016.

See Appendix 1 for a listing of the uncorrected
misstatements.

Significant accounting principles and
policies
Significant accounting principles and policies are disclosed in
the notes to the financial statements. We will ask
management to represent to us that the selection of, or
changes in, significant accounting policies and practices that
have, or could have, a material effect on the financial
statements have been considered. Please refer to the
management representation letter in Appendix 3.

Judgements and accounting estimates
The Trust is required to prepare its financial statements in
accordance with the FT ARM, which specifies in many areas
the accounting policies and estimation techniques that must
be applied. Nevertheless, there are still many areas where
management need to apply judgement to the recognition and
measurement of items in the financial statements.

The following significant judgements or accounting estimates
were used in the preparation of the financial statements:

 Property plant and equipment:
- Which costs to capitalise;
- Assessment of useful economic lives of assets;
- Assessment of whether properties are specialised or

non-specialised; and
- Assumptions of what a modern equivalent asset

would be.

 Income:
- Recognition of accrued and deferred revenue

balances;
- Whether to raise a debtor for healthcare contract

activity; and
- Judgement on the amounts due.

 Expenditure:
- The need to recognise provisions and accruals of

expenditure at year-end.

As part of our work over the relevant areas of the financial
statements and the management override of controls
significant risk we have reviewed the basis for material
estimates recognised in the year. Our testing has not
identified any areas of material misstatement or bias in
accounting estimates.
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Financial Standing and Going Concern
As part of our audit work we consider the Trust’s financial
standing and ability to continue as a going concern.

We have not identified any material uncertainties related to
events and conditions that may cast significant doubt on the
entity's financial standing.

Although the Trust has operated at a deficit of £6.0 million
during the year, this is an improved performance from the
2015/16 plan agreed with Monitor (£7.8 million).

We have considered the Trust’s assessment of the
appropriateness of adopting the going concern basis,
including challenging some of the assumptions in the
2016/17 plan submitted to Monitor to determine the level of
risk in the Trust’s liquidity.

Despite a deficit in 2015/16 and a planned deficit for 2016/17
the Trust has a cash balance of £20.2 million at the year-end
which is planned to increase to £22.2 million at the end of
2016/2017. We have considered the Trust’s cash flow
forecasts and the sensitivities within the plan.

We are satisfied that the Trust has sufficient cash balances,
together with other working capital balances, to enable it to
meet its obligations as they fall due over the next twelve
months.

We have not identified any material uncertainties related to
events and conditions that may cast significant doubt on the
Trust's financial standing. Due to the current regulatory
situation we have requested specific representations from
management, through the representation letter, that there
are no current intentions to materially modify the structure
of the Trust in the future which would impact the Trust’s
ability to continue as a going concern.
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Economy, efficiency and effectiveness
Under its license conditions, the Trust is required to exercise
its functions economically, efficiently and effectively.

Under the Code of Audit Practice, we must satisfy ourselves,
by examination of the financial statements and otherwise,
that you have made proper arrangements for securing
economy, efficiency and effectiveness in your use of the
Trust’s resources. The NAO guidance is included in Auditor
Guidance Note 03 and requires us to reach our statutory
conclusion on your arrangements based on the following
overall evaluation criterion:

In all significant respects, the audited body had proper
arrangements to ensure it took properly informed decisions
and deployed resources to achieve planned and sustainable
outcomes for taxpayers and local people.

Our conclusion is then informed by three sub-criteria which
guide our work:

 informed decision making;
 sustainable resource deployment; and
 working with partner and other third parties.

We determine a local programme of VFM audit work based
on our VFM audit risk assessment, informed by these criteria
and our statutory responsibilities.

The Code of Audit Practice issued by the National Audit
Office and applicable to the financial year 2015/16 requires
us to report to you our conclusion relating to proper

arrangements, having regard to the relevant criteria outlined
above.

We anticipate issuing a qualified value for money conclusion
due to the matters identified as part of our work.

Significant risks identified

We initially identified a risk to our VfM opinion due to
enforcement action taken by Monitor against the Trust in
April 2014 because the enforcement actions agreed between
the Trust and Monitor remained in place throughout 2015/16
and the Trust has had a red governance risk rating from
Monitor throughout the year.

We revised our VfM risk assessment following the
publication by NHS England of an independent review of
deaths of people with learning disability or mental health
problems in contact with the Trust from April 2011 and
March 2015 to include consideration of the findings of this
report and the Trust’s subsequent actions to address the
reported issues.

Results of our work

Based on our risk assessment and work undertaken we have
taken the following matters into account in forming our VfM
conclusion:

Value for Money
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 Independent review of deaths of people with a Learning
Disability or Mental Health problem in contact with
Southern Health NHS Foundation Trust April 2011 to
March 2015 (“the report”)

We reviewed the report, commissioned by NHS England,
which identified a number of issues with the Trust’s
historic arrangements. The report did not consider, and
does not comment on, the quality of care provided by the
Trust.

As a result of the report the Trust was subject to further
enforcement action by Monitor and the Trust agreed
further enforcement undertakings with Monitor in
January 2016 to address the issues in the report. This
additional enforcement action referenced a failure of
governance arrangements “… to ensure compliance with
the [Trust’s] duty to operate efficiently, economically
and effectively”.

 CQC Inspections

The Trust’s last full CQC inspection was undertaken in
October 2014 and led to a rating of ‘requires
improvement’. The Trust has had a number of follow-up
CQC reviews throughout 2015/16 which have sought to
determine whether the Trust has taken sufficient action
to address the findings of the inspection in October
2014..

After one of these follow-up reviews, on 16 March 2016,
the CQC determined that the Trust had not taken
sufficient action to mitigate physical environment risks at
some units and issued the Trust with a warning notice
under Section 29A of the Health and Social Care Act
2008. This requires the Trust to make significant
improvements to address failures in its systems to:

o monitor and improve the safety of services, and

o assess, monitor and mitigate risks to the health,

safety and welfare of patients.

 License conditions

In April 2016 NHS Improvement, exercising the powers
of Monitor under Section 111 of the Health and Social
Care Act 2012, imposed an additional license condition
on the Trust because it was satisfied that the Trust was
failing to secure compliance with its license or to take the
necessary steps to reduce the risk of breach. The new
license condition requires the Trust to address its
continuing non-compliance with its license by requiring
sufficient and effective Board, management and clinical
leadership capacity and capability, as well as appropriate
governance systems and processes to deliver the required
actions.

 Financial sustainability

We have not identified any material concerns as a result
of our review of the Trust’s current financial position or
future financial forecasts.

Conclusion

Whilst the Trust remains subject to enforcement action it has
a red Governance Risk Rating, which is the highest risk
rating.

We consider that the matters above demonstrate that the
Trust has not put in place proper arrangements to ensure it
took properly informed decisions and deployed resources to
achieve planned and sustainable outcomes for taxpayers and
local people, specifically in relation to the following criteria
specified in the NAO’s AGN 03:

 applying the principles and values of sound governance;

 understanding and using appropriate and reliable
performance information; and

 managing risks effectively.
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Related parties
In forming an opinion on the financial statements, we are
required to evaluate:

 whether identified related party relationships and

transactions have been appropriately accounted for and

disclosed; and

 whether the effects of the related party relationships and

transactions cause the financial statements to be

misleading.

No undisclosed related party transactions were identified
during the course of our work.

Management representations
The final draft of the representation letter that we ask
management to sign is attached in Appendix 3.

Annual Governance Statement
You are required to produce an Annual Governance
Statement (“AGS”) for inclusion in the Annual Report and
Accounts. The aim of the AGS is to give a sense of how
successfully the Trust has coped with the challenges it faced,
drawing on evidence on governance, risk management and
controls.

We reviewed the AGS and considered whether it complied
with relevant guidance and whether it was misleading or
inconsistent with what we know about the Trust.

Our work on the AGS remains ongoing as of the date of this
report.

Audit independence
We are required to follow both the International Standard on
Auditing (UK and Ireland) 260 (Revised) “Communication
with those charged with governance”, UK Ethical Standard 1
(Revised) “Integrity, objectivity and independence” and UK
Ethical Standard 5 (Revised) “Non-audit services provided to
audited entities” issued by the UK Auditing Practices Board
(“APB ES’’).

Together these require that we tell you at least annually
about all relationships between PricewaterhouseCoopers LLP
in the UK and other PricewaterhouseCoopers’ firms and
associated entities (“PwC”) and the Trust that, in our
professional judgement, may reasonably be thought to bear
on our independence and objectivity.

For the purposes of this report we have made enquiries of all
PwC teams whose work we intend to use when forming our
opinion on the truth and fairness of the financial statements.

Relationships between PwC and the Trust

We are not aware of any relationships between PwC and the
Trust that in our professional judgement, may reasonably be
thought to bear on our independence and objectivity.

Relationships and Investments

We have not identified any potential issues in respect of
personal relationships with the Trust or investments in the
Trust held by individuals.

Other reporting matters
We confirm that we are
independent auditors with respect
to the Trust’s financial
statements.

We are not aware of any
relationships which may
reasonably be thought to bear on
our independence and objectivity.



Southern Health NHS Foundation Trust PwC  14

Employment of PwC staff by the Trust

We are not aware of any former PwC partners or staff being
employed, or holding discussions in respect of employment,
by the Trust as a director or in a senior management position
covering financial, accounting or control related areas.

Business relationships

We have not identified any business relationships between
PwC and the Trust.

Services provided to the Trust

The audit of the financial statements is undertaken in
accordance with the UK Firm’s internal policies. The audit is
subject to internal PwC quality control procedures.

We have not provided any additional services to the Trust.

Fees

The analysis of our audit fees for the year ended 31 March
2016 is included on [page].

Services to Directors and Senior Management

PwC does not provide any services e.g. personal tax services,
directly to directors, or senior management.

Gifts and hospitality

We have not identified any significant gifts or hospitality
provided to, or received from, a member of Trust’s Board,
senior management or other staff.

Conclusion

We hereby confirm that in our professional judgement, as at
the date of this document:

 we comply with UK regulatory and professional
requirements, including the Ethical Standards issued
by the Auditing Practices Board; and

 our objectivity is not compromised.

We have not provided any
additional services to the Trust
nor to its Directors and/or Senior
Management.
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Additional procedures for the National
Audit Office
The National Audit Office (‘NAO’) issues group audit
instructions which set out additional audit requirements.

We have complied with the requirements set out in the group
instructions and have reported this to the NAO in accordance
with their requirements.

Foundation Trust Governance Code
The following principles exist within the FT Governance
Code:

Main principle

C.1.a The board of directors should present a fair, balanced
and understandable assessment of the NHS trust’s position
and prospects.

Supporting principle

C.1.b The responsibility of the board of directors to present a
fair, balanced and understandable assessment extends to all
public statements and reports to regulators and inspectors,
as well as information required to be presented by statutory
requirements.

C.1.c The board of directors should establish arrangements
that will enable it to ensure that the information presented is
fair, balanced and understandable.

The directors are required to explain in the annual report
their responsibility for preparing the annual report and
accounts, and state that they consider the annual report and
accounts, taken as a whole, are fair, balanced and
understandable and provide the information necessary for
patients, regulators and other stakeholders to assess the NHS
trust’s performance, business model and strategy.

We are required to determine whether any matters disclosed
in the annual report are materially inconsistent with our
knowledge of the trust acquired in the course of performing
our audit.

This work is still ongoing as of the date of this report.

We have reviewed the Trust’s
Annual Governance Statement
and considered whether the Trust
has exercised its functions
economically, efficiently and
effectively.



Southern Health NHS Foundation Trust PwC  16

Accounting systems and systems of internal control
Management are responsible for developing and implementing systems of internal financial control and to put in place proper
arrangements to monitor their adequacy and effectiveness in practice. As auditors, we review these arrangements for the
purposes of our audit of the financial statements and our review of the annual governance statement.

Reporting requirements
We have to report to you any deficiencies in internal control that we found during the audit which we believe should be
brought to your attention.

Summary of significant internal control deficiencies

Deficiency Recommendation Management’s response

Duplication of purchase invoices

Our testing of expenditure identified one instance
where a duplicate invoice had been processed onto
the general ledger system and subsequently paid by
the Trust, resulting in a misstatement of £9,000 in
the Trust’s expenditure and a loss of cash.

A review of invoices paid is performed
prior to payment to identify pending
payments for identical amounts.

Control owner:

Target date:

Timeliness of contract agreement

We have identified that income contracts with
Commissioners are seldom signed before the
beginning of the effective date. Most of the Trust’s
contracts were signed between July and September
2015 with a contract effective date of 01 April 2015.

The business cycle is brought forward to
ensure that the terms of an agreement are
in place with the commissioners prior to
the effective date of the contract.

Control owner:

Target date:

Clarity of the Trust’s fixed asset register (FAR)

During our fixed asset verification procedures we
identified that the FAR was often not sufficiently
detailed for the location of the asset to be readily
determined, creating difficulties in the audit
process.

In addition, one item tested had a description of
“Dishwasher - Bravilor Mondo Twin”, yet the asset it

When assets are added to the FAR they are
done so using a description that facilitates
future identification and verification by the
Trust.

Control owner:

Target date:

Internal controls

We consider management
systems of internal financial
control as part of our audit of the
financial statements.
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related to was a coffee machine, making the process
of identifying and verifying it difficult.

Lease agreements not held for all leased

properties

As part of our sample testing of operating leases we

requested copies of the lease agreements for ten

transactions. Of these, management confirmed that

there is no lease agreement in place for one of the

sampled properties. Management confirmed that

agreements are not in place for the properties held

with NHS Property Services Ltd or Community

Health Partnerships Ltd, constituting 31 properties

without agreements.

Without a lease agreement in place there may be
disputes with the property owner regarding key
details of the arrangements such as the lease
payments, responsibilities of both parties regarding
maintenance lease expiry date and notice term.

In addition, our testing of the operating lease
commitments disclosure in the accounts identified
errors, including one instance where the item
included in the calculation of the future
commitments was no longer leased by the Trust.

Lease agreements should be held for all
leases.

A register of operating leases should be
developed and regularly updated.

Control owner:

Target date:

HR record maintenance

In one instance in our sample testing we found that

sufficient supporting documentation was not held to

allow for reconciliation between actual gross pay

amounts paid to employees and contractual salaries.

A complete record of amendments, enhancements

and deductions should be retained for all staff.

Records are held to support any
amendments to pay amounts including pay
rate changes and any
adjustments/deductions.

Control owner:

Target date:
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International Standards on Auditing (UK&I) state that we, as
auditors, are responsible for obtaining reasonable assurance
that the financial statements taken as a whole are free from
material misstatement, whether caused by fraud or error.
The respective responsibilities of auditors, management and
those charged with governance are summarised below:

Auditors’ responsibility
Our objectives are:

 to identify and assess the risks of material
misstatement of the financial statements due to fraud;

 to obtain sufficient appropriate audit evidence
regarding the assessed risks of material misstatement
due to fraud, through designing and implementing
appropriate responses; and

 to respond appropriately to fraud or suspected fraud
identified during the audit.

Management’s responsibility
Management’s responsibilities in relation to fraud are:

 to design and implement programmes and controls to
prevent, deter and detect fraud;

 to ensure that the entity’s culture and environment
promote ethical behaviour; and

 to perform a risk assessment that specifically includes
the risk of fraud addressing incentives and pressures,
opportunities, and attitudes and rationalisation.

Responsibility of the Audit Committee
Your responsibility as part of your governance role is:

 to evaluate management’s identification of fraud risk,
implementation of anti-fraud measures and creation of
appropriate “tone at the top”; and

 to investigate any alleged or suspected instances of
fraud brought to your attention.

Your views on fraud

In our audit plan presented to the Audit Committee on 04
January 2016 we enquired:

 Whether you have knowledge of fraud, either actual,
suspected or alleged, including those involving
management?

 What fraud detection or prevention measures (e.g.
whistle-blower lines) are in place in the entity?

 What role you have in relation to fraud?
 What protocols / procedures have been established

between those charged with governance and
management to keep you informed of instances of
fraud, either actual, suspected or alleged?

We ask that the Audit Committee considers these questions
again. We ask for your confirmation that there have been no
changes to your view of fraud risk and that no additional
matters have arisen that should be brought to our attention.
A specific confirmation from management in relation to
fraud is included in the letter of representation in Appendix 3

Risk of fraud

We are responsible for obtaining
reasonable assurance that the
financial statements taken as a
whole are free from material
misstatement, whether caused by
fraud or error.
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We set out our fee for 2015/16 in the Audit Plan we presented to the Audit Committee in January 2016. At this time we were
unable to quantify the additional work that would be required following the publication of independent report commissioned
by NHS England and the impact of this, and subsequent regulatory action, on our audit work. The table below shows our final
fee for the year taking into account the additional work.

£

Initial fee 88,942

Additional work 5,000

TOTAL 93,942

Fees update

Our audit fees are set out in the
table opposite.
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Appendix
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We found the following misstatement during the audit that has not been corrected by management. You are requested to
consider this formally and determine whether you would wish the accounts to be amended. If the misstatements are not
corrected we will need a written representation from you explaining your reasons for not making the corrections.

No Description of misstatement Income statement Balance sheet

Dr

£’000

Cr

£’000

Dr

£’000

Cr

£’000

1 Overstatement of accrual for Out of Hours community contract

Dr Accruals

Cr Operating expenditure

Being an adjustment to the estimated expenditure incurred by the
Trust and amount due to the provider as at 31 March 2016.

This relates to an extrapolated error, where for one item of accrued
expenditure totalling £30,000 we have a differing view on the level of
prudence required when estimated costs to the Trust.

Projected
judgement

- 281 281 -

Total misstatements - 281 281 -

Summary of uncorrected misstatements

We report to you a summary of
uncorrected misstatements for
your consideration.
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Scope of this work

We have performed this work in accordance with Monitor’s Detailed guidance for external assurance on quality reports 2015/16 and
Monitor’s Detailed requirements for quality reports 2015/16 which were issued in March 2016 and the NHS Foundation Trust Annual
Reporting Manual 2015/16.

Reports and letters prepared by external auditors and addressed to governors, directors or officers are prepared for the sole use of the NHS
Foundation Trust, and no responsibility is taken by auditors to any governor, director or officer in their individual capacity, or to any third
party. The matters raised in this report are only those which have come to our attention arising from or relevant to our work that we believe
need to be brought to your attention. They are not a comprehensive record of all the matters arising, and in particular we cannot be held
responsible for reporting all risks in your business or all internal control weaknesses. This report has been prepared solely for your use in
accordance with the terms of our engagement letter dated 15th December 2015 and for no other purpose and should not be quoted in whole
or in part without our prior written consent. No responsibility to any third party is accepted as the report has not been prepared for, and is
not intended for, any other purpose.

This report has been issued in draft and therefore findings are subject to amendment or withdrawal. Our
definitive conclusions will be those contained in the final report.

Contents
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Background
NHS foundation trusts are required to prepare and publish
a Quality Report each year. The Quality Report has to be
prepared in accordance with the NHS foundation trust
Annual Reporting Manual (“the FT ARM”).

As your auditors, we are required to undertake work on your
Quality Report under the Comptroller and Auditor General’s
Code of Audit Practice and Monitor’s ‘Detailed Guidance for
External Assurance on the Quality Reports 2015/16’ (‘the
detailed guidance’) which was published in March 2016.

The purpose of this report is to provide the Council of
Governors of Southern Health NHS Foundation Trust (“the
Trust”) with our findings and recommendations for
improvements, in accordance with Monitor’s requirements.
It is referred to by Monitor as the “Governors report”.

Scope of our work
We are required to review the content of the 2015/16

Quality Report, test three performance indicators and

produce two reports:

 Limited assurance report: this report is a formal

document that requires us to conclude whether anything

has come to our attention that would lead us to believe

that:

o The Quality Report does not incorporate the matters
required to be reported on as specified in Annex 2 to
Chapter 7 of the FT ARM and Monitor’s ‘Detailed
requirements for quality reports 2015/16’(“the
requirements”);

o The Quality Report is consistent in all material
aspects with source documents specified by Monitor;
and

o The specified indicators have not been prepared in all
material respects in accordance with the criteria set
out in the detailed guidance.

A limited assurance engagement is less in scope than
a reasonable assurance engagement (such as the
external audit of accounts). The nature, timing and
extent of procedures for gathering sufficient
appropriate evidence are deliberately limited
compared to a reasonable assurance engagement.

 Governors report: A private report on the outcome of

our work that is made available to the Trust’s Governors

and to Monitor.

Our limited assurance report is restricted, as required by

Monitor, to the content of the Quality Report and two

performance indicators only. The Governors report covers

all of our work and, therefore, the third local indicator which

is chosen by the Governors.

Background and scope
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Status of our work
At the time of writing, the key outstanding matters, where
our work has commenced but is not yet finalised, are:

 Confirming the consistency of key documentation
against the quality report;

 Review of the disclosures regarding the Quality Report
within the final Annual Governance Statement;

 Reconciliation of the performance indicators tested to
the amounts quoted within the Quality Report; and

 Internal review of the performance indicator testing and
reconciliation.

Content of the Quality Report
We are required to issue a limited assurance report in
relation to the content of your Quality Report. This involves:

 Reviewing the content of the Quality Report against the
requirements of Monitor’s published guidance, as
specified in Annex 2 to Chapter 7 of the FT ARM and
Monitor’s ‘Detailed requirements for quality reports
2015/16’; and

 Reviewing the content of the Quality Report for
consistency with the source documents specified by
Monitor in the detailed guidance.

Performance indicators
We are required to issue a limited assurance report in respect
of two out of the three indicators specified by Monitor.

The indicators for the year ended 31 March 2016 subject to
limited assurance (the “specified indicators”); marked with

the symbol in the Quality Report, consist of the

following national priority indicators as mandated by
Monitor:

Specified Indicators Specified indicators criteria

(exact page number where criteria can

be found)

Admissions to inpatient
services had access to crisis
resolution home treatment
teams

Page TBC

100% enhanced CPA patients
receiving follow-up contact
within seven days of discharge
from hospital

Page TBC

Our procedures included:

 obtaining an understanding of the design and operation
of the controls in place in relation to the collation and
reporting of the specified indicators, including controls
over third party information (if applicable) and
performing walkthroughs to confirm our understanding;

 based on our understanding, assessing the risks that the
performance against the specified indicators may be
materially misstated and determining the nature, timing
and extent of further procedures;

 making enquiries of relevant management, personnel
and, where relevant, third parties;

 considering significant judgments made by the Trust in
preparation of the specified indicators; and

 performing limited testing, on a selective basis of
evidence supporting the reported performance
indicators, and assessing the related disclosure.
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Local indicator

We are also required to undertake substantive sample testing
of one further local indicator. This indicator is not included
in our limited assurance report. Instead, we are required to
provide a detailed report on our findings and
recommendations for improvements in this, our Governors
report. The Trust’s Governors select the indicator to be
subject to our substantive sample testing. The indicator
selected is:

 Patient safety incidents resulting in severe harm or death.
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Content of the Quality Report

No issues have come to our attention that lead us to believe that the Quality Report does not incorporate the matters required
to be reported on as specified in Annex 2 to Chapter 7 of the FT ARM and the “Detailed requirements for quality reports
2015/16”.

For further information refer to page 6.

Limited Assurance Report

As a result of our work, we are able to provide an unqualified limited assurance report in respect of the
content of the Quality Report.

Consistency with Other Information

No issues have come to our attention that lead us to believe that the Quality Report is not consistent with the other
information sources defined by Monitor’s “Detailed requirements for quality reports 2015/16”.

Limited Assurance Report

As a result of our work, we are able to provide an unqualified limited assurance report in respect of the
consistency of the Quality Report with the “Detailed requirements for quality reports 2015/16”.

For further information refer to page 6.

Summary of findings
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Selected Performance indicators
Our findings relating to the performance indicators are summarised as follows:

Performance indicators included in our
limited assurance report

Findings

Admissions to inpatient services had access to crisis
resolution home treatment teams

No issues identified.

100% enhanced CPA patients receiving follow-up
contact within seven days of discharge from hospital

No issues identified.

For further information refer to page 7.

Limited Assurance Report

As a result of our work, we are able to provide an unqualified limited assurance report in respect of the
mandated performance indicators.

Performance indicator not included within
our limited assurance report

Findings

Patient safety incidents resulting in severe harm or
death

Two errors identified in sample tested.

No control issues identified.

For further information refer to page 10.

Annual Governance Statement
We identified no issues relevant to the Quality Report.

For further details, see page 12.
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Review against the content requirements
We reviewed the content of the Quality Report against the
content requirements which are specified in Annex 2 to
Chapter 7 of the FT ARM and the requirements.

A number of amendments were made to the draft Quality
Report as a result of the work we performed. These are
summarised in Appendix A. Once the amendments were
made by the Trust, no further issues came to our attention
that led us to believe that the Quality Report has not been
prepared in line with the FT ARM or the requirements.

Review consistency against specified
source documents
We reviewed the content of the 2015/16 Quality Report for

consistency against the following source documents specified

by Monitor:

 Board minutes for the period April 2015 to the date of
signing the limited assurance report (the period);

 Papers relating to the Quality Report reported to the
Board over the period 1 April 2015 to the date of signing
the limited assurance report;

 Feedback from the Commissioners [specify name] dated
XX/XX/20XX;

 Feedback from Governors dated XX/XX/20XX;

 Feedback from local Healthwatch organisations [specify
name] dated XX/XX/20XX;

 The Trust’s complaints report published under
regulation 18 of the Local Authority Social Services and
NHS Complaints Regulations 2009, dated 25/04/2016;

 The latest national patient survey dated XX/XX/2016;

 The latest national staff survey dated XX/XX/2016;

 Care Quality Commission Intelligent Monitoring Reports
dated 25/02/2016;

 The Head of Internal Audit’s annual opinion over the
Trust’s control environment dated XX/XX/20XX; and

No issues came to our attention that led us to believe that the
Quality Report is not consistent with the information sources
detailed above.

Detailed findings
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Performance indicators on which we are
required to issue a limited assurance
conclusion
As required by Monitor we have undertaken sample testing
of two performance indicators on which we issued our
limited assurance report:

1. Admissions to inpatient services had access to crisis
resolution home treatment teams

2. 100% enhanced CPA patients receiving follow-up contact
within seven days of discharge from hospital

We are required to obtain an understanding of the key
processes and controls for managing and reporting the
indicators and sample test the data used to calculate the
indicator back to supporting documentation. Our work is
performed in accordance with the detailed guidance and
included:

 Identification of the criteria used by the Trust for
measuring the indicator;

 Confirmation that the Trust had presented the criteria
identified above in the Quality report in sufficient detail
that the criteria are readily understandable to users of
the Quality Report;

 Updating our understanding of the key processes and
controls for managing and reporting the indicator
through making enquiries of Trust staff and through
performing a walkthrough;

 Checking Trust’s reconciliation of the reported
performance in the Quality Report to the data used to
calculate the indicator from the Trust’s underlying
systems;

 Testing a sample of relevant data used to calculate the
indicator back to supporting documentation; and

 Obtaining representations that the data used to calculate
the indicator is accurately captured at source and that no
sources of information/data relevant to the indicator
performance have been excluded.

We only tested a sample of data, as stated above, to
supporting documentation. Therefore, the errors reported
below are limited to this sample.

We have also not tested the underlying systems, for example
the patient administration system and the data extraction
and recording systems.

Our findings are set out below. Recommendations arising
from these findings are presented in Appendix B.
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100% enhanced Care Programme Approach patients receiving follow-up contact within seven days of
discharge from hospital

Reported performance:

2015/16 Target: achieving at least 95% rate of patients
followed up after discharge each quarter

2015/16 Actual: 97% TBC

Criteria identified:

We confirmed the Trust uses the following criteria for measuring the indicator for inclusion in the Quality Report:

 Detailed descriptor: The percentage of patients on Care Programme Approach (CPA) who were
followed up within 7 days after discharge from psychiatric inpatient care during the reporting
period.

 Numerator = The number of people under adult mental illness specialities on CPA who were followed up (either by
face to face contact or by phone discussion) within seven days of discharge from psychiatric in-patient care during
the reporting period.

 Denominator = The total number of people under adult mental illness specialities on CPA who were discharged from
psychiatric in-patient care.

 ALL patients discharged from psychiatric inpatient wards are regarded as being on CPA during the reporting period.

 Details of the indicator:
- All patients discharged to their place of residence, care home, residential accommodation or to non-psychiatric care
must be followed up within 7 days of discharge;
-Where a patient has been transferred to prison, contact should be made via the prison in-reach team;
-The 7 day period should be measured in days not hours and should start on the day after discharge.

 Exemptions include:
- patients who are readmitted within 7 days of discharge;
- patients who die within 7 days of discharge;
-patients where legal precedence has forced removal of the patient from the country;
-patients transferred to a psychiatric inpatient ward; and
- all CAMHS (child and adolescent mental health services) patients.

Overall Conclusion:

Our substantive testing of the indicator identified no issues. There was no impact on our limited assurance report
resulting in an unmodified report in respect of this indicator.
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Admissions to inpatient services had access to crisis resolution home treatment teams

Reported performance:

2015/16 Target: 95% 2015/16 Actual: 99%

Criteria identified:

We confirmed the Trust uses the following criteria for measuring the indicator for inclusion in the Quality Report:

 The indicator is expressed as proportion of inpatient admissions gate kept by the crisis resolution home treatment
teams in the year ended 31 March 2016;

 The indicator should be expressed as a percentage of all admissions to psychiatric inpatient wards;

 Patients recalled on Community Treatment Order should be excluded from the indicator;

 Patients transferred from another NHS hospital for psychiatric treatment should be excluded from the indicator;

 Internal transfers of service users between wards in the trust for psychiatry treatment should be excluded from the
indicator;

 Patients on leave under Section 17 of the Mental Health Act should be excluded from the indicator;

 Planned admission for psychiatric care from specialist units such as eating disorder unit are excluded;

 An admission should be reported as gate kept by a crisis resolution team where they have assessed* the service user
before admission and if the crisis resolution team were involved** in the decision-making process which resulted in
an admission ;

* An assessment should be recorded if there is direct contact between a member of the team and the referred patient,
irrespective of the setting, and an assessment made. The assessment may be made via a phone conversation or by
any face-to-face contact with the patient;

** The involvement in the decision making process is explicit in the assessment taking place by the crisis team;

 Where the admission is from out of the Trust area and where the patient was seen by the local crisis team (out of
area) and only admitted to this trust because they had no available beds in the local areas, the admission should only
be recorded as gate kept if the CR team assure themselves that gatekeeping was carried out.

Conclusion:

Our substantive testing of the indicator identified no issues. There was no impact on our limited assurance report
resulting in an unmodified report in respect of this indicator.
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Performance indicators not included within our limited assurance report
Monitor also requires us to undertake substantive sample testing of a local indicator selected by the Governors, the results of
which are not included within our limited assurance report.

We obtain an understanding of the key processes and controls for managing and reporting the indicator and sample test the
data used to calculate the indicator back to supporting documentation.

We tested only a sample, as stated above. Our reported errors below are limited to this sample.

Our findings are detailed as follows:

Patient safety incidents resulting in severe harm or death

Reported performance:

2015/16 Actual: TBC

Criteria identified:

We confirmed the Trust uses the following criteria for measuring the indicator for inclusion in the Quality Report:

 The indicator is expressed as a percentage of patient safety incidents reported to the National Reporting and
Learning Service (NRLS) that have resulted in severe harm or death;

 A patient safety incident is defined as ‘any unintended or unexpected incident(s) that could or did lead to harm for
one of more person(s) receiving NHS funded healthcare’; and

 The ‘degree of harm’ for patient safety incidents is defined as follows: ‘severe’ – the patient has been permanently
harmed as a result of the incident; and ‘death’ – the incident has resulted in the death of the patient.

Issues identified through work performed:

No. Issue Impact

1. Incorrect classification of deaths

We tested a sample of 15 patient safety
incidents to confirm that they were correctly
classified. Two of these were categorised as
severe harm or death, indicating that the
Trust was responsible for the catastrophic
incident. In both cases there was no causal

The incorrect reporting of these incidents will result in the
percentage of patient safety incidents resulting in severe harm
or death being overstated. This is likely to have been identified
at the point of upload onto the NRLS, however this could occur
after the indicator is published in the Quality Report, meaning
the Quality Report is inaccurate.
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link between the incident and the patients’
deaths.

It is noted that our work was undertaken
before either of these cases had a final
accuracy check prior to upload on the
National Reporting and Learning System
(NRLS). Our expectation would be that this
check would identify and correct the errors.

2. Incorrect classification of moderate
harm incidents

Our testing of 15 patient safety incidents
included five that were rated as moderate
harm. Of these, two appear to have been
overstated, with either no or low harm
actually occurring.

As these incidents were categorised as not being severe harm or
death, the incorrect classification would not impact the
percentage of patient safety incidents resulting in severe harm
or death.

Conclusion:

Our substantive testing of the indicator identified two issues.

The recommendations associated with these findings are presented in Appendix B.
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Annual Governance Statement
In the requirements Monitor asks Foundation Trusts to include a brief description of the key controls in place to prepare and
publish a Quality Report as part of the Annual Governance Statement in the 2015/16 published accounts.

The Annual Governance Statement, within the Foundation Trust’s 2015/16 Annual Report, includes the following statement
specific to the Quality Report:

[Include extract from the AGS specific to the Quality Report.]

As part of our report on the financial statements we were required to:

 Review whether the Annual Governance Statement reflects compliance with Monitor’s guidance; and

 Report if it does not meet the requirements specified by Monitor or if the statement is misleading or inconsistent with
other information we are aware of from our audit of the financial statements.

The work we undertook on the Annual Governance Statement as part of our work on the financial statements identified no
issues relevant to the Quality Report.
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Observation Recommendation

Review of the content requirements

1. A number of the requirements of the FT ARM had
not been met within the initial draft of the Quality
Report. These included:

 The indicators reported relating to an
overview of the quality of care offered by the
Trust in 2015/16 within part 3 of the Quality
Report required either the inclusion of
historical data, benchmarking data and
references to data sources, or to state where
these were not available.

 Not all of the relevant indicators and their
performance thresholds as set out in
Monitor’s Appendix A of their Risk
Assessment Framework for 2015/16 were
included.

The Trust updated these in subsequent versions of
the Quality Report.

The Trust should ensure the requirements of the FT
ARM are reviewed and incorporated into the
Quality Report. Where the exact wording of
sentences and/or paragraphs are mandated, these
should be copied word for word and the Trust
should ensure that these are appropriately
highlighted within the document to avoid
inadvertent modification.

Review of the consistency of the report with specified source documents

2. At the time of drafting the report, no significant consistency issues were identified between the Quality
Report and the source documents.

Appendix A: Matters arising from our limited

assurance review of the Foundation Trust’s
2015/16 Quality Report: Content review
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Observation Recommendation

Admissions to inpatient services had access to crisis resolution home treatment teams

1. No issues were identified with this indicator

100% enhanced CPA patients receiving follow-up contact within seven days of discharge from
hospital

2. No issues were identified with this indicator

Patient safety incidents resulting in severe harm or death

3. Incorrect classification of deaths

We tested a sample of 15 patient safety incidents to
confirm that they were correctly classified. Two of these
were categorised as severe harm or death, indicating that
the Trust was responsible for the catastrophic incident. In
both cases there was no causal link between the incident
and the patients’ deaths.

It is noted that our work was undertaken before either of
these cases had a final accuracy check prior to upload on
the National Reporting and Learning System (NRLS).

Staff who input patient safety incidents within the Trust
should be reminded of the categorisation criteria.
Systems should be in place to allow early discussion of
incidents where the classification may be unclear. This
may help to reduce the reliance on the final accuracy
check and the linked risk that incidents remain classified
incorrectly.

Appendix B: Matters arising from our limited
assurance review of the Foundation Trust’s
2015/16 Quality Report: Performance
indicators
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Observation Recommendation

Our expectation would be that this check would identify
and correct the errors.

4. Incorrect classification of moderate harm
incidents

Our testing of 15 patient safety incidents included five that
were rated as moderate harm. Of these, two appear to
have been overstated, with either no or low harm actually
occurring.

Staff who input patient safety incidents within the Trust
should be reminded of the categorisation criteria.
Systems should be in place to allow early discussion of
incidents where the classification may be unclear. This
may help to reduce the reliance on the final accuracy
check and the linked risk that incidents remain classified
incorrectly.
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DRAFT Independent auditors’ report to the Council of
Governors of Southern Health NHS Foundation Trust

Report on the financial statements

Our opinion

In our opinion, Southern Health NHS Foundation Trust’s financial statements (the “financial statements”):

 give a true and fair view of the state of the Trust’s affairs as at 31 March 2016 and of its income and expenditure
and cash flows for the year then ended; and

 have been properly prepared in accordance with the NHS Foundation Trust Annual Reporting Manual 2015/16.

What we have audited

The financial statements comprise:

 the Statement of Financial Position as at 31 March 2016;

 the Statement of Comprehensive Income for the year then ended;

 the Statement of Cash Flows for the year then ended;

 the Statement of Changes in Taxpayer’s Equity for the year then ended, and

 the notes to the financial statements, which include a summary of significant accounting policies and other
explanatory information.

The financial reporting framework that has been applied in the preparation of the financial statements is the NHS
Foundation Trust Annual Reporting Manual 2015/16 issued by the Independent Regulator of NHS Foundation Trusts
(“Monitor”).

Our audit approach

Context

The Trust recognised a deficit from continuing operations of £6.0 million this year compared to a planned deficit for the
year of £7.8 million and a deficit of £6.1m in 2014/15. In addition, the Trust had £20.2 million (2014/15: £16.8 million) of
cash as at the balance sheet date.

The general improvement in the Trust’s financial position, specifically its cash position, has been reflected in the financial
sustainability risk rating score given by Monitor, which has moved from 2 in the previous year to 3 in 2015/16, meaning
“emerging or minor concern potentially requiring scrutiny”. However, the Trust’s risk score for governance given by
Monitor has been ‘red’ throughout the year, due to the Trust being subject to enforcement action by the regulator. More
details about the Trust’s regulatory position are provided in our opinion on securing economy, efficiency and effectiveness
below.

The overall context has informed our audit approach and our risk assessment has been driven by the circumstances of the
Trust.



Overview

 Overall materiality: £6,656,500 which represents 2% of total revenue.

 In establishing the overall approach we assessed the risks of material misstatement and
applied our professional judgement to determine the extent of testing required over each
balance in the financial statements.

 We performed the majority of our work at the Trust’s headquarters, which is where the
finance function is based.

 Management override of controls and risk of fraud in revenue and expenditure

recognition,

 Valuation of the Trust’s estate; and

 Remuneration Report disclosures.

The scope of our audit and our areas of focus

We conducted our audit in accordance with the National Health Service Act 2006, the Code of Audit Practice and relevant
guidance issued by the National Audit Office on behalf of the Comptroller and Auditor General (the “Code”) and,
International Standards on Auditing (UK and Ireland) (“ISAs (UK & Ireland)”).

We designed our audit by determining materiality and assessing the risks of material misstatement in the financial
statements. In particular, we looked at where the directors made subjective judgements, for example in respect of significant
accounting estimates that involved making assumptions and considering future events that are inherently uncertain. As in
all of our audits, we also addressed the risk of management override of internal controls, including evaluating whether there
was evidence of bias by the directors that represented a risk of material misstatement due to fraud.

The risks of material misstatement that had the greatest effect on our audit, including the allocation of our resources and
effort, are identified as “areas of focus” in the table below. We have also set out how we tailored our audit to address these
specific areas in order to provide an opinion on the financial statements as a whole, and any comments we make on the
results of our procedures should be read in this context. This is not a complete list of all risks identified by our audit.

Area of focus How our audit addressed the area of focus

Management override of controls and risk of fraud in

revenue and expenditure recognition

See note 1 to the financial statements for the directors’

disclosures of the related accounting policies, judgements

and estimates relating to the recognition of income and

expenditure and notes 2-5 for further information.

We focussed on this area because we considered that the

lower than planned deficit (£6.0m compared to a planned

deficit of £7.8m) meant there was an incentive for

management to recognise more expenditure this year by

recognising amounts relating to 2016/17 early, or by deferring

income relating to 2015/16 into next year, both of which

would improve the financial position for 2016/17 whilst

achieving the originally planned result for 2015/16.

We also considered that, for the earlier part of the year before

it became clear that the year end result would be better than

plan, the increased financial pressure due to funding

constraints in the sector and the Trust’s cost improvement

plan meant that there was a risk of understatement of

We focussed our work on the elements of income and

expenditure that are the most susceptible to manipulation,

being:

 non-standard journal transactions, including the

accrued/deferred income and accrued/prepaid

expenses;

 income and expenditure items recognised around

the year end date, which may be recognised in the

wrong period;

 items of expenditure whose value is estimated,

including provisions; and

 unrecorded liabilities.

Journals

We selected a sample of manual and automated journal

transactions that had been recognised in both income and

expenditure, focussing in particular on those recognised near

the end of the year or included in accrued/deferred income or

prepaid/accrued expenses.



Area of focus How our audit addressed the area of focus

expenditure. There was a risk at this time that, in order to

meet plan, management would defer items of expenditure

relating to 2015/16 into 2016/17, or would recognise income

relating to 2016/17 in the current year.

Income

The Trust’s principal source of income (‘operating income

from patient care activities’) is from Clinical Commissioning

Groups (“CCGs”), local authorities and NHS England. The

service level agreements (block contracts) with the CCGs,

local authorities and NHS England are renegotiated

annually and consist of standard monthly or quarterly

instalments.

The remainder of the Trust’s income arises from a range of

sources, for example, through the provision of non-

mandatory Social Care Services, Education & Training and

Research & Development. These income streams are more

variable in nature than the block contract income and so are

potentially more susceptible to the risk of fraud and

management override of controls.

Expenditure

Some of the Trust’s expenditure relates to transactions with

other NHS organisations and payments for supplies,

premises and other operating costs both to other public

sector organisations and commercial third parties.

We traced these journal entries to the supporting

documentation (for example, invoices, goods received notes

and cash receipts and payments) and found that, without

exception, the supporting documentation confirmed that the

income or expense had been recognised accurately and in the

correct period.

Income

For material block contract income, we obtained and agreed

the income recognised to a signed contract and

correspondence between the Trust and the counterparty. We

did not identify any material misstatements.

For a sample of non-block contract income and other

operating income recognised during the year and around

(both before and after) the year end, we confirmed that the

income had been recognised in line with the accounting

policies and in the correct accounting period by agreeing the

transactions to the supporting invoice. We also confirmed the

existence of the revenue through agreement to subsequent

cash receipts for the selected samples. We did not identify any

material misstatements.

Expenditure

For a sample of transactions recognised during the year and

around (both before and after) the year end, we confirmed

that the expenditure had been recognised in line with the

accounting policies and in the correct accounting period by

agreeing the transactions to the supporting invoice and cash

payments. We did not identify any material misstatements.

Recognition and measurement of estimates

Our work on management’s accounting estimates focused on:

 Accruals, provisions and other liabilities; and

 Deferred income.

Our testing of accruals, other liabilities and deferred income

involved selecting a sample of items and agreeing the value to

supporting documentation to confirm the amounts were

reasonable. For provisions we reviewed the calculations and

assessed whether events post year end were consistent with

the assumptions that underpinned those inputs. From the

testing performed we did not identify any indication of

management bias and we did not identify any material

misstatements.



Area of focus How our audit addressed the area of focus

Valuation of the Trust’s estate

Management’s accounting policies, key judgements and use

of experts in relation to the valuation of the Trust’s estate is

set out in note 1 of the financial statements.

Property, Plant and Equipment (PPE) makes up a large

proportion of the assets held by the Trust and at 31 March

2016 PPE was valued at £188.7 million (£209.4 million in

2014/15).

PPE assets are initially measured at cost, and subsequently

valued at fair value once brought into use in accordance with

Monitor’s Foundation Trust Annual Reporting Manual

2015/16.

A full valuation of the Trust’s land and buildings is

undertaken annually by the District Valuer using the Modern

Equivalent Asset basis of valuation, which involves a range of

assumptions being used.

The output from this year’s revaluation exercise has seen the

Trust’s estate fall in value overall.

As a result of this year’s revaluation the Trust recognised:

 A revaluation gain of £11.5 million and an

impairment loss of £20.5 million through the

Statement of Changes in Taxpayer’s Equity; and

 A reversal of impairment of £0.5 million and an

impairment of £2.2 million charges to the

Statement of Comprehensive Income.

We focussed on this area due to the material nature of the

balance and the impact on the financial statements if it were

to be materially misstated.

The specific risk areas are:

 The accuracy of the detailed property information

provided to the District Valuer, in particular the

land area and floor plans on which the valuation

has been based,

 The methodology, assumptions and underlying

data used by the District Valuer; and

 The accounting transactions resulting from this

valuation.

We obtained directly from the District Valuer the output of

the valuation undertaken, including details of the request for

the work to be performed by the Trust.

We read the relevant sections of the valuation report and,

using our own valuations expertise, we evaluated and

challenged the assumptions and methodology applied in the

valuation exercise, which we found to be consistent with our

expectations.

To check the accuracy of the underlying data (on which the

valuation was based), we agreed the data used by the District

Valuer back to floor and area plans for a sample of properties

and the associated land and found the valuation to have been

based on current information.

We physically verified a sample of assets to confirm their

existence and, in doing so, considered whether there was any

indication of physical obsolescence which would indicate

potential impairment or affect the valuation; our testing did

not identify any such indicators.

We confirmed that the change in valuation was correctly

reflected and appropriately disclosed in the financial

statements.

How we tailored the audit scope

We tailored the scope of our audit to ensure that we performed enough work to be able to give an opinion on the financial
statements as a whole, taking into account the structure of the trust, the accounting processes and controls, and the
environment in which the Trust operates.



Materiality

The scope of our audit was influenced by our application of materiality. We set certain quantitative thresholds for
materiality. These, together with qualitative considerations, helped us to determine the scope of our audit and the nature,
timing and extent of our audit procedures and to evaluate the effect of misstatements, both individually and on the financial
statements as a whole.

Based on our professional judgement, we determined materiality for the financial statements as a whole as follows:

Overall materiality £6,656,500 (2015: £6,912,00).

How we determined it 2% of revenue (2015: 2% of revenue)

Rationale for benchmark
applied

Consistent with last year, we have applied this benchmark, a generally accepted
auditing practice, in the absence of indicators that an alternative benchmark would
be appropriate.

We agreed with the Audit Committee that we would report to them misstatements identified during our audit above
£250,000 (2015: £250,000) as well as misstatements below that amount that, in our view, warranted reporting for
qualitative reasons.

Other reporting in accordance with the Code

Opinions on other matters prescribed by the Code

In our opinion:

 the information given in the Performance Report and the Accountability Report for the financial year for which the
financial statements are prepared is consistent with the financial statements;

 the part of the Directors’ Remuneration Report to be audited has been properly prepared in accordance with the
NHS Foundation Trust Annual Reporting Manual 2015/16; and

 the part of the Staff Report to be audited has been properly prepared in accordance with the NHS Foundation Trust
Annual Reporting Manual 2015/16.

Other matters on which we are required to report by exception

We are required to report to you if, in our opinion:

 information in the Annual Report is:

 materially inconsistent with the information in the audited financial
statements; or

 apparently materially incorrect based on, or materially inconsistent with,
our knowledge of the Trust acquired in the course of performing our audit;
or

 otherwise misleading.

We have no exceptions to
report.

 the statement given by the directors on page [X], in accordance with provision
C.1.1 of the NHS Foundation Trust Code of Governance, that they consider the
Annual Report taken as a whole to be fair, balanced and understandable and
provides the information necessary for members to assess the Trust’s
performance, business model and strategy is materially inconsistent with our
knowledge of the Trust acquired in the course of performing our audit.

We have no exceptions to
report.

 the section of the Annual Report on page X, as required by provision C.3.9 of the
NHS Foundation Trust Code of Governance, describing the work of the Audit
Committee does not appropriately address matters communicated by us to the
Audit Committee.

We have no exceptions to
report.

 the Annual Governance Statement does not meet the disclosure requirements set
out in the NHS Foundation Trust Annual Reporting Manual 2015/16 or is
misleading or inconsistent with information of which we are aware from our
audit. We have not considered whether the Annual Governance Statement
addresses all risks and controls or that risks are satisfactorily addressed by
internal controls.

We have no exceptions to
report.



We are also required to report to you if:

 we have referred a matter to Monitor under paragraph 6 of Schedule 10 to the
NHS Act 2006 because we had reason to believe that the Trust, or a director or
officer of the Trust, was about to make, or had made, a decision which involved
or would involve the incurring of expenditure that was unlawful, or was about to
take, or had taken a course of action which, if followed to its conclusion, would
be unlawful and likely to cause a loss or deficiency; or

We have no exceptions to
report.

 we have issued a report in the public interest under paragraph 3 of Schedule 10
to the NHS Act 2006.

We have no exceptions to
report.

Arrangements for securing economy, efficiency and effectiveness in the use of resources

Under the Code we are required to report to you if we are not satisfied that the Trust has made proper arrangements for
securing economy, efficiency and effectiveness in its use of resources for the year ended 31 March 2016; we draw your
attention to the Trust’s Annual Governance Statement on page xx which includes further details of the matters noted below
and the Trust’s actions to address these issues.

The Trust has been subject to enforcement action by Monitor since April 2014 due to governance issues identified following

CQC inspections. In December 2015 the Trust was the subject of an independent report, commissioned by NHS England,

which considered the Trust’s arrangements for investigating unexpected deaths. This report identified a number of issues

with the Trust’s historic arrangements. As a result of this report, an additional enforcement notice was issued by Monitor in

January 2016 referencing a failure of governance arrangements.

The Trust had a number of follow-up CQC reviews throughout 2015/16. On 16 March 2016, the CQC determined that the

Trust had not taken sufficient action to mitigate physical environment risks at some units and issued the Trust with a

warning notice under Section 29A of the Health and Social Care Act 2008. This requires the Trust to make significant

improvements to address failures in its systems to:

 monitor and improve the safety of services, and

 assess, monitor and mitigate risks to the health, safety and welfare of patients.

On 24 March 2016 Monitor appointed an Improvement Director to the Trust to help support it to improve services for

patients.

In April 2016 NHS Improvement, exercising the powers of Monitor under Section 111 of the Health and Social Care Act

2012, imposed an additional license condition on the Trust because it was satisfied that the Trust was failing to secure

compliance with its license or to take the necessary steps to reduce the risk of breach. The new license condition requires the

Trust to address its continuing non-compliance with its license by requiring sufficient and effective Board, management and

clinical leadership capacity and capability, as well as appropriate governance systems and processes to deliver the required

actions.

As a result of the matters summarised above, we have been unable to satisfy ourselves that the Trust has made proper
arrangements for securing economy, efficiency and effectiveness in the use of its resources for the year ended 31 March
2016.

Responsibilities for the financial statements and the audit

Our responsibilities and those of the directors

As explained more fully in the Directors’ Responsibilities Statement, the directors are responsible for the preparation of the
financial statements and for being satisfied that they give a true and fair view in accordance with the NHS Foundation Trust
Annual Reporting Manual 2015/16.

Our responsibility is to audit and express an opinion on the financial statements in accordance with the National Health
Service Act 2006, the Code, and ISAs (UK & Ireland). Those standards require us to comply with the Auditing Practices
Board’s Ethical Standards for Auditors.

This report, including the opinions, has been prepared for and only for the Council of Governors of Southern Health NHS
Foundation Trust as a body in accordance with paragraph 24 of Schedule 7 of the National Health Service Act 2006 and for
no other purpose. We do not, in giving these opinions, accept or assume responsibility for any other purpose or to any other



person to whom this report is shown or into whose hands it may come save where expressly agreed by our prior consent in
writing.

What an audit of financial statements involves

An audit involves obtaining evidence about the amounts and disclosures in the financial statements sufficient to give
reasonable assurance that the financial statements are free from material misstatement, whether caused by fraud or error.
This includes an assessment of:

 whether the accounting policies are appropriate to the Trust’s circumstances and have been consistently applied
and adequately disclosed;

 the reasonableness of significant accounting estimates made by the directors; and

 the overall presentation of the financial statements.

We primarily focus our work in these areas by assessing the directors’ judgements against available evidence, forming our
own judgements, and evaluating the disclosures in the financial statements.

We test and examine information, using sampling and other auditing techniques, to the extent we consider necessary to
provide a reasonable basis for us to draw conclusions. We obtain audit evidence through testing the effectiveness of
controls, substantive procedures or a combination of both. In addition, we read all the financial and non-financial
information in the Annual Report to identify material inconsistencies with the audited financial statements and to identify
any information that is apparently materially incorrect based on, or materially inconsistent with, the knowledge acquired by
us in the course of performing the audit. If we become aware of any apparent material misstatements or inconsistencies we
consider the implications for our report.

Responsibilities for securing economy, efficiency and effectiveness
in the use of resources

Our responsibilities and those of the Trust

The Trust is responsible for putting in place proper arrangements to secure economy, efficiency and effectiveness in its use
of resources. We are required under paragraph 1(d) of Schedule 10 to the NHS Act 2006 to satisfy ourselves that the Trust
has made proper arrangements for securing economy, efficiency and effectiveness in its use of resources and to report to you
where we have not been able to satisfy ourselves that it has done so. We are not required to consider, nor have we
considered, whether all aspects of the Trust’s arrangements for securing economy, efficiency and effectiveness in its use of
resources are operating effectively.

We have undertaken our work in accordance with the Code, having regard to the criterion determined by the Comptroller
and Auditor General as to whether the Trust has proper arrangements to ensure it took properly informed decisions and
deployed resources to achieve planned and sustainable outcomes for taxpayers and local people.

We planned our work in accordance with the Code of Audit Practice. Based on our risk assessment, we undertook such
work as we considered necessary.

Certificate

We certify that we have completed the audit of the financial statements in accordance with the requirements of Chapter 5 of
Part 2 to the National Health Service Act 2006 and the Code.

Harriet Aldridge (Senior Statutory Auditor)
for and on behalf of PricewaterhouseCoopers LLP
Chartered Accountants and Statutory Auditors
Southampton
XX May 2016

(a) The maintenance and integrity of the Southern Health NHS Foundation Trust website is the responsibility of the
directors; the work carried out by the auditors does not involve consideration of these matters and, accordingly, the
auditors accept no responsibility for any changes that may have occurred to the financial statements since they
were initially presented on the website.

(b) Legislation in the United Kingdom governing the preparation and dissemination of financial statements may differ
from legislation in other jurisdictions.



SOUTHERN HEALTH NHS FOUNDATION TRUST REPRESENTATION LETTER

[Trust letterhead]

Oceana House

39-49 Commercial Rd

Southampton

SO15 1GA

Dear Sirs

This representation letter is provided in connection with your audit of the financial statements of Southern Health

NHS Foundation Trust (the Trust”) for the year ended 31 March 2016.

Your audit is conducted for the purpose of expressing an opinion as to whether the financial statements of the

Trust give a true and fair view of the Trust’s affairs as at 31 March 2016 and of its income and expenditure and

cash flows for the year then ended and have been prepared in accordance with the NHS Foundation Trust

Annual Reporting Manual 2015/16.

We acknowledge that the Chief Executive has been designated as the Accounting Officer for the Trust by Monitor

and that the following requirements included in the NHS Foundation Trust Accounting Officer Memorandum have

been complied with:

 “An Accounting Officer has particular responsibility to see that appropriate advice is tendered to the

Board of Directors and Board of Governors on all matters of financial propriety and regularity and, more

broadly, as to all considerations of prudent and economical administration, efficiency and effectiveness.”

 “The Board of Directors and the Board of Governors of an NHS Foundation Trust should act in

accordance with the requirements of propriety or regularity. If the Board of Directors, Board of

Governors or the Chairman is contemplating a course of action involving a transaction which you as

Accounting Officer consider would infringe these requirements, however, you should set out in writing

your objection to the proposal and the reasons for this objection.”

We confirm that the following representations are made on the basis of enquiries of management and staff of the

Trust with relevant knowledge and experience and, where appropriate, of inspection of supporting documentation

sufficient to satisfy ourselves that we can properly make each of the following representations to you.

We confirm, for all directors at the time the directors’ report is approved, to the best of our knowledge and belief,

and having made the appropriate enquiries, the following representations:

Financial Statements

 We acknowledge as directors our responsibilities under the National Health Service Act 2006 for

preparing financial statements of the Trust which give a true and fair view, in accordance with the NHS

Foundation Trust Annual Reporting Manual 2015/16 and for making accurate representations to you.

 All transactions have been recorded in the accounting records and are reflected in the financial statements.

 Significant assumptions used by us in making accounting estimates, including those surrounding

measurement at fair value, are reasonable.

 All events subsequent to the date of the financial statements for which the NHS Foundation Trust Annual

Reporting Manual 2015/16 requires adjustment or disclosure have been adjusted or disclosed.

 The financial statements disclose all matters of which we are aware that are relevant to the Trust’s ability to

continue as a going concern, including all significant conditions and events, mitigating factors and the Trust’s

plans. The Trust also has the intent and ability to take actions necessary to continue as a going concern.

[additional wording to be added to reflect future plans outlined in Annual Report]

Information Provided

 Each director has taken all the steps that he or she ought to have taken as a director in order to make

himself or herself aware of any relevant audit information and to establish that you (the Trust's auditors)

are aware of that information.

 We have provided you with:

PricewaterhouseCoopers LLP



 Access to all information of which we are aware that is relevant to the preparation of the financial

statements such as records, documentation and other matters;

 Additional information that you have requested from us for the purpose of the audit; and

 Unrestricted access to persons within the Trust from whom you determined it necessary to obtain

audit evidence.

 We have communicated to you all deficiencies in internal control of which we are aware.

 So far as each director is aware, there is no relevant audit information of which you are unaware.

Fraud and non-compliance with laws and regulations

 We acknowledge our responsibility for the design, implementation and maintenance of internal control to

prevent and detect fraud.

 We have disclosed to you the results of our assessment of the risk that the financial statements may be

materially misstated as a result of fraud.

 We have disclosed to you all information in relation to fraud or suspected fraud that we are aware of and

that affects the NHS foundation trust and involves:

– Management;

– Employees who have significant roles in internal control; or

– Others where the fraud could have a material effect on the financial statements.

 We have disclosed to you all information in relation to allegations of fraud, or suspected fraud, affecting

the NHS foundation trust financial statements communicated by employees, former employees, analysts,

regulators or others.

 We have disclosed to you all known instances of non-compliance or suspected non-compliance with laws

and regulations whose effects should be considered when preparing financial statements.

Related party transactions

We confirm that the attached appendix to this letter is a complete list of the Trust’s related parties. All transfers of

resources, services or obligations between the Trust and these parties have been disclosed to you, regardless of

whether a price is charged. We are unaware of any other related parties, or transactions between disclosed

related parties.

Related party relationships and transactions have been appropriately accounted for and disclosed in accordance

with the requirements of the NHS Foundation Trust Annual Reporting Manual 2015/16.

We confirm that we have identified to you all members of key management, as defined by IAS 24, and included

their remuneration in the disclosures of key management compensation.

Employee Benefits

We confirm that we have made you aware of all employee benefit schemes in which employees of the NHS

foundation trust participate.

Contractual arrangements/agreements

All contractual arrangements (including side-letters to agreements) entered into by the Trust have been properly

reflected in the accounting records or, where material (or potentially material) to the financial statements, have

been disclosed to you.

The Trust has complied with all aspects of contractual agreements that could have a material effect on the

financial statements in the event of non-compliance. There has been no non-compliance with requirements of

regulatory authorities that could have a material effect on the financial statements in the event of non-compliance.

We have disclosed all material agreements that have been undertaken by the Trust in carrying on its business.

Litigation and claims

We have disclosed to you all known actual or possible litigation and claims whose effects should be considered

when preparing the financial statements and such matters have been appropriately accounted for and disclosed

in accordance with the NHS Foundation Trust Annual Reporting Manual 2015/16.

We are not aware of any pending or threatened litigation, proceedings, hearings or claims negotiations which may

result in significant loss to the Trust.



Using the work of experts

We agree with the findings of the District Valuer in relation to the valuation of the Trust’s estate and have adequately

considered the competence and capabilities of the experts in determining the amounts and disclosures used in the

preparation of the financial statements and underlying accounting records. We did not give or cause any

instructions to be given to experts with respect to the values or amounts derived in an attempt to bias their work,

and we are not otherwise aware of any matters that have had an impact on the objectivity of the experts.

Assets and liabilities

We have no plans or intentions that may materially alter the carrying value and, where relevant, the fair value

measurements or classification of assets and liabilities reflected in the financial statements.

In our opinion, on realisation in the ordinary course of the business the current assets in the balance sheet are

expected to produce no less than the net book amounts at which they are stated.

We have no plans to abandon lines of product or other plans or intentions that will result in any excess or

obsolete inventory, and no inventory is stated at an amount in excess of net realisable value.

The Trust has satisfactory title to all assets and there are no liens or encumbrances on the Trust’s assets, except

for those that are disclosed in the financial statements.

We confirm that we have carried out impairment reviews appropriately, including an assessment of when such

reviews are required, where they are not mandatory. We confirm that we have used the appropriate assumptions

with those reviews.

Details of all financial instruments, including derivatives, entered into during the year have been made available

to you. Any such instruments open at the year-end have been properly valued and that valuation incorporated

into the financial statements. When appropriate, open positions in off-balance sheet financial instruments have

also been properly disclosed in the financial statements.

We confirm that all significant assumptions made in relation to fair value measurement and disclosures are

reasonable and appropriately reflect management’s intent and ability to carry out specific courses of action on

behalf of the Trust where relevant to the fair value of measurements or disclosures.

Disclosures

Where appropriate, the following have been properly recorded and adequately disclosed in the financial

statements:

 The identity of, and balances and transactions with, related parties.

 Losses arising from sale and purchase commitments.

 Agreements and options to buy back assets previously sold.

 Assets pledged as collateral.

We have recorded or disclosed, as appropriate, all formal or informal arrangements with financial institutions

involving compensating balances or other arrangements involving restrictions on cash balances and line of credit

or similar arrangements.

We have recorded or disclosed, as appropriate, all liabilities, both actual and contingent, and have disclosed in

the financial statements all guarantees that we have given to third parties, including oral guarantees made by the

Trust on behalf of an affiliate, director, officer or any other third party.

Retirement benefits

All retirement benefits that the Trust is committed to providing, including any arrangements that are statutory,

contractual or implicit in the Trust’s actions, wherever they arise, whether funded or unfunded, approved or

unapproved, have been identified and properly accounted for and/or disclosed.

All settlements and curtailments in respect of retirement benefit schemes have been identified and properly

accounted for.

The NHS Trust participates in the NHS pension scheme. We confirm that the Trust’s share of the underlying

assets and liabilities of this scheme cannot be identified and as a consequence the scheme has been accounted

for as a defined contribution scheme.



Provisions

Provisions for depreciation and diminution in value including obsolescence have been made against fixed assets

on the bases described in the financial statements and at rates calculated to reduce the net book amount of each

asset to its estimated residual value by the end of its probable useful life in the NHS foundation trust’s business.

In this respect we are satisfied that the probable useful lives have been realistically estimated and that the

residual values are expressed in current terms.

Full provision has been made for all liabilities at the balance sheet date including guarantees, commitments and

contingencies where the items are expected to result in significant. Other such items, where in our opinion

provision is unnecessary, have been appropriately disclosed in the financial statements.

Transactions with directors/officers

Except as disclosed in the financial statements, no transactions involving directors, officers and others requiring

disclosure in the financial statements under the NHS Foundation Trust Annual Reporting Manual 2015/16 have

been entered into.

Other items

We do not have plans to implement any redundancy or early retirement programmes for which we should have

made provision in the financial statements.

We are not in negotiations to merge with any other NHS body or take on any other NHS body’s functions in the

next financial year.

We confirm that we have recognised all income receivable in 2015/16 in the Statement of Comprehensive

Income/operating cost statement except where this income relates to specific activity to be delivered in future

years.

The losses and special payments forms have been compiled in accordance with the direction of the Monitor and

there are no outstanding items that have been omitted from the losses and special payments register.

We are not aware of any reports from the Care Quality Commission or other regulators which have not been

brought to you attention.

To the best of our knowledge reported information on the quality of care is accurate and has been compiled and

submitted in line with national guidance.

As minuted by the board of directors at its meeting on 24 May 2016

........................................ ........................................

(Chairman) (Chief Executive/Secretary)

For and on behalf of …………………… ……………………………………..........................

Date ……………………



Related parties appendix

As an NHS body the Trust is related to all entities that make up the Whole of Government accounts. These

entities are listed in the Trust’s Foundation Trust Consolidation submission to Monitor, including the value of

transactions and balances with these entities.
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PricewaterhouseCoopers LLP

Oceana House,

39-49 Commercial Road,

Southampton,

SO15 1GA

For the attention of Harriet Aldridge

19/05/2016

Management Representation Letter with respect to the limited assurance engagement on

Southern Health NHS Foundation Trust’s Quality Report for the year ended 31 March 2016

Dear Sir,

This representation letter is provided in connection with your limited assurance engagement to report on the

Southern Health NHS Foundation Trust’s (“the Foundation Trust”)’s Quality Report for the year ended 31

March 2016.

We are responsible for:

 The content and the preparation of the Quality Report in accordance with annex 2 to Chapter 7 of the NHS
Foundation Trust Annual Reporting Manual (“FT ARM”) issued by the Independent Regulator of NHS
Foundation Trusts (“Monitor”) and Monitor’s “Detailed requirements for quality reports 2015/16”;

 The content and the preparation of the Quality Report in accordance with the specified indicators criteria
referred in the Quality Report (the "Criteria");

 The conformity of the Criteria with the assessment criteria set out in the NHS Foundation Trust Annual
Reporting Manual (“FT ARM”) and the “Detailed requirements for quality reports 2015/16” issued by the
Independent Regulator of NHS Foundation Trusts (“Monitor”); and

 The statements in the Statement of Directors’ Responsibilities in respect of the content of the Quality
Report and mandated indicators.

We understand that your limited assurance engagement on the Foundation Trust’s Quality Report was

conducted in accordance with the International Standard on Assurance Engagements ISAE 3000 (Revised)

Assurance Engagements other than Audits or Reviews of Historical Financial Information. The engagement

was designed for the purpose of expressing a limited assurance conclusion on the Quality Report for the year

ended 31 March 2016 set out in the engagement letter dated 15th December 2015, and your tests of the records

and other procedures were limited to those which you considered necessary for that purpose. We recognise that

obtaining representations from us concerning information in this letter is a significant procedure in enabling

you to form a conclusion on the Quality Report.

We confirm that the following representations are made on the basis of enquiries of management and staff of
the Foundation Trust with relevant knowledge and experience and, where appropriate, of inspection of
supporting documentation sufficient to satisfy ourselves that we can properly make each of the following
representations to you.

We confirm, to the best of our knowledge and belief, and having made the appropriate enquiries, the following
representations:

1. We have fulfilled our responsibilities, as set out in the terms of the engagement letter dated 15th

December 2015.
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2. All relevant records have been made available to you for the purpose of your work on our Quality
Report, and all the data has been properly reflected and recorded in these records. All other records and
related information which might affect the completeness and accuracy of the Quality Report has been
made available to you.

3. We have made all staff whose work impacts on the Quality Report available to you. We have responded
fully to all enquiries made by you during your work on the Quality Report.

4. We acknowledge our responsibility for the application and interpretation of the criteria set out in
Monitor’s “Detailed guidance for external assurance on Quality Reports” and confirm, that these
criteria together with our interpretations are suitable for the intended users' purpose and will be made
available to them in the Quality Report.

5. We have evaluated our performance against the specified performance indicators as defined by Monitor
and the Department of Health and believe our reported performance to be complete and accurate.

6. We acknowledge that, as there are different sources from which the Admissions to inpatient services had
access to crisis resolution home treatment teams and 100% enhanced CPA patients receiving follow-up
contact within seven days of discharge from hospital data is derived/captured. Therefore, the
completeness and accuracy of the data used in the indicator calculation is dependent on the completeness
and accuracy of the data capture at source.
To the best of our knowledge and belief the information used to calculate indicators is complete, accurate
and relates to the reporting period.

7. We have established and maintained adequate internal controls to facilitate the complete and accurate
preparation of the Quality Report so that it meets the requirements of the NHS FT ARM and Monitor’s
“Detailed requirements for quality reports 2015/16” and we confirm that we have disclosed to you all
significant deficiencies in the design or operation of internal control over the Quality Report subject
matter information, particularly in respect of the mandated performance indicators.

8. There are no sources of the information to be included in the Quality Report that have not been
properly determined, based on the NHS Foundation Trust’s underlying records, and included in the
reported Quality Report.

9. We are not aware of any uncorrected differences that would materially impact the information on our
performance against the mandated performance indicators.

10. Any estimates or significant assumptions used by us in producing the Quality Report are reasonable.

11. No matters have come to our attention subsequent to the 31 March 2016 up to the present time which
would materially impact the quantities, qualitative statements or disclosures included in the Quality
Report.

12. We have disclosed to you any known events subsequent to 31 March 2016 that would have a material
effect on the Quality Report. The following events have occurred subsequent to 31 March 2016 up to the
present date.

In April 2016 NHS Improvement, exercising the powers of Monitor under Section 111 of the Health and
Social Care Act 2012, imposed an additional license condition on the Trust because it was satisfied that
the Trust was failing to secure compliance with its license or to take the necessary steps to reduce the
risk of breach. The new license condition requires the Trust to address its continuing non-compliance
with its license by requiring sufficient and effective Board, management and clinical leadership capacity
and capability, as well as appropriate governance systems and processes to deliver the required actions.

13. Other than matters already disclosed to you, we are not aware of:
 Allegations, either written or oral, of misstatements or other misapplication of reporting principles

and/or deficiencies in internal control that could reasonably have a material effect on the Quality
Report;
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 Any false statements made affecting the Quality Report;
 Communications from regulatory agencies or other parties concerning non-compliance with, or

deficiencies in, reporting practices or in the Foundation Trust’s performance that could reasonably
be expected to have a material effect on the Quality Report;

 Non-compliance with, or deficiencies in, business management systems, local standards
requirements and / or provisions of regulatory bodies that could reasonably have a material effect
on the Quality Report;

 Significant violations of laws and regulations, the effects of which could reasonably have a material
effect on the Quality Report.

As minuted by the board of directors at its meeting on 24 May 2016.

........................................ ........................................

(Chairman) (Chief Executive)

For and on behalf of Southern Health NHS Foundation Trust.

Date ……………………
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REPORT TO THE AUDIT, ASSURANCE AND RISK COMMITTEE 
 
Date 
 

23.05.2016 

Agenda Item 
 

08 

Title Appointment Panel for an independent review of Charitable 
Funds Account 
 

Author(s) Alison Thornley, Finance Business Partner, Reporting and 
Financial Services  
 

Purpose 
 

The current arrangements for auditing the Charitable Funds 
(CF) are for PricewaterhouseCoopers (PwC) to perform the 
review as they are the Trust’s External Auditors. During 
2015/16, PwC confirmed that as an organisation, they would 
no longer be enacting Independent Examination (IE) and as 
such a new auditor for Charitable Funds needs to be 
identified. 
 
This paper describes the options available to the Trustees 
for sourcing new External Auditors for the Charitable Funds. 

  
Previously Considered by 
 

N/A 

Sponsoring Director Paula Anderson, Interim Director of Finance 
 

Executive Director Overview The Statement of Financial Activities (SOFA) for the CF are 
below the £1m mark and as such, the Trustees have the 
option to choose an Independent Examination over a full 
audit, which is less expensive in terms of money and time, 
whilst complying with the financial reporting requirements 
and the legal framework for NHS Charities.   
 
External accountants contracted should be sufficiently 
experienced and skilled to be able to perform either an audit 
or IE as determined each year by the Trustees. 
 

Action Required 
 

The Committee is asked to discuss and agree to the 
recommendation set out in this report 
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Appointment Panel for an independent review of Charitable Funds Account 
 

 
1. Purpose  

1.1. This paper details the options available to the Trustees of the Charitable Funds for 
contracting with new external accountants who can perform the annual review and 
comply with the Statement of Recommended Practice for Reporting and Financial 
Reporting Standard FRS102.  

 

2. Background  

2.1. To maintain public confidence in the work of charities, charity law requires most 
charities to have an external scrutiny of their accounts. Provided a charity is not 
required by law or its governing document to have an audit then trustees may 
choose a simpler and less expensive form of external scrutiny called an 
independent examination. 

2.2. For financial years ending on or after 31 March 2015, trustees may opt for an 
independent examination instead of an audit provided their charity’s gross income is 
not more than £1m, or where gross income exceeds £250,000, its gross assets are 
not more than £3.26 million. The Charity is does not breach the income or assets 
limit in 2015/16 and is unlikely to in 2016/17. 

2.3. The Trust’s external auditors, currently PwC, have traditionally performed the audit 
or independent examination of the Charity Funds. However, from 2015/16, the firm 
have made the strategic decision not to support these types of reviews going 
forward for any client. 

2.4. An independent examination is a simpler form of scrutiny than an audit but it still 
provides trustees, funders, beneficiaries, stakeholders and the public with an 
assurance that the accounts of the charity have been reviewed by an independent 
person.  

2.5. Whilst in most cases the examiner will be reviewing receipts and payments 
accounts and so will not need to be a qualified accountant to carry out a proper 
independent examination, the examiner still needs a certain level of ability and 
knowledge to undertake a competent examination and to set out their report in the 
way that is required by the 2008 Regulations. Where gross income is more than 
£250,000 charity law requires the examiner to be a member of a body listed in the 
Charities Act. 

 

3. Proposal 

3.1. Whilst the ability to go to an independent individual is a possibility, with the variable 
levels of income that may be received in any one year, it would be better to obtain 
the services of a firm of accountants who are sufficiently qualified and experienced 
to perform an audit or IE, dependant on the needs of the Charity for any given year. 

3.2. The likely cost per annum of a review could range from £7-10k and it is suggested 
that a three year term is put forward to obtain continuity for the Trust and the 
External Accountants. In view of this, three quotes will be necessary to comply with 
the scheme of delegation. 
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3.3. To enhance community ties and keep costs to a reasonable level, it is suggested to 
look for a firm of local accountants who could perform the review and ask for their 
approach, a breakdown of costs and for references to be provided. 

 

4. Next Steps  

4.1. To enhance community ties and keep costs to a reasonable level, it is suggested to 
look for a firm of local accountants who could perform the review and ask for their 
approach, a breakdown of costs and for references to be provided. 

4.2. An internal review of responses should be performed and then an opportunity to 
meet with the Accountants to help select the one most appropriate for the Charity 
Fund by way of Supplier Presentation session. 

4.3. As a minimum, it is suggested that the Chair of the Charitable Funds Committee, 
the Interim Director of Finance, and Director of People & Communications should 
have representation at the supplier presentation session. 

 

5. Recommendation 

5.1. The Committee are asked to discuss and agree with the proposal to seek new 
External Accountants who can perform full audits or independent reviews.  

 

6.      Reference Material  

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/512665/cc31_lowink.pdf 

 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/512672/cc32_lowink.pdf 
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REPORT TO THE AUDIT, ASSURANCE & RISK COMMITTEE 
 
Date 
 

23.05.2016 

Agenda Item 
 

09 

Title Self-assessment of licence compliance 
 

Author(s) Anna Williams, Company Secretary & Head of Corporate 
Governance 
 

Purpose This report provides an update on the Trust’s self-
assessment of compliance with the conditions of the licence 
and proposed self-declaration for General Licence condition 
(G6) 
 

Previously Considered by 
 

N/A 

Sponsoring Director Paul Streat, Provider Development Director 
 

Executive Summary A review of the Trust’s gap analysis of compliance with the 
licence conditions has been undertaken.  In undertaking the 
assessment of compliance, the paper recognises NHS 
Improvement’s view that the Trust is in breach of some 
provisions within Licence Condition FT4, as well as the 
additional licence condition imposed. 
 

Action Required 
 

The Committee is asked to consider the recommendations 
in the report, including the proposed compliance position set 
out at Appendix B and consider the information, so as to 
inform the proposed declaration to Board required at 
Appendix A 
 

 
 

 



 

Audit, Assurance & Risk Committee 23.05.2016    Page 2 of 29 
Agenda Item 09 – Monitor Licence Compliance        

 

MONITOR LICENCE COMPLIANCE 

 
1. Purpose  

1.1. Further to the exception reports provided to the Audit, Assurance & Risk Committee 
during 2015/2016, this paper provides a full update on the Trust’s self-assessment against 
the conditions of Monitor’s provider licence.  This is relevant because the Board is required 
to sign a declaration (choosing ‘confirmed’ or ‘not confirmed’) and submit this to NHS 
Improvement by 31 May 2016.  The statement is provided at Appendix A. 

 

2. Review of compliance 

2.1. In April 2014 the Trust was found to be in breach of licence conditions FT4 (4)(b) 
and (c), FT4 (5)(b),(c),(e) and (f), FT4 (6)(c),(d),(e) and (f) and FT4 (7).  All these 
conditions are reported as red. 

2.2. In January 2016 the Trust was found to be in breach of licence conditions FT4 (5) 
(a),(b),(e) and (f), FT4 (6) (a),(b),(c),(d),(e) and (f).  All these conditions are reported as 
red. 

2.3. In April 2016, NHS Improvement imposed an additional licence condition on the 
Trust.  This made reference to the fact that the governance of the Trust was such that the 
Trust would fail to comply with one or more of licence conditions FT4 (5) (a),(b),(c),(e),(f); 
FT4 (6)(a),(b),(c),(d),(e),(f). 

2.4. In May 2016, in invoking their powers under s.111 of the Health & Social Care Act 
by requiring appointment of an Interim Chair, NHS Improvement indicated that they were 
satisfied that the Trust was in breach of the additional licence condition.  As such, this is 
reported as red. 

2.5. In addition, licence condition G6 (1) (a), which relates to compliance with the 
conditions of the provider licence has also been reported as red.   

2.6. Regular assessments have been submitted to the Audit, Assurance & Risk 
Committee, the last being in March 2016. 

 

3. Report 

3.1. The Committee is asked to discuss this paper, and form a view to be provided to 
the Board as to signing the declarations as ‘confirmed’ or ‘not confirmed’ in each case (see 
Appendix A): 

3.1.1. It is recommended that a return of ‘not confirmed’ be made in respect of 
statement 1; 

3.1.2. It is proposed that a return of ‘confirmed’ be made in respect of statement 2. 

3.2. The Committee is asked to consider any further management action required, and 
consider accepting this report annually, and in the intervening period, by exception only. 

 

4. Recommendation 

4.1. The Committee are asked to: 

4.1.1. Consider the proposed declarations in relation to General condition 6; 
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4.1.2. Consider the self-assessment of compliance with the Monitor licence. 

 

5. Appendices  
 
APPENDIX A: Declarations required by General Condition 6 of the NHS provider 

licence  
 
APPENDIX B: SHFT Self-assessment of compliance with Monitor Licence  
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APPENDIX A: Declarations required by General Condition 6 of the NHS provider 
licence 
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APPENDIX B: SHFT Self-assessment of compliance with Monitor Licence  

 

REF TITLE TRUST POSITION EVIDENCE RATING 

Section 1  General Conditions 
Condition G1 – Provision of information 
1 Subject to paragraph 3, and in addition to obligations under other 

Conditions of this Licence, the Licensee shall furnish to Monitor such 
information and documents, and shall prepare or procure and furnish to 
Monitor such reports, as Monitor may require for any of the purposes set 
out in section 96(2) of the 2012 Act. 

Compliant Annual Plan;  
Annual Report & Accounts 
Quarterly submissions 
Cooperation with Monitor investigation. 

G 
 

2 Information, documents and reports required to be furnished under this 
Condition shall be furnished in such manner, in such form, at such place 
and at such times as Monitor may require. 

Compliant Responses and reports provided in 
appropriate format and timescale 

G 

3 In furnishing information documents and reports pursuant to paragraphs 1 
and 2 the Licensee shall take all reasonable steps to ensure that: 
(a) in the case of information or a report, it is accurate, complete and not 
misleading;  (b) in the case of a document, it is a true copy of the 
document requested; and 

Compliant 
 

Correspondence with Monitor goes via the 
CEO or Company Secretary’s office. 
CFO approval of finance documents and 
reports 

G 

4 This Condition shall not require the Licensee to furnish any information, 
documents or reports which it could not be compelled to produce or give 
in evidence in civil proceedings before a court because of legal 
professional privilege 

Noted N/A N/A 

Condition G2 – Publication of information 
1 The Licensee shall comply with any direction from Monitor for any of the 

purposes set out in section 96(2) of the 2012 Act to publish information 
about health care services provided for the purposes of the NHS and as to 
the manner in which such information should be published. 
 

Compliant Annual report and mandatory declarations 
are on the SHFT website. 
Self-assessment against the Code of 
Governance. 

G 

2 For the purposes of this condition “publish” includes making available to 
the public, to any section of the public or to individuals. 
 

Noted N/A N/A 

Condition G3 – Payment of fees to Monitor 
1 The Licensee shall pay fees to Monitor in each financial year of such 

amount as Monitor may determine for each such year or part thereof in 
respect of the exercise by Monitor of its functions for the purposes set out 
in section 96(2) of the 2012 Act. 

Noted No fees have been sought. N/A 

2 The Licensee shall pay the fees required to be paid by a determination by 
Monitor for the purpose of paragraph 1 no later than the 28th day after 

Noted No fees have been sought. N/A 
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REF TITLE TRUST POSITION EVIDENCE RATING 

they become payable in accordance with that determination. 
Condition G4 – Fit and proper persons as Governors and Directors (also applicable to those performing equivalent or similar functions) 
1 The Licensee shall ensure that no person who is an unfit person may 

become or continue as a Governor, except with the approval in writing of 
Monitor. 

Compliant All Governors have made appropriate 
declarations  
None are deemed as unfit. 

G 

2 The Licensee shall not appoint as a Director any person who is an unfit 
person, except with the approval in writing of Monitor. 

Compliant All Directors have made appropriate 
declarations during April 2016 and none are 
deemed as unfit.  This includes a declaration 
on the CQC Fit and proper persons test. 

G 

3 The Licensee shall ensure that its contracts of service with its Directors 
contain a provision permitting summary termination in the event of a 
Director being or becoming an unfit person. The Licensee shall ensure 
that it enforces that provision promptly upon discovering any Director to be 
an unfit person, except with the approval in writing of Monitor. 

Compliant Non-Executive Director Terms of 
Appointment letters / amendment to Terms of 
Appointment letters 
 
Executive Director contracts are signed 
 

G 

4 If Monitor has given approval in relation to any person in accordance with 
paragraph 1, 2, or 3 of this condition the Licensee shall notify Monitor 
promptly in writing of any material change in the role required of or 
performed by that person. 

Noted. Monitor has 
not been requested 
to give any such 
approval. 

N/A N/A 

5a (a) an individual; 
(i) who has been adjudged bankrupt or whose estate has been 
sequestrated and (in either case) has not been discharged; or (ii) who has 
made a composition or arrangement with, or granted a trust deed for, his 
creditors and has not been discharged in respect of it; or (iii) who within 
the preceding five years has been convicted in the British Islands of any 
offence and a sentence of imprisonment (whether suspended or not) for a 
period of not less than three months (without the option of a fine) was 
imposed on him; or (iv) who is subject to an unexpired disqualification 
order made under the Company Directors’ Disqualification Act 1986; or 

Noted. 
These definitions 
have been shared 
with Governors and 
Directors. 

Letters to Directors and Governors on file 
with Company Secretary.  
Signed declarations received from all 
Directors and Governors 
Log of responses from Directors and 
Governors 

N/A 

5b (b) a body corporate, or a body corporate with a parent body corporate: 
(i) where one or more of the Directors of the body corporate or of its 
parent body corporate is an unfit person under the provisions of sub-
paragraph (a) of this paragraph, or (ii) in relation to which a voluntary 
arrangement is proposed under section 1 of the Insolvency Act 1986, or 
(iii) which has a receiver (including an administrative receiver within the 
meaning of section 29(2) of the 1986 Act) appointed for the whole or any 
material part of its assets or undertaking, or 
(iv) which has an administrator appointed to manage its affairs, business 
and property in accordance with Schedule B1 to the 1986 Act, or (v) which 

Noted. 
No Governors or 
Directors are 
corporate bodies. 

Annual Report sets out membership of the 
Board and Council.   
All members are natural persons. 

N/A 
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REF TITLE TRUST POSITION EVIDENCE RATING 

passes any resolution for winding up, or (vi) which becomes subject to an 
order of a Court for winding up. 

Condition G5 – Monitor guidance 
1 Without prejudice to any obligations in other Conditions of this Licence, 

the Licensee shall at all times have regard to guidance issued by Monitor 
for any of the purposes set out in section 96(2) of the 2012 Act. 

Complaint. Internal and external Auditors brief Directors 
on Monitor’s regulatory developments at AAR 
Committee meetings.  
The Executive provide the AAR Committee 
with assurance papers (such as this) as to 
compliance with the Code, the Licence and 
the annual reporting requirements.  Company 
Secretary’s Monitor Guidance Log 
Review and dissemination of key items from 
Monitor Bulletins to Executives / Board 

G 
 

2 In any case where the Licensee decides not to follow the guidance 
referred to in paragraph 1 or guidance issued under any other Conditions 
of this licence, it shall inform Monitor of the reasons for that decision. 

Compliant. The Code of Governance is issued by 
Monitor as comply or explain guidance.  The 
Annual Report sets out the Board’s reasoning 
for any non-compliance.  There are no items 
declared in the 15-16 annual report.    

G 
 

Condition G6 – Systems for compliance with licence conditions and related obligations 
1 The Licensee shall take all reasonable precautions against the risk of 

failure to comply with: 
(a) the Conditions of this Licence, 
 
 
(b) any requirements imposed on it under the NHS Acts, and 
 
 
 
 
(c) the requirement to have regard to the NHS Constitution in providing 
health care services for the purposes of the NHS. 

 
 
Not compliant 
 
 
Compliant 
 
 
 
 
Compliant  

 
 
Enforcement undertakings accepted by 
Monitor to reflect potential breach of licence 
conditions.  
Constitution; scheme of reservation & 
delegation; standing financial instructions; 
standing orders; committee terms of 
reference; policy portfolio; NHSLA 
compliance programme. 
http://www.southernhealth.nhs.uk/workday/po
licies/nhs-constitution/ is an intranet page for 
staff where the NHS Constitution is 
explained; accompanied by a voluntary e-
learning application. 
 

 
R  
 

G 
 
 

G 

2 Without prejudice to the generality of paragraph 1, the steps that the 
Licensee must take pursuant to that paragraph shall include: 
(a) the establishment and implementation of processes and systems to 
identify risks and guard against their occurrence; and 

 
 
Compliant 
 

 
 
SHFT Risk Management Strategy; Board 
seminars; Board Assurance Framework 

 
G 
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REF TITLE TRUST POSITION EVIDENCE RATING 

(b) regular review of whether those processes and systems have been 
implemented and of their effectiveness. 

Compliant review 
Internal audit annual review of risk 
management processes; Annual Governance 
Statement.  Other consultants have been 
retained to undertake independent reviews 
and provide advice as to strengthening 
governance. 

G 
 

3 Not later than two months from the end of each Financial Year, the 
Licensee shall prepare and submit to Monitor a certificate to the effect 
that, following a review for the purpose of paragraph 2(b) the Directors of 
the Licensee are or are not satisfied, as the case may be that, in the 
Financial Year most recently ended, the Licensee took all such 
precautions as were necessary in order to comply with this Condition. 

Compliant Board to sign off the certificate at May 
meeting. 

G 
 

4 The Licensee shall publish each certificate submitted for the purpose of 
this Condition within one month of its submission to Monitor in such 
manner as is likely to bring it to the attention of such persons who 
reasonably can be expected to have an interest in it. 

Compliant SHFT will publish on the Corporate 
Governance page of the website.    

G 
 

Condition G7 – Registration with the Care Quality Commission 
1 The Licensee shall at all times be registered with the Care Quality 

Commission in so far as is necessary in order to be able lawfully to 
provide the services authorised to be provided by this Licence. 

Compliant Although CQC has issued enforcement 
notices to SHFT, there has been no attempt 
to restrict practice or services. 

G 
 

2 The Licensee shall notify Monitor promptly of: 
(a) any application it may make to the Care Quality Commission for the 
cancellation of its registration by that Commission, or 
(b) the cancellation by the Care Quality Commission for any reason of its 
registration by that Commission. 

N/A No such circumstances have arisen requiring 
such a notification by SHFT to Monitor. 

N/A 

3 A notification given by the Licensee for the purposes of paragraph 2 shall: 
(a) be made within 7 days of: 
(i) the making of an application in the case of paragraph (a), or 
(ii) becoming aware of the cancellation in the case of paragraph (b), and 
(b) contain an explanation of the reasons (in so far as they are known to 
the Licensee) for: 
(i) the making of an application in the case of paragraph (a), or 
(ii) the cancellation in the case of paragraph (b). 

N/A N/A N/A 

Condition G8 – Patient eligibility and selection criteria 
1 The Licensee shall: 

(a) set transparent eligibility and selection criteria, 
 

Compliant  Patient eligibility is generally determined 
according to three criteria; the House of 
Lords 1982 definition of ‘ordinarily resident’; 

G 
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REF TITLE TRUST POSITION EVIDENCE RATING 

 
(b) apply those criteria in a transparent way to persons who, having a 
choice of persons from whom to receive health care services for the 
purposes of the NHS, choose to receive them from the Licensee, and 
 
 
(c) publish those criteria in such a manner as will make them readily 
accessible by any persons who could reasonably be regarded as likely to 
have an interest in them. 

by the Trust’s commissioners’ development 
and use of approval (for treatment) criteria 
(usually established in commissioners 
approvals policies and procedures); and by 
the judgement of the clinician.   
 
We signpost website visitors to the NHS 
Constitution. 

2 “Eligibility and selection criteria” means criteria for determining: 
(a) whether a person is eligible, or is to be selected, to receive health care 
services provided by the Licensee for the purposes of the NHS, and 
(b) if the person is selected, the manner in which the services are 
provided to the person. 

 
Definition noted 
 

 
Definition noted 
 
 

G 
 

Condition G9 – Application of Section 5 (Continuity of Services) 
1 The Conditions in Section 5 shall apply: 

(a) whenever the Licensee is subject to a contractual or other legally 
enforceable obligation to provide a service which is a Commissioner 
Requested Service, and 
(b) from the commencement of this Licence until the Licensee becomes 
subject to an obligation of the type described in sub-paragraph (a), if the 
Licensee is an NHS foundation trust which: 
(i) was not subject to such an obligation on commencement of this 
Licence, and 
(ii) was required to provide services, or was party to an NHS contract to 
provide services, as described in paragraph 2(a) or 2(b); 
for the avoidance of doubt, where Section 5 applies by virtue of this 
subparagraph, the words “Commissioner Requested Service” shall be 
read to include any service of a description falling within paragraph 2(a) or 
2(b). 
 
 

Guidance noted N/A N/A 

2 A service is a Commissioner Requested Service if, and to the extent that, 
it is: 
(a) any service of a description which the Licensee, being an NHS 
foundation trust with an authorisation date on or before 31 March 2013, 
was required to provide in accordance with condition 7(1) and Schedule 2 
in the terms of its authorisation by Monitor immediately prior to the 
commencement of this Licence, or (b) any service of a description which 

Definition noted N/A N/A 
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REF TITLE TRUST POSITION EVIDENCE RATING 

the Licensee, being an NHS foundation trust with an authorisation date on 
or after 1 April 2013, was required to provide pursuant to an NHS contract 
immediately before its authorisation date, or (c) any other service which 
the Licensee has contracted with a Commissioner to provide as a 
Commissioner Requested Service. 

3 A service is also a Commissioner Requested Service if, and to the extent 
that, not being a service within paragraph 2:   (a) it is a service which the 
Licensee may be required to provide to a Commissioner under the terms 
of a contract which has been entered into between them, and (b) the 
Commissioner has made a written request to the Licensee to provide that 
service as a Commissioner Requested Service, and either (c) the 
Licensee has failed to respond in writing to that request by the expiry of 
the 28th day after it was made to the Licensee by the Commissioner, or 
(d) the Commissioner, not earlier than the expiry of the [28th] day after 
making that request to the Licensee, has given to Monitor and to the 
Licensee a notice in accordance with paragraph 4, and Monitor, after 
giving the Licensee the opportunity to make representations, has issued a 
direction in writing in accordance with paragraph 5. 

Definition noted N/A N/A 

4 A notice in accordance with this paragraph is a notice:  (a) in writing, 
(b) stating that the Licensee has refused to agree to a request to provide a 
service as a Commissioner Requested Service, and (c) setting out the 
Commissioner’s reasons for concluding that the Licensee is acting 
unreasonably in refusing to agree to that request to provide a service as a 
Commissioner Requested Service 

Definition noted 
 
 
 
 

N/A N/A 

5 A direction in accordance with this paragraph is a direction that the 
Licensee’s refusal to provide a service as a Commissioner Requested 
Service in response to a request made under paragraph 3(b) is 
unreasonable. 
 
 
 

Definition noted N/A N/A 

6 The Licensee shall give Monitor not less than [28] days’ notice of the 
expiry of any contractual obligation pursuant to which it is required to 
provide a Commissioner Requested Service to a Commissioner for which 
no extension or renewal has been agreed. 

Compliant Contracting team escalate expiry of all 
contracts; a more formalised process for 
escalation and risk mitigation has been  
established 
 
Board is informed of changes to services 

G  

7 If any contractual obligation of a Licensee to provide a Commissioner 
Requested Service expires without extension or renewal having been 

This mandatory 
guidance is noted 

No instances have been escalated under 
which SHFT would be affected.   

N/A 
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REF TITLE TRUST POSITION EVIDENCE RATING 

agreed between the Licensee and the Commissioner who is a party to the 
contract, the Licensee shall continue to provide that service on the terms 
of the contract (save as agreed with that Commissioner), and the service 
shall continue to be a Commissioner Requested Service, for the period 
from the expiry of the contractual obligation until Monitor issues either: 
(a) a direction of the sort referred to in paragraph 8, or 
(b) a notice in writing to the Licensee stating that it has decided not to 
issue such a direction. 

8 If, during the period of a contractual or other legally enforceable obligation 
to provide a Commissioner Requested Service, Monitor issues to the 
Licensee a direction in writing to continue providing that service for a 
period specified in the direction, then for that period the service shall 
continue to be a Commissioner Requested Service. 

Mandatory guidance 
noted 

No such instances have occurred. N/A 

9 No service which the Licensee is subject to a contractual or other legally 
enforceable obligation to provide shall be regarded as a Commissioner 
Requested Service and, as a consequence, no Condition in Section 5 
shall be of any application, during any period for which there is in force a 
direction in writing by Monitor given for the purposes of this condition and 
of any equivalent condition in any other current licence issued under the 
2012 Act stating that no health care service provided for the purposes of 
the NHS is to be regarded as a Commissioner Requested Service. 

Guidance noted N/A N/A 

10 A service shall cease to be a Commissioner Requested Service if: 
(a) all current Commissioners of that service as a Commissioner 
Requested Service agree in writing that there is no longer any need for 
the service to be a Commissioner Requested Service, and Monitor has 
issued a determination in writing that the service is no longer a 
Commissioner Requested Service, or 
(b) Monitor has issued a determination in writing that the service is no 
longer a Commissioner Requested Service; or 
(c) it is a Commissioner Requested Service by virtue only of paragraph 
2(a) above and 3 years have elapsed since the commencement of this 
Licence; or 
(d) it is a Commissioner Requested Service by virtue only of paragraph 
2(b) above and either 3 years have elapsed since 1 April 2013 or 1 year 
has elapsed since the commencement of this Licence, whichever is the 
later; or 
(e) the contractual obligation pursuant to which the service is provided has 
expired and Monitor has issued a notice pursuant to paragraph 7(b) in 
relation to the service; or 

Definition noted N/A N/A 
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REF TITLE TRUST POSITION EVIDENCE RATING 

 (f) the period specified in a direction by Monitor of the sort referred to in 
paragraph 8 in relation to the service has expired. 

11 The Licensee shall make available free of charge to any person who 
requests it a statement in writing setting out the description and quantity of 
services which it is under a contractual or other legally enforceable 
obligation to provide as Commissioner Requested Services.  

Compliant SHFT has not received any such requests.   
 

G 
 

12 Within [28] days of every occasion on which there is a change in the 
description or quantity of the services which the Licensee is under a 
contractual or other legally enforceable obligation to provide as 
Commissioner Requested Services, the Licensee shall provide to Monitor 
in writing a notice setting out the description and quantity of all the 
services it is obliged to provide as Commissioner Requested Services. 

Compliant SHFT regularly updates Monitor as to 
changes in CRS.  There is a regularly used 
process for contract variation orders. 
 

G 
 

13 Unless it is proposes to cease providing the service, the Licensee shall 
not make any application to Monitor for a determination in accordance 
with paragraph 10(b):   (a) in the case of a service which is a 
Commissioner Requested Service by virtue only of paragraph 2(a) above, 
in the period of 3 years since the commencement of this Licence or (b) in 
the case of a service which is a Commissioner Requested Service by 
virtue only of paragraph 2(b), in the period until the later of 1 April 2016 or 
1 year from the commencement of this Licence. 

Guidance noted No such instances have occurred. N/A 

14 In this Condition “NHS contract” has the meaning given to that term in 
Section 9 of the 2006 Act. 

Definition noted N/A N/A 

Section 2 – Pricing 
Condition P1 – Recording of information 
1 If required in writing by Monitor, and only in relation to periods from the 

date of that requirement, the Licensee shall:   
(a) obtain, record and maintain sufficient information about the costs 
which it expends in the course of providing services for the purposes of 
the NHS and other relevant information, and 
(b) establish, maintain and apply such systems and methods for the 
obtaining, recording and maintaining of such information about those 
costs and other relevant information, as are necessary to enable it to 
comply with the following paragraphs of this Condition. 

Guidance noted No such requirement has been made of 
SHFT by Monitor, other than the explicit 
requirements of the compliance regime to 
report financial performance under Risk 
Assessment Framework and Annual 
Reporting Manual.  The Trust has 
appropriate financial systems and processes 
in place to provide information requested.  All 
financial reporting requirements have been 
achieved. 
 
There are no requests for financial 
information from NHS Improvement which 
have not been satisfied. 

N/A 

2 From the time of publication by Monitor of Approved Reporting Currencies Guidance noted No such requirement has been made of N/A 
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REF TITLE TRUST POSITION EVIDENCE RATING 

the Licensee shall maintain records of its costs and of other relevant 
information broken down in accordance with those Currencies by 
allocating to a record for each such Currency all costs expended by the 
Licensee in providing health care services for the purposes of the NHS 
within that Currency and by similarly treating other relevant information. 

SHFT by NHS Improvement other than those 
described in the Risk Assessment 
Framework and Annual Reporting Manual.   
National tariff and block contracts. 

3 In the allocation of costs and other relevant information to Approved 
Reporting Currencies in accordance with paragraph 2 the Licensee shall 
use the cost allocation methodology and procedures relating to other 
relevant information set out in the Approved Guidance. 

Guidance noted No such requirement has been made of 
SHFT by NHS Improvement other than those 
described in the Risk Assessment 
Framework and Annual Reporting Manual.  
National tariff and block contracts.  Cost 
allocations are made in line with approved 
guidance.

N/A 
 
 
 

4 If the Licensee uses sub-contractors in the provision of health care 
services for the purposes of the NHS, to the extent that it is required to do 
so in writing by Monitor the Licensee shall procure that each of those sub-
contractors: 
(a) obtains, records and maintains information about the costs which it 
expends in the course of providing services as sub-contractor to the 
Licensee, and establishes, maintains and applies systems and methods 
for the obtaining, recording and maintaining of that information, in a 
manner that complies with paragraphs 2 and 3 of this Condition, and 
(b) provides that information to Monitor in a timely manner. 

Guidance noted SHFT does use sub-contractors.  No request 
has been made by NHS Improvement 

G 

5 Records required to be maintained by this Condition shall be kept for not 
less than six years. 

Guidance noted SH IG 14 SHFT information retention review 
and disposal schedule.   Refers to DH 
Records Management Part 2; which sets out 
at p89 an expectation that cost accounts be 
retained for 3 years only.   

G 

6 In this Condition: 
“the Approved Guidance” means such guidance on the obtaining, 
recording and maintaining of information about costs and on the breaking 
down and allocation of costs by reference to Approved Reporting 
Currencies as may be published by Monitor;  “Approved Reporting 
Currencies” means such categories of cost and other relevant information 
as may be published by Monitor; “other relevant information” means such 
information, which may include quality and outcomes data, as may be 
required by Monitor for the purpose of its functions under Chapter 4 
(Pricing) in Part 3 of the 2012 Act. 

Definitions noted N/A N/A 

Condition P2 – Provision of information 
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1 Subject to paragraph 3, and without prejudice to the generality of 
Condition G1, the Licensee shall furnish to Monitor such information and 
documents, and shall prepare or procure and furnish to Monitor such 
reports, as Monitor may require for the purpose of performing its functions 
under Chapter 4 in Part 3 of the 2012 Act. 

Compliant SHFT responds to information requests in a 
helpful and timely manner as and when they 
arise.   No specific requests for information 
on pricing have been issued. 

G 
 

2 Information, documents and reports required to be furnished under this 
Condition shall be furnished in such manner, in such form, at such place 
and at such times as Monitor may require. 

Compliant SHFT responds to information requests in a 
helpful and timely manner as and when they 
arise.   No specific requests for information 
on pricing have been issued. 

G 
 

3 In furnishing information documents and reports pursuant to paragraphs 1 
and 2 the Licensee shall take all reasonable steps to ensure that: 
(a) in the case of information or a report, it is accurate, complete and not 
misleading; 
(b) in the case of a document, it is a true copy of the document requested; 
and 

Compliant SHFT responds to information requests in a 
helpful and timely manner as and when they 
arise.   No specific requests for information 
on pricing have been issued. 

G 
 

4 This Condition shall not require the Licensee to furnish any information, 
documents or reports which it could not be compelled to produce or give 
in evidence in civil proceedings before a court because of legal 
professional privilege. 

Compliant SHFT responds to information requests in a 
helpful and timely manner as and when they 
arise.   No specific requests for information 
on pricing have been issued. 

G 
 

Condition P3 – Assurance report on submissions to Monitor 
1 If required in writing by Monitor the Licensee shall, as soon as reasonably 

practicable, obtain and submit to Monitor an assurance report in relation to 
a submission of the sort described in paragraph 2 which complies with the 
requirements of paragraph 3. 

Guidance noted N/A   
No such request has been made. 
Internal Audit have carried out a review. 

N/A 

2 The descriptions of submissions in relation to which a report may be 
required under paragraph 1 are:   (a) submissions of information furnished 
to Monitor pursuant to Condition P2, and (b) submissions of information to 
third parties designated by Monitor as persons from or through whom cost 
information may be obtained for the purposes of setting or verifying the 
National Tariff or of developing non-tariff pricing guidance. 

Guidance noted N/A N/A 

3 An assurance report shall meet the requirements of this paragraph if all of 
the following conditions are met:   (a) it is prepared by a person approved 
in writing by Monitor or qualified to act as auditor of an NHS foundation 
trust in accordance with paragraph 23(4) in Schedule 7 to the 2006 Act; 
(b) it expresses a view on whether the submission to which it relates: 
(i) is based on cost records which have been maintained in a manner 
which complies with paragraph 2 in Condition P1;  (ii) is based on costs 
which have been analysed in a manner which complies with paragraph 3 
in Condition P1, and (iii) provides a true and fair assessment of the 

Guidance noted N/A N/A 
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information it contains. 
Condition P4 – Compliance with the National Tariff 
1 Except as approved in writing by Monitor, the Licensee shall only provide 

health care services for the purpose of the NHS at prices which comply 
with, or are determined in accordance with, the national tariff published by 
Monitor, in accordance with section 116 of the 2012 Act. 

Compliant Block contracts are the majority.   Other 
tariffs are agreed contractually with 
commissioners and are based on National 
tariff.    

G 
 

2 Without prejudice to the generality of paragraph 1, except as approved in 
writing by Monitor, the Licensee shall comply with the rules, and apply the 
methods, concerning charging for the provision of health care services for 
the purposes of the NHS contained in the national tariff published by 
Monitor in accordance with, section 116 of the 2012 Act, wherever 
applicable. 

Compliant Block contracts are the majority.   Other 
tariffs are agreed contractually with 
commissioners and are based on National 
tariff.    

G 
 

Condition P5 – Constructive engagement concerning local tariff modifications 
1 The Licensee shall engage constructively with Commissioners, with a 

view to reaching agreement as provided in section 124 of the 2012 Act, in 
any case in which it is of the view that the price payable for the provision 
of a service for the purposes of the NHS in certain circumstances or areas 
should be the price determined in accordance with the national tariff for 
that service subject to modifications. 

Compliant These are circumstances where the price 
agreed with commissioners varies from 
National tariff.  SHFT engages positively with 
commissioners in these discussions.  
Evidence from Head of contracting. 

G 
 

Section 3 – Choice and Competition 
Condition C1- The right of patients to make choices 
1 Subsequent to a person becoming a patient of the Licensee and for as 

long as he or she remains such a patient, the Licensee shall ensure that 
at every point where that person has a choice of provider under the NHS 
Constitution or a choice of provider conferred locally by Commissioners, 
he or she is notified of that choice and told where information about that 
choice can be found. 

Compliant The SHFT website does signpost users to 
the NHS Constitution.  The SHFT public 
website identifies for users that the choices 
they are able to make about services will be 
talked through with their GP or other 
healthcare professionals.   
 

G 
 

2 Information and advice about patient choice of provider made available by 
the Licensee shall not be misleading. 

Compliant A wide range of patient information is 
available on the website.  SH-NCP-27 
Production of Patient Information Policy is in 
date.  It states at para 1.3.1 that patient 
information will provide the information that 
patients need to make choices. 

G 
 

3 Without prejudice to paragraph 2, information and advice about patient 
choice of provider made available by the Licensee shall not unfairly favour 
one provider over another and shall be presented in a manner that, as far 
as reasonably practicable, assists patients in making well informed 

Compliant SHFT cannot be certain of what 
commissioning arrangements there are 
between commissioners and other providers.   
SHFT’s position is one of being candid with 

G 
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choices between providers of treatments or other health care services. patients who have a range of options to 
choose from and to fairly and openly present 
the facts regarding SHFT’s service. 

4 In the conduct of any activities, and in the provision of any material, for the 
purpose of promoting itself as a provider of health care services for the 
purposes of the NHS the Licensee shall not offer or give gifts, benefits in 
kind, or pecuniary or other advantages to clinicians, other health 
professionals, Commissioners or their administrative or other staff as 
inducements to refer patients or commission services. 

Compliant Counter fraud activity. 
Whistleblowing policy and practice. 
Standards of business conduct. 
Bribery Act awareness. 
Register of interests of staff. 

G 
 

Condition C2 – Competition oversight 
1 The Licensee shall not: 

(a) enter into or maintain any agreement or other arrangement which has 
the object or which has (or would be likely to have) the effect of 
preventing, restricting or distorting competition in the provision of health 
care services for the purposes of the NHS, or 
(b) engage in any other conduct which has (or would be likely to have) the 
effect of preventing, restricting or distorting competition in the provision of 
health care services for the purposes of the NHS, to the extent that it is 
against the interests of people who use health care services. 

 
Compliant 
 
 
 
Compliant 

 
Financial Procedures (V.01) 
SFIs 
Standing Orders  
Scheme of reservation & delegation 
Bribery Act guidance 

 
G 
 

G 
 

Section 4 – Integrated care 
Condition IC1 – Provision of integrated care 
1 The Licensee shall not do anything that reasonably would be regarded as 

against the interests of people who use health care services by being 
detrimental to enabling its provision of health care services for the 
purposes of the NHS to be integrated with the provision of such services 
by others with a view to achieving one or more of the objectives referred 
to in paragraph 4. 

Compliant Financial Procedures V1.0 
SFIs; Tender policy; internal & external  audit 
reports; Standing Orders; CQC registration 
Scheme of reservation & delegation 
Bribery Act guidance; Compliance with 
contracts; Code of conduct for NHS 
Managers 

G 
 

2 The Licensee shall not do anything that reasonably would be regarded as 
against the interests of people who use health care services by being 
detrimental to enabling its provision of health care services for the 
purposes of the NHS to be integrated with the provision of health-related 
services or social care services by others with a view to achieving one or 
more of the objectives referred to in paragraph 4. 

Compliant Financial Procedures V1.0 
SFIs; Tender policy; internal & external  audit 
reports; Standing Orders; CQC registration 
Scheme of reservation & delegation 
Bribery Act guidance; Compliance with 
contracts; Code of conduct for NHS 
Managers 

G 
 

3 The Licensee shall not do anything that reasonably would be regarded as 
against the interests of people who use health care services by being 
detrimental to enabling it to co-operate with other providers of health care 
services for the purposes of the NHS with a view to achieving one or more 

Compliant Financial Procedures V1.0 
SFIs; Tender policy; internal & external  audit 
reports; Standing Orders; CQC registration 
Scheme of reservation & delegation 

G 
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of the objectives referred to in paragraph 4. Bribery Act guidance; Compliance with 
contracts; Code of conduct for NHS 
Managers 

4 The objectives referred to in paragraphs 1, 2 and 3 are: 
(a) improving the quality of health care services provided for the purposes 
of the NHS (including the outcomes that are achieved from their provision) 
or the efficiency of their provision, (b) reducing inequalities between 
persons with respect to their ability to access those services, and (c) 
reducing inequalities between persons with respect to the outcomes 
achieved for them by the provision of those services. 

Definitions noted N/A N/A 

5 The Licensee shall have regard to such guidance as may have been 
issued by Monitor from time to time concerning actions or behaviours that 
might reasonably be regarded as against the interests of people who use 
health care services for the purposes of paragraphs 1, 2 or 3 of this 
Condition. 

Compliant Executive team maintains awareness of 
guidance through regular review and 
discussion or Monitor bulletins; internal and 
external auditor technical briefings. 

G 
 

Section 5 – Continuity of Services 
Condition CoS1 – Continuing provision of Commissioner Requested Services 
1 The Licensee shall not cease to provide, or materially alter the 

specification or means of provision of, any Commissioner Requested 
Service otherwise than in accordance with the following paragraphs of this 
Condition. 

Guidance noted N/A N/A 

2 If, during the period of a contractual or other legally enforceable obligation 
to provide a Commissioner Requested Service, or during any period when 
this condition applies by virtue of Condition G9(1)(b), Monitor issues to the 
Licensee a direction in writing to continue providing that service for a 
period specified in the direction, then the Licensee shall provide the 
service for that period in accordance with the direction. 

Guidance noted N/A N/A 

3 The Licensee shall not materially alter the specification or means of 
provision of any Commissioner Requested Service except: 
(a) with the agreement in writing of all Commissioners to which the 
Licensee is required by a contractual or other legally enforceable 
obligation to provide the service as a Commissioner Requested Service; 
or 
(b) at any time when this condition applies by virtue of Condition G9(1)(b), 
with the agreement in writing of all Commissioners to which the Licensee 
provides, or may be requested to provide, the service as a Commissioner 
Requested Service; or (c) if required to do so by, or in accordance with the 
terms of its authorisation by, anybody having responsibility pursuant to 
statute for regulating one or more aspects of the provision of health care 

Compliant Contracts with commissioners.  
Monitoring of contract compliance both 
internally and with commissioners. 

G 
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services in England and which has been designated by Monitor for the 
purposes of this condition and of equivalent conditions in other licences 
granted under the 2012 Act. 

4 If the specification or means of provision of a Commissioner Requested 
Service is altered as provided in paragraph 3 the Licensee, within [28] 
days of the alteration, shall give to Monitor notice in writing of the 
occurrence of the alteration with a summary of its nature. 

Compliant Contracting team escalate expiry of all 
contracts 

G 

5 For the purposes of this Condition an alteration to the specification or 
means of provision of any Commissioner Requested Service is material if 
it involves the delivery or provision of that service in a manner which 
differs from the manner specified and described in:   (a) the contract in 
which it was first required to be provided to a Commissioner at or following 
the coming into effect of this Condition; or (b) if there has been an 
alteration pursuant to paragraph 3, the document in which it was specified 
on the coming into effect of that alteration; or (c) at any time when this 
Condition applies by virtue of Condition G9(1)(b), the contract, or NHS 
contract, by which it was required to be provided immediately before the 
commencement of this Licence or the Licensee’s authorisation, as the 
case may be. 

Compliant Contracting team escalate expiry of all 
contracts  

G 

Condition CoS2 – Restriction on the disposal of assets 
1 The Licensee shall establish, maintain and keep up to date, an asset 

register which complies with paragraphs 2 and 3 of this Condition (“the 
Asset Register”) 

Compliant Asset register in place with financial ledgers 
Central data repository includes a full terrier 
of properties from which the Trust operates 
(both owned and leased) 
 

G 

2 The Asset Register shall list every relevant asset used by the Licensee for 
the provision of Commissioner Requested Services. 

Compliant Asset register in place with financial ledgers 
Central data repository includes a full terrier 
of properties from which the Trust operates 
(both owned and leased) 
 

G 

3 The Asset Register shall be established, maintained and kept up to date in 
a manner that reasonably would be regarded as both adequate and 
professional. 

Compliant Asset ledger reconciled on a monthly basis G 

4 The obligations in paragraphs 5 to 8 shall apply to the Licensee if Monitor 
has given notice in writing to the Licensee that it is concerned about the 
ability of the Licensee to carry on as a going concern. 

Guidance noted No such concern has been registered by 
Monitor. 
Trust Board reviews going concern status 

N/A 

5 The Licensee shall not dispose of, or relinquish control over, any relevant 
asset except: 
(a) with the consent in writing of Monitor, and 

Guidance noted N/A N/A 
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(b) in accordance with the paragraphs 6 to 8 of this Condition. 
6 The Licensee shall furnish Monitor with such information as Monitor may 

request relating to any proposal by the Licensee to dispose of, or 
relinquish control over, any relevant asset. 

Guidance noted N/A N/A 

7 Where consent by Monitor for the purpose of paragraph 5(a) is subject to 
conditions, the Licensee shall comply with those conditions. 

Guidance noted N/A N/A 

8 Paragraph 5(a) of this Condition shall not prevent the Licensee from 
disposing of, or relinquishing control over, any relevant asset where: 
(a) Monitor has issued a general consent for the purposes of this 
Condition (whether or not subject to conditions) in relation to: 
(i) transactions of a specified description; or 
(ii) the disposal of or relinquishment of control over relevant assets of a 
specified description, and the transaction or the relevant assets are of a 
description to which the consent applies and the disposal, or 
relinquishment of control, is in accordance with any conditions to which 
the consent is subject; or 
(b) the Licensee is required by the Care Quality Commission to dispose of 
a relevant asset. 

Guidance noted Annual plan and quarterly submissions to 
Monitor contain details of any planned asset 
disposals 

N/A 

9 In this Condition: 
“disposal” means any of the following: 
(a) a transfer, whether legal or equitable, of the whole or any part of an 
asset (whether or not for value) to a person other than the Licensee; or (b) 
a grant, whether legal or equitable, of a lease, licence, or loan of (or the 
grant of any other right of possession in relation to) that asset; or (c) the 
grant, whether legal or equitable, of any mortgage, charge, or other form 
of security over that asset; or (d) if the asset is an interest in land, any 
transaction or event that is capable under any enactment or rule of law of 
affecting the title to a registered interest in that land, on the assumption 
that the title is registered, and references to “dispose” are to be read 
accordingly; “relevant asset” means any item of property, including 
buildings, interests in land, equipment (including rights, licenses and 
consents relating to its use), without which the Licensee’s ability to meet 
its obligations to provide Commissioner Requested Services would 
reasonably be regarded as materially prejudiced; “relinquishment of 
control” includes entering into any agreement or arrangement under which 
control of the asset is not, or ceases to be, under the sole management of 
the Licensee, and “relinquish” and related expressions are to be read 
accordingly. 

Definitions noted N/A N/A 
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10 The Licensee shall have regard to such guidance as may be issued from 
time to time by Monitor regarding:  (a) the manner in which asset registers 
should be established, maintained and updated, and (b) property, 
including buildings, interests in land, intellectual property rights and 
equipment, without which a licence holder’s ability to provide 
Commissioner Requested Services should be regarded as materially 
prejudiced. 

Compliant The Trust follows Monitor’s guidance 
document the asset register guidance for 
providers of CRS.  Full consideration is given 
to assets used in the provision of 
Commissioner Requested Services. 
 

G 
 

Condition CoS3 – Standards of corporate governance and financial management 
1 The Licensee shall at all times adopt and apply systems and standards of 

corporate governance and of financial management which reasonably 
would be regarded as: (a) suitable for a provider of the Commissioner 
Requested Services provided by the Licensee, and (b) providing 
reasonable safeguards against the risk of the Licensee being unable to 
carry on as a going concern. 

Not fully compliant  The Trust has agreed a financial plan with a 
projected normalised deficit of £1.3m. 
External audit opinion. 
Internal audit reports and Head of Internal 
Audit opinion.  Code of Governance self-
assessment.  Financial procedures;  SFIs 
and Standing Orders 
Long term financial model; Annual plan 
projections 
 

G 
 

2 In its determination of the systems and standards to adopt for the purpose 
of paragraph 1, and in the application of those systems and standards, the 
Licensee shall have regard to: 
(a) such guidance as Monitor may issue from time to time concerning 
systems and standards of corporate governance and financial 
management; 
(b) the Licensee’s rating using the risk rating methodology published by 
Monitor from time to time, and 
(c) the desirability of that rating being not less than the level regarded by 
Monitor as acceptable under the provisions of that methodology. 

Compliant Constitution. 
Self-assessment against the Code of 
Governance 
Board briefings:   Licence; Risk Assessment 
Framework; 
Financial procedures 
SFIs and Standing Orders 
Long term financial model 
Annual plan projections 
2014 / 2015 Deloitte Reviews 
Robust Cost Improvement Plans 

G 
 

G 
G 
G 

 

Condition CoS4 – Undertaking from the ultimate controller 
1 The Licensee shall procure from each company or other person which the 

Licensee knows or reasonably ought to know is at any time its ultimate 
controller, a legally enforceable undertaking in favour of the Licensee, in 
the form specified by Monitor, that the ultimate controller (“the 
Covenantor”): 
(a) will refrain for any action, and will procure that any person which is a 
subsidiary of, or which is controlled by, the Covenantor (other than the 
Licensee and its subsidiaries) will refrain from any action, which would be 
likely to cause the Licensee to be in contravention of any of its obligations 

Compliant SHFT is a public benefit corporation; the 
ultimate controller is the state.  Although no 
such undertaking has been sought from the 
state, we understand SHFT to be compliant 
by virtue of the absence of any non-state 
ultimate parent, from whom an undertaking 
could have been sought. 
 

G 
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under the 2012 Act or this Licence, and (b) will give to the Licensee, and 
will procure that any person which is a subsidiary of, or which is controlled 
by, the Covenantor (other than the Licensee and its subsidiaries) will give 
to the Licensee, all such information in its possession or control as may be 
necessary to enable the Licensee to comply fully with its obligations under 
this Licence to provide information to Monitor. 

2 The Licensee shall obtain any undertaking required to be procured for the 
purpose of paragraph 1 within 7 days of a company or other person 
becoming an ultimate controller of the Licensee and shall ensure that any 
such undertaking remains in force for as long as the Covenantor remains 
the ultimate controller of the Licensee. 

N/A N/A N/A 

3 The Licensee shall:  (a) deliver to Monitor a copy of each such 
undertaking within seven days of obtaining it; (b) inform Monitor 
immediately in writing if any Director, secretary or other officer of the 
Licensee becomes aware that any such undertaking has ceased to be 
legally enforceable or that its terms have been breached, and (c) comply 
with any request which may be made by Monitor to enforce any such 
undertaking. 

N/A N/A N/A 

4 For the purpose of this Condition, subject to paragraph 5, a person 
(whether an individual or a body corporate) is an ultimate controller of the 
Licensee if: 
(a) directly, or indirectly, the Licensee can be required to act in 
accordance with the instructions of that person acting alone or in concert 
with others, and 
(b) that person cannot be required to act in accordance with the 
instructions of another person acting alone or in concert with others. 

Definition note N/A N/A 

5 A person is not an ultimate controller if they are: (a) a health service body, 
within the meaning of section 9 of the 2006 Act; (b) a Governor or Director 
of the Licensee and the Licensee is an NHS foundation trust; (c) any 
Director of the Licensee who does not, alone or in association with others, 
have a controlling interest in the ownership of the Licensee and the 
Licensee is a body corporate; or (d) a trustee of the Licensee and the 
Licensee is a charity. 

Definition noted N/A N/A 

Condition CoS5 – Risk pool levy 
1 The Licensee shall pay to Monitor any sums required to be paid in 

consequence of any requirement imposed on providers under section 
135(2) of the 2012 Act, including sums payable by way of levy imposed 
under section 139(1) and any interest payable under section 143(10), by 
the dates by which they are required to be paid. 

Compliant No fees have been sought. G 
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2 In the event that no date has been clearly determined by which a sum 
referred to in paragraph 1 is required to be paid, that sum shall be paid 
within 28 days of being demanded in writing by Monitor. 

Guidance noted N/A N/A 

Condition CoS6 – Co-operation in the event of financial stress 
1 The obligations in paragraph 2 shall apply if Monitor has given notice in 

writing to the Licensee that it is concerned about the ability of the 
Licensee to carry on as a going concern. 

Guidance noted N/A N/A 

2 When this paragraph applies the Licensee shall:  (a) provide such 
information as Monitor may direct to Commissioners and to such other 
persons as Monitor may direct; (b) allow such persons as Monitor may 
appoint to enter premises owned or controlled by the Licensee and to 
inspect the premises and anything on them, and (c) co-operate with such 
persons as Monitor may appoint to assist in the management of the 
Licensee’s affairs, business and property. 

Definition noted N/A N/A 

Condition CoS7 – Availability of resources 
1 The Licensee shall at all times act in a manner calculated to secure that it 

has, or has access to, the Required Resources. 
Compliant Contracting arrangements.   AAR Committee 

minutes.  Long term financial plan.  Annual 
plan and quarterly returns; going concern 
consideration; internal and external audit 
reports and opinions. Annual report. 
Workforce plan. 

G 
 

2 The Licensee shall not enter into any agreement or undertake any activity 
which creates a material risk that the Required Resources will not be 
available to the Licensee. 

Compliant Contracting arrangement; Strategy and long 
term financial plan.  Annual Plan and 
quarterly returns. 

G 
 

3 The Licensee, not later than two months from the end of each Financial 
Year, shall submit to Monitor a certificate as to the availability of the 
Required Resources for the period of 12 months commencing on the date 
of the certificate, in one of the following forms: 
(a) “After making enquiries the Directors of the Licensee have a 
reasonable expectation that the Licensee will have the Required 
Resources available to it after taking account distributions which might 
reasonably be expected to be declared or paid for the period of 12 months 
referred to in this certificate.” 
(b) “After making enquiries the Directors of the Licensee have a 
reasonable expectation, subject to what is explained below, that the 
Licensee will have the Required Resources available to it after taking into 
account in particular (but without limitation) any distribution which might 
reasonably be expected to be declared or paid for the period of 12 months 
referred to in this certificate. However, they would like to draw attention to 

Compliant This certificate to be signed off at May Board. 
 
Finance reports to Board (in CEO report) and 
throughout the year. 
 
Going concern status reviewed by the Board 
 
Annual budget, workforce plans, annual plan. 

G 
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the following factors which may cast doubt on the ability of the Licensee to 
provide Commissioner Requested Services”. 
(c) “In the opinion of the Directors of the Licensee, the Licensee will not 
have the Required Resources available to it for the period of 12 months 
referred to in this certificate”. 

4 The Licensee shall submit to Monitor with that certificate a statement of 
the main factors which the Directors of the Licensee have taken into 
account in issuing that certificate. 

To be compliant Contained within annual plan submission G 

5 The statement submitted to Monitor in accordance with paragraph 4 shall 
be approved by a resolution of the board of Directors of the Licensee and 
signed by a Director of the Licensee pursuant to that resolution. 

To be compliant Contained within annual plan submission G 

6 The Licensee shall inform Monitor immediately if the Directors of the 
Licensee become aware of any circumstance that causes them to no 
longer have the reasonable expectation referred to in the most recent 
certificate given under paragraph 3. 

Guidance noted. Such a situation has not occurred. N/A 

7 The Licensee shall publish each certificate provided for in paragraph 3 in 
such a manner as will enable any person having an interest in it to have 
ready access to it. 

To be compliant. This certificate to be posted on a ‘Corporate 
Governance’ page on the SHFT web site. 

G 

8 In this Condition: 
“distribution” includes the payment of dividends or similar payments on 
share capital and the payment of interest or similar payments on public 
dividend capital and the repayment of capital; “Financial Year” means the 
period of twelve months over which the Licensee normally prepares its 
accounts; 
“Required Resources” means such:  (a) management resources, (b) 
financial resources and financial facilities, (c) personnel, (d) physical and 
other assets including rights, licences and consents relating to their use, 
and (e) working capital as reasonably would be regarded as sufficient to 
enable the Licensee at all times to provide the Commissioner Requested 
Services. 

Definitions noted N/A N/A 

Section 6 – NHS Foundation Trust Conditions 
Condition FT1 – Information to update the register of NHS foundation trusts 
1 The obligations in the following paragraphs of this Condition apply if the 

Licensee is an NHS foundation trust, without prejudice to the generality of 
the other conditions in this Licence. 

Guidance noted. N/A N/A 

2 The Licensee shall ensure that Monitor has available to it written and 
electronic copies of the following documents:  (a) the current version of 
Licensee’s constitution; (b) the Licensee’s most recently published annual 

Compliant MARS portal 
Quarterly feedback letters (do not contain 
any escalation of lack of supply of information 

G 
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accounts and any report of the auditor on them, and (c) the Licensee’s 
most recently published annual report, and for that purpose shall provide 
to Monitor written and electronic copies of any document establishing or 
amending its constitution within 28 days of being adopted and of the 
documents referred to in sub-paragraphs (b) and (c) within 28 days of 
being published. 

as per RAF).  Monitor investigation and 
undertakings (evidence constructive 
provision of a wide range of information). 
Progress Review Meetings  

3 Subject to paragraph 4, the Licensee shall provide to Monitor written and 
electronic copies of any document that is required by Monitor for the 
purpose of Section 39 of the 2006 Act within 28 days of the receipt of the 
original document by the Licensee. 

Compliant MARS portal.  Quarterly feedback letters (do 
not contain any escalation of lack of supply of 
information as per RAF).  Monitor 
investigation and undertakings (evidence 
constructive provision of a wide range of 
information). 

G 
 

4 The obligation in paragraph 3 shall not apply to: 
(a) any document provided pursuant to paragraph 2; 
(b) any document originating from Monitor; or 
(c) any document required by law to be provided to Monitor by another 
person. 

Guidance noted. N/A N/A 

5 The Licensee shall comply with any direction issued by Monitor 
concerning the format in which electronic copies of documents are to be 
made available or provided. 

Compliant. Quarterly and annual returns. 
Annual plan. 
Annual report & accounts. 
Performance exception reporting. 

G 
 

6 When submitting a document to Monitor for the purposes of this Condition, 
the Licensee shall provide to Monitor a short written statement describing 
the document and specifying its electronic format and advising Monitor 
that the document is being sent for the purpose of updating the register of 
NHS foundation trusts maintained in accordance with section 39 of the 
2006 Act. 
 

Compliant with 
assumptions 

The assumption is made that a letter or email 
covering the reason for submitting the 
information (using email or upload to portal) 
meets this requirement.  These are sent from 
the Company Secretary office or CFO office. 

G 
 

Condition FT2 – Payment to Monitor in respect of registration and related costs 
1 The obligations in the following paragraph of this Condition apply if the 

Licensee is an NHS foundation trust, without prejudice to the generality of 
the other conditions in this Licence. 

Guidance noted. N/A N/A 

2 Whenever Monitor determines in accordance with section 50 of the 2006 
Act that the Licensee must pay to Monitor a fee in respect of Monitor’s 
exercise of its functions under sections 39 and 39A of that Act the 
Licensee shall pay that fee to Monitor within 28 days of the fee being 
notified to the Licensee by Monitor in writing. 

Compliant. NHS Improvement has made no such 
request of SHFT. 

G 
 

Condition FT3 – Provision of information to advisory panel 
1 The obligation in the following paragraph of this Condition applies if the Guidance noted. N/A N/A 
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Licensee is an NHS foundation trust, without prejudice to the generality of 
the other conditions in this Licence. 

2 The Licensee shall comply with any request for information or advice 
made of it under Section 39A(5) of the 2006 Act. 

Compliant. The Advisory Panel has requested no 
information from SHFT.  It would do only if 
SHFT Governors put a question to the Panel, 
asking the Panel to provide an advisory view. 

G 
 

Condition FT4 – NHS foundation trust governance arrangements 
1 This condition shall apply if the Licensee is an NHS foundation trust, 

without prejudice to the generality of the other conditions in this Licence. 
Guidance noted. N/A N/A 

2 The Licensee shall apply those principles, systems and standards of good 
corporate governance which reasonably would be regarded as 
appropriate for a supplier of health care services to the NHS. 

Compliant AAR Committee paper May 15 on SHFT 
position re the Code. 

G 
 

3 Without prejudice to the generality of paragraph 2 and to the generality of 
General Condition 5, the Licensee shall: 
(a) have regard to such guidance on good corporate governance as may 
be issued by Monitor from time to time; and 
(b) comply with the following paragraphs of this Condition. 

 
 
Compliant 
 
Guidance noted. 

 
 
AAR Committee paper May 15 on SHFT 
position re the Code. 

 
G 

 
N/A 

4 The Licensee shall establish and implement: 
(a) effective board and committee structures; 
(b) clear responsibilities for its Board, for committees reporting to the 
Board and for staff reporting to the Board and those committees; and 
 
 
 
 
 
(c) clear reporting lines and accountabilities throughout its organisation. 

 
Compliant 
Not compliant 
 
 
 
 
 
 
Not compliant 
 

Deloitte Board governance review / Board 
and Committee structure  
Regulatory action taken by Monitor; 
enforcement undertakings submitted by Trust 
and accepted by Monitor  
Constitution & Standing Orders; Scheme of 
Delegation; Terms of Reference and 
reporting arrangements for Board and 
Committees reviewed 
Regulatory action taken by Monitor; 
enforcement undertakings submitted by Trust 
and accepted by Monitor  
Scheme of Delegation in place; Job 
Descriptions for all roles; accountabilities 
framework under development; updated 
Scheme of Delegation to AARC and Board in 
July; revised Executive Team structure and 
clarity on accountabilities and reporting 

G 
R 
 
 
 

R 
 
 

5 The Licensee shall establish and effectively implement systems and/or 
processes: 
(a) to ensure compliance with the Licensee’s duty to operate efficiently, 

 
 
Not compliant 

 
 
Annual report; auditor opinion, Head of 

 
R 
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economically and effectively; 
(b) for timely and effective scrutiny and oversight by the Board of the 
Licensee’s operations; 
 
 
(c) to ensure compliance with health care standards binding on the 
Licensee including but not restricted to standards specified by the 
Secretary of State, the Care Quality Commission, the NHS 
Commissioning Board and statutory regulators of health care professions; 
 
(d) for effective financial decision-making, management and control 
(including but not restricted to appropriate systems and/or processes to 
ensure the Licensee’s ability to continue as a going concern); 
 
(e) to obtain and disseminate accurate, comprehensive, timely and up to 
date information for Board and Committee decision-making; 
 
 
 
(f) to identify and manage (including but not restricted to manage through 
forward plans) material risks to compliance with the Conditions of its 
Licence; 
 
(g) to generate and monitor delivery of business plans (including any 
changes to such plans) and to receive internal and where appropriate 
external assurance on such plans and their delivery; and 
 
 
 
 
 
(h) to ensure compliance with all applicable legal requirements. 

 
 
Not compliant 
 
 
Not compliant 
 
 
 
 
Compliant 
 
 
 
Not compliant 
 
 
 
 
Not compliant 
 
 
 
Compliant 
 
 
 
 
 
 
 
Compliant 

Internal Audit opinion; CEO reports to Board. 
Regulatory action taken by Monitor; 
enforcement undertakings submitted by Trust 
and accepted by Monitor;  Updated 
dashboard reporting to Board 
Board & Committee reporting schedule 
Regulatory action taken by Monitor; 
enforcement undertakings submitted by Trust 
and accepted by Monitor  
CQC report and all warning notices lifted. 
 
Board & Committee reports 
Annual report; auditor opinion, Head of 
Internal Audit opinion; Reports to Board & 
Committees; Divisional Performance 
Reviews; Updated dashboard reporting to 
Board 
Regulatory action taken by Monitor; 
enforcement undertakings submitted by Trust 
and accepted by Monitor  
Board & Committee schedules & reports 
Risks added to the Ulysses system, 
Regulatory action taken by Monitor; 
enforcement undertakings submitted by Trust 
and accepted by Monitor  
Board Assurance Framework and Risk 
registers 
Annual report; auditor opinion, Head of 
Internal Audit opinion; Reports to Board & 
Committees; Divisional Performance 
Reviews 
Annual report; auditor opinion, Head of 
Internal Audit opinion; Reports to Board & 
Committees; Divisional Performance 
Reviews 

 
R 
 

R 
 
 

G 
 

R 
 
 

R 
 
 
 

G 
 
 
 

G 
 

6 The systems and/or processes referred to in paragraph 5 should include 
but not be restricted to systems and/or processes to ensure: 
(a) that there is sufficient capability at Board level to provide effective 
organisational leadership on the quality of care provided; 

 
 
Not compliant 
 

 
 
Deloitte Board governance & quality 
governance reviews. 

 

R 
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(b) that the Board’s planning and decision-making processes take timely 
and appropriate account of quality of care considerations; 
(c) the collection of accurate, comprehensive, timely and up to date 
information on quality of care; 
 
 
 
 
 
 
(d) that the Board receives and takes into account accurate, 
comprehensive, timely and up to date information on quality of care; 
 
 
 
 
 
 
(e) that the Licensee including its Board actively engages on quality of 
care with patients, staff and other relevant stakeholders and takes into 
account as appropriate views and information from these sources; and 
 
 
(f) that there is clear accountability for quality of care throughout the 
Licensee’s organisation including but not restricted to systems and/or 
processes for escalating and resolving quality issues including escalating 
them to the Board where appropriate. 

Not compliant 
 
Not compliant 
 
 
 
 
 
 
 
Not compliant 
 
 
 
 
 
 
 
Not compliant 
 
 
 
 
Not compliant 
 

Deloitte Board governance & quality 
governance reviews. 
Integrated Performance Reports to Board & 
reporting to Committees 
Updated dashboard reporting to Board 
Regulatory action taken by Monitor; 
enforcement undertakings submitted by Trust 
and accepted by Monitor  
Integrated Performance Reports to Board & 
reporting to Committees 
Integrated Performance Reports to Board & 
reporting to Committees 
Updated dashboard reporting to Board 
Regulatory action taken by Monitor; 
enforcement undertakings submitted by Trust 
and accepted by Monitor  
Integrated Performance Reports to Board & 
reporting to Committees 
Engagement via Quality Improvement 
programme  
Regulatory action taken by Monitor; 
enforcement undertakings submitted by Trust 
and accepted by Monitor  
Regulatory action taken by Monitor; 
enforcement undertakings submitted by Trust 
and accepted by Monitor  
Quality governance processes in place 
throughout organisation; reporting via QID, 
QSC to Board; Quality Improvement 
Programme; new Executive structure and 
revised accountabilities  
 

R 
 

R 
  
 
 

R 
 
 
 
 
 

R 
  
 

R 
 

7 The Licensee shall ensure the existence and effective operation of 
systems to ensure that it has in place personnel on the Board, reporting to 
the Board and within the rest of the Licensee’s organisation who are 
sufficient in number and appropriately qualified to ensure compliance with 
the Conditions of this Licence. 

Not compliant 
 
 

Regulatory action taken by Monitor; 
enforcement undertakings submitted by Trust 
and accepted by Monitor  
Board structure in place and compliant with 
Constitution; succession plans in place. 
Revised Executive Team structure and clarity 
on accountabilities and reporting 

R 
 



 

Audit, Assurance & Risk Committee 23.05.2016    Page 28 of 29 
Agenda Item 09 – Monitor Licence Compliance        

 

REF TITLE TRUST POSITION EVIDENCE RATING 

8 The Licensee shall submit to Monitor within three months of the end of 
each financial year:  (a) a corporate governance statement by and on 
behalf of its Board confirming compliance with this Condition as at the 
date of the statement and anticipated compliance with this Condition for 
the next financial year, specifying any risks to compliance with this 
Condition in the next financial year and any actions it proposes to take to 
manage such risks; and (b) if required in writing by Monitor, a statement 
from its auditors either: (i) confirming that, in their view, after making 
reasonable enquiries, the Licensee has taken all the actions set out in its 
corporate governance statement applicable to the past financial year, or 
(ii) setting out the areas where, in their view, after making reasonable 
enquiries, the Licensee has failed to take the actions set out in its 
corporate governance statement applicable to the past financial year. 

Compliant Due by 30 June and on track. G 
 

Additional Licence condition 
1 The Licensee must ensure that it has in place sufficient and effective 

board, management and clinical leadership capacity and capability, as 
well as appropriate governance systems and processes to enable it to: 
(a) address the issues specified in paragraph 2; and  
(b) comply with any enforcement undertakings accepted, or discretionary 
requirements imposed, by Monitor in relation to these issues. 

 
 
 
Not compliant 
Not compliant 

Invocation of s111 (Notice of Requirement to 
appoint Interim Chair) indicates breach of 
additional licence condition 

R 
 

2 The issues referred to in paragraph 1 are: 
(a) the failures in governance of the Licensee that have led to the 
enforcement undertakings agreed with Monitor on 17 April 2014 and 11 
January 2016, and the warning notice issued by the CQC on 16 March 
2016; and  
(b) any other issues relating to governance or operations that have 
caused or contributed to, or are causing or contributing to, or will cause or 
contribute to, the breach of the conditions of the Licensee’s licence. 

 
Not compliant 
 
 
 
Not compliant 
 

Invocation of s111 (Notice of Requirement to 
appoint Interim Chair) indicates breach of 
additional licence condition 

R 
 

Section 7 – Interpretation and Definitions 
Condition D1 – Interpretation and Definitions 
1 In this Licence, except where the context requires otherwise, words or 

expressions set out in the left hand column of the following table have the 
meaning set out next to them in the right hand column of the table. 
(Table not pasted in – contents noted). 

Definition noted. N/A N/A 

2 Any reference in this Licence to a statutory body shall be taken, unless the 
contrary is indicated, to be a reference also to any successor to that body. 

Definition noted. N/A N/A 

3 Unless the context requires otherwise, words or expressions which are 
defined in the 2012 Act shall have the same meaning for the purpose of 
this Licence as they have for the purpose of that Act. 

Definition noted. N/A N/A 
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4 Any reference in the Licence to any provision of a statute, statutory 
instrument or other regulation is a reference, unless the context requires 
otherwise, to that provision as currently amended. 

Definition noted. N/A N/A 

 
 

 



 

 
 
  

 
REPORT TO THE AUDIT, ASSURANCE & RISK COMMITTEE 
 
Date 
 

23.05.2016 

Agenda Item 
 

10 

Title Update to Scheme of Delegation – Management Consultant 
Controls 
 

Author(s) Mark Brooks, Chief Finance Officer 
 

Purpose 
 

To provide a recommendation regarding additional controls 
to be put in place with respect to the engagement of 
management consultants 
 

Previously Considered by 
 

n/a 

Sponsoring Director Mark Brooks, Chief Finance Officer  
 

Executive Director Overview • Increased national focus on the use of management 
consultants.  Trust to strengthen its own controls 

• Only executive directors to approve use of management 
consultants in the future.  Approval  by two executive 
directors and a business case with clear scope and 
deliverables required 

• Any assignment over £50k will require Trust Board 
approval 

• Quarterly report to be provided to AARC 
 

Action Required 
 

The AARC is asked to review the recommendations made in 
this report and approve them to go live on 1 June 2016 
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Proposed changes to Scheme of Delegation in relation to use of management 
consultants 

 

1. Introduction 

There has been increased regulator focus on the use of management consultants.  Trust 
expenditure on management consultants is typically low (0.1% of income), but it is 
considered appropriate to strengthen controls relating to the appointment and evaluation of 
management consultants.  The most effective method of establishing what these controls 
need to be can be managed through the use of the Trust Scheme of Delegation.  The 
purpose of this paper is to recommend what the changes to the Scheme of Delegation need 
to be. 

2. Aims and Objectives 

The aims and objectives of the proposed changes are to ensure management has 
appropriate authority to appoint management consultants when there is a clear need, whilst 
simultaneously ensuring sufficient controls exist throughout the Trust to only appoint 
management consultants when necessary and to ensure the Trust receives value for money 
on the consultants it engages. 

3. Recommendations 
 It is not currently specified who can approve the use of management consultants 

specifically.  Instead the delegated values of procurement form the basis of 
engagement e.g. if someone has delegated authority to spend up to £50k, then in 
theory they could spend that on any appropriate Trust activity.  Whilst use is minimal 
in practice the controls need to be tightened.  It is recommended that only executive 
directors can approve the use of management consultants in the future and such 
approval should be formally signed off by two executive directors.  A business case 
for the use of management consultants with clear scope and deliverables will need to 
be provided before approval is given. 

 Any assignment with a value in excess of £50,000 will require Trust Board approval.   
 If there is a requirement for the ongoing use of a management consultant who has 

performed a range of individual assignments and cumulative spend is projected to 
exceed £50,000 in total this will first need to be approved by AARC members on 
behalf of the Trust Board.  AARC will submit a report to the following Trust Board if 
this situation arises. 

 Purchase orders must be used for each management consultant assignment 
 A report will be provided on a quarterly basis to the Audit Assurance & Risk 

Committee (AARC) highlighting use of management consultants, the value of spend 
incurred with each consultant and known/likely future requirements for the following 
quarter. 

 Management will be responsible for conducting an evaluation of the performance of 
each management consultant on an annual basis, or more frequently by exception at 
the request of AARC.  This will be reported to AARC. 

 These recommendations become effective from 1 June 2016. 
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REPORT TO THE AUDIT, ASSURANCE & RISK COMMITTEE 
  
Date 
 

23.05.2016 

Agenda Item 
 

11 

Title Single Tender Waivers Report 
 

Author(s) Fiona Maton – Head of Procurement 
 

Purpose 
 

To provide assurance that tendering processes / SFIs are 
applied.  
 
The Committee to note and formally record single tender 
waivers agreed since the last AARC as required by the Trust 
Standing Financial Instructions [SFI 9.5]. 
 
In addition the Audit Committee to note Accepted Late 
Tenders [SFI 9.12] and Quotes/Tenders breaching spend 
[SFI 9.7] as stated in the Trust Standing Financial 
Instructions.  
 

Previously Considered by 
 

N/A 

Sponsoring Director Paula Anderson – Interim Director of Finance 
 

Executive Director Overview  3 waivers over £25k have been approved since the 
March 2016 Audit Committee. 

 6 waivers of less than £25k have been approved. 
 No waivers have been rejected since the last meeting 
 

Action Required 
 

The Committee is asked to note and comment on this report 
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Single Tender Waivers Report 

 

1. Purpose  

1.1. The Trust is required by the Trust Standing Financial Instructions [SFI 9.5] to report 
single tender waivers over £25k to the Audit Assurance and Risk Committee. 

 

2. Context 

2.1. The central Procurement Team continues to focus on the monitoring of compliance 
of purchase order and non purchase order expenditure. 

 

3. Report of Single Tender Waivers 

3.1. Waivers Processed to date 

  2012/13 2013/14 2014/15 2015/16  2016/17 
        to date 
Value £1,022,698 £2,721,932 £1,923,201 £1,702,634 £0 
Total Number 33 49 32 33 0 
Number >£25K  11 12 9 12 0 
Number Rejected    1 6 1 0 
Number of Suppliers 33 47 31 32 0 

 

3.2. Repeated Waivers in 2015/16 

2 waivers were approved for the same building company; ATC. 

3 contracts were waivered in 2015/16 and had been waivered the previous year. These 
are contracts where the commissioning intentions are unclear, precluding us from 
tendering the service. 

Beds and Staff, Step-Up and Step-Down Facility for Patient 
Care. Edenvale Nursing Home 

Sundridge Developments 
Ltd 

GP OOH Care for Community Beds Care UK 
Medical Services to Edenvale Nursing Home. Beds and staff, 
Step-Up and Step-Down Facility for Patient Care. 

5 GP Practice known as 
(The Alliance) 

 

3.3. Waivers Processed this Period 

6 waivers less than £25k have been approved in this period. These were for a variety of 
requirements and typically required due to the specialist nature of the work or product, or 
based on the benefits of maintaining continuity with a previous purchase.  

3 waivers greater than £25k have been approved in this period.   

 Castlerock (CRG) have been appointed to recruit additional nurses for the Trust. They 
will be paid based on results. The committed spend is £40,000, the remainder will only 
be incurred as and when additional tranches of nurses join the Trust. The project was 
approved by the Strategic Workforce Committee in November 2015. A waiver was 
completed to indicate that we have deviated from the normal process. However it 
should be noted the opportunity was offered to multiple bidders. 3 suppliers from the 
Crown Commercial Services RM970 framework were invited to a face to face meeting. 
Each supplier was provided a brief outline of the requirement and asked to provide a 
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proposal based on their ability to deliver novel/innovative solutions to recruit staff from 
outside of the normal pool of staff on the South Coast. This is a 1 year pilot to test out 
an innovative new approach.  
 

 The Almesco work was required urgently as a result of safety requirements at Melbury. 

 The Employee Relations software is a unique product that supports the management of 
casework. Other Trusts use this product but no other off the shelf system is available in 
the UK.  

Date Description  Supplier 
Value  

(inc VAT) 
SFI  

Justification Division 
Requested 

by 

Action 
to 

Preven
t 

Recurr
ence 

02.03.16 
Recruitment of 
Band 5 nurses CRG Ltd  £440,000 Timescale HR J Pound 

One 
off 

18.03.16 
Safety Works - 
Melbury 

Almesco 
Ltd  £70,000 Timescale Estates K Allen 

31.03.16 
Employee Relation 
Mgt Software ER Tracker  £46,933 Specialism HR K Salt   

 

3.4. Waivers Rejected this Period 

No waivers were rejected in this period.  

 

4. Accepted Late tenders 

No late tenders have been received in the period.  
 

5. Quotes/contracts breaching spend  

No quotations or contracts breaching spend have been identified. 

 

6. Waivers of Process 

No other waivers were recorded this period. 

 

7. Recommendation 

7.1. The Committee is asked to note and comment on this report. 
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REPORT TO THE AUDIT, ASSURANCE & RISK COMMITTEE   
 
Date 
 

23.05.2016 

Agenda Item 
 

12 

Title Self-assessment on compliance with FT Code of 
Governance 
 

Author(s) Anna Williams, Company Secretary & Head of Corporate 
Governance 
 

Purpose 
 

To provide the Committee with assurance on the Trust’s 
position in relation to compliance with the Code of 
Governance 
 

Previously Considered by 
 

N/A 

Sponsoring Director Paul Streat, Provider Development Director 
 

Executive Director Overview This report provides a position statement on compliance with 
the Code of Governance to support the sign-off of the 
Annual Report, including the statement on Code 
compliance, identifying any areas of risk or non-compliance, 
and to support Board sign-off of other associated 
declarations 
 

Action Required 
 

The Committee is asked to discuss this report and 
recommend this to the Board 
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SELF-ASSESSMENT OF COMPLIANCE WITH THE FOUNDATION TRUST CODE OF 
GOVERNANCE 

 
1. Purpose  

1.1. This paper provides the Committee with an overview of the Trust’s compliance 
position in relation to the Foundation Trust Code of Governance.  The aim is to enable the 
Committee Chairman, on behalf of the Committee, to provide the Board with assurance as 
to the Trust’s compliance with the Code to support approval by the Board for the signature 
of the Annual Report & Accounts at the May Board meeting. 

 

2. Background  

2.1. The NHS Foundation Trust Code of Governance was first published in 2006 and 
updated in 2010 and January 2014 to take account of more recent developments in 
governance practices.  The code is issued as best practice advice, with an expectation 
that NHS foundation trusts will generally comply with the code’s provisions, any departure 
from the provisions of the code may be justified in particular circumstances.  

2.2. The NHS Foundation Trust Annual Reporting Manual requires foundation trusts to 
make some specific disclosures on a “comply or explain” basis in relation to provisions 
within the Code of Governance.   

2.3. In addition, the NHS Annual Reporting Manual 2015/16 requires a template 
statement to be provided by the Trust as follows: 

“[name] NHS Foundation Trust has applied the principles of the NHS Foundation Trust 
Code of Governance on a comply or explain basis.  The NHS Foundation Trust Code of 
Governance, most recently revised in July 2014, is based on the principles of the UK 
Corporate Governance Code issued in 2012.” 

2.4. PricewaterhouseCoopers, as part of their audit work, have considered whether the 
Trust has adequately met the required disclosures.   

 

3. Report 

3.1. The required statement (as set out at 2.3 above) is included within the Trust’s 
Annual Report & Accounts. 

3.2. As part of their audit work, PricewaterhouseCoopers reviewed the required 
disclosures, and identified two potential omissions.  These are as set out below:  

Reference Comment Amendment 

A.1.1 – The schedule of matters reserved for 
the board of directors should include a clear 
statement detailing the roles and 
responsibilities of the council of governors. 
This statement should also describe how any 
disagreements between the council of 
governors and the board of directors will be 
resolved.  The annual report should include 
this schedule of matters or a summary 

A statement 
describing how 
disagreements 
between the Council 
of Governors and 
the Board of 
Directors will be 
resolved 

Addition to the AR 
to reflect the 
Dispute Resolution 
Procedures set out 
in the Trust’s 
Constitution 
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statement of how the board of directors and 
the council of governors operate, including a 
summary of the types of decisions to be 
taken by each of the boards and which are 
delegated to the executive management of 
the board of directors 

B.6.2 – Where there has been external 
evaluation of the Board and/or governance of 
the trust, the external facilitator should be 
identified in the annual report and a 
statement made as to whether they have any 
other connection to the Trust 

Request for clarity 
on whether the 
external facilitator 
had any other 
connection to the 
Trust 

Statement updated 
to confirm that 
Deloitte LLP were 
independent 

 

3.3. In addition, the Trust has undertaken a review against all the provisions within the 
Code of Governance.  These fall into two categories; those that require explicit disclosure 
within the annual report, and those that do not.  In undertaking this review, various 
provisions have been highlighted where consideration should be given as to whether or 
not the Trust is deemed to be compliant with the provision, or whether an explanatory 
statement should be provided in the Annual Report narrative.  Particular consideration 
should be given to those in the first table: 

Disclosure of non-compliance required 

Reference Required 
disclosure 

Comment 

B.6.3. The senior independent 
director should lead the performance 
evaluation of the chairperson, within a 
framework agreed by the council of 
governors and taking into account the 
views of directors and governors. 

Yes Due to regulatory action, no 
appraisal of the Chair was 
undertaken in 2015/16.   

Action: Ensure process for Chair & 
NED appraisals is scheduled and 
followed in 2016/17 

B.6.4. The chairperson, with 
assistance of the board secretary, if 
applicable, should use the 
performance evaluations as the basis 
for determining individual and 
collective professional development 
programmes for non-executive 
directors relevant to their duties as 
board members. 

Yes A number of new NEDs in post, as 
such, performance evaluations not 
undertaken for all.  Work required to 
complete for 2016/17. 

Action: Ensure feedback from NED 
appraisals feeds in to Board 
Development programme and 
individual development programmes 
for NEDs are established 

B.6.5. Led by the chairperson, the 
council of governors should 
periodically assess their collective 
performance and they should 
regularly communicate to members 
and the public details on how they 
have discharged their responsibilities, 

Yes No formal review of CoG 
performance undertaken in 2015/16.  
It should be noted that the Code of 
Governance does not specify an 
annual review of performance. 

Action: Ensure review of CoG 
performance is included in agenda 
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including their impact and  
effectiveness on: 
- holding the non-executive directors 
individually and collectively to 
account for the performance of the 
board of directors.  
- communicating with their member 
constituencies and the public and 
transmitting their views to the board 
of directors; and  
- contributing to the development of 
forward plans of NHS foundation 
trusts. 
The council of governors should use 
this process to review its roles, 
structure, composition and 
procedures, taking into account 
emerging best practice. Further 
information can be found in Monitor’s 
publication: Your statutory duties: A 
reference guide for NHS foundation 
trust governors. 

framework annually / bi-annually 

E.1.5. The board of directors should 
state in the annual report the steps 
they have taken to ensure that the 
members of the board, and in 
particular the non-executive directors, 
develop an understanding of the 
views of governors and members 
about the NHS foundation trust, for 
example through attendance at 
meetings of the council of governors, 
direct face-to-face contact, surveys of 
members’ opinions and consultations.

Yes Board members routinely attend 
Council of Governors’ meetings.  
There is an opportunity to strengthen 
the approach to ensuring Board 
members receive information on the 
views of the membership. 

Action: Consider how views from the 
membership are fed in to members 
of the Board of Directors 

E.1.6.The board of directors should 
monitor how representative the NHS 
foundation trust's membership is and 
the level and effectiveness of 
member engagement and report on 
this in the annual report. This 
information should be used to review 
the trust's membership strategy, 
taking into account any emerging 
best practice from the sector. 

Yes Information on membership provided 
within the Annual Report & Accounts.

Action: Annual membership report to 
be considered by Board in March 
2017 (prior to ARA sign off) 

 

 

 

 



 

Audit, Assurance & Risk Committee 23.05.2016                                Page 5 of 5 
Agenda Item 12 – Self-assessment on compliance with the Foundation Trust Code of Governance 
      
      

 

No specific disclosure requirements 

Reference Required 
disclosure 

Comment 

A.2.1. The division of responsibilities 
between the chairperson and chief 
executive should be clearly 
established, set out in writing and 
agreed by the board of directors. 

No An agreed Memorandum of 
Understanding was in place between 
the CEO and Chair, up to April 2015.  
This was not reviewed with the 
change of Chair during 2015, 
however, it is assumed that the 
previous memorandum remained 
valid. 

Action: Ensure a written statement, 
agreed by the Board, is in place 
relating to the Interim Chair and CEO 

B.4.2. The chairperson should 
regularly review and agree with each 
director their training and 
development needs as they relate to 
their role on the board. 

No Due to changes in Chair and new 
appointments to the Board, this could 
be identified as a weakness in 
2015/16.   

Action: Full Board capability review 
to be undertaken in May / June 2016.

B.5.7. Where appropriate, the board 
of directors should take account of 
the views of the council of governors 
on the forward plan in a timely 
manner and communicate to the 
council of governors where their 
views have been incorporated in the 
NHS foundation trust’s plans, and, if 
not, the reasons for this. 

No Consideration was given to the views 
of the Council of Governors.  Further 
work could be done with regards 
providing feedback to the Council. 

Action: Ensure that feedback 
provided to the CoG in relation to 
comments made for the 2016/17 
plan 

 

4. Next Steps  

4.1. It is proposed that the actions outlined in the table above are agreed and 
implemented.  It is proposed that any other issues are reported to the Committee on an 
exception basis, to ensure compliance is maintained throughout the year. 

 

5. Recommendation 

5.1. The Committee is asked to: 

5.1.1. Discuss this paper, noting the proposed declaration within the Annual Report 
on compliance with the Code of Governance; 

5.1.2. To consider the areas highlighted above and whether these require specific 
disclosure. 
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Purpose The purpose of this paper is to provide the Audit, Assurance 
& Risk Committee with assurance that Southern Health NHS 
FT has generated a draft Annual Report and Accounts 
2015/16 which comply with regulatory requirements and to 
highlight any areas of the report and accounts that require 
further strengthening prior to Board Approval. 
 
This report will be shared with PricewaterhouseCoopers as 
external auditor. 
 

Previously Considered by 
 

Not Applicable 

Executive Overview The paper indicates that the Trust has produced a report 
which complies with national guidance. 
 

Action Required 
 

The Committee is asked to note the self-assessment and 
discuss any areas of concern or requiring clarification. 
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Self-Assessment on Compliance with the Annual Reporting Manual 

 
1. Introduction  

1.1. This paper provides a summary of compliance checks made of the contents of the 
draft annual report and accounts 2015/16 against the narrative reporting requirements as 
set out in the Annual Reporting Manual (ARM).  The ARM itself cross references the 
reader to several further sources, including the Code of Governance, which have also 
been reviewed for compliance and presented to the Audit, Assurance & Risk Committee in 
a separate paper.  

 

2. Recommendation  

2.1. The Committee is asked to note the self-assessment and discuss any areas of 
concern 

 

3. Appendix 

Appendix A: Self-assessment on compliance with the Annual Reporting Manual 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Text from Monitor Annual reporting Manual Included within 
the Annual 

Report?
(Page Number)

Introduction
7.1. Schedule 7, paragraph 26 of the NHS Act 2006 (the 2006 Act) requires NHS foundation trusts to prepare an annual report. Paragraph 
26(3) of Schedule 7 provides that it is for Monitor to decide the form of the reports, when the reports are to be submitted, and the periods to 
which the reports relate.
7.2. This chapter sets out the requirements for the content and format of the annual report element of the annual report and accounts of 
NHS foundation trusts.
7.3. NHS foundation trusts should ensure they have read and understood Chapter 1 and Annex 2 to Chapter 1 about preparing and 
submitting their annual report and accounts.
7.4. Following changes in the HM Treasury FReM, the format of NHS foundation trusts’ annual reports has changed in 2015/16. The 
changes as adopted by Monitor should simplify the production of a foundation trust’s annual report. Monitor will publish a guide to the 
changes as a separate document alongside the FT ARM. Each section of chapter 7 in the 2015/16 FT ARM contains a drafting note 
explaining the approach taken to bold italics in that section.

Content of the annual report
Drafting note: This section should be considered new, but is not shown all in bold italics for clarity. See also paragraph 7.4.

7.5. This guidance draws on the HM Treasury FReM, which interprets corporate reporting requirements in the context of the public sector. 
As the FReM applies to a wide number of bodies some of its requirements are not applicable to NHS foundation trusts – this chapter 
therefore includes the requirements of the FReM as relevant to NHS foundation trusts.
7.6. The annual report of NHS foundation trusts must, as a minimum, include:

• the performance report, comprising: Page 3 - 15
o overview of performance Page 3 - 9
o performance analysis Page 10 - 15

• the accountability report, comprising: Pages 16 - 64
o directors’ report Page 16 - 29
o remuneration report Page 30 - 38
o staff report Page 39 - 48
o the disclosures set out in the NHS Foundation Trust Code of Governance Page 49 
o regulatory ratings Page 61
o statement of accounting officer’s responsibilities Page 62
o annual governance statement Page 63 - 77
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• a quality report. Page 78 - 129
7.7. The annual report may, at the NHS foundation trust’s discretion, include additional reporting covering sustainability, equality, and the 
NHS Constitution.

Sustainability 
Page 14

Performance report
Drafting note: This section should be considered new, but is not shown all in bold italics for clarity. See also paragraph 7.4.

7.8. The purpose of the performance section of the annual report is to provide information on the entity, its main objectives and strategies 
and the principal risks that it faces. The requirements of the performance report are based on the requirements of a Strategic Report as set 
out in with sections 414A, 414C and 414D7 of the Companies Act 2006, except for sections 414A(5) and (6) and 414D(2) which are not 
relevant. These requirements have been adapted for the public sector and NHS foundation trusts. The minimum requirements are contained 
in the subsequent paragraphs of this manual and foundation trusts do not need to refer to the regulations in order to meet the minimum 
requirements.
7.9. The performance report must provide a fair, balanced and understandable analysis of the entity’s performance, in line with the 
overarching requirement for the annual report and accounts as a whole to be fair, balanced and understandable.
7.10. If in the opinion of the directors, the disclosure of impending developments or matters in the course of negotiation would be seriously 
prejudicial to the interests of the foundation trust, these do not need to be disclosed.
7.11. The performance report shall be signed and dated by the chief executive in his or her capacity as accounting officer. The auditor will 
review the performance report for consistency with the financial statements.
7.12. The performance report is required to have two sections: an ‘Overview’ and a ‘Performance Analysis’.

Overview
7.13. The purpose of the Overview is to give the user a short summary that provides them with sufficient information to understand the 
organisation, its purpose, the key risks to the achievement of its objectives and how it has performed during the year.

7.14. The Overview must include:
� a statement from the chief executive providing their perspective on the performance of the foundation trust over the period Page 4

� a statement of the purpose and activities of the foundation trust Page 3
� a brief history of the foundation trust and its statutory background Page 3
� the key issues and risks that could affect the foundation trust in delivering its objectives and Page 7
� a going concern disclosure (as set out below). Page 10

Overview: Going concern
7.15. There is no presumption of going concern status for NHS foundation trusts. Directors must decide each year whether or not it is 
appropriate for the NHS foundation trust to prepare its accounts on the going concern basis, taking into account best estimates of future 
activity and cash flows.
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7.16. In making this assessment NHS foundation trusts should also be mindful of table 6.2 of the FReM, which emphasises that:

“The anticipated continuation of the provision of a service in the future, as evidenced by inclusion of financial provision for that service in 
published documents, is normally sufficient evidence of going concern.” [extract]
7.17. The NHS foundation trust should include a statement in the performance report: overview on whether or not the financial statements 
have been prepared on a going concern basis and the reasons for this decision, with supporting assumptions or qualifications as necessary 
(NHS Foundation Trust Code of Governance C.1.2).
7.18. A typical disclosure, based on guidance from the Accounting Standards Board, would read:
“After making enquiries, the directors have a reasonable expectation that the NHS foundation trust has adequate resources to continue in 
operational existence for the foreseeable future. For this reason, they continue to adopt the going concern basis in preparing the accounts.”

This statement should be amended if the going concern basis is only adopted based on the interpretation in the FReM which focuses on the 
continued provision of services.
7.19. Where there is fundamental uncertainty over the going concern basis (for instance, continuing operational stability depends on finance 
or income that has not yet been approved), or where the going concern basis is not appropriate, the directors will need to disclose the 
relevant circumstances and should discuss the basis of accounting and the disclosures to be made with their auditors.

Performance analysis
7.20. The purpose of the “Performance analysis” is for entities to report on their most important performance measures and also providing 
longer term trend analysis where appropriate.
7.21. As a minimum, the performance analysis must include:

� Information on how the foundation trust measures performance i.e. what the foundation trust sees as its key performance measures 
and how it checks performance against those measures

Page 10 - 11

� A more detailed analysis and explanation of the development and performance of the foundation trust during the year. This analysis 
is required to utilise a wide range of data including key financial information from the financial statements section of the accounts

Page 12 - 14

� Information about environmental matters, including the impact of the foundation trust’s business on the environment Page 14
� Information about social, community and human rights issues including information about any trust policies and the effectiveness of 
those policies

Page 14

� Any important events since the end of the financial year affecting the foundation trust and Page 15
� Details of any overseas operations. Page 15

Accountability report
Drafting note: Paragraphs 7.22 to 7.23 should be considered new, but are not shown all in bold italics for clarity. See also paragraph 
7.4.
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7.22. The accountability report of the annual report comprises:
� directors’ report Page 16 - 29
� remuneration report Page 30 - 38
� staff report Page 39 - 48
� the disclosures set out in the NHS Foundation Trust Code of Governance Page 49 
� regulatory ratings Page 61
� statement of accounting officer’s responsibilities and Page 62
� annual governance statement. Page 63 - 77

7.23. The accountability report shall be signed and dated by the chief executive in his or her capacity as accounting officer. Page 29
7.24. The auditor will review the accountability report for consistency with the financial statements. The following parts of the accountability 
report will also be subject to audit:

� the elements of the remuneration report designated as subject to audit (see paragraphs 7.47 to 7.78) which comprise:
o single total figure table of remuneration for each senior manager Page 35 - 36
o pension entitlement table and other pension disclosures for each senior manager Page 38
o fair pay disclosures Page 37
o payments to past senior managers, if relevant Page 37
o payments for loss of office, if relevant Page 37

� staff report: exit packages, if relevant Page 46
� staff report: analysis of staff numbers. Page 39

Directors’ report

7.25. The Directors’ report should include the items listed below, unless disclosed elsewhere in the annual report and accounts in which 
case a cross-reference may be provided. These requirements are based on the requirements of the FReM paragraph 5.3.9, together with 
some additional requirements adopted by Monitor from the regulations8.

� the names of the chairperson, the deputy chairperson (where there is one) and the chief executive Page 16 - 22
� the names of individuals who at any time during the financial year were directors of the NHS foundation trust Page 16 - 22
� details of company directorships and other significant interests held by directors or governors which may conflict with their 
management responsibilities. Where the NHS foundation trust maintains a Register of Interests that is open to the public, the 
disclosure may be limited to a comment on how access to the information in that Register may be obtained

Page 16 - 22

� (for public sector information holders only) - a statement that the NHS foundation trust has complied with the cost allocation and 
charging guidance issued by HM Treasury9

Page 24

Drafting note: Paragraph 7.25 should be considered new, but is not shown all in bold italics for clarity. Any changes made to 
paragraphs 7.26 to 7.32 are shown in bold italics. The requirements of paragraphs 7.31 to 7.32 have been incorporated into the 
directors’ report rather than being presented separately in chapter 7 as previously.
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� details of any political donations Page 24
� a statement describing the better payment practice code, or any other policy adopted on payment of suppliers, and performance 
achieved, together with disclosure of any interest paid under the Late Payment of Commercial Debts (Interest) Act 1998

Page 25

� disclosures relating to quality governance (see below) Page 25
� income disclosures as required by section 43(2A) of the NHS Act 2006 and Page 25
� a statement as to disclosure to auditors (see below). Page 25

Enhanced quality governance reporting
7.26. NHS foundation trusts are required to include in the directors’ report a section which gives a brief overview of the arrangements in 
place to govern service quality and which signposts the reader to where quality governance and quality are discussed in more detail in the 
annual report (ie, within the annual governance statement, quality report or performance report). The section should summarise briefly:

� How the foundation trust has had regard to Monitor's quality governance framework in arriving at its overall evaluation of the 
organisation’s performance, internal control and board assurance framework and a summary of action plans to improve the 
governance of quality.

Page 25

� Material inconsistencies (if any) between:
o the annual governance statement Page 27
o annual and quarterly board statements required by the Risk Assessment Framework, the corporate governance statement 
submitted with the annual plan, the quality report, and annual report and

Page 27

o reports arising from Care Quality Commission planned and responsive reviews of the NHS foundation trust and any consequent 
action plans developed by the NHS foundation trust.

Page 27

7.27. In addition to the recommended disclosures in respect of the strategies, performance, resources and financial position of the business 
in the performance report and directors’ report, NHS foundation trusts may wish to consider highlighting information about patient care 
activities (cross referencing to where it is covered in more detail in the quality report) and stakeholder relations, for example:

Page 28

Patient care
� Descriptions of how the NHS foundation trust is using its foundation trust status to develop its services and improve patient care. QR

� Performance against key health care targets. QR
� Arrangements for monitoring improvements in the quality of healthcare and progress towards meeting any national and local 
targets, incorporating Care Quality Commission assessments and reviews and the NHS foundation trust’s response to any 
recommendations made.

QR

� Progress towards targets as agreed with local commissioners, together with details of other key quality improvements. QR
� Any new or significantly revised services. QR
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� Service improvements following staff or patient surveys/ comments and Care Quality Commission reports. QR
� Improvements in patient/carer information. QR
� Information on complaints handling. QR

Stakeholder relations
� Descriptions of significant partnerships and alliances entered into by the NHS foundation trust to facilitate the delivery of improved 
healthcare. These should be described together with the benefits to patients and the methods used to fund these activities.

Page 28

� Development of services involving other local services/agencies and involvement in local initiatives. Page 28
� Consultation with local groups and organisations, including the overview and scrutiny committees of local authorities covering the 
membership areas.

Page 28

� Any other public and patient involvement activities. Page 28
Statement as to disclosure to auditors (s418)

7.28. The directors’ report must contain a statement to the effect that, for each individual who is a director at the time that the report is 
approved:

� so far as the director is aware, there is no relevant audit information of which the NHS foundation trust’s auditor is unaware and Page 25

� the director has taken all the steps that they ought to have taken as a director in order to make themselves aware of any relevant 
audit information and to establish that the NHS foundation trust’s auditor is aware of that information.

Page 25

7.29. “Relevant audit information” means information needed by the NHS foundation trust’s auditor in connection with preparing their report.

7.30. A director is regarded as having taken all the steps that they ought to have taken as a director in order to do the things mentioned 
above, and:

� made such enquiries of his/her fellow directors and of the company’s auditors for that purpose; and Page 25
� taken such other steps (if any) for that purpose, as are required by his/her duty as a director of the company to exercise reasonable 
care, skill and diligence.

Page 25

Income disclosures required by Section 43(2A) of the NHS Act 2006
7.31. Section 43(2A) of the NHS Act 2006 (as amended by the Health and Social Care Act 2012) requires that the income from the provision 
of goods and services for the purposes of the health service in England must be greater than its income from the provision of goods and 
services for any other purposes. NHS foundation trusts should include a statement in their annual report that they have met this 
requirement, or where they have not met the requirement this fact should be disclosed, together with the principal reasons and the actions 
that the NHS foundation trust is taking to ensure that they meet the requirement in future financial years.

Page 25

7.32. As required by section 43(3A) of the NHS Act 2006, an NHS foundation trust must provide information on the impact that other income 
it has received has had on its provision of goods and services for the purposes of the health service in England.

Page 25
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Remuneration report

7.33. The FReM requires NHS foundation trusts to prepare a remuneration report in their annual report and accounts. The FReM and 
Monitor requires that this remuneration report complies with:
requires that this remuneration report complies with:

� Sections 420 to 422 of the Companies Act 2006 (section 420(2) and (3), section 421(3) and (4) and section 422(2) and (3) do not 
apply to NHS foundation trusts)
� Regulation 11 and Parts 3 and 5 of Schedule 810 of the Large and Medium-sized Companies and Groups (Accounts and Reports) 
Regulations 2008 (SI 2008/410) (“the Regulations”)
� Parts 2 and 4 of Schedule 8 of the Regulations as adopted by Monitor in this Manual and
� Elements of the NHS Foundation Trust Code of Governance.

7.34. The remuneration report must be signed by the chief executive. Page 38
7.35. The remuneration report must disclose information on those persons in senior positions having authority or responsibility for directing 
or controlling the major activities of the NHS foundation trust. This means those who influence the decisions of the NHS foundation trust as a 
whole rather than the decisions of individual directorates or sections within the NHS foundation trust. Such persons will include advisory and 
non-executive board members. In the following paragraphs, such persons are described as “senior managers”. As guided by paragraph 
44(1) of part 7 of schedule 8 to the Regulations, figures included in this table should include the aggregate amount paid to a senior manager 
in respect of their services as a senior manager of the foundation trust and amounts received in respect of their services as a senior 
manager of a subsidiary or other undertaking of the foundation trust. Preparers should refer to the Regulations11 for more guidance if 
required.
7.36. The remuneration report comprises the following three sections:

� annual statement on remuneration Page 30
� senior managers’ remuneration policy and Page 30 
� annual report on remuneration (of which some elements are subject to audit). Page 32

Each of these three sections are described below.
Annual statement on remuneration

7.37. The remuneration report should contain an annual statement from the chair of the remuneration committee summarising for the 
financial year:

� the major decisions on senior managers’ remuneration Page 30
� any substantial changes relating to senior managers’ remuneration made during the year and Page 30
� the context in which those changes occurred and decisions have been taken. Page 30

Senior managers’ remuneration policy

Drafting note: Any changes in this section (paragraphs 7.33 to 7.78) are shown in bold italics. Note that the off-payroll engagements 
disclosures have moved to the staff report (see paragraph 7.79).
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7.38. The information required below must be set out in a separate section of the remuneration report and constitutes the senior managers’ 
remuneration policy of the foundation trust.
7.39. Future policy table

� In table form, a description of each of the components of the remuneration package for senior managers which comprise the senior 
managers’ remuneration policy (including, but not limited to the items which are relevant for the purposes of the single total figure 
table). Where the explanation describes components that apply generally to all senior managers, the table must also include any 
particular arrangements which are specific to any individual senior manager.

Page 30

� For each of the components described in the table, there must be set out: Page 30
o how that component supports the short and long-term strategic objectives of the foundation trust Page 30
o an explanation of how that component operates Page 30
o the maximum that could be paid in respect of that component (which may be the monetary amount or a description) Page 30
o where applicable, a description of the framework used to assess performance, including: Page 30
o a description of any performance measures that apply, and where more than one performance measure an indication of the 
weightings used

Page 30

o details of the performance period and Page 30
o the amount (expressed in monetary terms or otherwise) that may be paid in respect of Page 30
o the minimum level of performance that results in any payment under the policy and Page 30
o any further levels of performance set in accordance with the policy. Page 30
and in a note accompanying the table, an explanation of why any performance measures were chosen and how any performance 
targets are set

Page 30

o an explanation of whether there are any provisions for the recovery of sums paid to directors or for withholding the payments of 
sums to senior managers

Page 30

� Accompanying notes setting out, where applicable: n/a
o for any new components of the remuneration package, why they have been introduced n/a
o any changes made to existing components of the remuneration package n/a
o an explanation of the differences between the foundation trust’s policy on senior managers’ remuneration and its general policy 
on employees’ remuneration.

n/a

� Where one or more senior managers are paid more than £142,50012, the remuneration report should explain (not necessarily on an 
individual basis) the steps the foundation trust has taken to satisfy itself that this remuneration is reasonable. Pay for a part time senior 
manager should be compared against a pro rata of £142,500. For this disclosure, ‘pay’ should be considered to be columns (a), (b), 
(c) and (d) of the ‘single total figure table’ in paragraph 7.48.

Page 31

� For non-executive directors, the policy for the components of their remuneration may be set out in a separate table, which must 
include:

Page 30

o the fee payable to such directors Page 30
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o any additional fees payable for any other duties to the foundation trust Page 30
o such other items that are considered to be remuneration in nature Page 30

7.40. Service contracts obligations Page 32
� A description of any obligation on the foundation trust which: Page 32

o is contained in all senior managers’ service contracts Page 32
o is contained in the service contracts of any one or more existing senior managers (not including any obligations in the preceding 
disclosure) and/or

Page 32

o the foundation trust proposes would be contained in senior managers’ service contracts to be entered into Page 32
o and which could give rise to, or impact on, remuneration payments or payments for loss of office but which is not disclosed 
elsewhere in the remuneration report.

Page 32

7.41. Policy on payment for loss of office Page 32
� The policy on the setting of notice periods under senior managers’ service contracts. Page 32
� The principles on which the determination of payments for loss of office will be approached, including: Page 32

o an indication of how each component will be calculated and Page 32
o whether, and if so how, the circumstances of the loss of office and the senior manager’s performance are relevant to any 
exercise of discretion.

Page 32

7.42. Statement of consideration of employment conditions elsewhere in the foundation trust Page 32
� a statement of how the pay and conditions of employees (including any other group entities) were taken into account when setting 
the remuneration policy for senior managers

Page 32

� whether, and if so how, the foundation trust consulted with employees when preparing the senior managers’ remuneration policy 
and

Page 32

� whether any remuneration comparisons were used and if so, what they were and how the information was taken into account. Page 32

Annual report on remuneration Page 32
7.43. This section of the remuneration report includes some elements that are subject to audit. Page 32
Information not subject to audit
7.44. Service contracts For each senior manager who has served during the year, disclose the date of their service contract, the unexpired 
term, and details of the notice period.
7.45. Remuneration committee The report must contain the following details in respect of the remuneration committee: Page 32

� Details of the membership of the remuneration committee. This means the names of the chair and members of the remuneration 
committee should be disclosed (Code of Governance A.1.2).

Page 32

� The number of meetings and individuals’ attendance at each should also be disclosed (Code of Governance A.1.2). Page 32
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� The name of any person (and in particular any director of the trust who was not a member of the committee) who provided advice or 
services to the committee that materially assisted the committee in their consideration of any matter. Where such a person was 
neither a director or employee of the trust, nor someone providing legal advice on compliance with any relevant legislation:

Page 32/33

o a description of the nature of any other services that person has provided to the trust during the financial year Page 32/33
o by whom the advisor was appointed, whether or not by the committee and how they were selected Page 32/33
o whether and how the committee satisfied itself that the advice received was objective and independent and Page 32/33
o the fee or other charge paid by the foundation trust to the advisor for the remuneration advice or services received and the 
basis on which it was charged.

Page 32/33

7.46. Disclosures required by Health and Social Care Act The following information is required by section 156 (1) of the Health and Social 
Care Act 2012, which amended paragraph 26 of Schedule 7 to the NHS Act 2006, and is not subject to audit:

� information on the corporation's policy on pay and on the work of the committee established under paragraph 18(2) of Schedule 7 to 
the NHS Act 2006, and such other procedures as the corporation has on pay and

Page 32/33

� information on the remuneration of the directors and on the expenses of the governors and the directors. Page 34
The NHS foundation trust should assess whether it considers the requirements of the first bullet point above to be already met by the 
disclosures in the remuneration report and staff report.

Monitor considers that information relating to the expenses of the governors and the directors should (separately for governors and for 
directors) include:

� the total number of [governors / directors] in office Page 34
� the number of [governors / directors] receiving expenses in the reporting period and Page 34
� the aggregate sum of expenses paid to [governors / directors] in the reporting period. Page 34

Disclosures should be made in £00 rather than £000 and be on an accruals basis. Comparative period information should be provided.

Information subject to audit
7.47. The following information is required by paragraphs 4 to 16 inclusive of Part 3 of Schedule 8 to the Regulations, or where stated by the 
NHS Foundation Trust Code of Governance, and is subject to audit. The disclosures subject to audit are detailed below in paragraphs 7.48 
to 7.78, including the supporting definitions.
7.48. The report should contain a single total figure for remuneration for each senior manager (see definition below) who served during the 
year shown in tabular form (“the single total figure table”). The format of this table is as follows:
7.49. In the table above: Page 35/36

� “a” is salary and fees (in bands of £5,000) Page 35/36
� “b” is all taxable benefits (total to the nearest £100) Page 35/36
� “c” is annual performance-related bonuses (in bands of £5,000) Page 35/36
� “d” is long-term performance-related bonuses (in bands of £5,000) Page 35/36
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� “e” is all pension–related benefits (in bands of £2,500) Page 35/36
� Additional columns must also be included for any other items in the nature of remuneration - but excluding payments to former 
senior managers (see below).

Page 35/36

� The final column is total of the above items (in bands of £5,000). Page 35/36
� Each of the above requirements is described in further detail below. Page 35/36
� Prior year comparatives are required for each of the amounts. Page 35/36
� As set out in paragraph 8(3) of the Regulations, where the calculations of any of these columns in accordance with the detail below 
result in a negative value (other than in respect of a recovery or withholding), the result should be expressed as zero in the relevant 
column in the table.

Page 35/36

7.50. Fair Pay multiple The HM Treasury FReM requires disclosure of the median remuneration of the reporting entity’s staff and the ratio 
between this and the mid-point of the banded remuneration of the highest paid director (as defined as a senior manager in paragraph 7.35 
and paragraphs 7.51 to 7.55), whether or not this is the Accounting Officer or Chief Executive. The calculation is based on full-time 
equivalent staff of the reporting entity at the reporting period end date on an annualised basis. NHS foundation trusts shall disclose 
information explaining the calculation, including the causes of significant variances where applicable. Further guidance is provided in the HM 
Treasury PES paper on annual reports, which is reproduced in annex 9 to this chapter.

Page 37

Definition of “senior managers”
7.51. The definition of “senior managers” is ‘those persons in senior positions having authority or responsibility for directing or controlling the 
major activities of the NHS foundation trust’. The chief executive should confirm whether this covers more than the chair, the executive and 
non-executive directors of the NHS foundation trust (who should be treated as senior managers as a matter of course).

7.52. This note covers all those individuals who hold or have held office as chair, non-executive director, executive director or senior 
manager (as identified by the chief executive) of the NHS foundation trust during the reporting year. It is irrelevant that:

� an individual was not substantively appointed (holding office is sufficient, irrespective of defects in appointment)
� an individual’s title as director included a prefix such as “temporary” or “alternate” or
� an individual was engaged via a corporate body, such as an agency, and payments were made to that corporate body rather than to 
the individual directly.

7.53. Following a case arising under the Freedom of Information Act, the Information Commissioner determined that consent is not needed 
for the disclosure of salary and pension details for named individuals. Entities are therefore entitled to publish senior managers’ 
remuneration details without obtaining their prior consent. For new appointments it may be made a condition on appointment. Consent to 
disclose pension and salary details should always be sought from departing senior managers on their final day of service.
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7.54. Non-disclosure is only acceptable where senior managers can demonstrate that disclosure would cause or be likely to cause 
substantial damage or substantial distress and that damage or distress would be unwarranted. Where non-disclosure is agreed, the fact that 
certain disclosures have been omitted should be disclosed.
7.55. For further information see the Information Commissioner’s ruling reference FS50093734 on its website or FRAB paper 81(08) on HM 
Treasury’s website.

Column A: salary and fees
7.56. Salary is the gross salary paid/payable to the individual; this should be shown in £5,000 ranges. Where an individual held a contract of 
employment for the entire financial year but was only a senior manager for six months, it is the remuneration for six months which should be 
shown. Where there has been overlap in a post, for example where there have been two finance directors for a month, both must be shown.

7.57. Salary includes:
� all amounts paid or payable by the NHS foundation trust to the individual, including recharges from any other health body
� overtime
� the gross cost of any arrangement whereby a senior manager receives a net amount and an NHS foundation trust pays income tax 
on their behalf
� any financial loss allowances paid in place of remuneration
� recruitment and retention allowances
� geographical allowances such as London weighting and
� any ex-gratia payments.

7.58. Salaries should exclude:
� taxable benefits
� performance pay and bonuses
� employers’ National Insurance and superannuation contributions
� recharges to any other health body
� reimbursement of out-of-pocket expenses directly incurred in the performance of an individual’s duties
� reimbursement of “travelling and other allowances” (paid under determination order) including home to work travel costs
� compensation for early retirement or for loss of office and
� any amount paid which the senior manager must subsequently repay. However, these amounts must be disclosed in the next 
report, and distinguished from other remuneration, where a senior manager is subsequently released from the liability or a loan to a 
senior manager remains unpaid for two years after the due date.

Column B: taxable benefits
7.59. This is the gross value of such benefits before tax. It includes:

� expenses allowances that are subject to UK income tax and paid or payable to the person in respect of qualifying services and
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� benefits received by the person (other than salary) that are emoluments of the person and are received by them in respect of 
qualifying services.

7.60. A narrative disclosure detailing the types of benefits and, where significant, the amount should be given after the table. Please note 
that this disclosure should be made in £00 rather than £000.
Column C: Annual performance-related bonuses
7.61. These comprise money or other assets received or receivable for the financial year as a result of achieving performance measures 
and targets relating to a period ending in the relevant financial year other than:

� those which result from awards made in a previous financial year and the final vesting is determined as a result of achieving 
performance measures or targets relating to a period ending in the relevant financial year and
� those which are receivable subject to the achievement of performance measures or targets in a future financial year.

7.62. The amounts should be reported in bands of £5,000.
7.63. Where an amount included in column C is for deferred bonus, the amount and percentage of such deferral should be disclosed in a 
note accompanying the table.
Column D: Long-term performance-related bonuses
7.64. These comprise money or other assets received or receivable for periods of more than one year where final vesting:

� is determined as a result of achieving performance measures or targets relating to a period ending in the relevant financial year and

� is not subject to the achievement of performance measures or targets in a future financial year.
7.65. The amounts should be reported in bands of £5,000.
Performance bonuses – additional matters
7.66. In respect of columns C and D, where the performance measures or targets are substantially (but not fully) completed by the end of 
the financial year, the amount shown in the table may include sums which relate to the following financial year but this must be explained in 
the report. In the following year’s report, the amount must not be included as remuneration for that year.

7.67. For every component of remuneration included in columns C or D, a note accompanying the table must disclose:
� details of any performance measures and the relative weighting of each;
� for each performance measure:

o the performance targets set at the beginning of the performance period and the corresponding value of bonus achievable and

o details of actual performance against the targets set and measured over the performance period and the resulting bonus 
awarded.

� Where discretion has been exercised in the award, details of how the discretion was exercised and how the resulting bonus was 
determined.

Column E: Pension-related benefits
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7.68. This will apply to executives only as non-executive directors do not receive any pensionable remuneration. The amount included here 
comprises all pension related benefits, including:

� the cash value of payments (whether in cash or otherwise) in lieu of retirement benefits and
� all benefits in year from participating in pension schemes.

7.69. For defined benefit schemes13, the amount included here is the annual increase (expressed in £2,500 bands) in pension entitlement 
determined in accordance with the ‘HMRC’ method14, less any

amounts paid by employees. In summary, this is as follows:
Column E = Increase in entitlement – employee contributions
Increase = ((20 x PE) +LSE) – ((20 x PB) + LSB)
Where:
PE is the annual rate of pension that would be payable to the director if they became entitled to it at the end of the financial year

PB is the annual rate of pension, adjusted for inflation, that would be payable to the director if they became entitled to it at the 
beginning of the financial year;
LSE is the amount of lump sum that would be payable to the director if they became entitled to it at the end of the financial year; and

LSB is the amount of lump sum, adjusted for inflation, that would be payable to the director if they became entitled to it at the 
beginning of the financial year.

Total pension entitlement Page 38
7.70. Under the companies act regulations, disclosure is required for each senior manager of:

� their pension entitlement: this requirement will be covered by inclusion of the pension entitlements table detailed in paragraph 7.71 
below;

Page 38

� a description of any additional benefit that will become receivable by a director in the event that that senior manager retires early; 
and

Page 38

� where a senior manager has rights under more than one type of pension, separate details relating to each. Page 38
7.71. The FReM (paragraph 5.3.22) requires the following to be disclosed:

� the real increase during the reporting year in the pension and (if applicable) related lump sum at pension age in bands of £2,500 Page 38

� the value at the end of the reporting year of the accrued pension and (if applicable) related lump sum at pension age in bands of 
£5,000

Page 38

� the value of the cash equivalent transfer value at the beginning of the reporting year to the nearest £1,000 Page 38
� the real increase in the cash equivalent transfer value during the reporting year, to the nearest £1,000 Page 38
� the value of the cash equivalent transfer value at the end of the reporting year to the nearest £1,000 and Page 38
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� in the case of a partnership pension account, the employer’s contribution (in these circumstances the first four bullet points in this 
paragraph will not apply)

Page 38

The following tabular format is recommended:
7.72. The CETV is the actuarially assessed capitalised value of the pension scheme benefits accumulated by a member at a particular point 
in time. The benefits valued are the member’s accumulated benefits and any contingent spouse’s pension payable from the scheme. CETVs 
are calculated within the guidelines and framework prescribed by the Institute and Faculty of Actuaries.

7.73. The accrued benefits derived from the member’s purchase of added years of service and any “transferred-in” service must be included 
in these FReM pension disclosures.
7.74. The information required for the senior managers’ pension entitlements will be provided by NHS Pensions. The request for information 
from NHS Pensions must be made by the NHS foundation trust by the deadline set by NHS Pensions providing complete information at that 
time.
7.75. Detailed guidance regarding the end of year procedures for requesting information from NHS Pensions can be found on its website.

7.76. Where the NHS foundation trust has senior managers who are members of a different pension scheme the disclosure information 
should be requested in good time from the scheme.

Payments for loss of office
7.77. For each individual who was a senior manager in the current or in a previous financial year that has received a payment for loss of 
office during the financial year, the following must be disclosed:

Page 37

� the total amount payable to the individual, broken down into each component n/a
� an explanation of how each component was calculated n/a
� any other payments to the individual in connection with the termination of services as a senior manager, including outstanding long 
term bonuses that vest on or following termination and

n/a

� where any discretion was exercised in respect of the payment, an explanation of how it was exercised. n/a
The requirements of annex 1 to chapter 7 which define what should be included in the disclosure of a non-compulsory departure payment 
also apply to the remuneration report.

Payments to past senior managers
7.78. The report must contain details of any payments of money or other assets to any individual who was not a senior manager during the 
financial year but has previously been a senior manager at any time. The following payments do not need to be reported in this disclosure:

� payments for loss of office (which are separately reported above) Page 37
� payments that are otherwise shown in the single total figure table n/a
� payments that have already been disclosed by the foundation trust in a previous remuneration report n/a
� payments for regular pension benefits that commenced in a previous year and n/a
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� payments for employment or services provided by the individual other than as a senior manager of the foundation trust. n/a
Staff report

7.79. The staff report must include the following information:
� An analysis of average staff numbers. These should be disclosed in the categories listed in the FTC template. In allocating 
employees to categories, the employee definitions should be those in the Information Centre’s Occupational Code Manual: 
http://www.ic.nhs.uk/statistics-and-data-collections/data-collections/information-supporting-our-data-collections This analysis should 
also distinguish between:

Page 39

This analysis should also distinguish between:
o staff with a permanent employment contract with the trust and Page 39
o other staff engaged on the objectives of the entity (for example, short term contract staff, agency/temporary staff, locally engaged 
staff overseas and inward secondments where the entity is paying the whole or the majority of their costs).

Page 39

� A breakdown at the year end of the number of male and female: Page 39
o directors Page 39
o other senior managers and Page 39
o employees. Page 39

Sickness absence data Page 40
� Staff policies and actions applied during the financial year: Page 40

o Policies applied during the financial year for giving full and fair consideration to applications for employment made by disabled 
persons, having regard to their particular aptitudes and abilities.

Page 40

o Policies applied during the financial year for continuing the employment of, and for arranging appropriate training for, employees 
who have become disabled persons during the period.

Page 40

o Policies applied during the financial year for the training, career development and promotion of disabled employees. Page 40
Actions taken in the financial year to provide employees systematically with information on matters of concern to them as employees. Page 41

o Actions taken in the financial year to consult employees or their representatives on a regular basis so that the views of 
employees can be taken into account in making decisions which are likely to affect their interests.

Page 41

o Actions taken in the financial year to encourage the involvement of employees in the NHS foundation trust’s performance. Page 41

o Information on health and safety performance and occupational health Page 41
o Information on policies and procedures with respect to countering fraud and corruption Page 41

Drafting note: This section (and the detail in paragraph 7.79) should be considered new, but is not shown all in bold italics for 
clarity. The staff survey disclosures in paragraphs 7.80 to 7.81 have not changed, but are now incorporated into the staff report. See 
also paragraph 7.4.
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Staff survey results (see below) Page 42
� Expenditure on consultancy Page 47
� Off-payroll engagements (see below) Page 45
� Exit packages (see annex 1 to chapter 7). This element is subject to audit, per paragraph 5.3.4 of the FReM. Page 46

Staff survey
7.80. The foundation trust should include information on its staff survey results covering:
a) Commentary Page 40

� Statement of approach to staff engagement – each NHS foundation trust will be required to include a statement of its approach to 
staff engagement and what mechanisms are in place to monitor and learn from staff feedback.

Page 41

b) Summary of performance – results from the NHS staff survey Page 42
� NHS foundation trusts will be required to provide a summary of the key findings from the most recent NHS staff survey, with a focus 
on details of the top four and bottom four scored answers and comparison to the prior year and national average performance. A table 
of information will be required setting out as a minimum:

Page 43

� the response rate Page 43
� the top 4 ranked scores and Page 43
� the bottom 4 ranked scores. Page 43
� Action plans to address areas of concerns Page 43
� The commentary on the key findings from the survey and each NHS foundation trust will include a summary of its plans to address 
specific areas of concern emerging from staff surveys and any plans to rectify these shortfalls in the short and medium term.

Page 43

c) Future priorities and targets Page 44
� The commentary should include a statement on the key priorities to improve staff feedback it has (or plans to) put in place and what 
mechanisms are in place to monitor performance.

Page 44

7.81. A sample template commentary and summary performance analysis is provided in Annex 3.
Reporting high paid off-payroll arrangements

7.82. As part of the staff report NHS foundation trusts should present three tables relating to off-payroll arrangements, with some supporting 
disclosures. The details of these requirements are set out in annex 8 to this chapter. Further information and definitions can be found in 
guidance previously issued by HM Treasury, available here and here. The staff report should also contain a statement on the NHS 
foundation trust’s policy on the use of off-payroll arrangements, which as a minimum should cover arrangements for highly paid staff and 
controls it has in place over the use of such arrangements. ‘Highly paid’ is defined as the threshold used by HM Treasury in the reporting 
tables as reproduced in annex 8 to this chapter.

NHS Foundation Trust Code of Governance Page 48
Drafting note: Any changes in this section (paragraphs 7.83 to 7.87) are shown in bold italics.
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7.83. The NHS Foundation Trust Code of Governance (the Code of Governance) was first published in 2006 and was most recently updated 
in July 2014.
7.84. The purpose of the Code of Governance is to assist NHS foundation trust boards in improving their governance practices by bringing 
together the best practice of public and private sector corporate governance. The code is issued as best practice advice, but imposes some 
disclosure requirements.
7.85. The annual report should contain the following sentence:
“[name] NHS Foundation Trust has applied the principles of the NHS Foundation Trust Code of Governance on a comply or explain basis. 
The NHS Foundation Trust Code of Governance, most recently revised in July 2014, is based on the principles of the UK Corporate 
Governance Code issued in 2012.”
7.86. NHS foundation trusts are required to provide a specific set of disclosures in their annual report to meet the requirements of the Code 
of Governance. Schedule A to the Code of Governance specifies everything that is required within these disclosures. Schedule A is divided 
into six categories:
1) statutory requirements of the Code of Governance but do not require disclosures
2) provisions which require a supporting explanation, even where the NHS foundation trust is compliant with the provision*
3) provisions which require supporting information to be made publicly available, even where the NHS foundation trust is compliant with the 
provision
4) provisions which require supporting information to be made to governors, even where the NHS foundation trust is compliant with the 
provision
5) provisions which require supporting information to be made to members, even where the NHS foundation trust is compliant with the 
provision and
6) other provisions where there are no special requirements as per 1-5 above and there is a “comply or explain” requirement. The disclosure 
should therefore contain an explanation in each case where the trust has departed from the Code of Governance, explaining the reasons for 
the departure and how the alternative arrangements continue to reflect the main principles of the Code of Governance (see pages 13-16 of 
that document).
* Where the information is already contained within the annual report, a reference to its location is sufficient to avoid unnecessary 
duplication.
The information in the paragraph and table below only covers items falling into category 2 and category 6 above.
7.87. The requirements of parts 2 and 6 of schedule A to the Code of Governance are listed below. This table also includes requirements 
that are not part of the Code of Governance but are required by the FT ARM.

Regulatory ratings

Drafting note: Any changes in the remainder of chapter 7 (prior to the annexes) are shown in bold italics. The quality reports 
paragraphs have been moved to below the annual governance statement paragraphs to reflect the order of the annual report in 
paragraph 7.6.
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7.88. The commentary will include a summary of the regulatory performance in the year, focusing on the risk ratings obtained in comparison 
to the annual plan risk ratings, and actions put in place to rectify shortfalls on performance. Where formal regulatory action has been taken 
this should be disclosed with the actions taken, or proposed, to address this. The change in the regulatory regime during the year should 
also be explained, together with the impact this has had on the NHS foundation trust’s ratings. Regulatory ratings should be disclosed on the 
same basis as in the foundation trust’s monitoring templates issued by Monitor; i.e. on a group basis but excluding the impact of 
consolidated charitable funds.

Page 61

7.89. A template commentary and table of analysis is provided in Annex 4.
Statement of accounting officer’s responsibilities

7.90. The NHS foundation trust’s chief executive should explain his/her responsibility for preparing the financial statements. This should be 
positioned after the annual report and before the annual governance statement. A model statement of accounting officer’s responsibilities is 
provided in annex 5 to this document.

Page 62

7.91. Paragraph 25 of Schedule 7 to the 2006 Act states that the NHS foundation trust is to prepare annual accounts, and that such 
functions of the trust are to be delegated to the Accounting Officer. The NHS Foundation Trust Accounting Officer Memorandum further 
states that it is the chief executive’s personal responsibility to prepare the financial statements.
7.92. In addition, the NHS Foundation Trust Code of Governance (C.1.1) requires directors to include in the annual report an explanation of 
their responsibility for preparing the annual report and accounts. This includes a statement that the directors consider the annual report and 
accounts, taken as a whole, is fair, balanced and understandable and provides the information necessary for patients, regulators and 
stakeholders to assess the NHS foundation trust’s performance, business model and strategy (Code of Governance C.1.1)

Annual governance statement Page 63 - 76
7.93. All entities covered by the requirements of this manual shall prepare an annual governance statement. A model annual governance 
statement is reproduced in Annex 6 to this document, but should be adapted and expanded to reflect the particular circumstance of the NHS 
foundation trust. Monitor does not prescribe for foundation trusts which issues should be considered to be significant control issues. 
Foundation trusts should ensure that a consistent definition of what constitutes significance is applied from year to year.

7.94. The annual governance statement includes reference to quality governance. Monitor’s quality governance framework may be used for 
information on good practice in quality governance and is available in Annex 7 of this manual.
7.95. The annual governance statement should include disclosure of any serious incidents relating to information governance including data 
loss or confidentiality breach. As a minimum this should include details of any incidents classified as Level 2 in the Information Governance 
Incident Reporting Tool. For these cases the foundation trust should also disclose whether these cases have been reported to the 
Information Commissioner’s Office (ICO) and detail any action taken by the ICO. If disclosure would be prejudicial to any ongoing 
investigations or disciplinary or regulatory proceedings, details may be omitted.
7.96. The annual report should also include a statement report that the board has conducted a review of the effectiveness of the trust’s 
system on internal controls. (Code of Governance C.2.1).

Quality report Page 77 - 149
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7.97. NHS foundation trusts should include a report on the quality of care they provide within their annual report. The aim of this quality 
report is to improve public accountability for the quality of care. Annex 2 to chapter 7 contains Monitor’s requirements for quality reports. This 
sets out how the quality accounts requirements should be incorporated into the quality report, and Monitor’s additional requirements for 
quality reports.
7.98. Monitor will also require NHS foundation trusts to obtain a limited assurance report from their external auditors on the content of the 
quality report and to include it in the annual report. This will report on whether anything has come to the attention of the auditor that leads 
them to believe that the content of the quality report has not been prepared in line with the requirements set out in this NHS Foundation 
Trust Annual Reporting Manual and/or is not consistent with the other information sources detailed in the detailed guidance. We will publish 
separate detailed guidance on external assurance on quality reports for 2015/16.

7.99. The deadline for the annual report containing the quality report is 27 May 2016. The deadline for the signed limited assurance report 
on the content of the quality report and the mandated indicators requiring a limited assurance report, and the report to the council of 
governors is 27 May 2016.

Voluntary disclosures
7.100. NHS foundation trusts are encouraged to include sections within their annual report and accounts entitled Sustainability Report and/or 
Equality reporting. Inclusion is left to NHS foundation trusts’ discretion. If included, Monitor recommends treating these as sub-sections of 
the Accountability Report.

Sustainability reporting
7.101. Should NHS foundation trusts choose to include a sustainability report, Monitor would encourage NHS foundation trusts to follow the 
approach laid out by HM Treasury. Further guidance is available from the Sustainable Development Unit at http://www.sdu.nhs.uk/corporate-
requirements/governance/reporting.aspx. NHS bodies may also wish to refer to general HM Treasury 2013-14 guidance for the preparation 
of sustainability reports at: 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/279330/PU1632_Sustainability_Reporting_Guidance.pdf.

Sustainability Page 
14

Equality reporting
7.102. Requirements for the equality report, which may be included in the annual report and accounts at NHS foundation trusts’ discretion, 
will be found at www.gov.uk/equality-act-2010-guidance. If an equality report is included in the annual report, NHS foundation trusts are 
required to follow these requirements.
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Southern Health NHS Foundation Trust

Signed …………………………………………….

Name Katrina Percy
Job title Chief Executive Officer
Date 24 May 2016

Foreword to the accounts

These accounts, for the year ended 31 March 2016, have been prepared by Southern Health NHS 
Foundation Trust in accordance with paragraphs 24 & 25 of Schedule 7 within the National Health 
Service Act 2006.

(i)



Southern Health NHS Foundation Trust
Annual Accounts for the Year Ended 31 March 2016

Statement of Comprehensive Income for the year end 31 March 2016

2015/16 2014/15

Note £000 £000

Operating income from patient care activities 3 275,063 273,400 

Other operating income 4 57,784 72,132 

Total operating income from continuing operations 332,847 345,532 

Operating expenses 5 (331,597) (344,207)

Operating surplus from continuing operations 1,250 1,325 

Finance income 10 103 77 

Finance expenses 11.1 (1,184) (1,198)

PDC dividends payable 11.2 (5,991) (6,368)

Net finance costs (7,072) (7,489)

Deficit for the year from continuing operations (5,822) (6,164)

Other comprehensive income

Will not be reclassified to income and expenditure:

Impairments 6 (20,952) (2,976)

Revaluations 15 11,473 12,894 

Remeasurements of the net defined benefit pension scheme liability/asset 26.2 - 32 

Other reserve movements 26.2 - 43 

Total comprehensive (expense)/income for the year (15,301) 3,829 
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Southern Health NHS Foundation Trust
Annual Accounts for the Year Ended 31 March 2016

Statement of Financial Position as at 31 March 2016

31 March 2016 31 March 2015

Note £000 £000

Non-current assets

Intangible assets 12 5,939 6,990 

Property, plant and equipment 13 200,255 219,495 

Total non-current assets 206,194 226,485 

Current assets

Trade and other receivables 16 14,026 14,852 
Non-current assets for sale and assets in disposal groups 17.1 3,920 2,055 

Cash and cash equivalents 18 20,205 16,872 

Total current assets 38,151 33,779 

Current liabilities

Trade and other payables 19 (29,418) (30,447)

Other liabilities 20 (2,002) (2,363)

Borrowings 21 (533) (467)

Provisions 23 (1,971) (843)

Total current liabilities (33,924) (34,120)

Total assets less current liabilities 210,421 226,144 

Non-current liabilities

Borrowings 21 (17,017) (17,550)

Provisions 23 (279) (168)

Total non-current liabilities (17,296) (17,718)

Total assets employed 193,125 208,426 

Financed by 

Public dividend capital 88,169 88,169 

Revaluation reserve 56,010 68,635 

Other reserves (755) (755)

Income and expenditure reserve 49,702 52,377 

Total taxpayers' equity 193,125 208,426 

The notes on pages 5 to 40 form part of these accounts.

Signed …………………………………………….
Name Katrina Percy
Position Chief Executive Officer
Date 24 May 2016
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Statement of Changes in Taxpayers' Equity for the year ended 31 March 2016

Public 
dividend 

capital
Revaluation 

reserve
Other 

reserves

Income and 
expenditure 

reserve

Total 
Taxpayers' 

Equity

£000 £000 £000 £000 £000 

Taxpayers' equity at 1 April 2015 - brought forward 88,169 68,635 (755) 52,377 208,426 

Deficit for the year - -               - (5,822) (5,822)

Impairments - (20,952) - - (20,952)

Revaluations - 11,473 - - 11,473 

Transfer to retained earnings on disposal of assets - (3,146) - 3,146 - 
Taxpayers' equity at 31 March 2016 88,169 56,010 (755) 49,702 193,125 

Statement of Changes in Taxpayers' Equity for the year ended 31 March 2015

Public 
dividend 

capital
Revaluation 

reserve
Other 

reserves

Income and 
expenditure 

reserve

Total 
Taxpayers' 

Equity

£000 £000 £000 £000 £000 

Taxpayers' equity at 1 April 2014 - brought forward 88,169 59,024 (798) 58,202 204,597 

Deficit for the year - - - (6,164) (6,164)

Impairments - (2,976) - - (2,976)

Revaluations - 12,894 - - 12,894 

Transfer to retained earnings on disposal of assets - (307) - 307 - 
Remeasurements of the defined net benefit pension scheme 

liability/asset 1 - - 43 32 75 

Other reserve movements - - - - - 
Taxpayers' equity at 31 March 2015 88,169 68,635 (755) 52,377 208,426 

1 The local government pension scheme (LGPS) was written out of the accounts in 2014/15 as the two members left the organisation during that 
year. The total removed from the accounts is £75k, part of which had been recorded in 'other reserves'.

Information on reserves

Public dividend capital
Public dividend capital (PDC) is a type of public sector equity finance based on the excess of assets over liabilities at the time of establishment of 
the predecessor NHS trust. Additional PDC may also be issued to NHS foundation trusts by the Department of Health. A charge, reflecting the 
cost of capital utilised by the NHS foundation trust, is payable to the Department of Health as the public dividend capital dividend.

Revaluation reserve
Increases in asset values arising from revaluations are recognised in the revaluation reserve, except where, and to the extent that, they reverse 
impairments previously recognised in operating expenses, in which case they are recognised in operating income. Subsequent downward 
movements in asset valuations are charged to the revaluation reserve to the extent that a previous gain was recognised unless the downward 
movement represents a clear consumption of economic benefit or a reduction in service potential.

Other reserves
These represent the net asset balances of demised organisations or functions which have previously merged into Southern Health NHS 
Foundation Trust accounts (formerly Hampshire Partnership NHS Foundation Trust). The last significant entry being for Oxford Learning 
Disabilities NHS Trust in 2012/13

Income and expenditure reserve
The balance of this reserve is the accumulated surpluses and deficits of the NHS foundation trust.
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Statement of Cash Flows for the year ended 31 March 2016

2015/16 2014/15

Note £000 £000 

Cash flows from operating activities

Operating surplus 1,250 1,325 

Non-cash income and expense:

Depreciation and amortisation 5.1 8,966 8,549 

Impairments and reversals of impairments 6 2,227 (1,296)

(Gain)/loss on disposal of non-current assets 5.1 1,345 (20)

Income recognised in respect of capital donations 4 (156) - 
Decrease in receivables and other assets 1 16.1 1,222 8,044 
(Decrease)/Increase in payables and other liabilities 2 19 & 20 (1,982) 3,586 

Increase/(decrease) in provisions 23.1 1,238 (1,664)

Net cash generated from operating activities 14,111 18,524 

Cash flows from investing activities

Interest received 10 103 77 

Purchase of intangible assets 2 12 & 19 (2,031) (2,599)
Purchase of property, plant, equipment and investment property 2 13 & 19 (5,613) (6,717)

Sales of property, plant, equipment and investment property 17.2 4,940 761 

Net cash used in investing activities (2,601) (8,478)

Cash flows from financing activities

Capital element of finance lease rental payments 21 - (1)
Capital element of PFI, LIFT and other service concession payments 21 (467) (479)

Interest paid on finance lease liabilities 11.1 (4) (4)
Interest paid on PFI, LIFT and other service concession obligations 11.1 (1,179) (1,193)

PDC dividend paid 11.2 (6,527) (6,288)

Net cash used in financing activities (8,177) (7,966)

Increase in cash and cash equivalents 3,333 2,080 

Cash and cash equivalents at 1 April 16,872 14,792 
Cash and cash equivalents at 31 March 18.1 20,205 16,872 

1 This balance excludes PDC dividend receivable per Note 11.2
2 This balance differs to the main note due to the change in capital creditors within Payables Note 19 and excludes donated 
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Notes to the Accounts

Note 1 Accounting policies and other information

Basis of preparation

Monitor is responsible for issuing an accounts direction to NHS foundation trusts under the NHS Act 2006. Monitor has 
directed that the accounts of NHS foundation trusts shall meet the accounting requirements of the FT ARM which shall be 
agreed with the Secretary of State. Consequently, the following accounts have been prepared in accordance with the FT 
Annual Reporting Manual (FT ARM) 2015/16 issued by Monitor. The accounting policies contained in that manual follow 
IFRS and HM Treasury’s Financial Reporting Manual (FReM) to the extent that they are meaningful and appropriate to NHS 
foundation trusts. The accounting policies have been applied consistently in dealing with items considered material in 
relation to the accounts. 

Accounting convention
These accounts have been prepared under the historical cost convention modified to account for the revaluation of property, 
plant and equipment, intangible assets and certain financial assets and financial liabilities.

Going concern
Whilst the NHS Foundation Trust is forecasting an operational deficit in 2016/17, the Trust has undertaken robust and 
detailed financial modelling which it has shared with its regulator, Monitor.  These models highlights that the Trust has 
sufficient cash to meet its day to day operations throughout 2016/17.  

Based on these assessments the directors have a reasonable expectation that Southern Health NHS Foundation Trust has 
adequate resources to continue in operational existence for the foreseeable future.  For this reason, they continue to adopt 
the 'going concern' basis in preparing the accounts.

Note 1.1 Subsidiaries, including NHS Charitable Funds

Material entities over which the Trust has the power exercise control so as to obtain economic or other benefits, are 
classified as subsidiaries and are consolidated.

Southern Health NHS Foundation Trust is the Corporate Trustee of Southern Health General Fund ("brighterway"). The 
charity is deemed to be a subsidiary under the prescriptions of IAS27. International Accounting Standards dictate that 
consolidated accounts should be prepared. IAS 1, Presentation of accounts, however, states that specific disclosure 
requirements to be set out in individual standards or interpretations need not be satisfied if the information is not material. 
Furthermore, accounting policies set out in IFRS need not be developed or applied if the impact of applying them would be 
immaterial.

Whilst Southern Health NHS Foundation Trust does indeed have a connected Charitable Fund, it does not deem this fund 
material within the context of the accounts of the NHS Foundation Trust.  A limited disclosure is therefore contained within 
note 2.2 of these accounts and full consolidation has not been undertaken.

Consolidation of the Charitable Fund with the Trust's main accounts was deemed to be immaterial for the 2015/16 accounts. 
Southern Health NHS Foundation Trust  is  the sole beneficiary of the Southern Health General Fund. The charity 
registration number is 1089307 and the registered address is as per note 33. Accounts for the charity can be obtained from 
www.charity-commission.gov.uk.

Multispecialty Community Provider (MCP)
Southern Health NHS Foundation Trust has been involved in the South Hampshire MCP Vanguard as one of the first steps 
towards delivering the NHS England's Five Year Forward View and supporting improvement and integration of services. As 
an early implementer site the Foundation Trust is taking a lead on the development of new care models which will act as a 
blueprint for the NHS moving forward. 

During the year the NHS Foundation Trust entered into a transaction with a General Practice, Forton Road Medical 
Partnership. The legal arrangements to make this possible resulted in the creation of a General Practitioners (GPs) 
Partnership between the GPs and two Senior Managers of the Foundation Trust. The partnership holds the contract with 
NHS England to supply the primary care services for specific locality, which is then subcontracted to the Foundation Trust 
which employs the practice staff. 

The Fareham and Gosport Clinical Commissioning Group (CCG), working on behalf of NHS England (NHSE), contracts with 
the GPs Partnership to perform the Primary Care Services. The Partnership in turn, subcontracts the work to the NHS 
Foundation Trust who performs the work. The payment is made by the CCG to the Partnership, who then pay the NHS 
Foundation Trust after subtracting a nominal administration fee. The resulting accounting entries in the NHS Foundation 
Trust's financial ledger are summarised in note 2.3.

Whilst the Foundation Trust has managerial control of the partnership, similar to the Charitable Fund, it has been deemed to 
be immaterial for the 2015/16 accounts.
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Note 1.2 Income
Income in respect of services provided is recognised when, and to the extent that, performance occurs and is measured at 
the fair value of the consideration receivable. The main source of income for the NHS Foundation Trust is contracts with 
commissioners in respect of health care services. Where income is received for a specific activity which is to be delivered 
in a subsequent financial year, that income is deferred.
Interest income is accrued on a time basis, by reference to the principal outstanding and interest rate applicable.

Income from the sale of non-current assets is recognised only when all material conditions of sale have been met, and is 
measured as the sums due under the sale contract.

Note 1.3 Expenditure on employee benefits

Short-term employee benefits
Salaries, wages and employment-related payments are recognised in the period in which the service is received from 
employees. The cost of annual leave entitlement earned but not taken by employees at the end of the period is 
recognised in the accounts to the extent that employees are permitted to carry-forward leave into the following period.

Pension costs 
NHS Pension Scheme
Past and present employees are covered by the provisions of the NHS Pension Scheme. The scheme is an unfunded, 
defined benefit scheme that covers NHS employers, general practices and other bodies, allowed under the direction of 
Secretary of State, in England and Wales. It is not possible for the NHS foundation trust to identify its share of the 
underlying scheme liabilities. Therefore, the scheme is accounted for as a defined contribution scheme.

Employer's pension cost contributions are charged to operating expenses as and when they become due. 

Additional pension liabilities arising from early retirements are not funded by the scheme except where the retirement is 
due to ill-health. The full amount of the liability for the additional costs is charged to the operating expenses at the time the 
trust commits itself to the retirement, regardless of the method of payment. 

Note 1.4 Expenditure on other goods and services

Expenditure on goods and services is recognised when, and to the extent that they have been received, and is measured 
at the fair value of those goods and services. Expenditure is recognised in operating expenses except where it results in 
the creation of a non-current asset such as property, plant and equipment. 

Note 1.5 Property, plant and equipment

Recognition
Property, plant and equipment is capitalised where:    

• it is held for use in delivering services or for administrative purposes;
• it is probable that future economic benefits will flow to, or service potential be provided to, the trust;
• it is expected to be used for more than one financial year; 
• the cost of the item can be measured reliably;
• collectively a number of items have a cost of at least £5,000 and individually have a cost of more than £250, where the 
assets are functionally interdependent, they had broadly simultaneous purchase dates, are anticipated to have 
simultaneous disposal dates and are under single managerial control; and
• items form part of the initial equipping and setting up cost of a new building, ward or unit, irrespective of their individual 
or collective cost.

Since 2013/14 the NHS Foundation Trust has estimated the value of buildings based upon a single weighted component 
asset for each building rather than based on multiple components which together constitute the asset.  In order to 
preserve the  value of annual depreciation, a weighted average life is calculated based on all components, such that there 
is no material difference to the depreciation figure charged to the Statement of Comprehensive Income.

An illustration of the weighted life calculation is shown below:-
  A building is valued by the District Valuer with two component parts.
  •  Walls £65,000 remaining life 65 years, annual depreciation of component = £1,000
  •  Roof £120,000 remaining life 30 years, annual depreciation of component = £4,000
  •  Overall value of asset £185,000, annual depreciation = £5,000, weighted average life = 37 years
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Measurement
Valuation
All property, plant and equipment assets are measured initially at cost, representing the costs directly attributable to 
acquiring or constructing the asset and bringing it to the location and condition necessary for it to be capable of operating 
in the manner intended by management.

All assets are measured subsequently at valuation.  An item of property, plant and equipment which is surplus with no plan 
to bring it back into use is valued at fair value under IFRS 13, if it does not meet the requirements of IAS 40 of IFRS 5.

Land and buildings used for the NHS Foundation Trust’s services or for administrative purposes are stated in the 
Statement of Financial Position as non current assets at their revalued amounts, being the fair value at the date of 
revaluation less any subsequent accumulated depreciation and impairment losses.  Most of the NHS Foundation Trust's 
assets have been subject to a physical valuation by the Valuation Office Agency in March 2016 where it was due for the 5 
yearly review and all specialised assets were assessed with senior officers of the Foundation Trust on a optimised modern 
equivalent basis. In accordance with the latest RICS guidance depreciated replacement cost valuations are based on 
modern equivalent assets and, where it would meet the location requirements of the service being provided, an alternative 
site can be valued.  

Professional valuations are carried out by the Valuation Office Agency.  The valuations are carried out in accordance with 
the Royal Institute of Chartered Surveyors (RICS) Appraisal and Valuation Manual insofar as these terms are consistent 
with the agreed requirements of Monitor and HM Treasury.   

Properties in the course of construction for service or administration purposes are carried at cost, less any impairment 
loss.  Cost includes professional fees but not borrowing costs, which are recognised as expenses immediately, in 
accordance with Monitor's interpretation of IAS 23 revised for assets held at fair value.  Assets are revalued and 
depreciation commences when they are brought into use. 

Existing fixtures and  equipment are carried at depreciated historic cost as this is not considered to be materially different 
from fair value. 

An increase arising on revaluation is taken to the revaluation reserve except when it reverses an impairment for the same 
asset previously recognised in expenditure, in which case it is credited to the Statement of Comprehensive Income as 
other operating income to the extent of the decrease previously charged as an expense.  A revaluation decrease is 
recognised as an impairment charged to the revaluation reserve to the extent that there is a balance on the reserve for the 
asset and, thereafter, to expenditure.  Gains and losses recognised in the revaluation reserve are reported as 'Other 
Comprehensive Income' in the Statement of Comprehensive Income. 

Subsequent expenditure
Subsequent expenditure relating to an item of property, plant and equipment is recognised as an increase in the carrying 
amount of the asset when it is probable that additional future economic benefits or service potential deriving from the cost 
incurred to replace a component of such item will flow to the enterprise and the cost of the item can be determined 
reliably. Where a component of an asset is replaced, the cost of the replacement is capitalised if it meets the criteria for 
recognition above. The carrying amount of the part replaced is de-recognised. Other expenditure that does not generate 
additional future economic benefits or service potential, such as repairs and maintenance, is charged to the Statement of 
Comprehensive Income in the period in which it is incurred.

Depreciation
Items of property, plant and equipment are depreciated over their remaining useful economic lives in a manner consistent 
with the consumption of economic or service delivery benefits. Freehold land is considered to have an infinite life and is 
not depreciated. 

Property, plant and equipment which has been reclassified as ‘held for sale’ ceases to be depreciated upon the 
reclassification. Assets in the course of construction and residual interests in off-Statement of Financial Position PFI 
contract assets are not depreciated until the asset is brought into use or reverts to the trust, respectively. 
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Revaluation gains and losses
Revaluation gains are recognised in the revaluation reserve, except where, and to the extent that, they reverse a 
revaluation decrease that has previously been recognised in operating expenses, in which case they are recognised in 
operating income.

Revaluation losses are charged to the revaluation reserve to the extent that there is an available balance for the asset 
concerned, and thereafter are charged to operating expenses. 

Gains and losses recognised in the revaluation reserve are reported in the Statement of Comprehensive Income as an 
item of ‘other comprehensive income’.

Impairments
In accordance with the FT ARM , impairments that arise from a clear consumption of economic benefits or of service 
potential in the asset are charged to operating expenses. A compensating transfer is made from the revaluation reserve to 
the income and expenditure reserve of an amount equal to the lower of (i) the impairment charged to operating expenses; 
and (ii) the balance in the revaluation reserve attributable to that asset before the impairment.

An impairment that arises from a clear consumption of economic benefit or of service potential is reversed when, and to 
the extent that, the circumstances that gave rise to the loss is reversed. Reversals are recognised in operating income to 
the extent that the asset is restored to the carrying amount it would have had if the impairment had never been 
recognised. Any remaining reversal is recognised in the revaluation reserve. Where, at the time of the original impairment, 
a transfer was made from the revaluation reserve to the income and expenditure reserve, an amount is transferred back to 
the revaluation reserve when the impairment reversal is recognised.
Other impairments are treated as revaluation losses. Reversals of ‘other impairments’ are treated as revaluation gains.

De-recognition
Assets intended for disposal are reclassified as ‘held for sale’ once all of the following criteria are met: 

• the asset is available for immediate sale in its present condition subject only to terms which are usual and customary for 
such sales;
• the sale must be highly probable i.e.:

         - management are committed to a plan to sell the asset
         - an active programme has begun to find a buyer and complete the sale
         - the asset is being actively marketed at a reasonable price
         - the sale is expected to be completed within 12 months of the date of classification as ‘held for sale’ and
         - the actions needed to complete the plan indicate it is unlikely that the plan will be dropped or significant changes 
made to it.

Following reclassification, the assets are measured at the lower of their existing carrying amount and their ‘fair value less 
costs to sell’.  Depreciation ceases to be charged. Assets are de-recognised when all material sale contract conditions 
have been met.

Property, plant and equipment which is to be scrapped or demolished does not qualify for recognition as ‘held for sale’ 
and instead is retained as an operational asset and the asset’s economic life is adjusted. The asset is de-recognised 
when scrapping or demolition occurs.

Donated, government grant and other grant funded assets 
Donated and grant funded property, plant and equipment assets are capitalised at their fair value on receipt. The 
donation/grant is credited to income at the same time, unless the donor has imposed a condition that the future economic 
benefits embodied in the grant are to be consumed in a manner specified by the donor, in which case, the donation/grant 
is deferred within liabilities and is carried forward to future financial years to the extent that the condition has not yet been 
met.

The donated and grant funded assets are subsequently accounted for in the same manner as other items of property, 
plant and equipment. 
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Min life Max life

Years Years

Land - - 

Buildings, excluding dwellings - 90 

Dwellings 15 30 

Plant & machinery 1 11 

Transport equipment 7 7 

Information technology 5 5 

Furniture & fittings 5 10 

Note 1.6 Intangible assets 

Local Improvement Finance Trust (LIFT) transactions under IFRIC 12

HM Treasury has determined that government bodies shall account for infrastructure Private Finance Initiative (PFI) 
schemes where the government body controls the use of the infrastructure and the residual interest in the infrastructure 
at the end of the arrangement as service concession arrangements, following the principles of the requirements of 
IFRIC 12. Depending on certain control tests and the nature of the contract, properties built under local LIFT 
arrangements may also be deemed the equivalent of a PFI scheme and must be accounted for under the same 
arrangements as a PFI scheme. 
The NHS Foundation Trust assumed management control of a LIFT procured inpatient facility during April 2010. This is 
deemed to satisfy the tests of IFRIC 12 and thus has been accounted for by the NHS Foundation Trust as a PFI asset 
which is disclosed within the Statement of Financial Position.  Note 27 provides further details.
The services received under the contract are recorded as operating expenses.

Useful Economic lives of property, plant and equipment
Useful economic lives reflect the total life of an asset and not the remaining life of an asset. The range of useful 
economic lives are shown in the table below:

Finance-leased assets (including land) are depreciated over the shorter of the useful economic life or the lease term, 
unless the FT expects to acquire the asset at the end of the lease term in which case the assets are depreciated in the 
same manner as owned assets above.

Recognition
Intangible assets are non-monetary assets without physical substance which are capable of being sold separately from 
the rest of the trust’s business or which arise from contractual or other legal rights. They are recognised only where it is 
probable that future economic benefits will flow to, or service potential be provided to, the trust and where the cost of 
the asset can be measured reliably. 

Internally generated intangible assets
Internally generated goodwill, brands, mastheads, publishing titles, customer lists and similar items are not capitalised 
as intangible assets.

Expenditure on research is not capitalised.

Expenditure on development is capitalised only where all of the following can be demonstrated:

• the project is technically feasible to the point of completion and will result in an intangible asset for sale or use
• the trust intends to complete the asset and sell or use it
• the trust has the ability to sell or use the asset
• how the intangible asset will generate probable future economic or service delivery benefits, e.g., the presence of a 
market for it or its output, or where it is to be used for internal use, the usefulness of the asset;
• adequate financial, technical and other resources are available to the trust to complete the development and sell or 
use the asset and
• the trust can measure reliably the expenses attributable to the asset during development.
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Min life Max life

Years Years

Intangible assets - internally generated

Information technology - - 

Development expenditure 5 5 

Intangible assets - purchased

Software 5 5 

Note 1.7 Revenue government and other grants

Note 1.8 Financial instruments and financial liabilities

Recognition 
Financial assets and financial liabilities which arise from contracts for the purchase or sale of non-financial items (such 
as goods or services), which are entered into in accordance with the trust’s normal purchase, sale or usage 
requirements, are recognised when, and to the extent which, performance occurs, i.e., when receipt or delivery of the 
goods or services is made.

Financial assets or financial liabilities in respect of assets acquired or disposed of through finance leases are 
recognised and measured in accordance with the accounting policy for leases described above/below.

All other financial assets and financial liabilities are recognised when the trust becomes a party to the contractual 
provisions of the instrument.

Software
Software which is integral to the operation of hardware, e.g. an operating system, is capitalised as part of the relevant 
item of property, plant and equipment. Software which is not integral to the operation of hardware, e.g. application 
software, is capitalised as an intangible asset.
Measurement
Intangible assets are recognised initially at cost, comprising all directly attributable costs needed to create, produce and 
prepare the asset to the point that it is capable of operating in the manner intended by management.

Subsequently intangible assets are measured at current value in existing use. Where no active market exists, intangible 
assets are valued at the lower of depreciated replacement cost and the value in use where the asset is income 
generating. Revaluations gains and losses and impairments are treated in the same manner as for property, plant and 
equipment. An intangible asset which is surplus with no plan to bring it back into use is valued at fair value under IFRS 
13, if it does not meet the requirements of IAS 40 or IFRS 5.

Intangible assets held for sale are measured at the lower of their carrying amount or “fair value less costs to sell”. The 
NHS Foundation Trust performs an annual review of intangible assets to identify any impairment indicators.

Amortisation
Intangible assets are amortised over their expected useful economic lives in a manner consistent with the consumption 
of economic or service delivery benefits.

Useful economic life of intangible assets
Useful economic lives reflect the total life of an asset and not the remaining life of an asset.  The range of useful 
economic lives are shown in the table below:

Government grants are grants from government bodies other than income from commissioners or NHS trusts for the 
provision of services. Where a grant is used to fund revenue expenditure it is taken to the Statement of Comprehensive 
Income to match that expenditure. 
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De-recognition
All financial assets are de-recognised when the rights to receive cash flows from the assets have expired or the trust 
has transferred substantially all of the risks and rewards of ownership.

Financial liabilities are de-recognised when the obligation is discharged, cancelled or expires.

Classification and measurement

Financial assets and financial liabilities at “fair value through income and expenditure”
Financial assets and financial liabilities at “fair value through income and expenditure” are financial assets or financial 
liabilities held for trading. A financial asset or financial liability is classified in this category if acquired principally for the 
purpose of selling in the short-term. Derivatives are also categorised as held for trading unless they are designated as 
hedges. 

The only financial assets the NHS Foundation Trust currently has are loans and receivables which are categorised at 
amortised cost.

Loans and receivables
Loans and receivables are non-derivative financial assets with fixed or determinable payments which are not quoted in 
an active market. They are included in current assets.

The NHS Foundation Trust’s loans and receivables comprise current investments, cash and cash equivalents, NHS 
receivables, accrued income and other receivables.

Loans and receivables are recognised initially at fair value, net of transactions costs, and are measured subsequently at 
amortised cost, using the effective interest method. The effective interest rate is the rate that discounts exactly 
estimated future cash receipts through the expected life of the financial asset or, when appropriate, a shorter period, to 
the net carrying amount of the financial asset.

Interest on loans and receivables is calculated using the effective interest method and credited to the Statement of 
Comprehensive Income.

Impairment of financial assets
At the Statement of Financial Position date, the NHS Foundation Trust assesses whether any financial assets, other 
than those held at “fair value through income and expenditure” are impaired. Financial assets are impaired and 
impairment losses are recognised if, and only if, there is objective evidence of impairment as a result of one or more 
events which occurred after the initial recognition of the asset and which has an impact on the estimated future cash 
flows of the asset.

For financial assets carried at amortised cost, the amount of the impairment loss is measured as the difference between 
the asset’s carrying amount and the present value of the revised future cash flows discounted at the asset’s original 
effective interest rate. The loss is recognised in the Statement of Comprehensive Income and the carrying amount of 
the asset is reduced through a provision for irrecoverable receivables.
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Note 1.9 Leases

Finance leases
Where substantially all risks and rewards of ownership of a leased asset are borne by the NHS foundation trust, the 
asset is recorded as property, plant and equipment and a corresponding liability is recorded. The value at which both 
are recognised is the lower of the fair value of the asset or the present value of the minimum lease payments, 
discounted using the interest rate implicit in the lease. 

The asset and liability are recognised at the commencement of the lease. Thereafter the asset is accounted for an item 
of property plant and equipment. 

The annual rental is split between the repayment of the liability and a finance cost so as to achieve a constant rate of 
finance over the life of the lease. The annual finance cost is charged to Finance Costs in the Statement of 
Comprehensive Income. The lease liability, is de-recognised when the liability is discharged, cancelled or expires.

Operating leases
Other leases are regarded as operating leases and the rentals are charged to operating expenses on a straight-line 
basis over the term of the lease. Operating lease incentives received are added to the lease rentals and charged to 
operating expenses over the life of the lease.

Leases of land and buildings
Where a lease is for land and buildings, the land component is separated from the building component and the 
classification for each is assessed separately. 

The NHS Foundation Trust as Lessor
Rental income from operating leases is recognised on a straight-line basis over the term of the lease.  Initial direct costs 
incurred in negotiating and arranging an operating lease are added to the carrying amount of the leased asset and 
recognised on a straight-line basis over the lease term.
The NHS Foundation Trust receives no amounts from  lessees under finance leases.

Note 1.10 Provisions 

The NHS Foundation Trust recognises a provision where it has a present legal or constructive obligation of uncertain 
timing or amount; for which it is probable that there will be a future outflow of cash or other resources; and a reliable 
estimate can be made of the amount. The amount recognised in the Statement of Financial Position is the best estimate 
of the resources required to settle the obligation. Where the effect of the time value of money is significant, the 
estimated risk-adjusted cash flows are discounted using the discount rates published and mandated by HM Treasury.  

Clinical negligence costs 
The NHS Litigation Authority (NHSLA) operates a risk pooling scheme under which the NHS foundation trust pays an 
annual contribution to the NHSLA, which, in return, settles all clinical negligence claims. Although the NHSLA is 
administratively responsible for all clinical negligence cases, the legal liability remains with the NHS foundation trust. 
The total value of clinical negligence provisions carried by the NHSLA on behalf of the NHS foundation trust is disclosed 
at note 23.2 but is not recognised in the NHS foundation trust’s accounts. 

Non-clinical risk pooling 
The NHS foundation trust participates in the Property Expenses Scheme and the Liabilities to Third Parties Scheme. 
Both are risk pooling schemes under which the trust pays an annual contribution to the NHS Litigation Authority and in 
return receives assistance with the costs of claims arising. The annual membership contributions, and any “excesses” 
payable in respect of particular claims are charged to operating expenses when the liability arises. 
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Southern Health NHS Foundation Trust
Annual Accounts for the Year Ended 31 March 2016

Note 1.11 Contingencies

Contingent assets (that is, assets arising from past events whose existence will only be confirmed by one or more future 
events not wholly within the entity’s control) are not recognised as assets, but are disclosed in note 24 where an inflow 
of economic benefits is probable.
Contingent liabilities are not recognised, but are disclosed in note 24, unless the probability of a transfer of economic 
benefits is remote. 

Contingent liabilities are defined as:

• possible obligations arising from past events whose existence will be confirmed only by the occurrence of one or more 
uncertain future events not wholly within the entity’s control; or

• present obligations arising from past events but for which it is not probable that a transfer of economic benefits will 
arise or for which the amount of the obligation cannot be measured with sufficient reliability.

Note 1.12 Public dividend capital

Public dividend capital (PDC) is a type of public sector equity finance based on the excess of assets over liabilities at 
the time of establishment of the predecessor NHS trust. HM Treasury has determined that PDC is not a financial 
instrument within the meaning of IAS 32. 

A charge, reflecting the cost of capital utilised by the NHS foundation trust, is payable as public dividend capital 
dividend. The charge is calculated at the rate set by HM Treasury (currently 3.5%) on the average relevant net assets of 
the NHS foundation trust during the financial year. Relevant net assets are calculated as the value of all assets less the 
value of all liabilities, except for (i) donated assets (including lottery funded assets), (ii) average daily cash balances 
held with the Government Banking Services (GBS) and National Loans Fund (NLF) deposits, excluding cash balances 
held in GBS accounts that relate to a short-term working capital facility, and (iii) any PDC dividend balance receivable or 
payable. In accordance with the requirements laid down by the Department of Health (as the issuer of PDC), the 
dividend for the year is calculated on the actual average relevant net assets as set out in the “pre-audit” version of the 
annual accounts. The dividend thus calculated is not revised should any adjustment to net assets occur as a result the 
audit of the annual accounts.

Note 1.13 Value added tax 

Most of the activities of the NHS foundation trust are outside the scope of VAT and, in general, output tax does not 
apply and input tax on purchases is not recoverable. Irrecoverable VAT is charged to the relevant expenditure category 
or included in the capitalised purchase cost of fixed assets. Where output tax is charged or input VAT is recoverable, 
the amounts are stated net of VAT.

Note 1.14 Corporation tax

Corporation Tax
The NHS Foundation Trust is not liable for corporation tax for the following reasons:
● private patient activities are covered by section 14(1) of the Health and Social Care (Community Health and 
Standards) Act 2003 and are not treated as a commercial activity and are therefore tax exempt; and
● other trading activities, for example staff canteens are ancillary to core activities and are not deemed to be 
entrepreneurial in nature.

Note 1.15 Foreign exchange 

The NHS Foundation Trust's functional currency and presentational currency is sterling.  Transactions denominated in a 
foreign currency are translated into sterling at the exchange rate ruling on the dates of the transactions.  Given the 
insignificant number and immaterial value of foreign currency transactions processed through the year,  the NHS 
Foundation Trust has not re-translated monetary assets and liabilities to 31 March 2016 or 31 March 2015 spot 
exchange rates. No exchange rate gains or losses are therefore recognised in the NHS Foundation Trust's 
(deficit)/surplus for the year then ended.
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Annual Accounts for the Year Ended 31 March 2016

Note 1.16 Third party assets 

Assets belonging to third parties (such as money held on behalf of patients) are not recognised in the accounts since 
the NHS foundation trust has no beneficial interest in them. However, they are disclosed in a separate note to the 
accounts in accordance with the requirements of HM Treasury’s FReM . 

Note 1.17 Losses and special payments

Losses and special payments are items that Parliament would not have contemplated when it agreed funds for the 
health service or passed legislation. By their nature they are items that ideally should not arise. They are therefore 
subject to special control procedures compared with the generality of payments. They are divided into different 
categories, which govern the way that individual cases are handled. Losses and special payments are charged to the 
relevant functional headings in expenditure on an accruals basis, including losses which would have been made good 
through insurance cover had NHS foundation trusts not been bearing their own risks (with insurance premiums then 
being included as normal revenue expenditure).

However the losses and special payments note is compiled directly from the losses and compensations register which 
reports on an accrual basis with the exception of provisions for future losses.

Note 1.18 Cash and Cash Equivalents

Cash is cash in hand and deposits with any financial institution repayable without penalty on notice of not more than 24 
hours.  Cash equivalents are investments that mature in 3 months or less from the date of acquisition and that are 
readily convertible to known amounts of cash with insignificant risk of change in value.  
In the accounts, cash and cash equivalents are shown net of bank overdrafts that are repayable on demand and that 
form an integral part of the NHS Foundation Trust’s cash management.

Note 1.19 Early adoption of standards, amendments and interpretations
No new accounting standards or revisions to existing standards have been early adopted in 2015/16.

Note 1.20 Standards, amendments and interpretations in issue but not yet effective or adopted
The NHS Foundation Trusts needs to disclose any standards, amendments and interpretations that have been issued 
but are not yet effective or adopted for the public sector.
The following standards are expected to be adopted in 2016/17
IAS 1 (amendment) – disclosure initiative 
IAS 16 (amendment) and IAS 38 (amendment) – depreciation and amortisation 
IAS 16 (amendment) and IAS 41 (amendment) – bearer plants 
IAS 27 (amendment) – equity method in separate financial statements 

IFRS 10 (amendment) and IAS 28 (amendment) – investment entities applying the consolidation exception 
IFRS 10 (amendment) and IAS 28 (amendment) – sale or contribution of assets 
IFRS 11 (amendment) – acquisition of an interest in a joint operation 
The following standards are expected to be adopted in 2017/18
IFRS 15 Revenue from contracts with customers
Annual improvements to IFRS: 2012-15 cycle
The following standards are expected to be adopted in 2018/19
IFRS 9 Financial Instruments 
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Note 1.21 Critical accounting estimates and judgements

In the application of IAS 1 the management of the NHS Foundation Trust is required to make judgements, estimates 
and assumptions about the carrying amounts of assets and liabilities that are not readily apparent from other sources. 
The estimates and associated assumptions are based on historical experience and other factors that are considered to 
be relevant. Actual results may differ from those estimates. The estimates and associated assumptions are reviewed on 
an on-going basis. Revisions to accounting estimates are recognised in the period in which the estimate is revised.

Key sources of estimation uncertainty 
Other than the valuation of non-current assets, there are no key assumptions for 2015/16 concerning the future, and 
other key sources of estimation uncertainty at the end of the reporting period, that have a significant risk of causing a 
material adjustment to the carrying amounts of assets and liabilities within the next financial year. 
The majority of the NHS Foundation Trust's land and buildings have been subject to a physical review by the Valuation 
Office Agency in March 2016 except for the properties inspected last year. If the property had been reviewed last year, 
then a desktop valuation was performed.

The NHS Foundation Trust has obtained the valuation for specialised assets based on the optimised modern equivalent 
asset assumption as suggested in IAS16. In practical terms, this means assessing if
 - the location of the services could be moved to a more cost effective locality
 - the building layout is inefficient, what would the floor space be in order to deliver the same services 
 - the building footprint reduced, could the land area reduce accordingly

The main purpose of this exercise was to ensure that the carrying values of the estate fairly reflected how the NHS 
Foundation Trust could deliver the services if the Trust had a blank canvas to start from.
Although the MEA assumptions used in the NHS Foundation Trust's estate valuation process have been developed by a 
RICS qualified senior member of the Trust's estates team and the Valuation Office Agency, there is inherent uncertainty 
in the assumptions given the nature of optimising a complex and varied specialised portfolio of assets.

Critical judgements in applying accounting policies
Management has not needed to make any other critical judgements in producing the 2015/16 accounts other than the 
ones described below:

·   An assessment as to whether the NHS Foundation Trust has entered into operating leases or finance leases. 
Finance leases are determined when the NHS Foundation Trust considers that significant risks and rewards of 
ownership of a leased asset have transferred to the NHS Foundation Trust.

· The NHS Foundation Trust has assessed one property lease arrangement to exhibit the characteristics of a finance 
lease.  The NHS Foundation Trust also has a LIFT financed scheme which is accounted for 'on statement of financial 
position' in accordance with DH guidance.  Otherwise all leases held by the NHS Foundation Trust have been assessed 
as operating leases.
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Note 2 Segmental Reporting and Subsidiaries

Note 2.2 Southern Health NHS Foundation Trust Charitable Fund

Unaudited

Charity's Statement of Financial Activities 2015/16

£000s

Total incoming resources 178

Cash resources expended with this NHS body (454)

Net outgoing resources before transfers (276)

Gains on revaluation and disposal (51)

Net movement in funds (327)

Unaudited

Charity's Balance Sheet (Statement of Financial Position) 31-Mar-16

£000s

Investments 830

Other fixed assets - 

Total fixed assets 830

Cash 62

Other current assets 3

Current liabilities (33)

Creditors due after one year - 

Net assets 862

Restricted / endowment funds 735

Unrestricted funds 127

Total charitable funds 862

Note 2.3 Forton Road Medical Partnership 

Memorandum Information included in the Trust's Accounts 2015/16

From 1 February 2016 £000s

Clinical Income 130

Non Clinical Income 13

Non Pay (75)

Pay (183)

Net Primary Care Expenditure (115)

Note 2.1 Segmental Reporting

IFRS8 requires an entity to report financial performance within its accounts in the same format to that received on a 
regular basis by the ‘Chief Decision maker’ of the entity. During 2015/16 the Trust has reported to its Board financial 
performance at a divisional level on a highly summarised basis, being budget vs. actual for the year, cumulatively and 
year end forecast.  As Board decisions are not being made using the divisional data, for the purpose of the 2015/16 
accounts, Southern Health considers that it operates a single segment, 'healthcare', and segmental disclosures 
therefore do not need to be produced.

The accounts of the NHS Foundation Trust's charitable fund, whilst not operated at arms length to the NHS Foundation 
Trust, have not been consolidated within these accounts in accordance with IAS 27 for the reasons described in Note 
1.1.

Whilst the separate accounts for the charitable fund are available on request, the key draft accounts for the year ended 
31 March 2016 are summarised below.

The Partnership subcontracted Primary Care Services to the Trust who now employs General Practitioners and practice 
staff. Trust has had responsibility for delivering the services since February 2016.
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Note 3 Operating income from patient care activities

Note 3.1 Income from patient care activities (by nature)

2015/16 2014/15

£000 £000 

Mental health services
Block contract income 144,563 155,718 
Clinical income for the secondary commissioning of mandatory services 449 501 
Other clinical income from mandatory services 806 595 

Community services
Community services income from CCGs and NHS England 114,972 110,847 
Community services income from other commissioners 14,006 5,558 

All services
Private patient income 205 181 
Other clinical income 63 - 

Total income from activities 275,063 273,400 

All of the clinical income is from Commissioner Requested Services.

Note 3.2 Income from patient care activities (by source)

Income from patient care activities received from: 2015/16 2014/15

£000 £000 

CCGs and NHS England 254,079 259,785 
Local authorities 19,693 11,780 
Other NHS foundation trusts 789 1,513 
NHS trusts 165 58 
Non-NHS: private patients 39 10 
Non-NHS: overseas patients (chargeable to patient) 166 171 
NHS injury scheme (was RTA) 69 83 
Non NHS: other 63 - 

Total income from activities 275,063 273,400 

All income relates to continuing operations.
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Note 3.3 Overseas visitors (relating to patients charged directly by the NHS Foundation Trust)

2015/16 2014/15

£000 £000 

Income recognised this year 166 171 

Note 4 Other operating income

2015/16 2014/15

£000 £000 

Research and development 1,021 754 

Education and training 9,330 10,519 

Charitable and other contributions to expenditure 156 - 

Non-patient care services to other bodies 934 4,153 

Profit on disposal of non-current assets 1,106 67 

Reversal of impairments 958 3,165 

Rental revenue from operating leases 2,836 2,907 

Car Parking 177 164 

Catering 240 261 

Income in respect of staff costs where accounted on gross basis 4,821 3,510 

Provision of Social Care Services (non-mandatory) 30,945 37,920 

Other income 5,260 8,712 
Total other operating income 57,784 72,132 

All income relates to continuing operations.

Note 4.1 Income from activities arising from commissioner requested services

2015/16 2014/15

£000 £000 
Income from services designated (or grandfathered) as commissioner requested 
services 266,857 265,548 

Income from services not designated as commissioner requested services 8,206 7,852 
Total 275,063 273,400 

Note 4.2 Profits and losses on disposal of property, plant, equipment and intangible assets

2015/16 2015/16
Surplus/Profit Loss/Deficit

£000 £000 

Obsolete IT assets, including legacy Electronic Patient Record system - 2,325 

St Waleric, delivering Older Persons Mental Health services, now relocated to 
Avalon House 396 - 

Meadows - Overage gains on resale of asset by a 3rd party 214 - 

Ravenhurst - Overage gains on resale of asset by a 3rd party 467 - 

Others 29 126 

Total Gains and Losses on Disposal 1,106 2,451 

Under the terms of its provider license, the trust is required to analyse the level of income from activities that has arisen 
from commissioner requested and non-commissioner requested services. Commissioner requested services are defined 
in the provider license and are services that commissioners believe would need to be protected in the event of provider 
failure. This information is provided in the table below:

The only income received from overseas patients is from the States of Guernsey Health Commissioning Board.

Source of the material amounts within other operating income Health Education England £9,073k (2014/15 £10,281k) 
and various Local Authorities £24,246k (2014/15 £36,919k)

The Trust had the benefit of a Department of Health funded Electronic Patient Record (EPR) system up until this year 
which the Trust replaced with a locally funded solution. The residual capitalised costs for the demised system are 
included in the loss on disposal figure. 
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Note 5.1 Operating expenses

2015/16 2014/15

£000 £000 

Services from NHS foundation trusts 4,668 5,239 

Services from NHS trusts 2,317 2,712 
Services from CCGs and NHS England 3 19 
Purchase of healthcare from non NHS bodies 4,988 8,407 
Employee expenses - executive directors 1,546 1,278 
Remuneration of non-executive directors 146 139 
Employee expenses - staff 236,600 258,122 
Supplies and services - clinical 6,849 6,279 
Supplies and services - general 7,231 4,648 
Establishment 9,721 9,923 
Transport 845 1,773 
Premises 11,814 9,902 
Increase/(decrease) in provision for impairment of receivables 616 22 
Drug costs 3,428 3,235 
Rentals under operating leases 16,424 14,946 
Depreciation on property, plant and equipment 7,307 7,204 
Amortisation on intangible assets 1,659 1,345 
Impairments 3,185 1,869 
Audit fees payable to the external auditor

audit services- statutory audit 99 100 
other auditor remuneration (external auditor only) 8 8 

Clinical negligence 1,116 715 
Loss on disposal of non-current assets 2,451 47 
Legal fees 1,421 1,121 
Consultancy costs 704 2,166 
Internal audit costs 115 159 
Training, courses and conferences 2,689 975 
Patient travel 2 4 
Car parking & security 130 131 
Redundancy 1,397 (254)
Early retirements 16 149 
Hospitality 89 70 
Insurance 379 396 
Losses, ex gratia & special payments 121 137 
Other 1,512 1,222 

Total 331,597 344,208 
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Note 5.2 Other auditors' remuneration

2015/16 2014/15

£000 £000 
Audit-related assurance services 8 8 
Total 8 8 

Note 5.3 Limitation on auditors' liability

Note 6 Impairment of assets

2015/16 2014/15

£000 £000 

Net impairments credited/(charged) to operating surplus resulting from:

Abandonment of assets in course of construction - 93 

Changes in market price (545) (2,560)

Other 2,772 1,171 

Total net impairments credited/(charged) to operating surplus 2,227 (1,296)

Impairments charged to the revaluation reserve 20,952 2,976 
Total net impairments 23,179 1,680 

The limitation on auditors' liability for external audit work is £1m (2014/15: £1m).
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Note 7 Employee benefits

2015/16 2014/15
Permanent Other Total Total

£000 £000 £000 £000 

Salaries and wages 177,907 14,028 191,935 206,629 

Social security costs 13,095 - 13,095 14,483 

Employer's contributions to NHS pensions 22,889 - 22,889 24,347 

Pension cost - other 9 - 9 9 

Termination benefits 650 - 650 1,058 

Agency/contract staff - 11,620 11,620 15,506 
Total gross staff costs 214,550 25,648 240,198 262,032 

Of which
Costs capitalised as part of assets 483 172 655 2,886 

Note 7.1 Retirements due to ill-health

Note 7.2 Directors' remuneration

The aggregate amounts payable to directors were:

2015/16 2014/15

£000 £000 

Salary 974 904

Taxable benefits 31 - 

Performance related bonuses - - 

Employer's pension contributions 132 111

Sums paid to third parties for Directors Services 458 295

Total 1,595 1,310 

Note 7.3 Highest Paid Director

2015/16 2014/15

£000 £000 

Aggregate emoluments 190 190

NHS Foundation Trust Pension Contributions 27 27

Defined benefit scheme:-

Accrued pension at end of year 38 34

Accrued lump sum at end of year 104 103

During 2015/16 there were 12 early retirements from the trust agreed on the grounds of ill-health (14 in the year ended 31 
March 2015).  The estimated additional pension liabilities of these ill-health retirements is £729k (£813k in 2014/15).  

The cost of these ill-health retirements will be borne by the NHS Business Services Authority - Pensions Division.

Further details of directors' remuneration can be found in the remuneration report.

The above total differs to the cost borne by the NHS Foundation Trust in Note 5.1 'Employee Expenses - executive 
directors' plus 'Employee Expenses - non-executive directors' due to employers National Contributions of £124k (2014/15 
£109k) and the taxable benefits £31k (2014/15 nil) which are only reported within Note 5.1
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Note 8 Pension costs

Past and present employees are covered by the provisions of the two NHS Pension Schemes.  Details of the benefits 
payable and rules of the Schemes can be found on the NHS Pensions website at www.nhsbsa.nhs.uk/pensions.  Both 
are unfunded defined benefit schemes that cover NHS employers, GP practices and other bodies, allowed under the 
direction of the Secretary of State in England and Wales. They are not designed to be run in a way that would enable 
NHS bodies to identify their share of the underlying scheme assets and liabilities. Therefore, each scheme is accounted 
for as if it were a defined contribution scheme: the cost to the NHS body of participating in each scheme is taken as 
equal to the contributions payable to that scheme for the accounting period.

In order that the defined benefit obligations recognised in the accounts do not differ materially from those that would be 
determined at the reporting date by a formal actuarial valuation, the FReM requires that “the period between formal 
valuations shall be four years, with approximate assessments in intervening years”. An outline of these follows:

a) Accounting valuation

A valuation of scheme liability is carried out annually by the scheme actuary (currently the Government Actuary’s 
Department) as at the end of the reporting period. This utilises an actuarial assessment for the previous accounting 
period in conjunction with updated membership and financial data for the current reporting period, and are accepted as 
providing suitably robust figures for financial reporting purposes. The valuation of scheme liability as at 31 March 2016, 
is based on valuation data as 31 March 2015, updated to 31 March 2016 with summary global member and accounting 
data. In undertaking this actuarial assessment, the methodology prescribed in IAS 19, relevant FReM interpretations, 
and the discount rate prescribed by HM Treasury have also been used.

The latest assessment of the liabilities of the scheme is contained in the scheme actuary report, which forms part of the 
annual NHS Pension Scheme (England and Wales) Pension Accounts.  These accounts can be viewed on the NHS 
Pensions website and are published annually.  Copies can also be obtained from The Stationery Office.

b) Full actuarial (funding) valuation

The purpose of this valuation is to assess the level of liability in respect of the benefits due under the schemes (taking 
into account their recent demographic experience), and to recommend contribution rates payable by employees and 
employers.

The last published actuarial valuation undertaken for the NHS Pension Scheme was completed for the year ending 31 
March 2012. 

The Scheme Regulations allow for the level of contribution rates to be changed by the Secretary of State for Health, 
with the consent of HM Treasury, and consideration of the advice of the Scheme Actuary and appropriate employee and 
employer representatives as deemed appropriate.

National Employment Savings Trust (NEST)

In 2015/16 the Trust continued its participation of the National Employment Savings Trust (NEST) which is a defined 
contribution workplace pension scheme. The scheme is in use for a small number of staff as an alternative to the NHS 
Pension Scheme. Employer and employee contributions for the year totalled £17,033 (2014/15 £20,114). During 
2015/16 there was a cap on annual contributions of £4,500 per scheme participant. NEST is a scheme set up by 
government to enable employers to meet their pension duties, and is free for employers to use. Members pay a 1.8% 
charge on contributions plus an annual management charge of 0.3%.
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Note 9 Operating leases

Note 9.1 Southern Health NHS Foundation Trust as a lessor

2015/16 2014/15

£000 £000 

Operating lease revenue

Minimum lease receipts 2,837 2,907 
Total 2,837 2,907 

31 March 
2016

31 March 
2015

£000 £000 

Future minimum lease receipts due: 

- not later than one year; 2,750 2,894 

- later than one year and not later than five years; 1,436 720 

- later than five years. 354 550 
Total 4,540 4,164 

Note 9.2 Southern Health NHS Foundation Trust as a lessee

2015/16 2014/15

£000 £000 

Operating lease expense

Minimum lease payments 16,424 14,946 
Total 16,424 14,946 

31 March 
2016

31 March 
2015

£000 £000 

Future minimum lease payments due: 

- not later than one year; 15,157 16,657 

- later than one year and not later than five years; 50,301 52,622 

- later than five years. 51,287 63,984 
Total 116,745 133,264 

Future minimum sublease payments to be received (812) (3,266)

This note discloses income generated in operating lease agreements where Southern Health NHS Foundation Trust is 
the lessor.

This note discloses costs and commitments incurred in operating lease arrangements where Southern Health NHS 
Foundation Trust FT is the lessee.

The NHS foundation trust leases: 
28 properties from NHS Property Services Ltd with a total future commitment of £85.4m.  
3 properties from Community  Health Partnerships Ltd with a future commitment of £10.1m. 
1 property from Solent NHS Trust, the Western Hospital with a total commitment of £3.0m.  
There was an assumed occupancy of 10 years in 2014/15 therefore there is an estimated 9 year remaining lease term 
for these 32 properties.

Other significant operating lease commitments for properties with other landlords are: Avalon House (£4.0m to 
December 2029), the Parkway Centre (£3.2m to February 2030), College Keep (£1.4m to November 2022) and Alpha 
Court (£1.0m to April 2025)
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Note 10 Finance income

Finance income represents interest received on assets and investments in the year.

2015/16 2014/15

£000 £000 

Interest on bank accounts 103 77 
Total 103 77 

Note 11.1 Finance expenses

Finance expenditure represents interest and other charges involved in the borrowing of money.

2015/16 2014/15

£000 £000 

Interest expense:

Finance leases 4 4 

Interest on late payment of commercial debt 1 - 

Main finance costs on PFI and LIFT schemes obligations 947 972 

Contingent finance costs on PFI and  LIFT scheme obligations 232 222 
Total interest expense 1,184 1,198 

Note 11.2 PDC Dividend Cash Movements

Total Total
31 March 

2016 31 March 2015

£000 £000 

PDC Dividends Payable at April                  140                      60 

Charge for the Year               5,991                 6,368 

PDC Dividends Receivable (Payable) at March                  396 (140)
PDC Dividends Paid in year               6,527                 6,288 

Note 11.3 The late payment of commercial debts (interest) Act 1998

2015/16 2014/15

£000 £000 
Amounts included within interest payable arising from claims made 
under this legislation 1 - 

Note 11.4 Better Payment Practice Code

Better Payment Practice Code - measure of compliance
Number £000 Number £000

Total Non-NHS trade invoices paid in the year #REF! 86,076 61,539 85,581
Total Non NHS trade invoices paid within target 47,531 78,552 57,175 76,486
Percentage of Non-NHS trade invoices paid within target #REF! 91% 93% 89%

Total NHS trade invoices paid in the year 1,612 21,289 1,868 26,650
Total NHS trade invoices paid within target 1,429 19,943 1,610 25,660
Percentage of NHS trade invoices paid within target 89% 94% 86% 96%

2015/16 2014/15

The Better Payment Practice Code requires the NHS Foundation Trust to pay all undisputed invoices by the due date 
or within 30 days of receipt of goods or a valid invoice, whichever is later.
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Note 12 Intangible assets

Note 12.1 Intangible assets - 2015/16
Software 
licences

Development 
expenditure

Intangible 
assets under 
construction

Total 

£000 £000 £000 £000 

Valuation/gross cost at 1 April 2015 - brought forward 320 8,463 1,081 9,864 

Additions 567 795 637 1,999 

Reclassifications 332 604 (936) - 

Disposals / derecognition (72) (4,050) - (4,122)
Gross cost at 31 March 2016 1,147 5,812 782 7,741 

Accumulated Amortisation at 1 April 2015 - brought forward 67 2,807 - 2,874 

Provided during the year 138 1,521 - 1,659 

Disposals / derecognition (52) (2,679) - (2,731)
Amortisation at 31 March 2016 153 1,649 - 1,802 

Net book value at 31 March 2016 994 4,163 782 5,939 

Net book value at 1 April 2015 253 5,656 1,081 6,990 

Note 12.2 Intangible assets - 2014/15
Software 
licences

Development 
expenditure

Intangible 
assets under 
construction

Total 

£000 £000 £000 £000 

Valuation/gross cost at 1 April 2014 - as previously stated 211 6,510 600 7,321 

Additions 9 1,691 1,044 2,744 

Transfers to/ from assets held for sale 100 463 (563) - 

Disposals / derecognition - (201) - (201)
Valuation/gross cost at 31 March 2015 320 8,463 1,081 9,864 

Accumulated Amortisation at 1 April 2014 - as previously stated 25 1,705 - 1,730 

Provided during the year 42 1,303 - 1,345 

Disposals / derecognition - (201) - (201)
Amortisation at 31 March 2015 67 2,807 - 2,874 

Net book value at 31 March 2015 253 5,656 1,081 6,990 

Net book value at 1 April 2014 186 4,805 600 5,591 

Page 25



Southern Health NHS Foundation Trust
Annual Accounts for the Year Ended 31 March 2016

Note 13 Property, plant and equipment

Note 13.1 Property, plant and equipment - 2015/16
Land Buildings 

excluding 
dwellings

Dwellings Assets under
construction

Plant & 
machinery

Transport 
equipment

Information 
technology

Furniture 
& fittings

Total 

£000 £000 £000 £000 £000 £000 £000 £000 £000 

Valuation/gross cost at 1 April 2015 - brought 
forward 54,661 154,885 491 363 4,896 336 9,638 1,357 226,627 

Additions - 1,012 - 3,691 1,237 24 568 - 6,532 

Impairments (14,423) (8,315) - - - - - - (22,738)

Reclassifications - 312 - (311) (1) - - - - 

Revaluations 716 10,740 17 - - - - - 11,473 
Transfers to/ from assets held for sale (1,350) (3,287) - - - - - - (4,637)

Disposals / derecognition (365) (844) - - (302) (171) (4,530) (560) (6,772)
Valuation/gross cost at 31 March 2016 39,239 154,503 508 3,743 5,830 189 5,676 797 210,485 

Accumulated depreciation at 1 April 2015 - 
brought forward - 193 - - 1,909 231 3,954 844 7,131 

Provided during the year - 4,801 17 - 560 34 1,769 126 7,307 

Impairments - 1,399 - - - - - - 1,399 

Reversals of impairments (9) (949) - - - - - - (958)

Disposals/ derecognition - (30) - - (295) (171) (3,596) (558) (4,650)
Accumulated depreciation at 31 March 2016 (9) 5,414 17 - 2,174 94 2,127 412 10,229 

Net book value at 31 March 2016 39,248 149,089 491 3,743 3,656 95 3,549 385 200,256 

Net book value at 1 April 2015 54,661 154,692 491 363 2,987 105 5,684 513 219,496 

Note 13.2 Property, plant and equipment - 2014/15
Land Buildings 

excluding 
dwellings

Dwellings Assets under
construction

Plant & 
machinery

Transport 
equipment

Information 
technology

Furniture 
& fittings

Total 

£000 £000 £000 £000 £000 £000 £000 £000 £000 
Valuation/gross cost at 1 April 2014 - as 
previously stated 53,010 147,854 200 1,287 4,786 336 8,918 1,431 217,822 

Additions - purchased/ leased/ grants/ 
donations - 3,005 - 363 336 - 1,144 190 5,038 

Impairments (50) (2,095) (62) - (3) - - (25) (2,235)

Reversals of impairments 295 2,870 - - - - - - 3,165 

Reclassifications - 777 - (1,287) - - 510 - - 

Revaluations 2,981 9,555 358 - - - - - 12,894 
Transfers to/ from assets held for sale (1,460) (115) - - - - - - (1,575)

Reversals of accumulated depreciation for 
revalued assets (6,736) (5) (6,741)

Disposals / derecognition (115) (230) - - (223) - (933) (239) (1,740)
Valuation/gross cost at 31 March 2015 54,661 154,885 491 363 4,896 336 9,638 1,357 226,628 

Accumulated depreciation at 1 April 2014 - as
previously stated - 193 - - 1,583 183 2,996 918 5,873 

Provided during the year - 4,580 5 - 547 48 1,859 165 7,204 
Impairments - 2,161 - - - - - - 2,161 
Reversals of accumulated depreciation for 
revalued assets (6,736) (5) (6,741)
Disposals / derecognition - (5) - - (221) - (901) (239) (1,366)

Accumulated depreciation at 31 March 2015 - 193 - - 1,909 231 3,954 844 7,131 

Net book value at 31 March 2015 54,661 154,692 491 363 2,987 105 5,684 513 219,496 

Net book value at 1 April 2014 53,010 147,661 200 1,287 3,203 153 5,922 513 211,949 
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Note 13.3 Property, plant and equipment financing - 2015/16

Land

Buildings 
excluding 
dwellings Dwellings

Assets under 
construction

Plant & 
machinery

Transport 
equipment

Information 
technology

Furniture 
& fittings Total 

£000 £000 £000 £000 £000 £000 £000 £000 £000 

Net book value at 31 March 2016

Owned 39,248 127,612 491 3,742 2,842 95 3,549 385 177,965 

Finance leased - 330 - - - - - - 330 

On-SoFP PFI contracts and other 
service concession arrangements - 20,646 - - - - - - 20,646 

Donated - 501 - - 814 - - - 1,315 
NBV total at 31 March 2016 39,248 149,089 491 3,742 3,656 95 3,549 385 200,256 

Note 13.4 Property, plant and equipment financing - 2014/15

Land

Buildings 
excluding 
dwellings Dwellings

Assets under 
construction

Plant & 
machinery

Transport 
equipment

Information 
technology

Furniture 
& fittings Total 

£000 £000 £000 £000 £000 £000 £000 £000 £000 

Net book value at 31 March 2015

Owned 54,661 134,783 491 363 2,052 105 5,684 513 198,652 

Finance leased - 330 - - - - - - 330 

On-SoFP PFI contracts and other 
service concession arrangements - 18,923 - - - - - - 18,923 

Donated - 656 - - 935 - - - 1,591 
NBV total at 31 March 2015 54,661 154,692 491 363 2,987 105 5,684 513 219,496 
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Note 14 Donations of property, plant and equipment

Note 15 Revaluations of property, plant and equipment

2016 2015

£000 £000 

Revaluation at 1 April 68,635         59,024         

Impairments (20,952) (2,976)

Revaluations 11,473 12,894 

Asset disposals (3,146) (307)

Revaluation at 31 March 56,010         68,635 

There were £47k of donated assets all purchased through charitable funds. 
£12k on an adjustable kitchen sink unit at Lymington New Forest Hospital 
£35k on various medical equipment, which consisted of a neurotherm lesion generator and air patient lift both at 
Lymington New Forest Hospital, a further air patient lift at Fordingbridge Hospital, a bariatric leg ulcer couch at Avalon 
House and a Ear Nose and Throat microscope at Fleet Hospital.

The Department of Health previously supplied the NHS Foundation Trust with the Electronic Patient Record, Rio, and as 
part of the demise of the national programme transferred software licences to enable access to the legacy system, 
£109k.
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Note 16 Trade receivables and other receivables

Note 16.1 Trade receivables and other receivables

31 March 
2016

31 March 
2015

£000 £000 

Current

Trade receivables due from NHS bodies 7,239 7,278 

Other receivables due from related parties 39 420 

Provision for impaired receivables (1,346) (889)

Prepayments (non-PFI) 2,213 2,033 

Accrued income 158 95 

PDC dividend receivable 396 - 

VAT receivable 2,830 1,412 

Other receivables 2,497 4,503 
Total current trade and other receivables 14,026 14,852 

There are no Non-Current receivables outstanding at 31 March 2016

Note 16.2 Provision for impairment of receivables

2015/16 2014/15

£000 £000 

At 1 April as previously stated 889 1,417 

Increase in provision 827 760 

Amounts utilised (158) (550)

Unused amounts reversed (212) (738)
At 31 March 1,346 889 

Note 16.3 Analysis of impaired receivables

Trade 
receivables

Other 
receivables

Trade 
receivables

Other 
receivables

Ageing of impaired receivables £000 £000 £000 £000 

0 - 30 days 97 4 69 2 

30-60 Days 11 3 53 7 

60-90 days 281 24 95 11 

90- 180 days 311 20 314 40 

Over 180 days 378 217 104 194 
Total 1,078 268 635 254 

Ageing of non-impaired receivables past their due date

0 - 30 days 1 (597) 19 965 22 

30-60 Days 384 15 1,305 4 

60-90 Days 1 79 (10) 304 6 

90- 180 days 227 2 110 5 

Over 180 days 132 12 141 3 
Total 225 38 2,825 40 
1 The negative values represent credit notes not yet taken by the debtor.

31 March 2016 31 March 2015

The collectability of the debt has been assessed on an invoice by invoice basis where concerns have been raised by the customer or because 
the age of the debt implies it is less easily recovered.

The  majority of trade is with Clinical Commissioning Groups (CCGs), as commissioners for NHS patient care services.  CCGs have been 
funded by Government to buy NHS patient care services. The majority of the other receivables relate to recharges to councils for social care 
services performed. These debts are not deemed to be a credit risk to the NHS Foundation Trust as the debtor are part of whole government 
accounts.
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Note 17.1 Non-current assets for sale and assets in disposal groups

2014/15

Total Total

£000 £000 

NBV of non-current assets for sale and assets in disposal groups at 1 April 2,055 1,296 

Plus assets classified as available for sale in the year 4,637 1,575 

Less assets sold in year (2,772) (366)

Less impairment of assets held for sale - (450)
NBV of non-current assets for sale and assets in disposal groups at 31 March 3,920 2,055 

Note 17.2 Analysis of Asset Sales Proceeds 2015/16

Total

Note £000 

Net Book Value of Assets Disposed

Plant Property and Equipment (cost and depreciation) 13.1                2,122 

Intangibles (cost and depreciation) 12.1                1,391 

Assets Held for Sale 17.1                2,772 

               6,285 

Profits and Losses on Disposals 5.1 & 4 (1,345)
Cash Received for the sales of Assets per SoCF                4,940 

Note 18 Cash and cash equivalents

Note 18.1 Cash and cash equivalents movements

2015/16 2014/15

£000 £000 

At 1 April 16,872 14,792 

Net change in year 3,333 2,080 
At 31 March 20,205 16,872 

Broken down into:

Cash at commercial banks and in hand 138 (29)

Cash with the Government Banking Service 20,067 16,901 

Total cash and cash equivalents as in SoFP and SoCF 20,205 16,872 

Note 18.2 Third party assets held by the NHS foundation trust

31 March 
2016 31 March 2015

£000 £000 

Bank balances 185 214 

Monies on deposit - - 
Total third party assets 185 214 

2015/16

All the assets held for sale brought forward at the beginning of the year were sold in 2015/16.

There are currently five properties held for sale:
One of which exchanged contracts in March and is likely to complete in Quarter 3 2016/17
Two have had offers accepted by the Board in March 2016
Two properties are being actively marketed

Southern Health NHS Foundation Trust held cash and cash equivalents which relate to monies held by the foundation trust 
on behalf of patients or other parties. This has been excluded from the cash and cash equivalents figure reported in the 
accounts.

Cash and cash equivalents comprise cash at bank, in hand and cash equivalents. Cash equivalents are readily convertible 
investments of known value which are subject to an insignificant risk of change in value.
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Note 19 Trade and other payables

31 March 
2016

31 March 
2015

£000 £000 

Current 

NHS trade payables 3,047 5,903 

Other trade payables 7,159 9,853 

Capital payables - intangible 5 145 

Capital payables - PPE 1,922 1,050 

Social security costs 2,074 2,070 

Other taxes payable 1,837 1,985 

Other payables 5,282 5,065 

Accruals 8,092 4,236 

PDC dividend payable - 140 

Total current trade and other payables 29,418 30,447 

There are no Non-Current payables outstanding at 31 March 2016

Note 20 Other liabilities

31 March 
2016

31 March 
2015

£000 £000 

Other deferred income 2,002 2,363 

Total other current liabilities 2,002 2,363 

There are no Non-Current other liabilities outstanding at 31 March 2016

Note 21 Borrowings

2016 2015

£000 £000 

Current 

Obligations under PFI, LIFT or other service concession contracts (excluding 
lifecycle) 533 467 

Total current borrowings 533 467 

Non-current

Obligations under finance leases 86 86 

Obligations under PFI, LIFT or other service concession contracts 16,931 17,464 

Total non-current borrowings 17,017 17,550 

Obligations under finance leases 86 86 

Obligations under PFI, LIFT or other service concession contracts 17,464 17,931 
Total Borrowings 17,550 18,017 

Repayment of Capital 2015/16 467 

Included within 'other payables' is an amount of £3,048k (£3,147k 2014/15) in respect of pension contributions 
due to the NHS Pensions Agency.
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Note 22 Finance leases

Note 22.1 Southern Health NHS Foundation Trust as a lessee

Obligations under finance leases where Southern Health NHS Foundation Trust is the lessee.

31 March 
2016

31 March 
2015

£000 £000 

Gross lease liabilities 218 227 

of which liabilities are due:

- not later than one year; 5 5 

- later than one year and not later than five years; 18 18 

- later than five years. 195 204 

Finance charges allocated to future periods (132) (141)

Net lease liabilities 86 86 

of which payable:

- not later than one year; - - 

- later than one year and not later than five years; 2 2 

- later than five years. 84 84 

The amount payable in a year is less than £500 and therefore does not register in £000s in the note above.
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Note 23 Provisions for liabilities and charges analysis

Note 23.1 Provisions for liabilities and charges analysis

Other legal 
claims Re-structuring Redundancy Other Total 

£000 £000 £000 £000 £000 

At 1 April 2015 331 - 617 64 1,012 

Arising during the year 116 1,651 18 323 2,107 

Utilised during the year (217) - (507) (5) (729)

Reversed unused (46) - (94) - (140)

At 31 March 2016 184 1,651 34 381 2,250 

Expected timing of cash flows: 

- not later than one year; 61 1,651 16 243 1,971 
- later than one year and not later than five years; 123 - - 145 268 

- later than five years. (1) - 18 (7) 11 

Total 183 1,651 34 381 2,250 

Note 23.2 Clinical negligence liabilities

Note 24 Contingent liabilities

31 March 2016 31 March 2015

£000 £000 

Value of contingent liabilities 

NHS Litigation Authority legal claims (192) (221)

Redundancy (1,235) - 

Other (442) - 

Gross value of contingent liabilities (1,869) (221)

Amounts recoverable against liabilities - - 

Net value of contingent liabilities (1,869) (221)

Note 25 Contractual capital commitments

31 March 2016 31 March 2015

£000 £000 

Property, plant and equipment 279 545 

Intangible assets - - 

Total 279 545 

The restructuring provision has arisen further to the decision by the Trust Board to withdraw from the Social Care market. It is likely that some 
management and administrative staff will be made redundant. Other costs include termination of lease costs and dilapidation repairs.

At 31 March 2016, £4,558k was included in provisions of the NHSLA in respect of clinical negligence liabilities of Southern Health NHS Foundation Trust 
(31 March 2015: £1,764k).

Contingent liabilities are costs that are less than 50% likely and so includes the excess costs for litigation cases where it is believed the NHS Foundation 
Trust will win, low risk of redundancies for the Social Care service where it is believed TUPE regulations may apply and employee claims for changes in 
legal precedence regarding overtime and holiday pay.

Excluded from contingent liabilties are costs that could arise in response to the regulatory actions being considered by the Care Quality Commission and 
NHS Improvement (formerly Monitor) as the certainty and bases for the calculations are unclear at the time of preparing the accounts.
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2015/16 2014/15
£000 £000 

Present value of the defined benefit obligation at 1 April - (391)
Remeasurement of the net defined benefit (liability) / asset:
 - Actuarial losses - 391 

Present value of the defined benefit obligation at 31 March - - 

Plan assets at fair value at 1 April - 316 
Remeasurement of the net defined benefit (liability) / asset
 - Return on plan assets - (43)
 - Actuarial losses - (316)
Business combinations - 43 
Settlements - - 

Plan assets at fair value at 31 March - - 

Plan surplus/(deficit) at 31 March - - 

Note 26.2 Amounts recognised in Other Comprehensive Income

2015/16 2014/15

£000 £000 

Reversal of Prior Movements through the SOCI - 32 

Other Reserve Movements - 43 

Total net gain recognised in Other Comprehensive Income - 75 

Note 26.1 Changes in the defined benefit obligation and fair value of plan assets during the year

The balance for this has been written out of the accounts in 2014/15 as the members left the NHS Foundation Trust in 
that year.
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Note 27 On-SoFP PFI, LIFT or other service concession arrangements

Note 27.1 Imputed finance lease obligations

31 March 
2016

31 March 
2015

£000 £000 

Gross PFI, LIFT or other service concession liabilities 49,596 52,002 

Of which liabilities are due

- not later than one year; 1,734 1,670 

- later than one year and not later than five years; 6,539 6,735 

- later than five years. 41,323 43,597 

Finance charges allocated to future periods (32,132) (34,071)

Net PFI, LIFT or other service concession arrangement obligation 17,464 17,931 

- not later than one year; 533 467 

- later than one year and not later than five years; 1,725 1,840 

- later than five years. 15,206 15,624 

Note 27.2 Total on-SoFP PFI, LIFT and other service concession arrangement commitments

31 March 
2016

31 March 
2015

£000 £000 

Total future payments committed in respect of the PFI, LIFT or other service 
concession arrangements 77,111 79,430 

Of which liabilities are due:

- not later than one year; 2,377 2,319 

- later than one year and not later than five years; 10,116 9,869 

- later than five years. 64,618 67,242 

Note 27.3 Analysis of amounts payable to service concession operator

This note provides an analysis of the trust's expenditure in 2015/16:
31 March 

2016
31 March 

2015

£000 £000 

Unitary payment payable to service concession operator 2,319 2,296 

Consisting of:

- Interest charge 947 972 

- Repayment of finance lease liability 467 480 

- Service element 619 595 

- Revenue lifecyle maintenance 54 27 

- Contingent rent 232 221 

Other amounts paid to operator due to a commitment under the service concession 
contract but not part of the unitary payment 73 345 

Consisting of:

- Services purchased 73 345 

Total amount paid to service concession operator 2,392 2,641 

The trust has the following obligations in respect of the finance lease element of on-Statement of Financial Position PFI 
and LIFT schemes:

The trust's total future obligations under these on-SoFP schemes are as follows:

Page 35



Southern Health NHS Foundation Trust
Annual Accounts for the Year Ended 31 March 2016

Note 28 Financial instruments

Note 28.1 Financial risk management

Financial risk management

Financial reporting standard IFRS 7 requires disclosure of the role that financial instruments have had during the 
period in creating or changing the risks a body faces in undertaking its activities.  Because of the continuing service 
provider relationship that the NHS Foundation Trust has with primary care NHS Foundation Trusts and the way those 
primary care NHS Foundation Trusts are financed, the NHS Foundation Trust is not exposed to the degree of financial 
risk faced by commercial entities.  Financial instruments play a much more limited role in creating or changing risk than 
would be typical of listed companies, to which the financial reporting standards mainly apply.  The NHS Foundation 
Trust has limited powers to borrow or invest surplus funds and financial assets and liabilities are generated by day-to-
day operational activities rather than being held to change the risks facing the NHS Foundation Trust in undertaking its 
activities.

The NHS Foundation Trust’s treasury management operations are carried out by the finance department with 
investment advice received as required from Royal London Cash Management (RLCM), within parameters defined 
formally within the NHS Foundation Trust’s standing financial instructions and policies agreed by the Trust Board. Due 
to the way Department of Health calculates the cost of the 3.5% Trust Dividend which allows an offset for average 
cleared balances held within the Government Banking Service (GBS), or National Loans Fund deposits, there has 
been no financial justification for the NHS Foundation Trust to make any investments outside of these two facilities 
during the current year.
All Treasury activity undertaken by the NHS Foundation Trust is subject to review by the NHS Foundation Trust’s 
internal auditors.

Currency risk
The NHS Foundation Trust is principally a domestic organisation with the majority of transactions, assets and liabilities 
being in the UK and sterling based.  The NHS Foundation Trust has no overseas operations.  The NHS Foundation 
Trust therefore has low exposure to currency rate fluctuations.

Market Risk
100% of the NHS Foundation Trust's financial liabilities carry a nil or fixed rate of interest.  The NHS Foundation Trust 
is not, therefore, exposed to significant interest rate risk.

Credit risk

The NHS Foundation Trust's risk profile is low with the maximum being disclosed in receivables to customers.  Note 
16.3 provides information on the NHS Foundation Trust's unimpaired and impaired receivables including age profiles.  
The NHS Foundation Trust does not enter into derivatives as a financial instrument.  The NHS Foundation Trust, 
however, has reviewed its lease contracts and notes that there are some credit risks identified to its host contracts.  
These are deemed to be closely related and therefore are not required to be disclosed separately.
As set out in Note 18, all material balances of the NHS Foundation Trust's £20.2 million total cash deposits are held in 
the Government Banking Service's accounts.  The NHS Foundation Trust is therefore satisfied that there is no material 
exposure to credit risk in respect of cash deposits.

Liquidity risk

The NHS Foundation Trust's net operating costs are incurred under annual service agreements with Commissioning 
Care Groups, which are financed from resources voted annually by Parliament.  The NHS Foundation Trust also 
financed its capital expenditure in the year from funds generated from its activities.  
As mentioned in the going concern note, the financial planning model suggests that the NHS FoundationTrust has 
sufficient cash to meet its day to day operations through out 2015/16 and the Trust has access to a secured working 
capital facility in the event of short term liquidity issues.  
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Note 28.2 Financial assets

31 March 
2016

31 March 
2015

£000 £000 

Assets as per SoFP as at 1 April

Trade and other receivables excluding non financial assets 11,819 12,819 

Cash and cash equivalents at bank and in hand 20,205 16,872 
Assets as per SoFP as at 31 March 29,691 

Note 28.3 Financial liabilities

31 March 
2016

31 March 
2015

£000 £000 

86 86 

17,464 17,931 

25,507 26,393 

43,057 44,409 

Note 28.4 Maturity of financial liabilities

31 March 
2016

31 March 
2015

£000 £000 

25,593 26,945 

533 533 

1,307 1,307 

15,624 15,624 
43,057 44,409 

Liabilities as per SoFP as at 1 April

Obligations under finance leases

Obligations under PFI, LIFT and other service concession contracts 

Trade and other payables excluding non financial liabilities 
Liabilities as per SoFP as at 31 March

In one year or less

In more than one year but not more than two years

In more than two years but not more than five years

In more than five years
Total

32,024 
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Note 29 Losses and special payments

Total 
number of 

cases
Total value 

of cases

Total 
number of 

cases
Total value 

of cases

Number £000 Number £000 

Losses

Cash losses 2 0 7 0 

Bad debts and claims abandoned 1 (0) 38 9 

Total losses 3 (0) 45 9 

Special payments

Compensation payments 45 85 41 61 

Special severance payments 1 30 1 63 

Ex-gratia payments 31 6 32 12 

Total special payments 77 121 74 136 

Total losses and special payments 80 121 119 145 

Compensation payments received - - 

Note 30 Prior year adjustments

Note 31 Events after the reporting date

There are no events after the reporting date which are adjusting or non-adjusting to the accounts

2015/16 2014/15

There are no prior year adjustments required for 2015/16 (2014/15, nil)
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32 Note 32 Related parties

31 March 
2016

31 March 
2015

£000 £000 
Salary         1,689         1,414 
Benefits in Kind              31                1 
Other Pay            392              85 
Total         2,112        1,500 

31 March 
2016

31 March 
2015

31 March 
2016

31 March 
2015

£000 £000 £000 £000 
(i) Age UK (Simon Waugh, Chairman & Tom Wright, Non 

Executive Director)
- - 1               

(iii) Forton Road Medical Partnership (Lesley Stevens & Gethin 
Hughes, General Partner)

165 - 33             - 

(iv) Arundel Interim Services Ltd (Mark Morgan, Director) - - 8               - 

Total 165 - 40 1 

2015/16 2014/15 2015/16 2014/15

£000 £000 £000 £000 
(i) Age UK (Simon Waugh, Chairman & Tom Wright, Non 

Executive Director)
- 25 - 12             

(ii) Bournemouth University (Peter Rawlinson, External Board 
Member)

- 3 - (8)

(iii) Forton Road Medical Partnership (Lesley Stevens, General 
Partner)

165 - 38 -            

(iv) Arundel Interim Services Ltd (Mark Morgan, Director) - - 288           - 

Total 165 28 326 4 

(i)   Arms length charges for hire of premises and sales charges for meals provided.

(ii)  Arms length charges for courses, and a sales charge for library services provided.

(iv)

The daughter of Sandra Grant (Director of HR) works for the NHS Foundation Trust (substantive contract). Her salary is 
calculated on an arm’s length basis and is consistent with other employees in similar roles. 

All of the transactions listed above and below are unsecured and under no guarantees.

(iii)  The NHS Foundation Trust has entered  into a subcontracting arrangement to deliver the Primary Care Services in 
alliance with the Forton Road Medical Partnership. The values disclosed in this note are for transactions between the Trust 
and the Partnership which do not benefit the Dr Stevens personally.

Income Expenditure

Mark Morgan is a director of Arundel Interim Services Ltd which supplies the services of Mark to the Trust.

The transactions during 2015/16 and 2014/15 were related by virtue of the Board member listed along with their role in 
the third party.

The NHS Foundation Trust is an independent public benefit corporation as authorised by Monitor in its NHS Provider 
Licence.
Summary of cost to the NHS Foundation Trust (including salary, redundancy, employers National Insurance and 
pension contributions) made for Board Members during the financial year.

The total of £2,144k differs to Note 7.2 Directors Remuneration due to employer National Insurance Contributions and 
non-Board pay for Directors with a dual role.

Receivables Payables
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Note 32.1 Related parties

Name Expenditure 
with related 

party

Income 
from 

related 
party

Expenditure 
with related 

party

Income from 
related party

Amounts 
owed to 
related 

party

Amounts 
due from 

related 
party

Amounts 
owed to 
related 

party

Amounts 
due from 

related 
party

Transactions which exceed £250,000:- £000 £000 £000 £000 £000 £000 £000 £000 

NHS Chiltern CCG                   -           2,495                  -             2,393               -                52               -               101 

NHS Fareham And Gosport CCG                   -         27,596                  -           23,871               -              200               -               442 

NHS North Hampshire CCG                   -         25,305                  -           25,691               -              245         1,100             308 
NHS Portsmouth CCG                   -              918                   4           1,135              42            141              49             290 

NHS South Eastern Hampshire CCG                    0       35,047                 54         31,561            262              16              23             482 

NHS South Reading CCG                   -                59                  -                  57               -                  3               -                 16 
NHS Southampton CCG                    1       26,020                 12         26,774              20            405              64             239 

NHS Aylesbury Vale CCG                   -           1,350                  -             1,287               -                17               -                   8 
NHS West Hampshire CCG                   -         89,018               137         89,695               -           1,839            158          2,020 

NHS Dorset CCG                   -           3,215                  -             3,163              66            153              33             139 

NHS Swindon CCG                   -              333                  -                557               -                90               -               147 

NHS North East Hampshire And Farnham CCG                    4         6,031                   6           8,955                5            163            200             109 

NHS Wiltshire CCG                   -              156                  -                520               -                19               -                 46 

Portsmouth Hospitals NHS Trust             2,324         2,096            2,479           4,098            477            636            580             383 
Solent NHS Trust             2,184         1,475            1,813           1,539            705            479            440             177 
NHS England                  18       43,136                 88         49,556              52                4              66             599 

Health Education England                154         9,073                 46         10,286              64              77                1               19 

Department of Health                    4            268                   4              332            190            245               -                 30 

Community Health Partnerships             1,627               -              1,277                 -              651               -              647                -   

NHS Property Services           10,210            986          10,561              851         1,705            204         2,569             444 

NHS Litigation Authority             1,419               -              1,032                 -                 -                 -                 -                  -   
NHS Business Services Authority                    5               -                    -                   -                64               -                21                -   

Frimley Health NHS Foundation Trust                  64            584               111              589              13            268              15             352 

University Hospital Southampton NHS Foundation             3,775         2,233            3,763           1,693         1,119         1,099         1,219             646 

Hampshire Hospitals NHS Foundation Trust             2,092            705            2,251              759            172              73            379             170 
Oxford Health NHS Foundation Trust                479              64               544                99                3              14              37               24 

Salisbury NHS Foundation Trust                139              30               143                  4              32                6               -                   3 

Sussex Partnership NHS Foundation Trust                    7            305               131                  2               -                59                1               21 

South Staffordshire and Shropshire Healthcare                   -              481                  -                501               -              148               -               100 

Dorset County Council -                  3            381                  -                405               -                 -                 -                 32 

Hampshire County Council             1,478       19,230            1,089         22,580         1,574            318            819          2,505 

Isle of Wight Council                   -              406                   1                43               -                 -                 -                 43 

Oxfordshire County Council                721       21,154               615         21,755            430            684            402             464 

Portsmouth City Council                    1         1,803                   3           1,896               -              154               -               418 

Southampton City Council                152         1,137               260           1,228              10            141              51             275 

Swindon Unitary Authority                   -                 -                     2              724               -                 -                  2                -   

Winchester City Council                199               -                 803                 -                 -                 -             3.00 

Education Funding Agency                   -              674                  -                674               -                 -                 -                  -   

NHS Professionals           12,369               -            14,804                 -           1,547               -           1,986                -   

NHS Shared Services                648 0

Note 33 Contact Details

Southern Health NHS Foundation Trust

Tatchbury Mount

Calmore

Southampton

SO40 2RZ

Telephone Number 023 8087 4000

Fax Number 023 8087 4301

Email xxxxxxxxxxxxxx@xxxxxxxxxxxxxx.xxx.xx 

Website http://www.southernhealth.nhs.uk

2015/16 2014/15 31 March 2016 31 March 2015

The NHS Foundation Trust has had dealings with other NHS entities and "Whole Government Agencies" throughout the year as follows for activities relating to the 
supply by the NHS Foundation Trust of core health activities:
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Welcome from the Chief Executive Officer and Interim Chair 
 
Welcome to the 2015/16 Annual Report and Accounts for Southern Health NHS Foundation 
Trust.  This report aims to give you an overview of some of the key developments from 1 
April 2015 to 31 March 2016, and looks ahead to future challenges and opportunities. 
 
The report also takes a look at the performance of the Trust during the past year, and 
highlights areas that have worked well and those areas which require further work by the 
Board and the Trust to ensure the quality of all of our services provided by the Trust.  It also 
outlines some changes in the Board, with the departure of Simon Waugh, Trust Chairman in 
April 2015, Mike Petter, Trust Chairman in April 2016, Dr Martyn Diaper, Medical Director 
(Quality) in July 2015 and Della Warren, Interim Director of Nursing & Allied Health 
Professionals in November 2015.   We wish them all well for the future. 
 
We would also like to take this opportunity to thank our staff who are passionate about 
delivering the right care to their patients, our Governors for continuing to hold the Board to 
account , and our partners across the health and social care system. 
 
 
Signed:  

 
 

 

  

    
 Katrina Percy  Tim Smart 
 Chief Executive Officer  Interim Chair 
    
Date: 24 May 2016   
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Performance Report 
 

Overview of Performance 
Southern Health NHS Foundation Trust is one of the largest providers of mental health, 
specialist mental health, community, learning disability and social care services in the 
country, with an annual income in excess of £330 million. 
 
We provide these services across the south of England covering Hampshire, Dorset, 
Wiltshire, Oxfordshire and Buckinghamshire with the majority of care provided in 
Hampshire. 

 
We gained foundation trust status in April 2009 under the name Hampshire Partnership 
NHS Foundation Trust. Southern Health NHS Foundation Trust was formed on 1 April 2011 
following the merger of Hampshire Partnership NHS Foundation Trust and Hampshire 
Community Health Care. In November 2012 we acquired Oxfordshire Learning Disabilities 
NHS Trust, to provide learning disabilities and social care services in Oxfordshire, 
Buckinghamshire, Wiltshire and Dorset. 
 
We set ourselves a clear aim of what we aspire to, values that lay down our expectations of 
behaviour for all, and clear strategic objectives that set out what we need to do to realise 
our aim, ‘to provide high quality, safe services which improve the health, wellbeing and 
independence of the people we serve’. 
 
Our vision is for a sustainable person centred 
health and care system which continues to be 
the key driver for our clinical strategies across 
all of our services.  
 
Our four stretching goals, which guide our 
strategy and are the basis on which we 
determine the measures we use to assess our 
performance as an organisation are set out 
below. 

 
Southern Health Goals 
To deliver safe services To improve clinical outcomes for 

patients, service users and their 
families 

Deliver a programme of patient safety 
initiatives that ensure the safety of our services 
is improved and the Trust does not fall below 
regulatory and internal standards. 

Drive further improvements in the 
standards of clinical practice, customer 
service and outcomes across the 
organisation, so that all patients and 
service users receive excellent care every 
time. 

To improve the experience patients, service 
users and their families have of our 
services   

To improve the value for money of our 
services, reducing our costs and 
ensuring we live within our means 

Improve how we listen to and engage with 
patients and service users, fully involving them 
in service design, and systematically learning 
from and acting on the feedback we receive. 

Through greater productivity, cost 
reduction and redesign to create financial 
resilience. 
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Our core values are: 
Person and Patient 
Centred 
 

Forging Relationships 
 

Delivering Value 
 

Our patients and service 
users are at the centre of 
our every thought and every 
action. By working 
innovatively yet meticulously 
we deliver care which is 
tailored around the unique 
requirements of individuals 
and constantly evolving 
around their changing 
expectations.  
 

The best care is integrated 
care. Through bringing 
together other care and 
support providers and 
ensuring that we help and 
enable each other we all 
look for ways to make care 
more joined up for our 
patients and service users.  
 
 

We are committed to 
providing the best 
possible value for money.  
Through working smartly, 
spending our time on the 
things that really count 
and eliminating wasteful 
activities everyone takes 
responsibility for 
delivering greater value. 

Driving Innovation 
 

Releasing Ambition 
 

Valuing Achievement 
 

Innovation is part of 
everyone's job. By using our 
imagination, remaining open 
to new ideas and acting 
quickly and responsively we 
are able to transform the 
lives of our patients and 
service users. 
 

We are constantly striving to 
be the best we can be.  As 
individuals and as an 
organisation we are 
committed to providing our 
patients, service users and 
each other with a dynamic 
and evolving service which 
leads the way. 
 

We value and encourage 
success and 
achievement.  Those who 
improve the patient and 
service user experience 
and our performance are 
rewarded. 

 
Statement from the Chief Executive Officer on the performance of the Trust 
During the past year, the Trust has continued to deliver a wide range of services across a 
large geographical area. Some of these services have been proven to be at the forefront of 
service delivery, whilst others have not delivered to the standard we set ourselves and 
require improvements to be made. 
 
Mazars Report 
In December 2015, NHS England published a report which they had commissioned in 2014 
- An independent review of deaths of people with a Learning Disability or Mental Health 
problem in contact with Southern Health NHS Foundation Trust April 2011 to March 2015 –
Mazars Report. 
 
The full report and an easy read version can be found online here 
https://www.england.nhs.uk/south/our-work/ind-invest-reports/   
 
The report found that the Board were not sufficiently sighted on all deaths and that there 
had been an imbalance in terms of Board focus on suicides. 
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The Trust accepts the vast majority of the recommendations and had already made 
substantial improvements in this area over a sustained period including: 

 In July 2014 a new clinical executive structure was put in place which significantly 
strengthened executive oversight of the quality of investigations, and ensures 
appropriate actions are in place to address any issues identified; 

 In 2015 we invested in the establishment of a new central investigation team which is 
working with all clinical services to improve the quality and consistency of 
investigations and learning derived from them; 

 In consultation and in partnership with our commissioners we have launched a new 
system for reporting and investigating deaths to increase the monitoring, scrutiny and 
learning from these incidents; 

 New arrangements have been implemented to capture the conclusions of inquests 
more effectively to identify and act swiftly on areas for improvement; and 

 Over the four year period, there was a steady increase in the involvement of families 
in investigations.  100% of families where appropriate and who wish to be, are now 
involved in investigations relating to the death of a loved one. 
 

The Board fully accepts the finding that the quality of processes for reporting and 
investigating patient deaths, whilst improving, needed to be better. In the past, 
investigations had not always been up to the high standards our patients, their families and 
carers deserved, with the report finding that 30% did not meet the required standard. We 
recognise that the poor quality of some of our investigation reports has meant we may have 
missed learning opportunities. 
 
Over the period in question we also failed to consistently and properly engage families in 
investigations into their loved ones’ deaths.  

 
One of the challenges that has been highlighted by the report is the reporting and 
investigation of deaths that occur in the community under multiple providers. The report 
considered deaths of all patients who had one or more contacts with the Trust in the 12 
months prior to their death. This means for example, that if the Trust saw an elderly patient 
in a memory outpatient clinic to support them with their dementia and they subsequently 
died of physical health causes several months later whilst under the care of their GP or the 
acute hospital, they were still included in the report.  
 
There is currently no guidance available as to who should take a lead role to investigate 
deaths of this nature. Our commissioners are working with regulators to review the situation 
and produce guidelines that can be implemented nationally. We welcome the greater clarity 
this will bring. 
 
NHS Improvement and the Care Quality Commission are both working with the Trust to 
ensure that the necessary progress is being made in delivering the additional actions and 
the Trust has agreed formal undertakings with Monitor in this regard. We are committed to 
getting this right and believe that by delivering this action plan we can address the gaps 
identified, improve the experience for families and further our integration work with other 
providers. 
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The Care Quality Commission and Warning Notice 
The Care Quality Commission undertook a comprehensive inspection of the Mental Health, 
Learning Disability and Community Health services of the Trust in 2014. The Trust was 
rated as Requires Improvement. 
 
The Care Quality Commission has carried out five inspections during 2015/16. Each of 
these was a follow-up inspection to review progress against the actions from the 2014/15 
inspections. Two inspections were within the Trust’s social care services and these services 
received individual ratings of Good and Requires Improvement. Action plans have been 
developed to address areas for improvement that were identified. Two inspections of 
specialised services found progress had been made against the original action plan 
following the October 2014 inspections with some areas of improvement still to be 
completed.  
 
The latest Care Quality Commission inspection at the Trust took place in January 2016. The 
inspection focussed on improvements made since their comprehensive inspection in 2014 
and progress made to improve processes for reporting and investigating deaths. 
 
Whilst the Care Quality Commission found a number of improvements had been made, this 
was not consistent across all areas and they issued a warning notice to the Trust on 16 
March 2016.  They found that at some sites the Trust had not made all the necessary 
changes in respect of ligature points and other environmental remedial works and they were 
concerned about the governance arrangements for identifying and rectifying these. They 
also found that the Trust needed to strengthen its governance arrangements around 
investigating and learning from incidents. The Trust took immediate action in relation to 
specific matters raised in the warning notice and has also planned a number of 
improvements to its governance processes. This will ensure a more responsive, proactive 
identification of environmental risk, better support for teams who need it and more 
empowerment of frontline staff to monitor their performance and embed learning.  
 
The Care Quality Commission did not re-rate the Trust following these inspections.  
 
The Care Quality Commission reports were received by the Trust on 29 April 2016 and a 
comprehensive improvement action plan has been developed as a direct result. Progress 
against and evidence to support action implementation will be monitored by the Executive 
Team reporting directly to the Board.  
 
The Five Year Forward View 
Our five year plan developed in 2014 remains valid. It is aligned to our vision and good 
progress is being made in delivering it.  The five year plan sets out how we will:  
 

 Support the integration of patient care through the development of integrated primary 
and community physical health, mental health and social care services, working in 
partnership in the local health economy; 

 Continue to redesign our specialist mental health and learning disability services; and 
 Deliver sustainability through productivity, through transformation and cost 

improvement programmes. 
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In October 2014 NHS England published its five year forward view for the NHS.  The Trust 
strategy and plans very much align with the five year forward view and we are committed to 
the creation of integrated out-of-hospital care.  We will work with our partners and 
stakeholders such as GPs to create a Multi-speciality Community provider. 
 
In addition to this, the Trust is withdrawing from the provision of a number of services, and 
from April 2016, TQtwentyone services will no longer be provided in Oxfordshire.  We are 
also withdrawing from TQtwentyone services across Hampshire and Dorset during the 
course of the year as collectively these services unfortunately incur significant financial 
deficits and as such the Trust Board reluctantly made a decision to exit. 
 
Learning Disability provision in Buckinghamshire is transferring to Hertfordshire Partnership 
NHS Foundation Trust from September 2016 and we are working closely with the Trust and 
commissioners to ensure a smooth and safe transfer. 
 
We are also working with a number of stakeholders in Oxfordshire regarding the transfer of 
Learning Disability services in Oxfordshire.  Our existing contract expires at the end of 
December 2017 and we are working to ensure a smooth and safe transfer of services.  A 
final date for this transfer is not yet formally agreed. 
 
Our Year Ahead 
To achieve our aim we know that we need to undergo a significant amount of change to 
transform the way that we provide healthcare. In April 2016 we published our operational 
plan, in line with our five year plan, which takes into account the changing environment in 
which we work and is structured around the core strategic themes which are: 
 

 Providing the best possible care today;  
 Introducing new models of care to meet the needs of tomorrow; and  
 Enabling change.  

 
Our plan sets out how we are going to bring about the change we need within Southern 
Health as well as setting out the key challenges and risks for the Trust for 2016/17 as 
follows:  
 
The 
Challenge 

Our Key Actions 

Providing the 
best possible 
care today 

 Continuing to improve the health, wellbeing and independence 
of the patients we serve by delivering high quality physical, 
mental health and learning disability services; 

 Delivering the SIRI and Mortality Action Plan in response to the 
Mazars Report; 

 Continuing to deliver our quality programme in response to the 
findings of the CQC comprehensive inspection in October 2014 
and subsequent inspections in July 2015 and January 2016,  

 Restoring public confidence in the services provided by the 
Trust by demonstrating delivery of high quality services, and 
engaging with our service users, their families and our staff; 

 Delivering against the undertakings agreed with Monitor and 
returning the Trust to compliance with its Foundation Trust 
License; 
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 Achieving all existing and new access standards and ensuring 
operational performance is maintained; and 

 Delivering a control total deficit of £3.6m, with a normalised 
deficit of £1.3m, and delivering the financial performance, 
access target performance and transformational change agenda 
required to access £0.8m of national Sustainability and 
Transformation funds. 

 
Introducing 
new models of 
care to meet 
the needs of 
tomorrow 

 Developing and rolling out the Multi-speciality Community 
Provider model of care across Hampshire as a core driver of the 
five year Sustainability Transformation Plan; 

 Transforming the provision of secure mental health and learning 
disability services within a limited capital budget; and 

 Ensuring the safe transfer of Learning Disability services to new 
providers in Oxfordshire and Buckinghamshire. 

 
Enabling 
change 

 Recruiting and retaining sufficient staff with the skills and 
competence required to deliver high quality care, and minimise 
the level and cost of usage of agency staff in line with nationally 
set targets; 

 Continuing to deliver efficiency through technology and estates 
in order to meet increasing demand for services and downward 
pressure on contract values from our commissioners; and 

 Ensuring a culture of improvement is embedded in every team 
across the Trust. 

 
Multi- specialty Community Provider (MCP) 
One of the key projects has been the work relating to the development of a Multi-speciality 
Community Provider. Together with GP Colleagues across South Hampshire, we were 
selected by NHS England to implement a new care model designed to improve patients’ 
health, well-being and independence.  The new scheme sees GPs partner with us in one of 
a small number of national vanguard projects which will transform how we deliver out of 
hospital care. 
 
Why this is needed now more than ever before? 
Challenges faced across the NHS and within our geography include: 

 We are living longer; 
 Demand is increasing, but resources are limited; and 
 GPs are approaching crisis point. 

 
Local people have told us care should be easier to access, should be closer to home, and 
should help them get the support they need to live as happily and healthily as possible.  We 
have also been told that people would like to do more to look after their own health and 
wellbeing, and would like more support and information to do this. The have also asked for 
more joined up and straightforward services. By working in partnership we will create better 
local services which are fit for the future. 
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What are we doing? 
 Improving access to care: So it is easier for people to get a same-day or urgent 

appointment at their GP surgery, and so people with complex health problems get 
more input from their GP; 

 Joining up the professionals that support the same people: So doctors, nurses, 
social and voluntary sector workers and volunteers are part of the same extended 
team, making care more straightforward (especially for people with complex needs); 

 Bringing specialist care nearer to them: So they can see the professional they 
need, sooner: For example physiotherapists and mental health workers in local GP 
surgeries; and 

 Concentrating on prevention: So we can support people earlier, and help them 
make the right choices about their health and wellbeing, so they can stay 
independent and don’t need to go to hospital. 

 
The successful implementation of these objectives will result in people having better access 
to local health and care services, at the right time and place. People will be more in control 
of their own health, and people will have a better chance for a life beyond illness. In short, 
people will get better local care. 
 
Going Concern Disclosure  
Whilst we operated with a deficit position during the year and are forecasting a further deficit 
in 2016/17, we have undertaken robust and detailed financial modelling, which resulted in 
the generation of a financial recovery plan.  This recovery plan was approved by the Trust 
Board and shared with our regulator. Sensitivities have been applied to the model to test the 
impact of a number of scenarios. The models developed suggest we have sufficient cash to 
meet day to day operations throughout 2016/17.   
 
Based on these assessments the directors have a reasonable expectation that Southern 
Health NHS Foundation Trust has adequate resources to continue in operational existence 
for the foreseeable future.  For this reason, they continue to adopt the “going concern” basis 
in preparing the accounts. 
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Performance analysis 
The Trust continues to meet its access targets and outcome objectives as defined by its 
regulator, Monitor.  Continued focus is applied to ensuring our patients and service users 
have the best possible access to our services and that we meet national standards.  We 
monitor our commitment to meeting these standards regularly and take action when we 
identify any issues.  We are pleased that our performance against meeting these measures 
is consistent and strong, and we will continue to focus on improving further.  More detail 
regarding our performance against these national standards can be found in our Quality 
Account, but a summary of our performance is shown in the following table.  This table 
shows our actual performance against the nationally established target for the final month of 
the year, the final quarter of the year and the last 12 months.  
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Whilst compliance with the delayed transfers of care standard has consistently been 
achieved, further work is required for compliance at team level within our Older Persons 
Mental Health (OPMH) and Learning Disability services. Better information has enabled a 
sustained improvement in the proportion of people receiving a care programme approach 
within 12 months.  The Trust is working towards achieving compliance against the new 
access to care within 2 weeks standard for Early Intervention in Psychosis (EIP) pathways, 
which remains challenging. 
 
The Trust also monitors compliance against a number of local key performance indicators 
including first appointment waiting times, rapid response waiting times, end of life care 
compliance and comprehensive recording of risk assessments. 
 
During 2015/2016 the Trust has successfully implemented a new Business Intelligence 
solution, Tableau. The tool provides individuals, teams, divisions and the Trust Board with 
near real-time analysis of performance metrics, in addition to providing patient level, 
clinically relevant, information to clinicians to enhance the care provided to patients. 
 
At a Trust wide level the Integrated Performance report contains a comprehensive set of 
dashboards and metrics, with a large proportion of these now available on a daily basis. 
During the last quarter of 2015/16 this approach was extended to measurements relating 
specifically to quality providing the Trust with the ability to monitor incidents on a daily basis, 
all the way from board to individual patients. 
 
The Trust recognises that information must inform learning and continuous improvement 
and has put in place two key performance related workforce development programmes 
during 2015/16; an informatics module available to all clinicians that shares skills and 
knowledge about how to maximise the use of information within a clinical environment, and 
a data quality work stream that is identifying assurance actions across the Trust to ensure 
we generate and use high quality data. 

 
The Trust Board regularly receives the Integrated Performance Report which was 
developed to reflect revised objectives and priorities for 2015/16. Some priorities are 
monitored monthly whilst others are reported quarterly.    Presently there are five 
dashboards that provide Trust and divisional information:  
 

 Monitor Dashboard highlighting operational performance against the Monitor KPIs 
listed above 

 Quality indicators   
 Finance dashboard  
 Patient experience  
 Workforce dashboard 
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Finance 
Summary of the Financial Year 
This report covers our financial position for the year ended 31 March 2016.  We are 
reporting income of £332.8 million, which is lower than the previous year’s £345.5 million.  
Against this income the Trust has operating costs of £331.6 million.  These operating costs 
include £3.2 million of property impairment charges and £1.4 million of redundancy 
provisions.  This resulted in an operating surplus of £1.2 million, which compares to £1.3 
million in 2014/15.  Once non-operating costs (Public Dividend Capital dividends and 
financing costs) have been taken into consideration we delivered a deficit of £5.8 million, 
which compares to a £6.2 million deficit incurred in 2014/15.  Whilst the results appear 
similar to the previous year, once the non-recurring items such as impairments and 
redundancies are excluded, the underlying year on year performance is significantly 
improved. 
 
One major reason for this has been a better position with respect to the use of out of area 
beds within Adult Mental Health services.  In 2014/15 our total expenditure on out of area 
beds was £4.8 million.  This was reduced to £1.4 million in this last year.  Not only does this 
improve our financial position, but it also provides a much better service to our service 
users, their families and carers. 
 
The Trust set a financial plan to incur a deficit last year which was agreed with our regulator.  
We are pleased that our underlying performance was better than the plan we set.  In order 
to achieve this plan the Trust needed to make savings during the year of £11.2 million.  We 
are pleased to report that we were able to meet this savings target, which contributed to our 
financial performance. 
 
The total comprehensive expense (operational and non-operational) for the year is reported 
as being £15.3 million.  This is a deterioration compared to the £3.8 million income reported 
last year.  The main reason for this relates to a reduction in the valuation of some of our 
buildings, the disposal of some of our IT assets, and the fact the Trust has made provision 
for redundancy given its decision to exit from providing TQtwentyone services.  The 
independent revaluation of property by the District Valuer resulted in net decrease £9.4 
million in the year and the redundancy provision created amounts to £1.4 million.  The 
disposal of obsolete IT assets amounted to £2.3 million which included the replaced EPR 
system. 
 
The financial environment in which we operate remains extremely challenging.  Although 
financial performance improved in 2015/16 further significant savings are required for 
2016/17 (£10.2 million).  Whilst we have identified a number of these savings there remains 
considerable financial risk throughout 2016/17 and beyond. 
 
The cash balance increased from £16.9 million to £20.2 million at 31 March 2016.  This was 
a result of continued focus on managing our cash flow, tight control over capital expenditure 
and the disposal of a number of surplus properties (£4.9 million). 
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The improved financial performance combined with the disposal of some assets has 
enabled the Trust to return to a positive position with respect to net current assets.  Last 
year there was a net current liabilities position of £0.3 million, but this has improved to a net 
current assets position of £4.2 million.  As a consequence of this and adherence to our 
financial plan we have scored 3 on Monitor’s financial sustainability rating.  The scale is 
from 1 to 4, with 4 being the strongest.  The financial plan for 2016/17 shows the Trust has 
sufficient cash resources to meet its planned commitments, which enables it to continue to 
deliver the services it is commissioned to provide.  Focus continues to be applied to all 
aspects of cash management. 
 
Financial Results 2015/16 – Headlines 

 Income of £332.8 million 
 Operating surplus of £1.2 million 
 Net deficit after non-operating costs of £5.8 million.  A adverse variance to plan of 

£0.2 million 
 The cash balance was £20.2 million compared to £16.9 million at March 2015 
 Net current assets of £4.1million (including assets held for sale); compared to £0.3 

million net current liabilities at March 2015 
 Total assets employed of £193.1 million compared to £208.4 million at March 2015 

 
Income & Expenditure 
Income reduced by 4.0% compared to the previous year.  This reduction is largely driven by 
two factors.  The first related to the fact the Trust received lower income for TQtwentyone 
services in the year (£7.0 million) following the loss of some services in 
Hampshire).  Secondly there is the application of a 1.6% income deflator by our 
commissioners, which was in line with national guidance.  For some services, particularly 
Mental Health, the deflator value was re-invested by our commissioners in our services, 
which offset the income deflation to an extent.  It should also be noted that income deflators 
applied over the past four years are equal to 2.4% in 2014/15, 1.3% in 2013/14, 1.8% in 
2012/13, and 1.5% in 2011/12.  
 
Combined with the impact of cost inflation, this income reduction has meant we have been 
required to generate significant financial efficiencies in order for us to remain solvent.  
During the year we generated £11.2 million of savings, which was in line with our target.  Of 
these savings £10.5 million were delivered recurrently and the balance through non 
recurrent measures.  In order to ensure there is not an adverse impact on service quality all 
cost savings schemes are required to be approved by both the Medical Director and 
Director of Nursing. 
 
Operating expenses reduced from £344.2 million (2014/15) to £331.6 million (2015/16).  
This reduction in expenditure has arisen through the reduction in use of out of area beds, 
tighter management of temporary staffing, cost saving measures, and the loss of some 
TQtwentyone services. 
 
There continues to be a number of cost pressures.  We have experienced ongoing 
challenges relating to recruiting staff to a number of professions and within a number of 
geographies.  Combined with staff turnover and absence this resulted in the need for the 
use of temporary staffing.  This use is closely managed, but on occasions the Trust has little 
option, but to use agency staff to maintain safe provision of care. 
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Capital Expenditure 
Capital expenditure during the year was £8.4 million, compared to £7.8 million in the 
previous year.  This included spend to reduce ligature risks (£2.3 million), medical devices 
(£1.0 million) and IT investment including Open RiO system (£1.7 million). 
 
Financial Outlook and Conclusion 
The financial performance of the Trust stabilised during the year as a result of significant 
focus and effort from all of our staff.  Having said that the Trust is still incurring a deficit in 
what is a very challenging financial environment.  2016/17 will be no less challenging with 
further cost efficiencies required both in the forthcoming year and future years.  The Trust is 
planning for a £3.6 million deficit in 2016/17 and to achieve this will require savings of £10.2 
million to be delivered. 
 
The Trust is committed to transformational change across the health economy and the 
development of new models of care.  It is only by doing this that the services we provide will 
be sustainable in the future, enabling us to provide the best possible care. 
 
Sustainability 
As an NHS organisation, and as a spender of public funds, we have an obligation to work in 
a way that has a positive effect on the communities we serve. Sustainability which means 
spending public money well, the smart and efficient use of natural resources and building 
healthy, resilient communities is a clear focus area for the Trust.  By making the most of 
social, environmental and economic assets we can improve health both in the immediate 
and long term even in the context of rising cost of natural resources.  More information on 
our involvement and engagement with stakeholders can be found on page xx of the Annual 
Report.   
  
Our sustainability vision is to provide "A sustainable health and care service that works 
within the available environmental and social resources protecting & improving health now 
and for future generations." 
 
We are planning to reduce our carbon footprint significantly over the coming years (27% 
reduction between 2013 and 2020). One of the ways in which we measure our impact as an 
organisation on corporate social responsibility is through the use of the Good Corporate 
Citizenship (GCC) tool and through awareness campaigns promoting the benefits of 
sustainability to our staff.  Our Good Corporate Citizen Tool score increased from 20% in 
2014 to 49% in 2015, which is testament to the sustainability improvement being carried 
out. Our target is to achieve an excellent rating (75%) by 2020 
 
We spent £1,647k on energy in 2015, which is a 23% decrease compared to 2013. Our 
carbon emissions from energy have reduced by 37% from our 2013 baseline.  We have also 
been successful at reducing carbon emissions from travel by 14% over the last two years. 
 
In 2015, the Trust reduced carbon emissions from waste by 68% from our 2013 baseline. 
Over 85% of our waste is re-directed from landfill to re-use, recycling and energy-from-
waste schemes.  
 
In total we now have an estimated total carbon footprint of 62,118 tonnes of carbon dioxide 
equivalent emissions (tCO₂e), which is a decrease of 14% from our 2013 baseline.  
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Post year-end events 
In April 2016, Monitor issued a Notice of Imposition of Additional Licence Condition pursuant 
to its powers under section 111 of the Health & Social Care Act.  Further information is 
found within the Annual Governance Statement on page xx. 
 
On 29 April 2016 the Trust Chair, Mike Petter, resigned from his post, and Tim Smart was 
appointed as Interim Chair of the Trust on 05 May 2016. 
 
Overseas Interests  
We are not currently pursuing any business activities outside of the UK. 
 
 
 
Signed:  

 
 

 
  
 Katrina Percy 
 Chief Executive Officer 
  
Date: 24 May 2016 
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The Accountability Report 

Directors’ report 

Our Board - Non-Executive Directors  
Simon Waugh, Trust Chairman (Voting) 
Appointed 1 February 2012 - 31 January 2015 
Reappointed by the Council of Governors 01 February 2015 – 30 April 2015 
 
Simon has worked at a senior executive level for a number of organisations, including 
American Express, Lloyds Bank Insurance Services, Saga Group and Centrica PLC.  More 
latterly, Simon worked as a civil servant responsible for the government’s skills and 
apprenticeship programmes, reporting directly to the Secretary of State for Business 
Innovation and Skills and the Secretary of State for Education. 
 
During his tenure, as well as working two days a week for the Trust, Simon also worked as 
non-executive director for MyDrive Solutions; non-executive chairman at CMC Markets 
PLC; Chairman at Age UK Enterprises and Chairman at TCC. 
 
Mike Petter, Trust Chairman (Voting) 
Chair Appointment 01 August 2015 - 31 July 2018 (Resigned 29 April 2016) 
Appointed as Interim Chair 01 May 2015 – 31 July 2015 
 
Mike Petter, Non-Executive Director (Voting) 
Deputy Chairman and Senior Independent Director until 30 April 2015 
Appointed 1 April 2011 – 31 August 2012 
Re-appointed 1 September 2012 – 31 August 2015 
Re-appointed 1 September 2015 – 31 August 2018 
 
Mike is a chartered engineer and has over 25 years’ experience in the construction industry, 
including as managing director of a major regional civil engineering business, Geoffrey 
Osborne Limited.  
 
Since 2002 he has run his own consultancy business, Five Dimensional Management, 
based in Fareham, working with businesses to improve performance. He was appointed 
Chairman of Southern Health on 1 August 2015, having previously been a Non-Executive 
Director of the Trust. Prior to this he held Non-Executive posts with the Hampshire and Isle 
of Wight Learning and Skills Council, NHS Hampshire and Hampshire Community Health 
Care.  He currently serves as a Board Member for The Guinness Partnership as well as 
Guinness Care and Support Ltd. He is also Chairman of the Considerate Constructors 
Scheme.  
 
Jon Allen, Non-Executive Director (Voting) 
Chair of the Quality & Safety Committee 
Appointed 1 March 2015 - 28 February 2018  
 
Jon is an experienced executive level health and social care leader with over 30 years’ 
sector experience. As a clinician specialising in Mental Health, Older People Care and 
Learning Disabilities he has held senior strategic and operational roles in a number of public 
and independent sector health and social care organisations. He has significant experience 
of supporting organisational change, service improvement and strengthening governance. 
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In addition to Southern Health, Jon is currently engaged as a Non-Executive Director with 
Sequence Care Group, Jon also co owns and manages Valuecare Ltd, a small independent 
nursing and care home company catering for elderly residents in Milton Keynes and 
Worcester.  
 
Malcolm Berryman, Non-Executive Director (Voting)  
Deputy Chairman and Senior Independent Director from 01 October 2015 
Chair of the Service Performance and Transformation Committee 
Appointed 9 August 2012 – 8 August 2014  
Re-appointed 9 August 2014 - 8 August 2017 
 
Malcolm is a Non-Executive Director of H&T Group plc and has also been a Non-Executive 
Director at Scottish Friendly Assurance Society and Lincoln Assurance Ltd UK. He has over 
30 years’ experience in blue-chip companies at Board and senior level, including as Group 
Chief Executive of Liverpool Victoria Friendly Society from 1999-2005, Chief Executive 
Officer at Crown Financial Management, and posts at Allied Irish Bank and Cornhill Life. His 
experience of retail financial services brings commercial acumen to the Board.  
 
He is a Fellow of the Institute of Actuaries and is Managing Director of his own consulting 
firm, Berryman Consulting. 
 
Tracey Faraday-Drake, Non-Executive Director (Voting) 
Chair of the Nomination & Remuneration Committee  
Appointed 1 December 2014 - 30 November 2017 
 
Tracey has over 25 years’ experience working in the Housing, Health and Social Care field 
holding leadership positions with both commissioning and provider organisations, Tracey 
was previously on the board of South East Hampshire Clinical Commissioning Group, NHS 
Hampshire and The Voluntary Sector National Mental Health Providers Forum. She is 
currently with the Academic Health Science Network in Kent Surrey and Sussex as Director 
for the Living Well for Longer Programme which focusses on better health outcomes for 
older people. 
  
In her executive work she spent 10 years as Chief Executive Officer of a specialist housing 
association for people with mental health needs. Prior to this Tracey worked for the British 
Red Cross, Rethink and NACRO and has worked  freelance as an Interim Executive 
Director, she is also a qualified workplace/employment mediator, business consultant and 
coach. She has a particular interest in employee relations and organisational development. 
Tracey is deeply committed to endeavoring to provide exceptional high quality services for 
the most vulnerable people in society - and is passionate about the role that housing can 
play in partnering health and social care to provide truly integrated services to our 
communities. 
  
Tracey is a Fellow of the Chartered Institute of Personnel Development, an Associate of 
The Chartered Institute of Arbitrators and a member of the International Coaching 
Federation.   
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Claire Feehily, Non-Executive Director (Voting) 
Chair of the Charitable Funds Committee  
Appointed 1 January 2015 - 31 December 2017 
 
Claire was appointed to the Trust in January 2015, having previously served for four years 
as an NHS Non-Executive Director and audit committee chair at Princess Alexandra 
Hospital in Essex. She began her career as an accountant in local government in 1984, and 
has over thirty years’ experience as a manager and board member in a wide range of public 
sector organisations in housing, social care, health, criminal justice sectors and a 
government department. 
 
Claire has been the Chair of Healthwatch Gloucestershire since 2013, currently has board 
positions with two housing associations and a social care company, and has taught in 
several British universities. 
 
Claire has a strong background in financial and risk management and is an experienced 
Audit Chair. She is particularly interested in the culture of complex organisations in the 
public sector; how innovation and risk can be balanced; and how good quality care can be 
maintained when people cross between different organisations. 
 
Judith Smyth, Non-Executive Director (Voting) 
Chair of the Strategic Workforce Committee 
Appointed 1 December 2014 - 30 November 2017 
 
Judith was a director of the Office for Public Management until 2012 and one of the 
directors of the Department of Education/Department of Health sponsored Commissioning 
support programme for children. This included working with senior leaders, elected 
members, commissioning and procurement teams, supporting integration and change and 
designing and delivering training and development programmes. In the past Judith has been 
chair of a health authority and director of a leading housing association. She has studied 
contracting and procurement of public services in the USA and worked as a town planner. 
 
Judith is a highly experienced coach and facilitator, she is on the Board of First Wessex 
(Housing), chairs two school governing bodies in Portsmouth and is on the Board of 
Trustees of the New Theatre Royal in Portsmouth. 
 
Trevor Spires, CBE, Non-Executive Director (Voting) 
Chair of the Audit, Assurance & Risk Committee   
Appointed 1 April 2011 - 31 August 2012 
Re-appointed 1 September 2012 - 31 August 2015 
Re-appointed 1 September 2015 - 31 August 2018 
 
Following training as an engineer with Rolls-Royce Aero Engines, Trevor Spires spent over 
30 years in the Royal Navy. The final five years of his naval career were spent as the Chief 
Executive of the defence agency responsible for HR service delivery, including pay and 
pensions, to all current and former members of the UK armed forces. He now has a varied 
portfolio of non-executive Board level roles predominantly within the public sector.  
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Independence of Non-Executive Directors 
The Board has considered the declarations made by each non-executive director as to their 
independent character and judgement as at 31 March 2016.  It is a requirement of the Code 
that for an NHS FT Board ‘at least half the Board of Directors, excluding the Chairman, 
should comprise Non-Executive Directors determined by the Board to be independent’ and 
the Board has determined that all non-executive directors are independent in character and 
judgement. 
 
Executive Directors 
During 2015 a review of the Executive Team structure was undertaken by the Nominations 
& Remuneration Committee.  This included changing portfolios of some of the current 
Executive Directors (which resulted in changes to job titles), appointing Lesley Stevens to 
the role of Medical Director and reviewing the reporting arrangements for the Directors of 
Integrated Services and Director of Operations. The full portfolios of all the Executive 
Directors can be viewed on our website www.southernhealth.nhs.uk. 
 
Katrina Percy, Chief Executive Officer (Voting) 
Appointed from 4 January 2011  
 
Katrina joined the NHS as a management trainee and has worked across all sectors of the 
NHS as well as internationally. Her roles have included Chief Operating Officer in an acute 
trust, strategy lead for a Strategic Health Authority and director of a hospital in Tanzania.  
 
Throughout her career, Katrina has delivered significant financial, performance and clinical 
turnaround and transformations. She is particularly passionate about developing 
organisational culture which empowers front-line clinicians to deliver change and develops 
strong leaders throughout the organisation. 
 
In line with the requirements of the NHS Act 2006, as Chief Executive Officer, Katrina is the 
Accounting Officer for the Trust. 
 
Dr Martyn Diaper, Medical Director (Quality) (Voting) 
Appointed from 1 July 2014 
Resigned with effect from 26 July 2015 
 
Martyn is a GP by background who had previously worked for us as the Clinical Director for 
Integrated Care within the South East. Martyn has held national roles focusing on Quality 
and Safety within Primary Care at NHS England and NHS IQ. Martyn had overall 
accountability for the quality and safety of services, our Medicines Management function, 
quality improvement and risk management processes across the Trust, Research and 
Development, revalidation, clinical audit and ensured we met all national standards 
(including NICE guidelines).   Martyn was also the Caldicott Guardian. 
 
Dr Lesley Stevens, Medical Director (Voting from 27 July 2015) 
Appointed from 27 July 2015 
Previous role in the Trust was Director of Mental Health & Learning Disabilities from 1 July 
2014 – 26 July 2015 (Non-Voting) 
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Lesley has been with the Trust for many years as a Consultant in general adult psychiatry 
and more recently as Clinical Director and Director of Mental Health and Learning 
Disabilities Services. She previously held academic positions at the University of 
Southampton. Lesley provides clinical leadership for the medical and psychology workforce, 
including medical revalidation. She leads on patient experience and engagement, research 
and development and medicines management. As part of her role Lesley is the Caldicott 
Guardian and the Mental Health Act and Mental Capacity Act lead for the Trust. Lesley is a 
Health Foundation Fellow for Quality Improvement. 
 
Dr Chris Gordon, Director of Performance, Quality & Safety/Chief Operating Officer 
(Voting) (title amended with effect from 27 July 2015 from Chief Operating Officer & 
Director of Integrated Services) 
Appointed from 1 July 2014 
 
Chris joined the Trust in April 2014 as our Interim Director of Quality and Safety.  Prior to 
that Chris has been an interim Chief Executive of Winchester and Eastleigh Healthcare 
Trust, worked within the CQC, and at a national level within the Leadership Academy.  He is 
an Elderly Care Consultant with a specialist interest in Parkinsons’ Disease.  Chris leads on 
the strategic development and operational delivery of all of our Integrated Care Services 
and Children’s Services.  In addition, Chris has accountability for leading cross 
organisational delivery.  In July 2015 he took over responsibility for the governance of 
quality and safety of all our services.  He also has responsibility for business continuity and 
emergency planning. 
 
Sandra Grant, Director of People & Communications (Voting) 
Appointed from 1 April 2011 
 
Sandra is CIPD qualified and has worked in the NHS for 20 years.  She brings a wealth of 
experience gained from across the NHS including commissioning, acute, community and 
mental health trusts. She also has experience from the private sector having worked within 
HR in the catering and construction industries.  
 
Sandra’s Executive role has a broad-ranging portfolio including HR management, 
leadership development, culture transformation, training and education, equality and 
diversity, communications and engagement, payroll and occupational health.  She is the 
Lead Executive Director for the Trust’s Charity, Brighterway.  
 
Mark Brooks, Chief Finance Officer (Voting) 
Appointed from 23 September 2013 
 
Mark qualified as an accountant in 1990. He has spent the majority of his career working in 
industry, within the Medical Devices sector. He carried out a range of senior financial roles 
for Smith & Nephew before joining Symmetry Medical as their European Finance Director. 
Following that Mark joined the NHS in 2009 as Director of Finance in a Mental Health and 
Learning Disabilities organisation which also took on responsibility for Community Services. 
 
Mark has significant experience of major change programmes and building strong finance 
functions. He is keen to ensure that finance pro-actively supports the service and that it is a 
genuine business partner. 
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Della Warren, Interim Director of Nursing & Allied Health Professionals (Voting) 
Appointed from 29 April 2014 to 31 October 2015 

 
Della is an experienced Director of Nursing and Allied Health Professionals having worked 
extensively within the UK and internationally, within both the public and private sector. She 
has worked with some of the country’s most challenged organisations enabling them to 
transform the quality of their services and the patient experience.  Della also worked as a 
professional clinical advisor to the Care Quality Commission. Della took overall 
accountability for the quality systems and processes across the organisation and 
professional leadership for our nursing, allied health professional and unregistered clinical 
workforce.  Della was the lead for Infection Prevention & Control, Safeguarding and Safer 
Staffing. 
 
Sara Courtney, Acting Director of Nursing (Voting) 
Appointed from 01 November 2015  
 
Sara joined the Trust in 2013 as the Associate Director of Nursing and Allied Health 
Professionals (AHPs) for the East Integrated Service Division, and later became the Acting 
Director of Nursing in 2015. Sara previously worked in the Royal Navy and the Queen 
Alexandra’s Royal Navy Nursing Service until 2000 and since worked for the Ministry of 
Defence and Portsmouth Hospital NHS Trust, leading on new approaches to care pathways 
and service improvement. Here at Southern Health, Sara provides Executive leadership on 
infection control, safer staffing and safeguarding of adults, young people and children; and 
provides professional leadership for nurses and AHPs including professional standards, 
education and revalidation. 
 
Paul Streat, MCP Provider Development Director (Non-Voting) 
Appointed 04 January 2016 
 
Paul joined in January 2016 from the health sector regulator Monitor where he was 
Regional Director, accountable for the regulation of all foundation trusts in the South of 
England. In his 8 years at Monitor Paul has worked with a wide range of foundation trusts to 
address a wide range of strategic and performance challenges alongside a regional system 
leadership role working with NHSE England and the NHS Trust Development Authority. 
Paul will take the executive lead for delivering the Hampshire Multi-specialty Community 
Provider vanguard - Better Local Care. 
 
Gethin Hughes, Director of Integrated Services (MCP) East (Non-Voting) 
Appointed from 01 August 2015 
 
Since joining the Trust in 2008, Gethin has held several posts and is now the Divisional 
Director for the South East Integrated Services Division. Gethin previously worked in senior 
roles within the acute sector in both London and locally. Gethin continues to lead integrated 
services in the South East division which includes the North East area and is our leading 
role in the North East Hampshire and Farnham Primary and Acute Care System vanguard. 
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Chris Ash, Director of Integrated Services (MCP) East (Non-Voting) 
Appointed from 01 August 2015 
 
Chris has worked in senior roles in the NHS and local authorities for the past 15 years. 
Before his role with Southern Health Foundation Trust Chris was Associate Chief Operating 
Officer with Portsmouth Hospitals, responsible for emergency care. He has a special 
interest in medical flow and services for frail older people.  
 
Chris is now Integrated Services Director, covering integrated community physical and older 
persons mental healthcare in West and North of Hampshire and also leads Children & 
Families services countywide for the Trust. Since January 2015 he has been leading on 
Better Local Care - the Hampshire MCP Vanguard, which is an emerging redesign of 
extended primary care that now has coverage of almost one million registered list in 
Hampshire. 
 
Mark Morgan, Director of Operations - Mental Health, Learning Disabilities and Social 
Care (Non-Voting) 
Appointed from 01 August 2015 
 
Mark joined the Trust in April 2015. He has worked in interim management since 2007, with 
a number of senior roles in Foundation and non-foundation Trusts, as well as the 
independent sector. Originally training as a Mental Health Nurse in 1982, Mark worked in a 
number of mental health; commissioning and acute settings. Following an interim director 
role in a private mental health company, Mark undertook his return to practice course in 
2014. 
 
Conflicts of Interest and Register of Interests 
We maintain a formal Register of Directors’ Interests. Members of the public can gain 
access to the Register of Directors’ Interests by visiting our website 
www.southernhealth.nhs.uk or by contacting the Company Secretary and Head of 
Corporate Governance on 023 8087 4000. 
 
The Board  
Our Trust Board of Directors met 11 times between 1 April 2015 and 31 March 2016. The 
agenda, reports and minutes of these meetings are available on the Trust’s website 
www.southernhealth.nhs.uk.   
 
The Board has overall responsibility for strategic development and monitoring performance.  
This includes ensuring the delivery of effective financial stewardship, high standards of 
clinical and corporate governance and promoting effective relations with the local 
community we serve.  
 
The Board delegates certain powers to its Committees, not including executive powers 
unless expressly authorised. The executive team is responsible for the day-to-day running 
of our organisation and implementing decisions taken at a strategic level by the Board.  The 
dates and attendees for the Board meetings can be seen below. 
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Board Meeting Attendance 
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Members:            

Mike Petter            

Simon Waugh            

Jon Allen a       a    

Malcolm Berryman            

Mark Brooks        a a a  

Sara Courtney         a    

Martyn Diaper   a               
Tracey Faraday-Drake      a   a   

Claire Feehily    a        

Dr Chris Gordon    a       a 

Sandra Grant     a       

Katrina Percy            

Judith Smyth            

Trevor Spires             

Dr Lesley Stevens      a      

Della Warren                 
Invited Attendees: 

           
Chris Ash            

Gethin Hughes          a  

Mark Morgan     a       

Paul Streat            

*Extraordinary Board meeting   a Apologies received 
 

 
Board Performance and Configuration 
The Board reviews its composition on an ongoing basis and believes the current 
configuration reflects the skills and competencies required to enable us to fulfil our 
obligations.  In 2015/16 this included a reconfiguration of the Executive Team. This followed 
the resignation of the Medical Director (Quality) and included a full review of executive 
portfolios.  Changes included the Chief Operating Officer adding performance and quality 
into his portfolio and the Directors of Integrated Services reporting directly to the Chief 
Executive Officer.   
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In June 2015 the Board held a seminar session which focussed on the performance of the 
Board and its Committees, taking account of the recommendations set out in the Board 
Governance review, conducted by an independent external organisation Deloitte LLP.  In 
2016/17 it is planned that an internal review of the effectiveness of the Board and its 
Committees will be undertaken collectively via an internal review, with an external review 
commissioned in line with the requirements of Monitor’s Well-Led Framework for 
Governance Reviews. 
 
All directors are signatories to the Code of Conduct for NHS Boards. Directors and 
governors are required to meet the “fit and proper persons test” described within the 
provider licence; this requirement is reflected in our Constitution.  Directors are also 
required to meet the definition set out by the Care Quality Commission regulations.  
Annually Directors are asked to make a self-declaration in relation to their compliance with 
the Code of Conduct for Directors and Governors, their compliance with licence condition 
G4 and with the Care Quality Commission (Fit and Proper Persons 
Requirement).  Additionally, Non-Executive Directors are required to make a declaration 
regarding their independence.   
 
On an annual basis, all Board members undertake an appraisal which is based upon the 
core values of the Trust and also includes a 360 feedback review.  For the Chair and the 
Non-Executive Directors, this is then presented to the Council of Governors with any 
issues identified that result in either the Trust Chair or Non-Executive Directors not 
meeting the Fit and Proper Person requirement. 
 
Directors’ Responsibilities for Preparing Annual Accounts 
The directors have undertaken their responsibility for preparing the accounts under 
directions issued by Monitor, the independent regulator of Foundation Trusts under the 
National Health Service Act 2006, and as detailed in the Statement of Accounting Officers 
Responsibilities on page XX. 
 
We have ensured that the annual accounts of the organisation have met the accounting 
requirements of Monitor’s Annual Reporting Manual and HM Treasury’s Financial Reporting 
Manual.  The Accounting policies contained in both manuals fall within the remit of the 
Financial Reporting Advisory Board (FRAB) to the extent that they are meaningful and 
appropriate to the NHS.  
 
We have complied with the cost allocation and charging requirements set out in HM 
Treasury and Office of Public Sector Information Guidance. 
 
The directors consider the Annual Report and Accounts, taken as a whole, is fair, balanced 
and understandable and provides the information necessary for patients, regulators and 
stakeholders to assess the NHS Foundation Trust’s performance, business model and 
strategy. 
 
Political Donations 
As an NHS Foundation Trust we make no political donations.   
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Disclosure of Information to Auditors  
So far as each of the directors is aware, there is no relevant audit information of which the 
auditors of our Trust are unaware.  Each director has taken all the steps a director ought to 
have taken to make themselves aware of any relevant audit information and to establish 
that the NHS foundation trust’s auditor is aware of such information. 
 
Cost Allocation Compliance 
We have complied with the cost allocation and charging requirements set out in HM 
Treasury guidance. 
 
Income Disclosures 
The Better Payment Practice Code requires the Trust to pay 95% of undisputed invoices by 
the due date or within 30 days of receipt of goods or a valid invoice. The target is in terms of 
volume and value of invoices. The Trust achieved payment within 30 days for 93% of the 
invoices from trade suppliers which equated to 91% of the value. 
 
The majority of our income is received in sterling from NHS Commissioners under block 
contract agreements, with payments received on 15th of each month.  There has been no 
need to seek credit or short term loans and whilst there are no immediate firm investment 
plans which require access to loan capital, the potential re-provision of the Ravenswood 
would necessitate the Trust accessing loan capital in the next two years. 
 
Quality Governance 
During 2014/15 we established a Quality Programme to discharge some of the operational 
elements of our Quality Governance Strategy and provide a framework to enable focus to 
be given to achieving delivery of quality improvement priorities. Work has progressed 
through nine work streams which were restructured during 2015/16 to reflect the changes in 
priorities for the Trust, these are:  

 Governance;  
 Patient experience and engagement;  
 Medicines management;  
 Safeguarding;  
 Organisational learning;  
 Records and care planning;  
 Peer reviews and CQC Compliance;  
 Patient safety; and  
 Estate/infrastructure. 

 
During 2015/16 the Trust was compliant with using the Monitor Quality Governance 
Framework as a guide for good practice. In June 2015 Deloitte LLP undertook a follow up 
review to their 2014 assessment of the Trust. One of the key issues highlighted was that the 
Quality Governance Strategy did not link to the Quality Improvement activities underway in 
the Trust, was not ‘reader friendly’ and did not represent a 5 year plan.  The strategy has 
been rewritten and renamed as a Quality Improvement Strategy. The strategy is now 
aligned to the Quality Programme and is written to be received by a wider audience 
inclusive of staff, patients and service users. This will be launched via our communications 
team in 2016/17, following approval by the Trust Board. The Trust will undertake self-
assessment review under the Monitor Well-Led Framework for Governance Reviews during 
2016/17.  
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More information on our quality governance arrangements can be found on page XX of the 
Annual Governance Statement or within our Quality Governance Strategy which can be 
found on our website at www.southernhealth.nhs.uk.  
 
Peer Review Programme 
Our peer review programme was instrumental in preparing for the CQC comprehensive 
inspection in 2014 and has since been a way of monitoring and gaining assurance of quality 
within the divisions.  This is a process by which teams formed of both clinical and non-
clinical staff review services on a scheduled programme of each inpatient service annually 
and each community service every two years. Verbal feedback is provide to the service 
management on the day and a feedback report is provided as an outcome within two 
weeks. The reporting structure is based on the five domains of the CQC inspection. This is 
a validation report which will highlight areas of good practice and as well as describing 
areas for improvement within the service. Since the January 2016 targeted CQC inspection 
the peer review template has been updated to include environmental risk management. The 
process of escalation of findings from peer reviews has also been strengthened with 
Executive Team oversight. Further information on our peer review programme and the 
workstreams can be found on page XX in the Quality Report.   
 
Organisational Learning 
We recognise the importance of organisational learning in developing safe, effective 
services and the sharing of good practice and the Organisational Learning strategy was 
launched in 2014 across the Trust. The implementation plan takes account of national best 
practice recommendations with implementation actions developed following consultation 
with divisional leads and clinical leads Trust-wide. Its implementation Trust wide, is 
supported through the Quality Programme workstreams which integrate a number of 
elements of the plan. 
 
We have developed a programme of work to ensure we learn from all available information 
and feedback about our services, including complaints, incidents, clinical audits, CQC and 
peer review inspections and performance indicator and these have influenced the selection 
of some of our quality indicators for 2015/16. Information is triangulated from a wide range 
of indicators, to identify themes where action may be needed or good practice shared 
across the Trust in Trust-wide and divisional reviews.  
 
One example of this type of improvement activity can be seen in relation to the work 
undertaken to reduce high harm falls. A thematic review was undertaken across the Trust 
using the data recorded during the first half of the year obtained from our community 
hospital inpatient wards. The results identified a risk to patients using toileting facilities 
where staff were not in direct line of sight owing to privacy and dignity requirements. 
Incidents had occurred when patients had tried to leave the toilet without pressing the nurse 
call alarms. This now a focus point of falls risk training, features in individual patient risk 
assessments and has led to the purchase of specialist clip on alarms which trigger with 
movement.  
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A further example of how this information is being shared to positively influence 
improvement is through the learning network meetings which have been established in the 
three locality areas of the Mental Health Division. These monthly meetings are attended by 
clinicians and focus on in-depth discussion of the lesson learned from serious incident 
investigations both in Mental Health and the wider Trust. This promotes ‘check and 
challenge’ of processes and compliance to best practice and stimulates positive change. 
 
The Quality Improvement and Development forum always has a ‘patient story’ as the first 
item on the agenda. This is presented by each of the three divisions in turn and facilitates 
discussion within the senior clinical leaders.  
 
The new Quality Improvement Strategy is due to be launched in 2016, and the 
Organisational Learning Strategy will be reviewed to align to this document, with a revised 
work plan being developed to support its delivery. The Organisational Learning Workstream 
will monitor implementation of the plan and report in to the Quality & Safety Committee. 
 
As a Foundation Trust we use the approach set out in Monitor’s Well-Led Framework for 
Governance Reviews to ensure we have good governance procedures.  The Well-led tool 
requires us to review our governance on an annual basis to make sure we can provide high 
quality person-centred care through support, learning and innovation.   
 
Our approach to quality and quality governance is set out in our Quality Improvement 
Strategy and a core part of our strategy is focussed on patient engagement to determine 
how we can deliver care which is tailored around the unique requirements of individuals and 
constantly evolves around their changing needs.  In order to deliver the best possible 
patient centred care, we must engage with the local people who use our services, their 
families, carers and the public to build a strong partnership together.   
 
To do this, we have a number of patient experience workgroups set up across the Trust who 
we gather feedback from, listen to their experiences and use this to shape the services of 
the Trust, to improve patient care or patient information.  We also use the patient survey 
results, our peer review programme, recommendations from any Care Quality Commission 
visits and reports and the compliments/complaints we receive to continue to improve the 
services we provide. 
 
During 2015/16 we received 429 complaints, 561 concerns that were dealt with informally, 
and 1,317 written compliments and letters of thanks. More detail of these can be located on 
page XX in the Quality Report. 
 
There are no inconsistencies between the annual governance statement, annual and 
quarterly board statements required by the Compliance Framework, the Quality 
Report, and annual report and reports arising from Care Quality Commission. 
 
For more information on our performance against key health care targets; information on 
how we monitor improvements in the quality of healthcare; progress towards meeting any 
national and local targets; our progress towards targets as agreed with local commissioners; 
and how we have incorporated Care Quality Commission recommendations made, please 
see page XX in the Quality Report. 
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Stakeholder Relations 
Continuing to build relationships with our local communities remained a focus for us this 
year and has involved ensuring we provide regular updates during what has been a 
challenging time for the organisation. 
 
We are committed to strengthening and increasing opportunities for working with patients, 
their families and carers, as part of our approach to improving their experience of our 
services.  During the year we have embedded ‘patient stories’ into clinical and corporate 
areas of the Trust as a way to hear directly the patient’s perspective and inform service 
development and improvement.  We have published ‘You Said, We Did’ posters illustrating 
changes made as a result of feedback.   We are directly involving patients in how we run 
some of our services. Examples of this approach include involving young people in the 
recruitment of staff to the Family Nursing Partnership, involving people with a learning 
disability in quality review of our learning disability services, and recruitment of peer workers 
to our acute mental health teams. In the coming years we seek opportunities to extend 
patient involvement in all parts of the Trust.  We are now mapping the best practice, so that 
it can be shared and spread.   We have established the role of Patient Experience 
Champions within services who will initially support the use of and feedback from the patient 
experience survey.     
 
We work closely with overview and scrutiny panels across the region in order to comply with 
our obligations in line with the Health and Social Care Act. In the past year we have briefed 
our overview and scrutiny panels on a number of issues including the Mazars report.  Out of 
Hospital Care models, the pilot project for inpatient care at the Stefano Olivieri Unit based at 
Melbury Lodge, withdrawal from provision of the respite service at Tamerine in Denmead 
and temporary bed closures at Fordingbridge, Alton, Romsey and Fleet Community 
Hospitals. At times of significant change such as the relocation of services, we proactively 
work with all of our key stakeholders to ensure the clinical reasons for the change as well as 
any potential impact on patients are clearly understood.  
 
We continue to ensure that our key stakeholders are kept up to date with developments in 
the Trust and that the communities we work with have the opportunity to comment on the 
services we provide. We endeavour to inform and involve our commissioners, Healthwatch, 
voluntary groups, local MPs and community groups and encourage them to give us their 
feedback. We have regular meetings and discussions at operational and Board level with 
commissioning colleagues in CCGs and our local authority partners about the quality and 
performance of our services as well as seeking their input into future strategy. Our services 
regularly engage with patients through patient forums and a range of voluntary sector 
partners whose input is used to improve our services and inform how they are designed and 
developed. The Trust membership is also an essential means of gaining feedback on our 
services and ensuring we remain responsive to the needs of the communities we serve.  
 
At the end of 2015 with the publication of the Mazars report into the reporting and 
investigating of deaths in Southern Health, one of our key priorities was to ensure that our 
local population was kept informed about what the report recommended, our response to it 
and how local people could raise any concerns.  We were particularly conscious that some 
of the issues raised in the report, and the subsequent media reporting of it may have 
caused anxiety among our patient population.  It was a priority for us to demonstrate to the 
public and our stakeholders the actions taken to address the report’s recommendations.  
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For more information about the Mazars Report, please see page xx in the Annual 
Governance Statement. 
 
Signed:  

 
 

 
  
 Katrina Percy 
 Chief Executive Officer 
Date: 24 May 2016 
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Remuneration report 

Annual Statement on remuneration 
In June 2015 the Nomination & Remuneration Committee undertook a full review of 
Executive portfolios and associated remuneration.  In particular, this took account of the 
resignation of the Medical Director (Quality), the reconfiguration of this role, and subsequent 
appointment of a new postholder. 
 
In November 2015 the Committee approved the appointment and remuneration of a 
substantive Director of Nursing, Therapies and Allied Health Professionals.  This role had 
previously been filled on an interim basis from 29 April 2014 to October 2015, and then via 
acting arrangements up to 30 April 2016.  
 
In addition, a revised Policy for Executive remuneration was proposed in March 2016; this 
IS to be developed further in 2016/17 prior to Committee approval. 

 
Senior Managers’ remuneration policy  
We have a remuneration policy which describes remuneration arrangements for all staff, 
including Executive Directors and also for Non-Executive Directors.  This includes payments 
within Agenda for Change and for our staff who are on local terms and conditions which 
predominantly relates to staff employed within our Social Care division. 
 
The remuneration for Non-Executive Directors was agreed by our Council of Governors in 
September 2015 with no changes made to the level previously set in 2012. These are as 
follows: 
 

Role Remuneration 
Trust Chairman £45k 
Deputy Chairman & Senior Independent Director (combined role) £18k 
Audit, Assurance & Risk Committee Chairman £16k 
Chairman of other Board Committee £14k 
Non-Executive Director (no additional duties) £13k 
 
Future Policy Table 
The table below sets out a description of each of the components of the remuneration 
package for senior managers. 
 
Salaries and Fees The key principle of the remuneration policy is to ensure that 

the Trust employs and retains competent and appropriately 
remunerated staff at all levels to enable the successful 
delivery of the Trust’s strategic objectives and sustainability of 
the organisation. 
Whilst remuneration levels for the majority of Trust staff 
employed on the Agenda for Change framework are set by the 
national pay review body, salaries payable to Executive 
Directors are determined by the following criteria: 
• the median remuneration level for a Director post of that 

type as described in the annual report produced by e-
reward entitled ‘NHS Hospital Trust: Boardroom Pay’; 

• any broader/lesser portfolio responsibility which may 
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require payment above or below the median level; 
• any other reason relating to the Trust or individual Director 

post requiring remuneration above or below the median 
level; and 

• the market value according to a comparison of 
remuneration levels across the local area. 

Each Board member is reviewed annually for delivery of 
individual objectives along with an assessment of performance 
against the behavioural framework for Executive Directors as 
measured through the annual appraisal process.   
 
In rare circumstances, the basic level of remuneration will be 
considered insufficient to attract or retain the appropriate 
candidate for an Executive Director post.  In such 
circumstances, other market factors such as remuneration 
levels within neighbouring trusts/arms-length bodies would be 
considered since these organisations are key competitors in 
this respect. 
 

Taxable benefits Out of pocket expenses are payable to all staff within the Trust 
including Executive Directors; the Trust also operates a lease 
car scheme for all employees. 
 

Annual 
Performance 
Related bonuses 

Whilst there is scope to introduce the payment of an annual 
performance related bonus, it is not currently an integral 
feature of the remuneration package for Executive Directors. 
 

Long Term 
performance 
bonuses 

Long term performance bonuses are not currently a feature of 
the remuneration package for Executive Directors. 
 

 
In June 2015, all NHS Trusts and NHS Foundation Trusts received a letter from Jeremy 
Hunt, Secretary of State, setting out the intention to issue a framework and to gather 
intelligence regarding the current statues for Trusts in relation to Very Senior Pay.  Each 
Trust was required to declare the Trust’s level of remuneration for Board level executive 
posts above £142,500 and, for NHS Foundation Trusts, to seek the views from ministers 
before making appointments to the Board with a salary above this limit. Due consideration 
was given in June 2015 by the Nomination & Remuneration Committee to this request and a 
return made to the Department of Health in accordance with the guidance. 
  
During the year, a recruitment process was undertaken to recruit to the role of Director of 
Nursing & Allied Health Professionals.  In setting the remuneration for this role, the 
Nomination & Remuneration Committee considered affordability as well as benchmarking 
against other Trusts to attract the talent required for the role.  As the preferred candidate 
was transferring from another NHS Trust at a salary above £142,500, ministerial approval 
was sought and obtained to be able to appoint this candidate at the remuneration level 
required. 
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Policy on payment for loss of office 
We do not have a specific policy relating to the setting of notice periods under senior 
managers’ service contracts, but we follow Agenda for Change notice periods according to 
length of service.  
 
Payment through loss of office for senior managers is described in our Redundancy and 
Redeployment Policy which complies with Agenda for Change and legislative requirements.  
Where any discretion is applied this will always be in accordance with the individual’s 
contractual terms and approved through a legally-determined Settlement Agreement.  We 
ensure that we comply with our Remuneration policy regarding Nomination & Remuneration 
Committee approval for severance/loss of office payments above £50k or those which relate 
to Directors of the Trust. 

 
Annual report on Remuneration  

Senior Manager’s Remuneration Policy 
The executive directors are employed on contracts without term, with a notice period of six 
months. Contracts do not contain any provision for payment on termination, over and above 
any notice pay due and any redundancy or retirement provision within national (Agenda for 
Change) terms and conditions.  Further details on the date of their appointment, and of 
those of the Non-Executive Directors, can be found on page XX of the annual report. 
 
Nominations & Remuneration Committee  
Remuneration of the Trust’s ‘Senior Managers’ (the Chief Executive Officer and Directors 
accountable to the Chief Executive Officer) is determined by the Nominations & 
Remuneration Committee. 
 
The Nominations & Remuneration Committee has met eight times during 2015/16. The 
Committee considers the terms and conditions of appointment of all Executive Directors, 
and the appointment of the Chief Executive Officer and other Executive Directors.  
 
The membership of the Committee is detailed below and although other directors, both 
Executive and Non-Executive do attend committee meetings, they are not members of the 
committee.  
 
Meetings and Membership 
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Tracey Faraday-Drake (Committee 
Chair) 

        

Jon Allen     a a   
Malcolm Berryman     a    
Claire Feehily   a a  a   
Mike Petter         
Judith Smyth    a a     
Trevor Spires    a     
 Attended the meeting   a Apologies received for the meeting  
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The Chief Executive Officer and Director of People & Communications attend the 
Nominations & Remuneration Committee when appropriate to provide information and 
advice when necessary.  The following table indicates where our staff attended the 
Nominations & Remuneration Committee to present papers and answer questions to 
support the decision of the Committee.  
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Katrina Percy     n  n  
Sandra Grant       n  
Gethin Hughes n n n n n  n  
 Attended the meeting   n Not required to attend  
 
For any decisions relating to the appointment or removal of the Executive Directors, 
membership of the Committee consists of the Chairman, the Chief Executive and all Non-
Executive Directors as required under Schedule 7 of the National Health Service Act 2006. 
For all other matters, Committee membership is comprised exclusively of the Chairman and 
Non-Executive Directors.  Therefore, for the Nominations & Remuneration Committee 
meeting held on 30 June 2015, 14 October 2015 and 04 November 2015, Katrina Percy 
participated as a full member of the Committee in her role as Chief Executive Officer, when 
the appointment of the Medical Director, MCP Provider Development Director and Director 
of Nursing appointments were agreed. 
 
For the appointment of the Director of Operations, Mental Health, Learning Disabilities & 
Social Care, Acertus were used at a fee of £13,200 and for the appointment of the Director 
of Nursing & Allied Health Professionals, Odgers Berndtson were used at a fee of £21,500 
to help recruitment to these roles.  This was agreed by the Nomination & Remuneration 
Committee to provide an objective and independent view on the process and potential 
candidates. 
 
The Nominations & Remuneration Committee has general oversight of the Trust’s overall 
pay arrangements and is responsible for the approval of salaries for executive directors as 
well as those staff members who are subject to local terms and conditions.  The majority of 
our employees are subject to nationally-agreed pay structures such as Agenda for Change 
and those which apply to medical staff. 
 
It is the policy of the Nominations & Remuneration Committee to remunerate executive 
directors at an affordable level, but also to attract the talent required to deliver 
organisational objectives. It also receives and approves any non-contractual severance 
payments that require reporting to HM Treasury and any severance payments that exceed 
£50,000. 
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In addition, the Nominations & Remuneration Committee receives details of the pay of other 
staff, in particular those senior staff on national pay scales that are directly accountable to 
executive directors, so that consideration may be given to maintaining appropriate pay 
differentials.  Affordability, together with an assessment of both individual and collective 
performance, is also taken into account.  This is an accepted and approved method of 
appraisal of performance in line with NHS practice.  
 
Expenses 
During 2015/16, subsistence and travel costs were paid as follows:  
 
 Year Number 

in Post 
Number who 

claimed 
£00 

Executive Directors 2015/16 6 6 100 
2014/15 7* 7 132 

Non-Executive Directors 2015/16 7* 9 128 
2014/15 8* 8 75 

Governors 2015/16 26 20 45 
2014/15 26 15 46 

Total 2015/16 42 35 273 
2014/15 41 30 253 

*The number of Executive Directors / Non-Executive Directors changed during the year 
 
Salaries and Allowances – Information Subject to Audit 
Details of the salary, emoluments, allowances (cash and non-cash if applicable), exit 
packages, as well as the ill entitlements of our Senior Managers, i.e. persons who are 
considered to have authority or responsibility for directing or controlling any major activities 
are detailed in the tables in the subsequent pages. 
 
The Directors of Integrated Services have been added to the remuneration disclosures from 
August 1st onwards.  This recognises a change in reporting lines since the previous year 
directly into the Chief Executive and their attendance at Board meetings. 
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Name and Title 

2015/16 

Salary 
and 
fees  

Taxable 
Benefits 

Annual 
Performance-

related 
Bonuses  

Long-term 
Performance -

related 
Bonuses 

Pension 
Related 
Benefits 

Agency 
Cost 

Total 

(bands 
of 

£5,000) 

Rounded 
to the 

nearest 
£100 

(bands of 
£5,000) 

(bands of 
£5,000) 

(bands of 
£2,500) 

(bands of 
£2,500) 

(bands 
of 

£5,000) 

Simon Waugh, Trust Chair to 30/04/20154 0-5 21 0 0 0 0 5-10 

Michael Petter, Non-Executive Director4 40-45 16 0 0 0 0 40-45 

Trevor Spires, Non-Executive Director4 15-20 10 0 0 0 0 15-20 

Malcolm Berryman, Non-Executive Director4 15-20 17 0 0 0 0 15-20 

Judith Smyth, Non-Executive Director from 1/12/2014 10-15 19 0 0 0 0 10-15 

Tracey Faraday-Drake, Non-Executive Director from 1/12/2014 10-15 16 0 0 0 0 10-15 

Claire Feehily, Non-Executive Director from 01/1/2015 10-15 29 0 0 0 0 15-20 

Jonathan Allen, Non-Executive Director from 01/03/2015 10-15 10 0 0 0 0 15-20 

Katrina Percy, Chief Executive  185-190 20 0 0 52.5-55 0 240-245 

Sandra Grant, Director of People & Communications3 125-130 17 0 0 137.5-140 0 265-270 

Mark Brooks, Chief Finance Officer 140-145 8 0 0 30-32.5 0 170-175 

Chris Gordon, Chief Operating Officer1&3 180-185 16 0 0 175-177.5 0 360-365 
Della Warren, Interim Director of Nursing & Allied Health 
Professionals to 31/12/20152 

0 0 0 0 0 165-170 165-170 

Martyn Diaper, Medical Director (Quality) to 12/08/20151 60-65 8 0 0 22.5-25 0 85-90 
Sara Courtney, Acting Director of Nursing & Allied Health 
Professionals, from 01/11/2015 

75-80 26 0 0 32.5-35 0 110-115 

Lesley Stevens, Medical Director from 01/07/20151&4 140-145 20 0 0 222.5-225 0 365-370 
Christopher Ash, Director of Integrated Services (MCP, West) from 
01/08/15 1 

110-115 26 0 0 30-32.5 0 140-145 

Gethin Hughes, Director of Integrated Services (MCP, East) from 
01/08/15 1 

110-115 27 0 0 35-37.5 0 145-150 

Mark Morgan, Director of Operations (MH, LD and Social Care) from 
01/08/15 1&2 

0 0 0 0 0 285-290 285-290 

Paul Streat, MCP Provider Development Director from 01/01/16  30-35 0 0 0 2.5-5 0 35-40 
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Name and Title 

2014/15 

Salary 
and 
fees  

Taxable 
Benefits 

Annual 
Performance-

related 
Bonuses  

Long-term 
Performance-

related 
Bonuses 

Pension 
Related 
Benefits 

Agency 
Cost 

Total 

(bands 
of 

£5,000) 

Rounded 
to the 

nearest 
£100 

(bands of 
£5,000) 

(bands of 
£5,000) 

(bands of 
£2,500) 

(bands of 
£2,500) 

(bands 
of 

£5,000) 

Simon Waugh, Trust Chair to 30/04/20154 40-45 16 0 0 0 0 40-45 

Michael Petter, Non-Executive Director4 15-20 1 0 0 0 0 15-20 

Trevor Spires, Non-Executive Director4 15-20 3 0 0 0 0 15-20 

Malcolm Berryman, Non-Executive Director 4 10-15 2 0 0 0 0 10-15 
Judith Smyth, Non-Executive Director from 1/12/2014 0-5 0 0 0 0 0 0-5 
Tracey Faraday-Drake, Non-Executive Director from 1/12/2014 5-10 0 0 0 0 0 5-10 
Claire Feehily, Non-Executive Director from 01/1/2015 0-5 0 0 0 0 0 0-5 

Tom Wright, Non-Executive Director to 30/11/20144 5-10 0 0 0 0 0 5-10 

Michael Sadler, Non-Executive Director to 31/8/20144 5-10 2 0 0 0 0 5-10 

Peter Rawlinson, Non-Executive Director to 30/11/2014 5-10 0 0 0 0 0 5-10 

Jonathan Allen, Non-Executive Director from 01/03/2015 0 0 0 0 0 0 0 

Katrina Percy, Chief Executive  185-190 0 0 0 0 40.0-42.5 230-235 

Sandra Grant, Director of Workforce and Development3 135-140 0 0 0 0 72.5-75.0 210-215 

Mark Brooks, Chief Finance Officer 140-145 11 0 0 0 50.0-52.5 190-195 

Chris Gordon, Chief Operating Officer1&3 135-140 0 0 0 0 297.5-300.00 435-440 
Della Warren, Interim Director of Nursing & Allied Health 
Professionals to 31/12/20152 

0 0 0 0 290-295 0 290-295 

Martyn Diaper, Medical Director (Quality) to 12/08/20151 130-135 0 0 0 0 17.5-20.0 140-145 

Helen McCormack, Chief Medical Officer to 30/6/2014  100-105 0 0 0 0 52.5-55.00 150-155 

Suzanne Harriman, Chief Operating Officer to 31/8/2014 170-175 0 0 0 0 0 40-45 
Jude Diggins, Director of Nursing, Allied Health Professionals and 
Quality to 30/4/14 

145-150 0 0 0 0 0 60-65 

 
Notes: 
1. These officers all worked for the Trust in capacities other than as members of the Trust Board during the financial year, associated non-Board earnings 

are as follows: Chris Gordon 15/16 £60-65k  (14/15 £45-50k), Martyn Diaper 15/16 £5-10k (14/15 £10-15k), Lesley Stevens 15/16 £45-50k, Helen 
McCormack nil (14/15 £135-140k) and Jude Diggins nil (14/15 £135-140k)           
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2. Della Warren and Mark Morgan were supplied to the Trust via an external company, and therefore only the gross supply cost incurred is known to the 
Trust  

3. Pension related benefits amounts for these officers show a larger increase in benefit compared to other officers as they have chosen to contribute 
additional deductions for added years pensions benefit.           

4. The amounts disclosed under tax benefits for these officers relate to tax and NIC paid by the Trust for home to work travel benefit covered by a Pay 
Settlement Agreement (PSA) with the HMRC           

5. Reporting bodies are required to disclose the relationship between the remuneration of the highest-paid Director in their organisation and the median 
remuneration of the organisation’s workforce. For 2014/15 the highest cost Director is paid by via an external company where only the gross cost is 
known. With this in mind the ratio against the highest paid employed director is 7.64 (14/15 7.65)        
           

In 2015/16 no employees received remuneration in excess of the highest-paid director, which was the same in 2014/15.  
 
The median pay calculation is based on the payments made to staff in post on 31 March 2016.       

 The reported salary used to estimate the median pay is the gross cost to the Trust, less employers Pension and employers Social Security costs.  
 The reported annual salary for each whole time equivalent has been calculated by taking the cumulative cost for each employee to March 2016 from the 

Trust's electronic staff record. 
 Payments made throughout the year to staff who were part time have been pro-rated to the equivalent annual whole time salary. 
 Included in the calculation is an estimated average cost for agency & bank staff. All agency and bank staff expenditure is processed through dedicated 

account codes on the financial system.  The total March 2016 expenditure on these codes is used to estimate an average salary. After adjusting agency 
costs for an average 25% agency fee, the total expenditure has been divided by the average number of agency & bank staff used during the year   

 The median salary has been calculated as the middle salary if salaries were ranked in ascending order.  
 The highest paid director’s remuneration is based on their total remuneration which includes all salaries and allowances (including director’s fee), bonus 

payments and other remuneration.  
 Due to the complexities of the reimbursement of Smoking Cessation Advisors, the salary for these small number of individuals has been excluded from 

the median calculation.  This is also the case with staff whom, due to the in year changes in their personal circumstances, resulted in an annualised 
salary lower than the national minimum wage and are therefore not considered indicative of a true annualised full time salary. 

 Southern Health performs a large proportion of its services in house, including facilities management.  The Trust has however outsourced the majority of 
its cleaning and laundry services, this may affect the comparability of the ratio to other NHS organisations who may have followed alternative 
outsourcing solutions.          

 The median pay has increased from £24.5k to £24.8k mainly due to the pay award of 1% in line with Agenda for Change terms and conditions. 
 

Payment for Loss of Office 
The Trust has not made any payments to any individual who was a senior manager in 2015/16, for the loss of office.  
 
Payments to past Senior Managers  
The Trust has not made any payment, of money or any other assets, to any individual who was not a senior manager during the financial year, but had 
previously been a senior manager of the Trust at any time.   
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Pension Benefits  

  

Real 
increase in 
pension at 

pension 
age 

Real 
increase 

in pension 
lump sum 
at pension 

age 

Total 
accrued 

pension at 
pension 
age at 31 

March 
2016 

Lump sum 
at pension 
age related 
to accrued 
pension at 
31 March 

2016 

Cash 
Equivalent 
Transfer 

Value at 1 
April 2016 

Real 
Increase 
in Cash 

Equivalent 
Transfer 

Value 

Cash 
Equivalent 
Transfer 
Value at 
31 March 

2016 

Employers 
Contribution 

to 
Stakeholder 

Pension 

  

(bands of 
£2500) 
£000 

(bands of 
£2500) 
£000 

(bands of 
£5000) 
£000 

(bands of 
£5000) 
£000 

 
£000 

 
£000 

 
£000 

To nearest 
£100 

Katrina Percy, Chief Executive 2.5-5 0-2.5 35-40 100-105 481 34 521 28 
Sandra Grant, Director of People & Communications 5-7.5 17.5-20 35-40 115-120 583 122 711 18 
Mark Brooks, Chief Finance Officer 6 0-2.5 0-2.5 15-20 0 151 28 181 20 
Martyn Diaper, Medical Director (Quality) 2.5-5 0-2.5 10-15 30-35 162 43 207 9 
Lesley Stevens, Medical Director  12.5-15 40-42.5 50-55 155-160 719 259 987 21 
Chris Gordon, Director of Performance, Quality & 
Safety/Chief Operating Officer  

7.5-10 22.5-25 75-80 225-230 1304 170 1489 26 

Sara Courtney, Acting Director of Nursing & Allied 
Health Professionals 

2.5-5 7.5-10 10-15 35-40 146 55 203 10 

Christopher Ash, Director of Integrated Services 
(MCP, West) 

2.5-5 0-2.5 15-20 45-50 187 21 210 10 

Gethin Hughes, Director of Integrated Services 
(MCP, East) 

2.5-5 0-2.5 20-25 60-65 252 25 280 10 

Paul Streat, MCP Provider Development Director 0-2.5 0-2.5 0-5 0-5 0 9 9 5 
6. Part of the 2007 Pension Scheme. 
  

On 16 March 2016, the Chancellor of the Exchequer announced a change in the Superannuation Contributions Adjusted for Past Experience (SCAPE) discount rate from 3.0% 
to 2.8%. This rate affects the calculation of CETV figures in this report.  Due to the lead time required to perform calculations and prepare annual reports, the CETV figures 
quoted in this report for members of the NHS Pension scheme are based on the previous discount rate and have not been recalculated. 
       

Signed:  
 

 
  
 Katrina Percy 
 Chief Executive Officer 
Date: 24 May 2016 
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Staff report 
We employed 6,912 staff as at 31 March 2016.  Our staff share a passion for 
delivering high quality services.  Our staff breakdown is as follows:  

 

 Male Female Total 
Directors 2 4 6 
Senior Managers 12 29 42 
Others 1,260 5,606 6,865 
Total 1,273 5,639 6,912 
 

Average number of employees (WTE basis) 
   2015/16 2014/15 

 Permanent Other Total Total 
 Number Number Number Number 
Medical and dental  211  -  211  238  
Ambulance staff  -  -  -  -  
Administration and estates  1,370  -  1,370  1,305  
Healthcare assistants and other support staff  2,033  -  2,033  1,587  
Nursing, midwifery and health visiting staff  1,748  -  1,748  2,507  
Nursing, midwifery and health visiting learners  -  -  -  73  
Scientific, therapeutic and technical staff  529  -  529  823  
Healthcare science staff 1  -  1  1  
Social care staff  -  -  -  -  
Agency and contract staff -  211  211  287  
Bank staff -  365  365  461  
Other -  -  -  -  
Total average numbers 5,892  576  6,468  7,282  
Of which:     
Number of employees (WTE) engaged on 
capital projects 

12  4  16  56  

 

Our workforce performance is measured in relation to three key areas – competent, 
available and stable workforce and further information on this can be found below. 
 

Competent Workforce  
Participation in the appraisal process was positive throughout the year with more 
than 90% of the workforce having undergone a review of their performance (both 
competence and behaviours) and agreeing their objectives/personal development 
plans for the next year.  The section covering Leadership Education and 
Development provides more detail on this. 
 

Available Workforce 
Despite ongoing challenges with regard to recruitment in certain professional 
disciplines and particular areas, the overall level of vacancies remained fairly stable 
throughout the year at around 8.5% of the total workforce.  The amount spent on 
bank and agency staff also remained consistent at between 8-9% of the total pay bill; 
this was particularly pleasing as, whilst demand increased, there was a positive shift 
towards the use of bank staff rather than those supplied through commercial 
agencies.   
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New rules with regard to expenditure on agency staff were implemented this year 
and the Trust was allocated an initial ceiling of 4% in relation to expenditure on 
registered nurses, health visitors and midwives.  Performance remained within these 
parameters although it is expected that this will become increasingly challenging 
when this threshold is reduced to 3% in 2016/17. 
 
Workforce controls were also introduced internally to ensure that the vast majority of 
temporary staff are sourced from either NHS Professionals or via approved 
framework agencies; these measures were designed to provide assurance in terms 
of the quality of nursing agency supply and to manage the cost of this spend.   
 
Sickness absence levels amongst the Trust’s workforce were broadly consistent as 
the year progressed and these remained in line with expected seasonal trends; the 
year ended with a 12-month rolling average of 4.8%.  As was typical of most NHS 
organisations, the two most prevalent reasons for sickness absence continued to be 
mental health issues (anxiety/stress/depression) and musculo-skeletal problems.  A 
greater emphasis throughout the year was placed upon taking a proactive approach 
to health and well-being in order to prevent absence due to ill health.  With the 
support of the Trust’s occupational health provider, managers also focused on 
supporting staff members who become unwell in order to facilitate their return to 
work at the earliest possible opportunity.   
 
A series of health and well-being ‘Vox-Pop’ events have taken place this year; these 
brought together a number of interested parties from within the workforce and one 
outcome was that a ‘Health and Well-Being Charter’ was produced to support teams 
to endorse the changes that they wished to make. 
 
Every effort is made to ensure that all our staff are treated fairly and equitably 
regardless of their individual characteristics and circumstances. All new employees 
are given training in relation to our values and the principles of treating others with 
dignity and respect.  Robust arrangements are also in place to deal with any reports 
of non-compliance and we continue to monitor trends and take action to bring about 
a positive improvement in terms of behaviours and culture.  With specific regard to 
disabled employees or those who become disabled whilst working for us, we provide 
support and make reasonable adjustments and training as necessary to ensure 
these people can enjoy, or continue to enjoy a fulfilling career with us. 
 
Stable Workforce  
Despite the fact that the Trust was listed in the Health Service Journal/Nursing 
Times’ 100 top employers in the NHS this year, challenges continued in terms of 
attracting and retaining staff.  This was particularly noticeable in the more remote 
locations, services that are situated near to areas that pay London fringe allowance 
and many of our mental health and learning disability services. 
 
The rate of staff turnover was a concern throughout the year as it followed an 
upward trajectory, peaking at 19.5% in November 2015.  Whilst the figure began to 
fall from December 2015 closing at 18.6% in March 2016, a range of initiatives are 
being actively pursued to improve the position. 
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There was a focus on communications about reward and recognition to help promote 
a good understanding and connection of staff to this aspect of the employment 
relationship.   
 
Alternative approaches were also explored including local and corporate recognition 
schemes both for individuals and teams. 
 
A range of mechanisms were in place throughout the year to encourage staff 
members to play a role in the activities and performance of the Trust; this was 
predominantly through the Joint Consultative and Negotiating Committee which 
provided the formal mechanism for discussion in relation to pay/terms and conditions 
of service as well as matters relating to organisational change.  At a local level, staff 
members were also given the opportunity to discuss issues affecting them through a 
variety of means including team briefings, individual meetings and staff surveys. 
 
The key improvements being introduced this year are: 

 Each team will have its own plan reflecting our Trust’s objectives, including a 
consistent performance dashboard (including benchmarking against other 
teams) and a team based quality and performance improvement plan; 

 Community based care will be managed around natural communities bringing 
together our mental health and physical health teams in looking at overall 
performance for that community, again supported by performance dashboards 
and benchmarking; 

 Assurance will be strengthened through the ability to review the overall 
performance of individual teams as well as looking at specific issues (e.g. SIRI 
reporting) across the Trust; 

 Meeting structures will be aligned to team based management in order to reduce 
the administrative burden on the staff managing and delivering care; and 

 Support functions such as finance, estates and quality governance will be 
aligned to our clinical teams in a business partner approach. This will ensure 
staff only provide information once and not multiple times through a mix of 
central and divisional structures 

 
The nature of the services we provide, spread across many locations and many 
teams, means that we must develop the leadership skills of a wide range of staff in 
order to be successful. Therefore we will build on our leadership development 
programmes known as ‘Viral’ to achieve this aim. 
 
Health and Safety  
Over the last 12 months we have continued to promote Health and Safety/ Fire 
Safety and Security within the workplace, and we continue to make sure we are 
compliant with both the Health and Safety at Work Act 1974 and the Fire Safety 
Order 2005 through Audits and re-inspections of premises that have significant 
findings within their Risk Assessments. 
 
The Trust employs a number of Health and Safety professionals, who work across 
the Trust to support the promotion of good practice, develop Health & Safety 
policies, investigate incidents and near-misses, review Health & Safety 
assessments, and ensure compliance with regulations and guidance.  Regular 
Health & Safety and Fire training is undertaken by all staff. 

 Page 41 of 139 
SHFT 20152016 Annual Report – Draft V11 



 
Countering Fraud 
We adopt best practice procedures to tackle fraud, as recommended by NHS 
Protect.  All fraud concerns are investigated by our Local Counter Fraud Specialist, 
TIAA, in conjunction with NHS Protect as appropriate.  Every investigation is 
reported to the Audit, Assurance & Risk Committee.  During the year 14 cases were 
investigated resulting in the recovery of £15,947.  10 cases are still under 
investigation with a number likely to result in further recovery and the potential for 
criminal/disciplinary sanctions being applied.  6 investigations were closed during the 
year.   
 
In addition to investigating potential fraud we are committed to preventing fraud.  We 
widely publicise our policies and procedures together with the Counter Fraud 
Newsletter.  Regular updates such as information on common scams or fraud alerts 
are provided through the weekly bulletin and other means.  The Local Counter Fraud 
Specialist delivers awareness training to all staff.  They also conducted a number of 
proactive exercises using sophisticated data analytic techniques designed to identify 
outliers and anomalies.  As a result of this work an additional £33,164 has been 
recovered.     
 
In 2015/16 the Local Counter Fraud Specialist delivered 125.2 days of proactive 
work which included work designed to prevent and detect fraud along with 
preventative training compared to 115 days in 2014/15. 
 
Summary of performance – NHS staff survey  
The NHS Staff Survey is one way that we can hear directly from staff about their 
experience at work across a variety of factors.  The responses received help to 
ensure that their views inform decisions that influence what it is like to work here or 
receive treatment from our services.  An increase in the response rate to 33% was 
pleasing to note this year and the staff engagement score remained high at 3.76. 
 
In five of the key findings in the report, we were rated as being in the top 20 per cent 
when compared with other combined mental health/learning disability and 
community trusts.  There were also improvements in respect of staff motivation at 
work and positive scores for development and training.  In many areas our scores 
have shown very little change since 2014 and are average when compared to the 
sector.  There were also some findings that reflect areas where we need to focus 
efforts to make improvements.   
 
Our top scores, as compared to other combined mental health/learning disability and 
community trusts in England, were seen in relation to high levels of engagement 
with:  

 The appraisal process;  
 Low levels of harassment, bullying and abuse from patients;  
 The quality of non-mandatory training, learning and development;  
 The effective use of patient/service user feedback; and  
 Staff not feeling pressure to attend work when they have been feeling unwell. 
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Our lowest scores by comparison to others were in respect of actions being taken in 
terms of:  

 Health and well-being;  
 Staff being required to work extra hours;  
 Staff/colleagues reporting their experience of harassment, bullying or abuse;  
 The recommendation of the trust as a place to work or receive treatment; and  
 Effective communication between senior managers and staff. 

 
A range of actions designed to bring about a positive improvement in performance 
will be agreed with staff and their representatives. 
 
Staff survey results are benchmarked each year to enable trusts to identify those 
areas where they are performing particularly well and those where improvements 
could be brought about.  Below are the details of the key findings from the latest 
NHS staff survey: 
 
 2014/15 2015/16 Trust improvement / 

deterioration 
 Trust National 

Average 
Trust  National 

Average 
Increase/decrease in % 
points 

Response 
rate 27% 42% 33% 44% Increase by 6% points 
 
 2014/15 2015/16 Trust 

improvement / 
deterioration 

Top 4 ranking scores Trust National 
Average 

Trust  National 
Average 

 

KF11 Percentage of staff 
appraised in the last 12 
months 

96% 88% 96% 91% No change 

KF25 Percentage of staff  
experiencing harassment, 
bullying or abuse from 
patients, relatives or the 
public in the last 12 months 

20% 30% 26% 28% 
Increase by 6% 

points 

KF13 Quality  of non-
mandatory training, 
learning or development 

n/a n/a 4.07 4.03 n/a 

KF32 Effective use of 
patient/service user 
feedback 

n/a n/a 3.69 3.74 n/a 

 
 
 
 
 
 
 

 Page 43 of 139 
SHFT 20152016 Annual Report – Draft V11 



 2014/15 2015/16 Trust 
improvement / 
deterioration 

Bottom 4 ranking scores Trust Nationa
l 
Averag
e 

Trust  National 
Average 

 

KF19 Organisation and 
management interest in and 
action on health and 
wellbeing 

n/a n/a 3.54 3.69 n/a 

KF16 Percentage of staff 
working extra hours 

77% 71% 77% 72% No change 

KF27 Percentage of 
staff/colleagues reporting 
the most recent experience 
of harassment, bullying or 
abuse 

n/a n/a 44% 48% n/a 

KF1 Staff recommendation 
of the organisation as a 
place to work or receive 
treatment 

3.61 3.57 3.57 3.7 Decrease by 0.4 

 
Future priorities and targets  
Southern Health is benchmarked against other Trusts on a national basis within the 
combined mental health/learning disability and community sector.  In addition to 
those on the specific themes, questions relating to staff engagement are also 
included in the staff survey which, when combined, provide an overall staff 
engagement score.  This score is calculated using the questions that make up key 
findings relating to: an employee’s perceived ability to contribute to improvements at 
work; their willingness to recommend the Trust as a place to work or receive 
treatment; and the extent to which they feel motivated and engaged with their work.  
The overall level of staff engagement with Southern Health remained static at 3.77 
out of a possible 5.00; this compares slightly less favourably than those results for 
comparator trusts, for which the national average was 3.81 in 2015.   
 
The score in relation to staff motivation at work has improved since last year; the 
score for which was 3.93 for Southern health as compared to the national average of 
3.88 for comparator trusts.  Performance deteriorated in respect of the percentage of 
staff reporting errors, near misses or incidents; those staff experiencing harassment, 
bullying, abuse and physical violence from patients, relatives or the public and the 
reporting of such.  Staff engagement is a challenge in itself and so a comprehensive 
programme of work in this connection has been developed for implementation in 
2016/17.  With regard to specific themes arising from the results, the focus next year 
will be on improving health and well-being; reducing incidents of bullying, 
harassment, abuse and violence; communication and engagement; and reporting 
errors and near misses.  We will also focus on improving results in terms of staff 
recommending the Trust as a place to work and receive treatment.  Performance 
improvement measures will be determined in relation to these areas and monitoring 
of delivery against these will be overseen by the Strategic Workforce Committee.    
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Off Payroll Engagements   
To ensure adherence to HM Treasury requirements in respect of tax and national 
insurance for public sector appointees, we have arrangements in place for the 
appropriate use of external contractors where engagements last for six months or 
more and the daily rate exceeds £220.  These arrangements apply when we contract 
with an individual through an intermediary company, and also where the contract is 
direct with an individual, and provides the appropriate assurances that the 
independent contractor is complying with his/her income tax and national insurance 
obligations. 
 

All off-payroll engagements as of 31 March 2016, for more than £220 per day 
and that last for longer than six months 
No. of existing engagements as of 31 March 2016 6 
Of which...  
No. that have existed for less than one year at time of reporting. 6 
No. that have existed for between one and two years at time of reporting. 0 
No. that have existed for between two and three years at time of reporting. 0 

No. that have existed for between three and four years at time of reporting. 0 

No. that have existed for four or more years at time of reporting. 0 
Confirmation that all existing off-payroll engagements, outlined above, have at 
some point been subject to a risk based assessment as to whether assurance 
is required that the individual is paying the right amount of tax and, where 
necessary, that assurance has been sought 

Yes 

 

All new off-payroll engagements, or those that reached six months in duration, 
between 1 April 2015 and 31 March 2016, for more than £220 per day and that 
last for longer than six months  
No. of new engagements, or those that reached six months in duration, 
between 1 April 2015 and 31 March 2016 

6 

No. of the above which include contractual clauses giving the trust the right to 
request assurance in relation to income tax and National Insurance 
obligations 

6 

No. for whom assurance has been requested 6 
Of which...  
No. for whom assurance has been received 6 
No. for whom assurance has not been received 0 
No. that have been terminated as a result of assurance not being received. 0 

 

Any off-payroll engagements of board members, and/or, senior officials with 
significant financial responsibility, between 1 April 2015 and 31 March 2016 

Number of off-payroll engagements of board members, and/or, senior officials 
with significant financial responsibility, during the financial year. 

2 

Number of individuals that have been deemed ‘board members and/or senior 
officials with significant financial responsibility’ during the financial year. This 
figure should include both off-payroll and on-payroll engagements. 

12 
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During the year the Trust engaged two senior officials on an off-payroll basis.  The first of these was a continuation of the 
engagement of an interim Director of Nursing.  The Trust had a requirement for a skilled and experienced Director of Nursing until a 
permanent appointment could be made and the most suitably qualified candidate for the role came via an agency.  An appointment 
of a permanent Director of Nursing has now taken place and takes up her position with the Trust on 1 May 2016. There was also a 
need for a Director of Operations for Mental Health Services.  Initial recruitment processes did not identify appropriate candidates 
and as such an experienced and skilled interim has been appointed until a suitable permanent appointment can be made.  The 
Trust is actively undertaking a recruitment process for this role. 
 

Staff exit packages – Information subject to audit    

Exit package cost band  

 2014/15 2015/16 

 

Number of 
compulsory 

redundancies 

Number of other 
departures 

agreed 

Total number of 
exit packages by 

cost band 

Number of 
compulsory 

redundancies 

Number of 
other 

departures 
agreed 

Total number 
of exit 

packages by 
cost band 

<£10,000  0 3 3 11 59 70 
£10,00 – £25,000  4 13 17 9 10 19 
£25,001 – £50,000  2 14 16 13 7 20 
£50,001 – £100,000  1 6 7 11 1 12 
£100,000 – £150,000  0 0 0 1 0 1 
£150,001 – £200,000  0 0 0 0 0 0 
>£200,000 0 0 0 0 0 0 
Total number of exit 
packages by type  

7 36 43 45 77 122 

Total resource cost  £207,394 £1,154,438 £1,361,832 
 

£1,517,948 
 

 
£689,942 

 

 
£2,207,890 
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Exit packages: non-compulsory departure payments 
 

2014/15 2015/16 

  

Agreements  
Number 

Total Value of 
Agreements  

£000 

Agreements  
Number 

Total Value of 
Agreements  

£000 
Voluntary redundancies including early retirement 
contractual costs  

2 55 0 0 

Mutually agreed resignations (MARS) contractual costs  32 1,022 25 475 

Early retirements in the efficiency of the service contractual 
costs  

0 0 0 0 

Contractual payments in lieu of notice  1 15 51 182 
Exit payments following Employment Tribunals or court 
orders  

0 0 1 3 

Non-contractual payments requiring HMT approval  1 63 1 30 

Total  36 1,154 78 690 
Of which:  
non-contractual payments requiring HMT approval made to 
individuals where the payment value was more than 12 
months of their annual salary  

0 0 0 0 

 
One MAR Scheme was administered in 2015/16.  This resulted in 25 successful applications, the total cost of the severance packages 
amounted to £475,000.  In addition to this, settlement agreements were made with two staff members following the submission of 
Employment Tribunal /Treasury approval applications.  Treasury approval was required for both of these cases since the proposed 
settlement figure was above the individuals' contractual entitlements.   

 
Expenditure on consultancy  
During 2015/16 we spent £704,000 on consultancy support, compared to £1,517,000 in 2014/15.  This followed the introduction of 
tighter controls.  
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The disclosures set out in the NHS Foundation Trust Code of Governance 

Monitor introduced an updated Code of Governance in December 2013; the new Code 
took effect from 1 January 2014 and is issued as best practice advice, but imposes 
some specific disclosure requirements within the Annual Report. 
 
Southern Health NHS Foundation Trust has applied the principles of the NHS 
Foundation Trust Code of Governance on a comply or explain basis. The NHS 
Foundation Trust Code of Governance, most recently revised in July 2014, is based on 
the principles of the UK Corporate Governance Code issued in 2012. Our Annual 
Report addresses all of the mandatory reporting requirements of the Code.   
 
Our Annual Report gives an account of the way we organise and plan services, and our 
governance arrangements by theme.  For instance, from page XX, in the section  
“About our Board of Directors” and “About our Members and Council of Governors” we 
set out all that we are required to disclose (in accordance with Schedule A of the Code) 
as well as what we believe readers of the Annual Report are interested to 
read.  Therefore, this report does not report on our arrangements against the code on a 
provision by provision basis. 
 
Having reviewed all of our governance arrangements which relate to the Code, we do 
not believe that any of them deviate so substantially from the Code's guidance that an 
explicit statement of non-compliance and explanation for the rationale is required.  

 
Council of Governors 
Our Council of Governors play an essential role in our governance, providing a forum through 
which the Board of Directors is accountable to the local community.  
 
The Council discharges a number of key responsibilities including: 

 Representing the interests of our members and stakeholder organisations in the 
governance of the Trust; 

 Ensuring that we carry out our plans and hold the Non-Executive Directors, individually 
and collectively to account for the performance of the Board; 

 Appointing or removing the Chair and other non-executive directors; 
 Approving the non-executive directors’ appointment of Chief Executive; 
 Determining the remuneration, allowances and other terms and conditions of office of 

non-executive directors; 
 Receiving the Annual Report and Accounts, including the external auditor’s report;  
 Developing and reviewing our membership strategy, which was approved by the Trust 

Board in December 2013; and 
 Providing views to the Board of Directors on our strategic direction and future plans. 

 
Membership of the Council 
From 1 April 2015 – 31 March 2016 there were 26 members of the Council of Governors as 
set out in our Constitution.  

 15 public governors (elected by public members of the Trust);  
 5 staff governors (elected by staff members); and 
 6 appointed governors (selected by the organisation they represent). 
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Meetings of the Council of Governors 
During 2015/16 seven meetings of the Council (including the Annual Members’ Meeting) were held, all in public, where the Board 
accounted for our performance. The 2014/15 Annual Report and Accounts were presented at the Annual Members’ Meeting (AMM) in 
September 2015. 

 
Name 
 

Appointed 
/ Elected 

Class 
 

Constituency 
 

Term of Office 

T
e

rm
 

2
0

15
.0

4.
2

8 

2
0

15
.0

7.
2

8 

2
0

15
.0

9.
2

2 

2
0

15
.0

9.
2

2*
 

A
M

M
 

2
0

15
.1

0.
2

7 

2
0

16
.0

1.
2

6 

2
0

16
.0

1.
2

6 

Andrew Jackman 
(Lead Governor)  
 

E Public  Southampton 25 July 2011 – 24 July 2014 
25 July 2014 – 24 July 2017 

2nd 
     a  

Susie Scorer  
 

E Public  Southampton 01 April 2009 – 31 March 2012 
10 July 2012 – 9 July 2015 
10 July 2015 – 09 July 2018 

3rd 
       

Thomas Whicher E Public  Southampton 10 July 2015 – 09 July 2018 1st     a   
             

Julia Pride 
 

E Public  South West 10 July 2012 – 9 July 2015 1st 
       

John Green 
 

E Public  South West 10 July 2012 – 9 July 2015 
21 July 2015 – 20 July 2018 

2nd 
  a a    

Bridget Brook 
 

E Public  South West 25 July 2011 – 24 July 2014 
25 July 2014 – 24 July 2017 
Resigned 27 October 2015 

2nd 
a a    a 

 

Josephine Metcher E Public  South West 10 July 2015 – 09 July 2018 1st        

John Beaumont E Public  South West 16 February 2016 – 24 July 2017 1st        
             

Helen Keats 
 

E Public  Hampshire 
Boundaries  
Rest of England 

25 July 2011 – 5 February 2013 
 
6 February 2013 – 5 February 2016 

2nd 
  a a  a  
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Peter Bell E Public  Rest of England 15 March 2016 – 14 March 2019 1st        
             

Susan Smith 
 

E Public  North Hampshire 10 July 2012 – 9 July 2015 
21 July 2015 – 20 July 2018 

2nd 
a  a a    

Cherry Barney E Public  North Hampshire 25 July 2014 – 24 July 2017 1st  a a a a a a 

Tracey Butler E Public  North Hampshire 13 April 2015 – 12 April 2018 1st a a a a a a a 
             

Ray Ellis 
 

E Public  South East 6 February 2013 – 5 February 2016 
Ended 20 April 2015 

1st 
       

Arthur Monks 
 

E Public  South East 10 July 2012 - 9 July 2015 
21 July 2015 – 20 July 2018 

2nd 
  a a   a 

Debbie Wilsher  E Public  South East 10 July 2012 – 9 July 2015 1st        

Claire Hughes E Public  South East 21 July 2015 – 20 July 2018 1st   a a a a a 

William Webber E Public  South East 21 July 2015 – 20 July 2018 1st        
             

Maureen Norton E Public  Oxfordshire and 
Buckinghamshire 

21 July 2015 – 20 July 2018 
Resigned 14 December 2015 

2nd 
 a a a    

Mark Aspinall E Public  Oxfordshire and 
Buckinghamshire 

21 July 2015 – 20 July 2018 
 

1st 
    a  a 

             

Dave Cubbon  
 

E Staff 
 

Southampton 25 July 2011 – 24 July 2014 
25 July 2014 – 24 July 2017 
Resigned 7 October 2015 

2nd 
a a     

 

Alia Sidki-Gomez E Staff 
 

Southampton 15 March 2016 – 14 March 2019 1st 
       

Nick Sargeant 
 

E Staff 
 

North Hampshire 8 August 2012 – 7 August 2015 
08 August 2015 – 07 August 2018 

2nd 
  a a    
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David Goss 
 

E Staff 
 

Staff - 
Oxfordshire, 
Buckinghamshire 
and Rest of 
England 

21 February 2014 – 20 February 2017 
Resigned 01 May 2015 

1st 

      

 

Richard Mandunya 
 

E Staff 
 

Staff - 
Oxfordshire, 
Buckinghamshire 
and Rest of 
England 

15 March 2016 – 14 March 2019 1st 

      

 

Vicky Melville E Staff South West 25 July 2014 – 24 July 2017 1st  m m m m m m 

Paul Valentine E Staff 
 

South East 21 December 2014 – 20 December 
2017 

1st 
a  a a a   

             

Janet Chierchia  A Appointed Carers Together  
 

1 March 2010 – 28 February 2013 
1 March 2013 – 29 February 2016 

2nd 
    a a  

Adrian Thorne A Appointed Carers Together  01 March 2016 – 28 February 2019 1st        

Elizabeth Hall   
 

A Appointed Mencap  
 

1 February 2010 – 31 January 2013 
1 February 2013 – 31 January 2016 

2nd 
  a a    

Prof. Clive Holmes 
 

A Appointed University of 
Southampton  

8 January 2014 – 7 January 2017 1st 
 a a a  a  

Cllr Andrew Joy 
 

A Appointed Hampshire 
County Council 
 

17 September 2014 – 17 September 
2014 
18 September 2014 – 1 May 2017 

2nd 
a       

Cllr Paul Lewzey 
 

A Appointed Southampton City 
Council 
 

21 August 2013 – 30 June 2014 
1 July 2014 – 30 June 2015 
01 July 2015 – 30 June 2016 

3rd  
a       

Rick Smith 
 

A Appointed Age Concern 
Hampshire  

1 December 2012 – 30 November 
2015 

1st 
    a   

 Attended the meeting        a Apologies received for the meeting     M Maternity Leave 
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At the end of 2014/15, the Council established an Appointment Committee in line with the 
Constitution, to undertake its duties and make recommendations to the Council of 
Governors regarding the appointment, re-appointment or removal of the Chair and other 
non-executive directors.   
 
After consulting with the Appointment Committee, the Council, at its April 2015 meeting, 
approved to the reappointment of both Trevor Spires and Mike Petter for a further three 
year term.  The Council then took a decision at its July 2015 meeting to appoint to the role 
of the Chairman.  Odgers Berndtson were used to aid the Appointment Committee in 
recruiting to the Trust Chair role at a fee of £14,031. 
 
Directors regularly attend Council of Governors meetings to be available to answer 
questions and participate in discussions. Both executive and non-executive directors take 
steps to understand the views of governors and members through attendance at Council 
of Governors meetings; attendance at Governor Development sessions; and Informal 
meetings between the Non-Executive Directors and Governors on a regular basis. 
 
In preparing our Annual Plan, the Board of Directors had regard to the views of the Council 
of Governors through contributions and feedback provided via the formal Council Meetings 
and through Governor Development sessions.   
 
In 2015/16 the Governors have not exercised their power under paragraph 10C of 
Schedule 7 of the NHS Act 2006 to require one or more of the directors to attend a 
Governors’ meeting for the purpose of obtaining information about the Trust’s performance 
of its functions or the directors’ performance of their duties.  The Trust’s Constitution sets 
out the process for resolving disputes between the Board of Directors and the Council of 
Governors.  Additionally, it sets out the process for Governors to make a referral to the 
Panel for advising NHS foundation trust governors. 
 
Council of Governors’ Conflicts of Interest and Register of Interests 
Governors are required to register any details of company directorships or other material 
interests in companies held by them where those companies or related parties are likely to do 
business, or are possibly seeking to do business with us. 
 
We maintain a formal Register of Governors’ Interests. Members of the public can gain access 
to the Register of Governors’ Interests by visiting our website www.southernhealth.nhs.uk or by 
contacting the Company Secretary and Head of Corporate Governance on 023 8087 4000. 
 
Membership 
Anyone aged 14 or over can become a member of our Trust. Our membership is divided 
into both public and staff constituencies.  Our public membership is divided into six 
constituencies based on local government boundaries, these are Oxfordshire and 
Buckinghamshire; North Hampshire; South West Hampshire; South East Hampshire; 
Southampton; and the Rest of England.   
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Our staff membership is divided into five constituencies, which are based on the 
geographical boundaries within which we operate. These are Oxfordshire, 
Buckinghamshire, and Rest of England; North Hampshire; Southampton; South West 
Hampshire; and South East Hampshire. 
 
 Staff 

constituency 
Public 
constituency 

Total 
membership 

At year start (1 Apr 2015) 8,284 9,828 18,112 
New members  1,032 60  
Members leaving 1,201 391  
At year end (31 Mar 2013) 8,115 9,497 17,612 
 
We are committed to further developing a diverse, representative membership to reflect 
local communities and the Community, Mental Health, Learning Disabilities and Social 
Care services the Trust provides. 
 
Analysis of the our public membership has shown that young people aged up to 18, 
excluded ethnic and minority groups and people aged between 30 and 39, are the most 
under-represented groups. 
 
Our two-year Membership Strategy, covering the period from May 2015 to April 2017, 
focuses on recruitment and engagement, in terms of sustaining and building on ongoing 
membership, but also on activities and events designed to target the hard to reach groups 
detailed above.  
 
Engagement with members and two-way communication between members and the Trust 
is vitally important to us, helping the organisation to remain locally accountable. 
 
We have continued to focus our efforts on increasing and improving opportunities for 
involvement. Opportunities have included the Annual Members’ Meeting, public Board 
meetings and events across the Trust’s constituencies. 
 
A programme of targeted recruitment and engagement activity is ongoing, alongside 
ongoing membership and staff recruitment activities and engagement. This comprises a 
series of events, tailored to constituencies, and under-represented groups in the area, with 
the aim of increasing awareness of the Trust and the services Southern Health provides in 
the communities it serves.  
 
These facilitate another method of engagement, an opportunity for increasing involvement 
and participation, and a means of encouraging more members to join. Events already held 
and attended have resulted in additional members being recruited to the Trust in 
traditionally under-represented groups. 
 
Board Committees 
In order to discharge its duties effectively, the Board is required to have a number of 
statutory Committees, including an Audit, Assurance & Risk Committee, a Charitable 
Funds Committee and a Nominations & Remuneration Committee.  The following section 
sets out the work of all of our Board Committees during 2015/16.  
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Audit, Assurance & Risk Committee  
The Audit, Assurance & Risk Committee is responsible for providing the Board of Directors 
with a means of independent and objective review of financial and corporate governance, 
assurance processes and risk management across the whole of the Foundation Trust’s 
activities (clinical and non-clinical) both generally and in support of the Annual Governance 
Statement.  The Audit, Assurance & Risk Committee is composed of five members, all of 
whom are independent non-executive directors. 
 
The date and attendance at the meeting is detailed below. 

 
 
 
 
 
 
 
 
 
 
 
 
 

 Attended the meeting    a Apologies received for the meeting  
 
Other members of the Trust Board attend the Audit, Assurance & Risk Committee where 
appropriate to provide information and advice.  The following table indicates where our 
staff attended the Committee to present papers and answer questions to support the 
Committee. 

 
 
 
 
 
 
 
 
 
 
 
 
 

 Attended the meeting    a Apologies received for the meeting 
 
 
 
 
 

Members  2
0

15
.0

5.
2

1 

2
0

15
.0

7.
0

6 

2
0

15
.1

0.
0

5 

2
0

16
.0

1.
0

4 

2
0

16
.0

3.
0

7 

Trevor Spires, Non-Executive Director (Committee 
Chair) 

     

Malcolm Berryman a     

Claire Feehily      

Mike Petter         
Judith Smyth    a   

Attendees 2
0

15
.0

5.
2

1 

2
0

15
.0

7.
0

6 

2
0

15
.1

0.
0

5 

2
0

16
.0

1.
0

4 

2
0

16
.0

3.
0

7 

Katrina Percy  a a a  

Mark Brooks    a a 
Dr Martyn Diaper  a       
Paula Anderson      
Chris Gordon   a    
Sandra Grant   a   
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The Audit, Assurance and Risk Committee has responsibility for: 
 Reviewing the establishment and maintenance of an effective system of integrated 

governance, risk management and internal control, across the whole of the 
organisation’s activities (both clinical and non-clinical) that supports the 
achievement of the organisation’s objectives; 

 Ensuring that there is an effective internal audit function established by 
management, which meets mandatory Public Sector Internal Audit Standards and 
provides appropriate independent assurance to the Audit, Assurance & Risk 
Committee; 

 Review of internal audit reports together with the management response and 
monitoring progress on the implementation of agreed recommendations;  

 Discussing with the external auditor, before the audit commences, the nature and 
scope of the audit, and ensure co-ordination, as appropriate, with other external 
auditors in the local health economy and to consider the provision of the external 
audit service, the cost of the audit and any questions of resignation and dismissal; 

 Reviewing external audit reports, including the ISA260 (UK & Ireland) report to 
those charged with governance, and to monitor progress on the implementation of 
recommendations; and 

 Reviewing the annual statutory accounts, annual report, annual governance 
statement (AGS) and Quality Report, before they are presented to the Board of 
Directors, to determine their completeness, objectivity, integrity and accuracy. 

 
During the year the Committee has reviewed a range of internal audit reports covering 
Freedom of Information; Data Quality – Community Waiting Lists; Business Planning; 
Financial Feeder; procurement; payroll feeder systems etc.  Progress against actions 
identified is monitored and where appropriate challenged on a regular basis.   
 
The Committee has also taken an oversight role in reviewing the portfolios of Board 
Committees, in order to ensure that there is an appropriate division of responsibilities to 
minimise duplication of reporting, and simultaneously ensure clarity of allocation of areas 
of work. 
 
Internal Audit arrangements 
We have an internal audit function, which is provided by RSM.  The Head of Internal Audit 
reports to the Chief Finance Officer, and attends the Audit, Assurance & Risk Committee 
meetings. In line with the requirements of the Public Sector Internal Audit standards, the 
work of internal audit is planned and performed with a view to reviewing and evaluating the 
risk management, control and governance arrangements that we have in place, 
particularly focussing on how these arrangements help the organisation achieve its 
objectives.  This is achieved through a risk based programme of work, agreed with 
management and approved by Audit, Assurance & Risk Committee. 
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Based on the work undertaken in 2015/16 we received the Head of Internal Audit Opinion, 
as follows: 
 

 The organisation has an adequate and effective framework for risk management, 
governance and internal control.  However our work has identified further 
enhancements to the framework of risk management, governance and internal 
control to ensure that it remains adequate and effective. 
 

External Audit arrangements 
External Audit is undertaken by PricewaterhouseCoopers LLP whom attend the Audit, 
Assurance & Risk Committee meetings.  The external auditor is responsible for auditing 
and giving an opinion on our annual accounts each year.  In auditing the accounts, 
external auditors have two objectives: 
 

 To review the report on the Trust’s annual report  and financial statements and 
annual governance statement; and  

 To review whether the Trust has made proper arrangements for securing economy, 
efficiency and effectiveness in its uses of resources. 

 
In addition, they provide a limited assurance opinion on the audited information in the 
Trust’s Quality Report. 
 
The Audit, Assurance & Risk Committee reviews and monitors the external auditor’s 
independence and objectivity. The Audit, Assurance & Risk Committee is responsible for 
approving any non-audit services and fees delivered by the external auditor. There have 
been no additional services provided by our external auditors in 2015/16. 
 
The Council of Governors has responsibility for appointing the external auditors and in 
October 2015 the Governors agreed a process for the appointment of the external auditors 
when the current contract ends after completion of the 2015/16 audit.  The procurement 
will be managed by a small panel that will include two Governors.  The panel will make a 
recommendation to the Council in July 2016 for consideration and approval. 
 
The fees for the 2015/16 external audit are set out in note XX of the financial statements. 
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Charitable Funds Committee 
The membership of the Committee is detailed below.  
 

Members 2
2

.0
5

.2
0

1
4 

1
0

.1
0

.2
0

1
4 

0
2

.0
2

.2
0

1
5 

Mike Petter (Chair)     
Claire Feehily     
Trevor Spires     
Mark Brooks   a  
Sandra Grant     
 Attended the meeting  a Apologies received for the meeting  
 
The Charitable Funds Committee has responsibility for: 

 Managing the affairs of the Charitable Fund within the terms of the appropriate 
legislation, including the Trustee Act 2000, Charities Act 1993 and the Charities Act 
2006; 

 Monitoring the performance of the investment managers and considering whether 
any action is required; 

 Commissioning investment manager services; 
 Monitoring the level of funds held and taking action to manage those where 

necessary; 
 Receiving proposals for major expenditure (i.e. projects costing approximately 

£25,000 or more) in the forthcoming year;  
 Receiving an income and expenditure report for each fund at each meeting; 
 Approving and monitoring an overall expenditure policy that sets the pace at which 

funds may be extinguished; 
 Developing and approving policies for investment of Charitable Funds; 
 Approving individual items of expenditure over £25,000; 
 Receiving and approving the Charitable Funds accounts and consider the annual 

report which has undergone a formal external audit review prior to approval by the 
Trust Board; 

 Reviewing and approving all proposals to recruit staff from Charitable Funds 
irrespective of value; and 

 Ensuring that funds are spent on an appropriate charitable purpose.  
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Quality & Safety Committee 
The membership of the Committee is detailed below.  

Members 
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2
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Mike Petter (Committee Chair up to 
08.06.2015) 

  
      

Jon Allen (Committee Chair from 03.08.2015)        a 
Malcolm Berryman         
Dr Martyn Diaper         
Tracey Faraday-Drake   a  a a   
Claire Feehily   a      
Dr Chris Gordon      a   
Dr Lesley Stevens         
Della Warren         
Sara Courtney       a  
 Attended the meeting   a Apologies received for the meeting  
 
The Quality & Safety Committee has responsibility for:  

 Monitoring and ensuring that appropriate arrangements are in place for measuring and 
monitoring quality including patient safety and health and safety; 

 Assuring the Board that these arrangements are robust and effective, and support the 
delivery of our strategic objectives; 

 Reporting on and escalating issues which need to be drawn to the Board’s attention;  
 Reviewing risks to quality and safety and agree management mechanisms to improve 

these; and 
 Assuring the Board that we are developing as a learning organisation and can 

demonstrate that the Trust works proactively and reactively to prevent future harm to 
patients, staff and visitors. 
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Service Performance & Transformation Committee 
The membership of the Committee is detailed below.  
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Malcolm Berryman  
(Committee Chair) 

          

Tracey Faraday-Drake   a  a a   a  
Judith Smyth           
Trevor Spires      a a a   a  
Mark Brooks       a  a  
Dr Chris Gordon      a  a  a 
Dr Lesley Stevens      a a a a  
 Attended the meeting    a Apologies received for the meeting     *Extra meeting held 
 
The Service Performance & Transformation Committee has responsibility for:  

 Monitoring the development and delivery of the strategic action plan, ensuring that this 
is in line with our agreed Trust Strategy, and to provide assurance to the Board on this; 

 Monitoring the strategic financial performance of our Trust and to oversee our financial 
strategy, providing assurance to the Board that we are meeting our identified plan, and 
that this is in accordance with Monitor and other regulatory requirements, and 
reviewing and analysing any potential mergers, acquisitions or other significant 
transactions;  

 Overseeing our ‘customer’ strategy ensuring that the patient and service user 
experience is effectively monitored and that the service outcomes are consistent with 
the Trust’s strategic objectives and, at the very least, meet all regulatory requirements; 
and 

 Monitoring Trust performance against agreed metrics across the range of Trust 
services. 
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Strategic Workforce Committee 
The membership of the Committee is detailed below. 
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Judith Smyth (Chair)      
Malcolm Berryman      
Tracey Faraday-Drake      
Trevor Spires   a   
Sandra Grant      
Della Warren  a      
Sara Courtney      
Dr Lesley Stevens   a a a 
 Attended the meeting    a Apologies received for the meeting      
 
The Strategic Workforce Committee has responsibility for:  

 Providing the Board with assurance on the development and delivery of our Workforce 
Strategy; 

 Ensuring that there are mechanisms in place to support the development of leadership 
capacity and capability within the Trust; 

 Overseeing the development and design of the workforce, to ensure that we have 
productive staff, with the skills, competencies and information to meet the required 
contractual obligations; 

 Ensuring that there are mechanisms for improving how we engage with our workforce 
so that they are motivated to do the best they can for the organisation and for the 
communities we serve; and 

 Providing assurance to the Board on the Trust’s approach to ensuring compliance with 
relevant equality, diversity and human rights legislation, including the Equality Delivery 
Scheme. 
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Regulatory ratings 
Monitor, the regulator of NHS Foundation Trusts, uses two principal risk ratings to assess 
performance: governance and financial risk ratings.  From 1 October 2013, Monitor 
introduced the Risk Assessment Framework to oversee NHS Foundation Trusts’ 
compliance with the Governance and Continuity of Services requirements of their provider 
licence.  Under this new framework Foundation Trusts continued to receive two scores, 
aligned to the terms of the provider licence.   
 
For the Governance component, a score of Red, Amber or Green is given, with a narrative 
statement provided if we become under investigation, or any concerns identified.  During 
2015 the financial risk rating changed from the Continuity of Services rating to a Financial 
Sustainability rating.  For both financial measures a score of 1 to 4 is given, with 4 being 
the strongest.  The Continuity of Services rating is calculated based on two common 
measures of financial robustness, which are liquidity and ability to pay loans and interest.  
The financial sustainability rating includes both liquidity measures and income and 
expenditure margin.  Our finance risk rating improved from 2 to 3 over the course of the 
year. 
 
Risk ratings are monitored to identify potential and actual problems. Our actual risk ratings 
compared to our planned rating for both the current and prior year are shown below.  The 
Trusts’ Governance rating is “Red – subject to enforcement action”.  Further information on 
this enforcement action can be found on page XX within the Annual Governance 
Statement. 
 
2015/16 Annual 

Plan 
Quarter 1 Quarter 2 Quarter 3 Quarter 4 

Continuity of 
service rating 
 

3 3    

Financial 
Sustainability 
Risk 

2  3 3 3 

Governance 
rating 

Red – 
subject to 

enforcement 
action 

Red – 
subject to 

enforcement 
action 

Red – 
subject to 

enforcement 
action 

Red – 
subject to 

enforcement 
action 

Red – 
subject to 

enforcement 
action 

 
2014/15 Annual 

Plan 
Quarter 1 Quarter 2 Quarter 3 Quarter 4 

Continuity of 
service rating 

4 3 3 2 2 

Governance 
rating 

Red – 
subject to 

enforcement 
action 

Red – 
subject to 

enforcement 
action 

Red – 
subject to 

enforcement 
action 

Red – 
subject to 

enforcement 
action 

Red – 
subject to 

enforcement 
action 
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Statement of the chief executive's responsibilities as the accounting officer of Southern 
Health NHS Foundation Trust  

 
The NHS Act 2006 states that the chief executive is the accounting officer of the NHS 
foundation trust. The relevant responsibilities of the accounting officer, including their 
responsibility for the propriety and regularity of public finances for which they are answerable, 
and for the keeping of proper accounts, are set out in the NHS Foundation Trust Accounting 
Officer Memorandum issued by Monitor.  
 
Under the NHS Act 2006, Monitor has directed Southern Health NHS Foundation Trust to 
prepare for each financial year a statement of accounts in the form and on the basis set out in 
the Accounts Direction. The accounts are prepared on an accruals basis and must give a true 
and fair view of the state of affairs of Southern Health NHS Foundation Trust NHS foundation 
trust and of its income and expenditure, total recognised gains and losses and cash flows for 
the financial year.  
 
In preparing the accounts, the Accounting Officer is required to comply with the requirements 
of the NHS Foundation Trust Annual Reporting Manual and in particular to:  
 

 Observe the Accounts Direction issued by Monitor, including the relevant accounting and 
disclosure requirements, and apply suitable accounting policies on a consistent basis;  

 Make judgements and estimates on a reasonable basis;  
 State whether applicable accounting standards as set out in the NHS Foundation Trust Annual 

Reporting Manual have been followed, and disclose and explain any material departures in the 
financial statements;  

 Ensure that the use of public funds complies with the relevant legislation, delegated authorities 
and guidance; and  

 Prepare the financial statements on a going concern basis.  
 
The accounting officer is responsible for keeping proper accounting records which disclose 
with reasonable accuracy at any time the financial position of the NHS foundation trust and to 
enable him/her to ensure that the accounts comply with requirements outlined in the above 
mentioned Act. The Accounting Officer is also responsible for safeguarding the assets of the 
NHS foundation trust and hence for taking reasonable steps for the prevention and detection 
of fraud and other irregularities.  
 
To the best of my knowledge and belief, I have properly discharged the responsibilities set out 
in Monitor's NHS Foundation Trust Accounting Officer Memorandum. 

 
Signed:  

 
 

  
 Katrina Percy 
 Chief Executive Officer 
Date: 24 May 2016 
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Annual Governance Statement   
 
Scope of responsibility  
As Accounting Officer, I have responsibility for maintaining a sound system of internal 
control that supports the achievement of the NHS foundation trust’s policies, aims and 
objectives, whilst safeguarding the public funds and departmental assets for which I am 
personally responsible, in accordance with the responsibilities assigned to me. I am also 
responsible for ensuring that the NHS foundation trust is administered prudently and 
economically and that resources are applied efficiently and effectively. I also acknowledge 
my responsibilities as set out in the NHS Foundation Trust Accounting Officer 
Memorandum. 
 
The purpose of the system of internal control  
The system of internal control is designed to manage risk to a reasonable level rather than 
to eliminate all risk of failure to achieve policies, aims and objectives; it can therefore only 
provide reasonable and not absolute assurance of effectiveness. The system of internal 
control is based on an ongoing process designed to identify and prioritise the risks to the 
achievement of the policies, aims and objectives of Southern Health NHS Foundation 
Trust, to evaluate the likelihood of those risks being realised and the impact should they be 
realised, and to manage them efficiently, effectively and economically. The system of 
internal control has been in place in Southern Health NHS Foundation Trust for the year 
ended 31 March 2016 and up to the date of approval of the annual report and accounts. 
Within this statement I have set out where internal control issues have been identified in 
2015/16 
 
Capacity to handle risk  
The Board of Directors has overall accountability for our Risk Management Strategy, and 
as Chief Executive I have responsibility for risk management across the Trust.  I discharge 
my responsibilities through the executive and management team, with clear designation of 
accountability to individuals to support me in this role.  Responsibility for specific areas of 
risk is delegated to Executive Directors in line with functional roles, as well as formal 
designation of executive leads for specific roles such as Infection Prevention & Control, 
Emergency Preparedness Resilience and Response, Safeguarding and Caldicott 
Guardian.  Within our clinical and corporate services, Divisional Directors, Clinical 
Directors and Heads of Corporate Services are responsible for ensuring all staff adhere to 
our risk management systems, policies and procedures.  There is ongoing review of our 
risk register at team, service, divisional and Trust level, and via our divisional governance 
structures and processes monitored through the Trust Forums, Groups, Committees, 
Board Committees and to the Trust Board.  
 
The Audit, Assurance & Risk Committee is responsible for scrutinising the internal controls 
of the organisation including through regular review of the Board Assurance Framework, in 
order that the Board may place reliance on it.  As set out in the Annual Report, 
membership of the Audit, Assurance & Risk Committee is limited to independent Non-
Executive Directors, with Executive Directors and officers of the Trust in attendance as 
required. 
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Other Board Committees have responsibility for scrutinising and monitoring relevant risks, 
relevant sections of the Board Assurance Framework and internal controls.  Each of our 
clinical divisions has its own governance infrastructure in place, which is aligned to our 
overarching Risk Management Strategy. 
 
Risk management training is part of our corporate induction programme for all new staff 
and the Risk Management Strategy requires all staff to take responsibility for identifying 
and managing risk, regardless of their role.  Appropriate training is also given to individuals 
with specific responsibilities for risk management.  Copies of the Risk Management 
Strategy and Policy are available on our intranet and website. 
 
We learn good practice through clinical supervision and reflective practice, responsive and 
proactive reviews, performance management, continuing professional development, 
clinical audit, internal peer reviews and Care Quality Commission inspection reports, 
complaints investigations and from Serious Incident Panel reviews, sharing 
recommendations and good practice where appropriate. 
 
We encourage a positive culture of incident reporting, review and learning.  Incidents are 
monitored and reviewed at team, service, divisional and Trust level to ensure trends and 
patterns are identified and responded to where appropriate.  To promote learning, staff are 
actively encouraged to report incidents of near misses.  Work has continued to further 
improve the incident reporting culture with sustained improvements in the three key 
measures of; percentage of incidents reported within 24 hours, percentage of incidents 
reviewed by manager within 10 working days and average number of days taken to 
manage. This will continue to be a priority for us in 2016/17, in addition to the improvement 
work on serious incident and mortality investigation, We have discussed the Mazars 
Report in more detail on page xx of the report. 
 
Performance information and other data, including learning from incidents has been further 
developed to include triangulated dashboards and interactive incident data reports across 
the Trust and at all levels. This informs further quality assessment and improvements, and 
helps to identify areas of risk with weekly / daily escalation reporting and monitoring 
arrangements put in place as necessary.  When I consider how I gain assurance in the 
Trust a whole range of assurances are taken into account, these include patient feedback, 
staff surveys, peer reviews, external reviews, as well as our incident investigation 
processes and the reviews of complaints, concerns and compliments received. 
 
Serious incident investigation processes have been strengthened during the year through 
the implementation of revised processes and a new central investigation team which 
support the Divisional Investigators and has led to improvements in timeliness and quality 
of reports. Plans are in place to continue to develop the level of expertise and number of 
appropriately trained investigators during the coming year. Plans are also in place for 
2016/17 to include incident, serious incident, complaint and risk data within the Trust 
business intelligence tool to further support identification and learning from triangulated 
performance and quality data. 
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The risk and control framework  
Our Risk Management framework is set out in the Trusts combined Risk Management 
Strategy and Policy, Board Assurance Framework Standard Operating Procedure and 
Trust Risk Appetite Statement.  These documents provide a structured process for the 
identification, communication, assessment, escalation and management of risks. The Trust 
Board Risk Appetite Statement defines boundaries and risk tolerance thresholds and 
supports the delivery of our Objectives, clearly defining the amount and type of risk that 
the Trust is prepared to seek, accept or tolerate. Processes are responsive to changing 
circumstances and emerging issues of significance. 
 
The CQC Warning  Notice issued 16 March 2016  highlighted an area for improvement to 
ensure that key identified risks and actions to mitigate should drive the Senior 
Management and Board agenda and this will be a key focus for the Trust going forward.  
 
The Trust’s new Quality Improvement Strategy will further strengthen our approach to 
improving quality through an improved risk management approach.  The most significant 
of these risks are reviewed by the Board through the Board Assurance Framework, and 
also at Board Committees, where all high-scoring risks are scrutinised.  
 
As a result of the issuing of a Warning Notice by the CQC, NHS Improvement took action 
in line with its Enforcement Guidance, to impose an additional licence condition pursuant 
to its powers under s.111 of the Health & Social Care Act 2012.  This required the Trust to 
ensure that it has in place sufficient and effective board, management and clinical 
leadership capacity and capability, as well as appropriate governance systems and 
processes. 
 
The Trust has agreed enforcement undertakings with Monitor.  These relate to potential 
breaches of condition FT4 of the NHS Provider licence.  In order to mitigate the risk in 
relation to the identified licence breaches, the Trust is working to deliver the agreed 
undertakings; monitoring of the delivery of this is via the Trust Board. 
 
The Director of Performance, Quality and Safety/Chief Operating Officer has been 
responsible at executive level for quality governance since August 2015.  Each of the 
clinical divisions has a Director of Integrated Services or Director of Operations as the 
accountable officer.  Additionally, there is a Clinical Service Director for each Service Area 
who is a practising clinician and the accountable operational general manager. Each 
Division also has an identified Associate Director of Nursing, Allied Health Professionals 
and Quality who is responsible for leading the delivery of the quality governance agenda 
within their services, accountable to the Divisional Director. 
 
We employ a number of risk specialists, both in corporate roles and within clinical 
divisions.  In addition, we commission work through the Internal Audit and Counter Fraud 
services to provide advice and scrutiny in relation to specific areas of risk. 
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Risk management is the responsibility of all staff within the organisation, which is made 
clear in the strategy and reinforced through staff training.  Accountability for the 
management of risk is undertaken through our reporting and monitoring framework which 
includes Trust Board, Board Sub committees, Divisional, service and team including our 
Quality Governance Assurance Framework and quality improvement work streams. Staff 
are held accountable for their role in managing risk through regular management 
supervision and appraisal. 
 
Trust’s requirements for risk review and escalation  
All significant risks are logged, maintained and monitored on our Risk Register along with 
action plans to mitigate those risks.  The risk register is reviewed and monitored 
consistently at Board Committee, Executive, Divisional and team level. Our Risk Register 
incorporates risks at team, service, divisional, corporate and strategic level. Each risk has 
an identified monitoring committee which is appropriate for the risk type and level. The 
identified monitoring committee for each risk has responsibility for overview, scrutiny and 
escalation of risks according to the Risk Management Strategy and Risk Appetite.  
 
We have an established range of systems and approaches for reducing and managing 
risks in line with boundaries and risk tolerance thresholds identified in our Risk Appetite 
Statement.  Risk systems include accountability structures, policies and procedures, 
contractual agreements and training arrangements.  We promote a culture where staff are 
supported in identifying risks, managing risks actively and openly, learning from 
experiences and sharing best practice. 
 
Risks, or changes in risk, are identified in numerous ways including through the 
assessment of corporate objectives, our business planning process, project planning, the 
business of committees of the Board, schemes of accreditation and review, and through 
day to day operational activities of our frontline clinical and support services. 
 
All risks are assessed and scored using a standardised scoring matrix to ensure a 
consistent approach and to allow risks to be ranked in order of significance and urgency.  
This tool considers the potential economic, quality, social, health or legal consequences 
for the Trust, our staff, service users and other key stakeholders.   The higher the level of 
risk the more frequently the formal review of that risk and its action plans must take place.  
  
The Board uses the Board Assurance Framework to identify and monitor key risks to 
achieving our Strategic Objectives. It provides a key control framework enabling the Board 
of Directors to monitor progress against action plans to manage and mitigate these risks. 
To support this process a Standard Operating Procedure defines ourrisk management and 
Board Assurance Framework reporting processes as well as staff responsibilities and 
accountability.  
 
The Board Assurance Framework is made available to all via Trust Board meeting papers 
which are online here http://www.southernhealth.nhs.uk/about/who/board/board-meetings/ 
 
 
 

66 
 
 

http://www.southernhealth.nhs.uk/about/who/board/board-meetings/


 
 
 

During 2015/16 the Trust has successfully implemented a new Business Intelligence 
solution, Tableau. The tool is providing individuals, teams, divisions and the Trust Board 
with near real-time analysis of performance metrics. It provides patient level, clinically 
relevant, information to clinicians to enhance the care provided to patients.  
 
At a Trust wide level the Integrated Performance report contains a comprehensive set of 
dashboard and metrics, with a large proportion of these now available to the Trust on a 
daily basis through Tableau. During the last quarter of 2015/16 this approach was 
extended to metrics relating specifically to quality providing the Trust with the ability to 
view incidents on a daily basis, all the way from Board to individual patients. 
 
The intelligence provided by Tableau is informing effective decision making and robust 
performance management processes; resulting in improvements to data quality and 
continuous improvements cycles being applied to key performance indicators. At present 
information is available down to patient or clinician level with consolidated, team level 
dashboards, utilised within performance review meetings at a team, area and divisional 
level. The Trust has a robust plan to further extend the availability of consolidated 
dashboards down to employee level during 2016/17 that will result in all Trust employees 
receiving a monthly, personalised, performance report. 
 
 
In May 2015 we commissioned Deloitte LLP to undertake a follow-up review of board and 
quality governance arrangements in the Trust, following their previous reviews undertaken 
in November 2013. 
 
Deloitte LLP reported on their findings in June 2015; as part of this they reviewed the 
status of implementation of the recommendations made in their previous reports and 
concluded that our Board had been focussed on implementing these and had made 
positive progress against them.  They highlighted that of the 49 recommendations, 26 had 
been fully implemented; 10 were implemented but required continued focus, 11 had only 
been partially implemented and 2 no longer stand.   
 
They noted that where there had only been partial implementation, this was sometimes 
due to recent changes in Board and senior management personnel, while others were in 
early stages of development and would require a longer period of time to embed. 
 
Due to changes within the Board since the previous review, Deloitte undertook a separate 
review of the capacity and capability of the senior leadership team and made a further 
series of recommendations.  The Board accepted these findings, and significant progress 
has been made in responding to these, as well as to closing off the outstanding 
recommendations from the previous board and quality governance reviews. 
 
In December 2015, NHS England published a report which they had commissioned in 
2014 - An independent review of deaths of people with a Learning Disability or Mental 
Health problem in contact with Southern Health NHS Foundation Trust April 2011 to March 
2015 – ‘The Mazars Report’. 
The full report and an easy read version can be found online here 
https://www.england.nhs.uk/south/our-work/ind-invest-reports/   
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The Southern Health NHS Foundation Trust Board fully accepts the finding that the quality 
of processes for reporting and investigating patient deaths, whilst improving, needed to be 
better. In the past, investigations had not always been up to the high standards our 
patients, their families and carers deserved, with the report finding that 30% did not meet 
the required standard. We recognise that the poor quality of some of our investigation 
reports has meant we may have missed learning opportunities. 
Over the period in question we also failed to consistently and properly engage families in 
investigations into their loved ones’ deaths.  
 

The report found that the Trust Board were not sufficiently sighted on all deaths and that 
there had been an imbalance in terms of Board focus on suicides. 
The Trust accepts the vast majority of the recommendations and had already made 
substantial improvements in this area over a sustained period including: 

 In July 2014 a new clinical executive structure was put in place which significantly 
strengthens executive oversight of the quality of investigations, and ensures 
appropriate actions are in place to address any issues identified; 

 In 2015 we invested in establishing a new central investigation team which is 
working with all clinical services to improve the quality and consistency of 
investigations and learning derived from them; 

 In consultation and in partnership with our commissioners we have launched a new 
system for reporting and investigating deaths to increase the monitoring, scrutiny 
and learning from these incidents; 

 New arrangements have been implemented to capture the conclusions of inquests 
more effectively to identify and act swiftly on areas for improvement; and 

 Over the four year period there was a steady increase in the involvement of families 
in investigations.  100% of families where appropriate and who wish to be are now 
involved in investigations relating to the death of a loved one. 
 

Monitor and the Care Quality Commission are both working with the Trust to ensure that 
the necessary progress is being made in delivering on the additional actions and the Trust 
has agreed formal undertakings with Monitor in this regard. We are committed to getting 
this right and believe that by delivering this action plan we can address the gaps identified, 
improve the experience for families and further our integration work with other providers. 
 

One of the challenges that has been highlighted by the report is the reporting and 
investigation of deaths that happen in the community under multiple providers. The report 
considered deaths of all patients who had one or more contacts with the Trust in the 12 
months prior to their death. This means for example, that if the Trust saw an elderly patient 
in a memory outpatient clinic to support them with their dementia and they subsequently 
died of physical health causes several months later whilst under the care of their GP or the 
acute hospital, they were still included in the report.  
There is currently no guidance available as to who should take a lead role to investigate 
deaths of this nature. Our commissioners are working with regulators to review the 
situation and produce guidelines that can be implemented nationally. We welcome the 
greater clarity this will bring about. 
 
The foundation trust is fully compliant with the registration requirements of the Care 
Quality Commission and currently has 41 registered locations. 
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The Care Quality Commission undertook a comprehensive inspection of the Mental 
Health, Learning Disability and Community Health services of the Trust in 2014. The Trust 
was rated as Requires Improvement. 
  
The CQC have carried out five inspections during 2015/16. Each of these was a follow-up 
inspection to review progress against the actions from the 2014/15 inspections. Two 
inspections were within the Trust’s social care services and these services received 
individual ratings of Good and Requires Improvement. Action plans have been developed 
to address any areas for improvement identified. Two inspections of specialised services 
found progress had been made against the original action plan following the October 2014 
inspections with some areas of improvement still to be completed.  
 
The latest Care Quality Commission inspection at the Trust took place in January 2016. 
The inspection focussed on improvements made since their comprehensive inspection in 
2014 and progress made to improve processes for reporting and investigating deaths. 
 
Whilst CQC found a number of improvements had been made, this was not consistent 
across all areas and they issued a warning notice to the Trust on 16 March 2016.  They 
found that at some sites the Trust had not made all the necessary changes in respect of 
ligature points and other environmental remedial works and they were concerned about 
the governance arrangements for identifying and rectifying these. They also found that the 
Trust needed to strengthen its governance arrangements around investigating and 
learning from incidents and adherence to risk management policy and process. The Trust 
took immediate action in relation to specific matters raised in the warning notice and has 
also planned a number of improvements to its governance processes. This will ensure a 
more responsive, proactive identification of environmental risk, better support for teams 
who need it and more empowerment of frontline staff to monitor their performance and 
embed learning.  
 
The CQC did not re-rate the Trust following these inspections. 
 
Quality Strategy   
As part of their review of Board and Quality governance processes in June 2015, Deloitte 
LLP recommended that the Trust’s Quality Strategy required further development. A new 
5year Quality Improvement Strategy has been developed to link the quality activities to the 
Trust’s strategic and business planning methodology to ensure that it becomes business 
as usual for the service managers and senior clinicians rather than an additional 
standalone piece activity. It has been developed taking into consideration the quality 
improvement work which is already established in the Trust such as the Quality 
Programme and use of the national recognised Plan, Do, Study, Act cycle (PDSA) and has 
been enhanced with new quality improvement initiatives such as the development of 
Quality Ambassadors to ensure that quality leads exists at each level of the organisation 
and the improvement results are owned by those providing the care and closest to the 
patients and service users. 
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The Quality Governance Strategy supports the Trust’s overall aim of providing high quality 
and safe care and has at its centre the promotion of a culture of continuous improvement 
where every member of staff has the pride, compassion, confidence and skills to champion 
the delivery of safe effective care. The new strategy has been refreshed to link quality 
activities to the Trust strategic and business planning methodology and will be launched in 
2016 when approved by the Trust Board.  
  
The Peer Review programme is instrumental in validating the completion and embedding 
of the Care Quality Commission inspection action plans and in assessing ongoing 
compliance against the CQC standards. Over 80 peer reviews were carried out during 
2015/16 and a full programme of peer reviews across all clinical divisions has been 
developed for 2016/17. 
 
Risk management is embedded in the activities of our organisation, as described above, 
including in relation to incident reporting and learning, as well as through the use of 
equality impact assessments.  Equality Impact Analysis is a core element of our equality, 
diversity and human rights policy.  We have established internal systems to quality assure 
our Equality Impact Analysis work, which includes the use of the Equality Delivery System, 
a national framework to deliver improved and more consistent performance for patients, 
carers, communities and staff. 
 
We also work in partnership with the commissioners and partner providers in relation to 
the delivery of the quality agenda across the local health economy, including management 
of risks across our geography. 
 
As an employer with staff entitled to membership of the NHS Pension Scheme, control 
measures are in place to ensure all employer obligations contained within the Scheme 
regulations are complied with. This includes ensuring that deductions from salary, 
employer’s contributions and payments into the Scheme are in accordance with the 
Scheme rules, and that member Pension Scheme records are accurately updated in 
accordance with the timescales detailed in the Regulations.  
 
Control measures are in place to ensure that all the Organisation’s obligations under 
employment, equality, diversity and human rights legislation are complied with.   
 
The Foundation Trust has carbon mitigation and climate change adaption plans in place in 
accordance with emergency preparedness and civil contingency requirements, based on 
UK Climate Change Risk Assessment (CCA), to ensure that the organisation’s obligations 
under the Climate Change Act 2008 and carbon reporting requirements are complied with.  
 
Since the licensing regime was introduced by Monitor in 2013 we have established a 
process for ongoing review of compliance against the conditions of the licence.  This is 
reported regularly to the Audit, Assurance & Risk Committee, and also to the Trust Board 
annually and by exception. 
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Following an investigation by Monitor in 2014, which concluded that there were reasonable 
grounds to suspect that we had provided, and were providing, health care services for the 
purposes of the NHS in breach of the conditions of our Licence, the Trust submitted 
undertakings which were accepted by Monitor.   
 
Further regulatory action was taken in January 2016, again, in relation to identified 
breaches of our Licence, following an independent review undertaken by Mazars into 
deaths of people with learning disability or mental health problems in contact with the Trust 
from April 2011 to March 2015 (further information on this report can be found Annual 
Report Ref X).  The Trust has submitted additional undertakings to Monitor with regards 
these breaches, and is subject to further enforcement action.  
 
Further information regarding these undertakings can be found on Monitor’s website: 
https://www.gov.uk/government/groups/southern-health-nhs-foundation-trust  
The undertakings submitted seek to address the risks to compliance with those elements 
of licence condition 4 (relating to Foundation Trust governance) where we have been 
found to be in breach.   
 
In summary, the actions committed to in January 2016 include, but are not limited to: 

 The development and implementation of a Mortality and SIRI Action Plan which 
addresses the recommendations from the Independent review of deaths of people 
with a Learning Disability or Mental Health problem in contact with Southern Health 
NHS Foundation Trust  April 2011 to March 2015 report; 

 The commissioning of an external review of the Mortality and SIRI Action Plan to 
provide assurance that systems and processes implemented are fully embedded 
and operational; and 

 Cooperation with an Improvement Director to be appointed by Monitor. 
 

Since the submission of enforcement undertakings in April 2014, there has been a focus 
by the Board on strengthening the Board governance and quality governance 
arrangements within the Trust.  These arrangements incorporated recommendations made 
by Deloitte LLP in their review in 2013, and their follow up review in 2015. 
In line with the enforcement undertakings submitted in January 2016, the Trust has 
developed an action plan to address the recommendations of the Independent review 
report, and has commissioned Niche/ Grant Thornton to undertake an independent review 
of the action plan in two phases; initially to identify that the plan is appropriate and robust, 
with a planned follow up phase to review its implementation.  In addition, the Trust has 
been co-operating fully with the Improvement Director appointed by NHS Improvement as 
Improvement Director for the Trust. 
 
On 14 April 2016, NHS Improvement issued a Notice of imposition of additional licence 
condition under section 111 of the Health & Social Care Act 2012.  NHS Improvement 
cited that the points highlighted in the CQC Warning Notice, alongside the suspected 
licence breaches which led to Monitor taking regulatory action in April 2014 and January 
2016, had led them to the opinion that the Trust Board was failing to secure compliance 
with its licence or to take the necessary steps to reduce the risk of breach.   
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The additional licence condition requires the Trust to ensure that it has in place sufficient 
and effective board, management and clinical leadership capacity and capability, as well 
as appropriate governance systems and processes, to address specified issues and to 
comply with any enforcement undertakings accepted, or discretionary requirements 
imposed, by NHS Improvement in relation to these issues.  The cited issues are the 
failures in governance of the Trust that have led to the enforcement undertakings agreed 
with Monitor in April 2014 and January 2016, and the Warning Notice issues by CQC on 
16 March 2016, as well as any other issues relating to governance or operations that have 
caused, or contributed to, or are causing or contributing to, or will cause or contribute to, 
the breach of the conditions of the licence. 
 

On 4 May 2016 NHS Improvement issued a Notice of Requirement to appoint an Interim 
Chair.  This was in response to the ongoing governance issues, and following 
determination that the Trust was breaching the additional licence condition issued in April 
2016. 
 

In line with Licence Condition FT4 (8) (a), we are required to submit to NHS 
Improvement within three months of the end of the financial year a corporate 
governance statement by and on behalf of the Board confirming compliance with this 
condition as at the date of the statement.  It must also state the anticipated compliance 
with this condition for the next financial year, specifying any risks to compliance and 
any actions it proposes to take to manage such risks.  This statement requires that we 
set out risks to compliance with the governance condition and actions taken or being 
taken to maintain future compliance.  
 

In 2015/16, our self-certification identified those areas where the Trust was found to be 
in breach of conditions of the licence, and subsequently, a declaration of “not 
confirmed” was issued on the pro forma for various elements of licence condition FT4.  
The Board has received regular updates during the year on actions being taken to 
address those areas where the Trust has been found to be in breach of the licence. 
 

Review of economy, efficiency and effectiveness of the use of resources  
There are a number of key processes in place to ensure that resources are used 
economically, efficiently and effectively.  These include Divisional Directors reporting on a 
monthly basis the actual financial, quality and workforce performance position compared to 
targets agreed by our Board within our annual plan.  This monthly review of actual 
performance against agreed targets takes the form of Divisional Performance Review 
meetings chaired by the Director of Performance, Quality & Safety/Chief Operating Officer 
or another Executive Director. The Executive Directors also review performance at their 
weekly meeting and key issues arising from Divisional Performance Reviews are regularly 
raised there. 
 

Our savings target for 2015/16 was £11.2 million.  Savings of £11.2 million were achieved 
through a combination of recurrent measures which generated £10.5 million cost 
improvement and £0.7 million of non-recurrent measures.  The savings target for 2016/17 
is a further £10.2 million against which plans have been established to generate savings of 
£9.3 million.  The remaining £900k will be identified during quarter 1.  
The Trust develops detailed budgets each year by Division and Corporate service to 
ensure the best possible use of resources to delivering patient care.  The budget is 
presented to the Board by means of the annual plan. 
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Further work has taken place in 2015/16 on the development of patient reported outcome 
measures within mental health services.  The aim of this work is to help understand how 
effectiveness and efficiency can be improved. 
 
We routinely benchmark against other NHS organisations using a number of workforce 
key performance indicators, including sickness, recruitment, retention and turnover rates.  
Performance is monitored at divisional level through Divisional Performance Reviews and 
at Trust level via the Trust Executive Group, the Workforce Resourcing Forum and 
Strategic Workforce Committee. 
 
The Trust Board receives reports on the performance of the estate against a set of Key 
Performance Indicators.  These have been developed to report on criteria such as the 
physical condition, statutory compliance, functional suitability, efficient utilisation and 
energy performance of the estate.  These indicators are benchmarked against other 
Mental Health and Community providers using the Estate Return Information Collection. 
 
The Trust has in place a range of corporate governance and financial policies which 
include the constitution, standing financial instructions, standing orders, scheme of 
delegation and additional underpinning policies including those which prescribe our 
approach to ensure effective procurement of goods and services across the organisation. 
 
The Trust uses its internal auditors to ensure compliance with these policies and to 
undertake further value for money audits.  Each internal audit report is considered by the 
Audit Assurance & Risk Committee and according to the area covered also the Quality & 
Safety Committee and Service Performance & Transformation Committee. 
 
 
Information governance  
Our Information Governance Group, which is chaired by the Director of Information, is 
responsible for ensuring compliance with the Information Governance Toolkit, which 
includes identifying and managing information risks and confidentiality breaches. 
Incident reports are provided and discussed at each group meeting and further 
investigations are commissioned as required. The Information Governance Group 
meets on a two monthly basis and reports to the Audit, Assurance & Risk Committee, 
via the Informatics Forum. 
 
Our Information Governance Management Framework is underpinned by an action 
plan for maintaining improvement arising from the self-assessment against the 
Information Governance Toolkit. It continues to monitor information risks and ensure 
that transfers of person identifiable data are secure, whilst keenly promoting 
awareness of the requirement for confidentiality.  
 
There have been 4 concerns raised with the Information Commissioner’s Office (ICO) and 
reported to us regarding accessing and processing information.  All were fully investigated 
and closed by the ICO with no regulatory action being taken.  There were 3 Information 
Governance incidents that were assessed at SIRI Level 2 and reported to the ICO.  All 
were investigated and closed by the ICO. 
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The ICO Audit Team visited the Trust for three days during October (20-22, 2015) to audit 
our compliance with the Data Protection Act 1998 - subject access process and our 
Information Governance Management processes and framework.  The final report 
concluded that overall there was “reasonable assurance” regarding the processes and 
procedures in place.  There were a number of recommendations to improve practice, 
which are now in an action plan for delivery during 2016-17, which will be monitored at the 
Information Governance Group and reported to the Audit, Assurance & Risk Committee. 
 
Annual Quality Report   
The directors are required under the Health Act 2009 and the National Health Service 
(Quality Accounts) Regulations 2010 (as amended) to prepare Quality Accounts for each 
financial year. Monitor has issued guidance to NHS Foundation Trust boards on the form 
and content of annual Quality Reports which incorporate the above legal requirements in 
the NHS Foundation Trust Annual Reporting Manual.  
 
The Directors are required under the Health Act 2009 and the National Health Service 
(Quality Account) Regulations 2010 (as amended) to prepare Quality Accounts for each 
financial year.  Monitor has issued guidance to NHS foundation trust boards on the form 
and content of annual Quality Reports which incorporates the above legal requirements in 
the NHS Foundation Trust Annual Reporting Manual. The Trust Quality Report 2015/16 
has been developed in line with this guidance.  
 
As in previous years the report sets out quality priorities for the coming year and has 
patient safety, patient experience and clinical effectiveness indicators. Each indicator has 
an identified lead who is responsible for implementing a work plan and submitting progress 
data to the quality governance team following an agreed timeframe. Progress in meeting 
priorities is reviewed by the relevant workstream within the Trust’s quality improvement 
programme.  
 
The Quality Report is sponsored by the Director for Performance, Quality and Safety. All 
data and information within the Quality Report is reviewed at the Quality Improvement & 
Development Forum, Quality and Safety Committee and Board. The Quality Governance 
Strategy supports the Trust’s overall aim of providing high quality and safe care and has at 
its centre the promotion of a culture of continuous improvement where every member of 
staff has the pride, compassion, confidence and skills to champion the delivery of safe 
effective care. This strategy has been refreshed to link quality activities to the Trust 
strategic and business planning methodology with a new 5 year Quality Governance 
Strategy due for launch in April 2016. 
 
 
The Quality Report has been reviewed through both internal and external audit processes. 
Comments from local stakeholders including commissioners, Healthwatch organisations, 
Overview and Scrutiny Committees and the Governors are included in the Quality Report 
and form part of the process to provide assurance that the report is an accurate reflection 
of the quality of services provided by the Trust during the year. 
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The Trust reports Quarterly to Monitor on the access to care and outcome standards with 
performance monitored monthly by the Board. 
  
Review of effectiveness   
As Accounting Officer, I have responsibility for reviewing the effectiveness of the system of 
internal control. My review of the effectiveness of the system of internal control is informed 
by the work of the internal auditors, clinical audit and the executive managers and clinical 
leads within the NHS Foundation Trust who have responsibility for the development and 
maintenance of the internal control framework. I have drawn on the content of the Quality 
Report attached to this Annual Report and other performance information available to me. 
My review is also informed by comments made by the external auditors in their ISA260 
(UK & Ireland) report to those charged with governance and other reports. I have been 
advised on the implications of the result of my review of the effectiveness of the system of 
internal control by the Board, the Audit, Assurance & Risk Committee and the Quality & 
Safety Committee and a plan to address weaknesses and ensure continuous improvement 
of the system is in place.  
 
The following processes have informed my review of the effectiveness of our internal 
controls, as set out in this document. 
 
The Board has reviewed the Board Assurance Framework and other performance and 
compliance reports.  Assurance has been provided to the Board by the Audit, Assurance & 
Risk Committee and other Board Committees, with items formally escalated to the Board 
as required. 
 
The effectiveness of the system of internal control has been reviewed by the Audit, 
Assurance & Risk Committee, which has received the Board Assurance Framework as 
well as other reports, including those from Internal Audit, External Audit and Counter 
Fraud.  The Committee receives all internal audit reports on both financial and non-
financial areas and has monitored the implementation of all recommendations via use of a 
tracker system. 
 
We have had a Clinical Audit Programme in place for 2015/16. Delivery against this plan 
and findings from local audits are reported quarterly to the Clinical Effectiveness Group, 
Quality Improvement & Development Forum and the Quality & Safety Committee. The 
Clinical Audit Programme has been largely on track throughout the year, with the 
exception being where deferral is authorised to allow a policy to be updated before the 
audit is completed, in liaison with commissioners or where national guidance identifies an 
audit requires deferral.  
 
The development of divisions’ audit action plans are reported to and by the Quality and 
Governance Team through the reporting processes described above. 
The agreed 2016/17 Clinical Audit Programme allows for a more targeted and reactive 
approach. External commitments are scheduled in to the programme as well as thematic 
reviews. Additional thematic reviews will be included in the programme in response to the 
identification of high risk areas and activities as a result of serious incident or complaint 
investigations, peer review findings or when identified by divisions as part of their 
governance processes. 
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The Trust also commissions a risk-based programme of assurance reviews from RSM, our 
internal auditors.  Our Internal Audit Plan for 2015/16 was approved by the Audit, 
Assurance & Risk Committee. Based on the work undertaken in 2015/16 we received the 
Head of Internal Audit Opinion which rates the audits as Red, Red /Amber, Amber/Green 
or Green as follows: 
 
Based on the work undertaken in 2015/16, The organisation has an adequate and 
effective framework for risk management, governance and internal control. However, our 
work has identified further enhancements to the framework of risk management, 
governance and internal control to ensure that it remains adequate and effective. 

 
 Reasonable (AMBER/GREEN) or substantial assurance (GREEN) has been given 

for all areas reviewed apart from the following: 
 

 During the year we have provided No assurance (RED) opinion for the following 
area relating to: 

   
 - Management requested a specific review of Data Quality – Community 
Waiting Lists. The key findings identified there were inconsistent approaches 
across the Trust in relation to the handling of waiting lists and recording 
appointments.  Our testing identified that whilst 114 (73%) out of 156 patients 
tested were genuine waiters, the remaining 42 (27%) patients were 
incorrectly included on waiting lists.  Additionally in six instances the referral 
date had been incorrectly recorded.  This led to a risk that waiting lists were 
not complete and accurate and therefore the Trust reporting inaccurate 
waiting list data. 

 
 During the year we have provided partial assurance (AMBER/RED) opinion for the 

following area: 
 

-Our review of Procurement focussed on non-purchase order expenditure.  
Our testing identified a lack of compliance with procurement procedures, 
including not retaining evidence of obtaining quotes and tenders, a lack of 
segregation in approving invoices and a lack of rationale for not using the 
purchase order procurement route.  We also identified that the contract 
register was not fully up to date.  Therefore the Trust may not be maximising 
value for money opportunities.   

 
For each of the above reports an agreed action plan has been put in place with 
Management and we are tracking the implementation of these actions and will 
report back formally to the Audit, Assurance & Risk Committee on these. 

  
PricewaterhouseCoopers, in their role as external auditors, have reviewed the annual 
accounts, annual report and this governance statement in order to provide an independent 
assessment of information provided within the report and statement.   
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Conclusion  
 
As part of my review of effectiveness I must declare whether the Trust has any significant 
internal control issues and set out the actions to be taken to address these.   
 
On the basis of the above, I have concluded that some internal control issues were 
identified in 2015/16, as set out in the enforcement undertakings agreed with Monitor, the 
warning notice from CQC and the Notice of Imposition to impose an additional licence 
condition issued by NHS Improvement.  As such, it is acknowledged that within 2015/16 
not all governance processes were fully effective and as a consequence we cannot 
declare that all functions have been exercised economically, efficiently and effectively. 
 
Notwithstanding this, my review confirms that we have made significant progress to 
address any weaknesses in the system of internal control, deliver agreed undertakings 
and to ensure compliance with our provider licence.   
 
Signed:  

 
 

 
  
 Katrina Percy 
 Chief Executive Officer 
  
Date: 24 May 2016 
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Part 1: Statement on quality from Katrina Percy, Chief Executive Officer of Southern 
Health NHS Foundation Trust 
          
Southern Health’s key priority is to provide patient centred care to people who use our 
services which is safe, effective and provides a positive patient experience. We can only 
do this through continuous quality improvement achieved through a collaborative effort 
from staff, who are in everyday contact with patients, supported by the Trust Board 
focused on getting it right for every patient, every time.  
 
2015/16 has seen us deliver challenging quality improvement plans across the Trust. In 
the first quarter our improvement schedule focused on the undertakings agreed in 2014 
with Monitor, the health service regulator, to improve the quality aspect of our services. 
This included a targeted improvement of our Quality and Board governance to strengthen 
the culture of reporting and oversight from ‘Ward to Board’.  
 
We also carried out a large amount of work on our quality improvement plans for the whole 
of our Learning Disability services. This work is now being overseen by Dr Chris Gordon, 
Director of Performance, Quality and Safety/Chief Operating Officer who extended his 
portfolio in August 2015 to encompass the responsibility for quality performance and 
patient safety under the new title of Director of Performance, Quality and Safety/Chief 
Operating Officer. Dr Lesley Stevens moved into the position of Medical Director to 
support this important work with a focus on patient, service user and family engagement.  
 
In early 2015 an investigation, commissioned by NHS England, was undertaken into 
patient and service user deaths over a four year period to March 2015. An independent 
report was published in December 2015 which raised concerns regarding the quality of our 
serious incident investigations. We accept that the quality, inclusiveness and timeliness of 
processes for investigating and reporting death needed to be better.  In the past, 
investigations have not always been up to the high standards that our patients and their 
families deserve. We have looked at this in great detail and made substantial changes and 
improvements to the way we work in addition to the improvements already made over the 
previous year and will continue to do so as we work hard to learn from all incidents.  
 
Some of these improvements include; 

 Researching, developing and launching a new mortality reporting system; 
 Forming a centralised investigation team to improve the quality, timeliness and 

learning from all investigations; 
 Developing a culture where families are consistently welcomed to be involved in 

incident investigations and will receive open and honest information about mistakes 
that have been made; 

 A commitment to working with other health care partners to investigate serious 
incidents and deaths where care has been given by more than one healthcare or 
social care provider; and  

 Ensuring Board oversight of all deaths in a timely and focused manner. 
 

Monitor are working alongside the Trust to ensure that all of the recommendations 
provided in the report are adopted and a robust system of monitoring is in place whilst they 
embed into the culture of the organisation.  
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As a result of the report, the Care Quality Commission visited targeted areas of Mental 
Health and Learning Disabilities services in January 2016 and spent time reviewing our 
mortality governance processes in February 2016.  
 
Whilst the Care Quality Commission found a number of improvements had been made, 
this was not consistent across all areas and they issued a warning notice to the Trust on 
16 March 2016.  They found that at some sites the Trust had not made all the necessary 
changes in respect of ligature points and other environmental remedial works and they 
were concerned about the governance arrangements for identifying and rectifying these. 
They also found that the Trust needed to strengthen its governance arrangements around 
investigating and learning from incidents. The Trust took immediate action in relation to 
specific matters raised in the warning notice and has also planned a number of further 
improvements to its governance processes. This will ensure a more responsive, proactive 
identification of environmental risk, better support for teams who need it and more 
empowerment of frontline staff to monitor their performance and embed learning.  
 
The Care Quality Commission reports were received by the Trust on 29 April 2016 and a 
comprehensive improvement action plan has been developed as a direct result. Progress 
against and evidence to support action implementation will be monitored by the Executive 
Team reporting directly to the Board.  
 
During this challenging time, I am proud to report that our staff have embraced the 
changes we have implemented and have shown their wholehearted commitment to 
improvement and development. This inspiring dedication was celebrated at our Annual 
Star Awards event in December 2015. We also launched the People’s Choice Award 
which allowed our patients, services users and their families to nominate individual staff or 
teams who really made a difference to the way they live their lives. I would like to thank all 
our staff for their hard work in ensuring our patients and service users are experiencing 
better care. We will continue to support them to ensure each person who works in the 
Trust knows the role they play in providing high quality safe services.  
 
Our vision for 2016 / 2017 is one of continued quality improvement. We have already 
made significant changes that have made impact and some that will take time to embed. It 
is our commitment to always strive to provide the best care and experience to our patients, 
services users and their families and I look forward to continuing making these 
improvements.  
 
The content of the report has been reviewed by the Board of Southern Health NHS 
Foundation Trust. On behalf of the Board and to the best of my knowledge; I confirm the 
information contained in it is accurate. 
 

Signed:  
 

  
 Katrina Percy 
 Chief Executive Officer 
  
Date: 24 May 2016 
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Part 2: Priorities for improvement and statements of assurance from the Board 
 
2.1 Priorities for improvement  

Priorities for improvement in 2015/16 
Every Quality Report must contain priorities for improvement, to be achieved in the 
following year, in the three dimensions of quality identified by Lord Darzi: 

 Improving patient safety; 
 Improving clinical outcomes; and 
 Improving patient experience. 

 
These priorities are selected based on feedback from our patients, stakeholders and staff 
and are approved by the Trust Board. 
 
The 2014/15 Quality Report identified the priorities to be achieved in 2015/16. Overall 
performance to meet these priorities is given below with further details provided in Part 3. 
 
Table: Performance to meet Priorities for Improvement 2015/16 
 

Priority 1: Improving Patient Safety 
Priority 1.1  To reduce avoidable grade 3 and 4 pressure ulcers 
 
We have achieved a significant reduction of over 35% in the numbers of avoidable grade 3 
and 4 pressure ulcers reported as serious incidents with 71 reported in 2015/16 compared 
to 116 in 2014/15. A number of pressure ulcers reported in quarter 4 are still subject to 
investigation and so final figures may change as these investigations are completed and 
confirmation is made regarding whether the pressure ulcer was avoidable.  
 
Priority 1.2  Inpatients in our physical health wards will have a venous   
                    thromboembolism (VTE) assessment on admission 
New VTE risk assessment and treatment forms have been developed and circulated to 
ward staff. Audit in late 2015 found the majority of patients on admission to the physical 
health wards in our Community Hospitals had a VTE risk assessment completed with over 
97% of patients audited receiving the appropriate VTE treatment. There were some 
challenges with the full completion of the new form. 
 

The Trust Lead Consultant for VTE is currently visiting inpatient sites to review clinical 
practice first hand and has found high compliance with both the VTE risk assessment being 
completed and appropriate treatment given in sites visited to date.  
on admission 
Priority 1.3  Inpatients will receive their critical medicines 

Two medicine omission audits completed in 2015/16 found that over 95% of inpatients 
received their critical medicines or had an approved code for omission written on the drug 
chart. 
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Priority 2: Improving Clinical Outcomes 
Priority 2.1  All our clinical services have a care planning framework in place that is  
                     patient led      
The Record Keeping and Care Planning workstream have overseen a programme of work 
to develop care planning frameworks across clinical services. A number of initiatives to 
develop standard care plans that are patient led are underway. It is recognised that 
practice is not consistent across the Trust and improvements are still to be made.           
 
Priority 2.2  Physical health of our patients is monitored and any deterioration acted  
                    upon 
There is evidence that early warning systems are being used in clinical services and that 
the physical health of patients is being monitored and deterioration acted upon, however 
more work is required to ensure this is consistent practice across the Trust. 
 
Training in Basic Life Support and Immediate Life Support stresses the importance of 
recognising the deteriorating patient.      
n 
Priority 2.3 To improve clinical outcomes and post-operative care for day surgery  
                    patients 
The World Health Organisation checklist to ensure all appropriate procedures are followed 
during surgery was completed on all patients undergoing day surgery at Lymington New 
Forest Hospital (LNFH) during audited weeks, with high standards achieved. 
 

A new procedure to review post-operative infection rates has been introduced successfully 
for a targeted group of patients as a pilot and is being expanded to other surgery groups. 
 

 
Priority 3: Improving Patient Experience 
Priority 3.1   Our complaints process provides satisfaction to the complainant 
84% of complainants who responded to a survey were satisfied with the way their 
complaint was handled. This is a slight improvement from 82% in 2014/15. 
 

88% of letters responding to complaints were sent within mutually agreed timeframes 
compared to 58% in 2014/15.   
 

Priority 3.2  Involve patients in the design of services (focused on Minor Injury Units  
                    and End of Life Care) 
Patient representatives are on the Boards of the new Multi-speciality Community Provider 
(MCP) groups and so are involved in the planning and design of the Minor Injury Units at 
Petersfield Hospital and Lymington New Forest Hospital (LNFH). Patients are also involved 
in the development of the new GP Practice based at LNFH.    
  
Patients and carers have been involved in the development of a new individualised care 
plan to be used in the last few days of life. 
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Priority 3.3  Involve patients and carers in the design of our restrictive practice  
                     framework 
We have involved patients in the early development of our restrictive practice framework 
and recognise that further work and improvements are still to be made. We have 
completed the initial planning for a project starting in 2016/17 which will involve both staff 
and patients in the review and design of the restrictive practice framework. This project is 
being facilitated by a national organisation and a leading Trust in reducing restrictive 
practices. 
 

 

Priorities for improvement in 2016/17 
This year’s Quality Report includes priorities for improvement to be achieved in 2016/17 
which have been selected in consultation with our stakeholders and approved by the Trust 
Board. 
 

We have used a range of information to identify the priorities for quality improvement in 
2016/17 including: 
 What patients have told us about our services and how we can improve; 

 What our commissioners have told us is important to provide to their patients; 
 What our staff have said is important to them; 
 What external organisations such as the Care Quality Commission have highlighted 

about our services; 
 What the local Healthwatch organisations have said is important to them; and 
 A review of the performance and quality of our services and where improvements could 

be made.  
 

The new 5 year Quality Improvement Strategy, which is due to be launched in May/June 
2016, supports the Trust’s overall aim of providing high quality and safe care, and sets out a 
number of patient-centred quality improvement goals for the Trust including the priorities for 
improvement. These are integrated into the Trust Quality Programme work streams which will 
oversee delivery and review progress with performance monitoring by the Quality 
Improvement & Development Forum, Quality & Safety Committee and Trust Board 
throughout the year. 
 

Priority 1: Improving Patient Safety 
Priority 1.1 To develop a framework to share learning from serious incidents leading to 
a reduction in recurrent themes.  
Aim To improve patient care through sharing learning from investigations into 

serious incidents and deaths across the Trust. 
 

Why is this 
important? 

It is important we learn from investigating serious incidents and share that 
learning so that similar incidents are not repeated. In 2015/16 recurrent 
themes in serious incident investigations were identified.  The independent 
review of deaths of people with a learning disability or mental health problem 
in contact with Southern Health NHS Foundation Trust April 2011 to March 
2015 recommended improvements to the review and investigation of deaths 
process which were accepted by the Trust.  Similar indicators focusing on 
learning from serious incidents have been included in previous Quality 
Reports but not in 2015/16. 
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Ambitions 
and actions 

The development and use of a framework to share learning across the 
organisation leading to a reduction in recurrent themes. Actions include 
improving the quality of investigations into serious incidents; the central 
investigators team to continue to support clinical services in the analysis of 
incidents and identification of themes and learning; the embedding of mortality 
review meetings at both Trust and divisional level to ensure learning is 
identified and shared across the organisation.  
 

How we will 
measure and 
monitor 
progress 

Themes from serious incident investigations will be discussed at divisional 
level and shared with the wider clinical services. Improvements to care 
delivery and patient pathways can be linked to thematic evidence. There is a 
reduction in recurrent themes from serious incidents.   Progress to meet the 
indicator will be reviewed by the Quality Programme: Patient Safety 
workstream, the Quality Improvement & Development Forum and the Trust 
Mortality Working Group, with ongoing performance reviewed at Divisional 
Performance Review. 
 

 
Priority 1.2 Inpatients in Community Hospitals will have a venous thromboembolism 

(VTE) assessment on  admission   
Aim To complete a risk assessment for venous thromboembolism (VTE) in 

inpatients on admission to Community Hospitals. 
 

Why is this 
important? 

VTE is a serious, potentially fatal medical condition. A person is more at risk 
of developing a blood clot if they can’t move around very much or are very 
unwell. Therefore anyone in hospital is more susceptible to VTE and should 
have this risk assessed with appropriate treatment given.  We are repeating 
this indicator from 2015/16 with a focus on the completion of the risk 
assessment as clinical audits showed this was not always fully completed 
although patients received appropriate treatment.  
 

Ambitions 
and actions 

90% of inpatients have a risk assessment for VTE completed on admission.      
 
A new process to capture VTE risk assessment data in Community Hospitals 
to be developed and put in place. VTE risk assessment performance to be 
reviewed with action taken to address any shortfalls. Continued training in use 
of VTE risk assessment and treatment to junior doctors.  
 

How we will 
measure and 
monitor 
progress 

We will audit the numbers of patients on admission who have a VTE risk 
assessment completed.    
 
Progress to meet the indicator will be reviewed by the Quality Improvement 
Programme: Patient Safety workstream/Quality Improvement & Development 
Forum with ongoing performance reviewed at Divisional Performance Review. 
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Priority 1.3 To reduce the number of pressure ulcers 

Aim To share and implement learning across the Trust to reduce pressure ulcers. 
 

Why is this 
important? 

Pressure ulcers can be painful, increase the risk of associated infection and 
seriously affect the quality of life for an affected patient. In 2015/16 focused 
actions led to the successful reduction in the numbers of avoidable grade 3 
and 4 pressure ulcers by over 30%. However these continue to be the most 
commonly reported patient safety incident in our community services.  We are 
therefore prioritising this indicator again in 2016/17. 
 

Ambitions 
and actions 

As there is new national guidance in the reporting of pressure ulcers based on 
the actual harm caused to the patient rather than grade or whether avoidable, 
there is no baseline figure for comparison this year.  Our ambition therefore is 
to see a reduction in numbers based on the new reporting guidance month by 
month over the course of the year.      
 
Actions will include the continued intensive support from the tissue viability 
team to clinical teams with the highest number of pressure ulcers, review of 
themes and learning shared across the Trust with changes made to clinical 
practice and embedded into everyday care.  
    

How we will 
measure and 
monitor 
progress 

We will compare the number of pressure ulcers reported in April 2016 (using 
the new guidance) with the number reported in March 2017 aiming for a 
reduction over the year. We will also review monthly figures to measure 
performance within the year.                                                                   
Progress to meet the indicator will be reviewed by the Quality Improvement 
Programme: Patient Safety workstream/Quality Improvement & Development 
Forum with ongoing performance reviewed at Divisional Performance Review. 
 

 
Priority 1.4 Implement robust governance processes to effectively identify, manage and 

reduce ligature risks in all our inpatient units 
Aim To implement robust governance processes to effectively identify, manage 

and reduce ligature risks in all our inpatient units.   
                                                              

Why is this 
important? 

Some patients within our services have complex mental health needs and we 
need to ensure that our care environments are the safest possible 
environments for them. We need to provide care in settings where ligature 
risks are identified and action taken to mitigate these risks with appropriate 
remedial work undertaken within individual services and across the Trust as a 
whole.                                                                                                                       
Recent Care Quality Commission inspections found that governance 
processes to identify, manage and reduce ligature risks were not sufficiently 
robust and identified clear improvements to be made. We have therefore 
chosen to include this as a new indicator for 2016/17.   
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Ambitions 
and actions 

To implement the annual ligature assessment programme which will ensure 
that all inpatient areas complete a risk assessment and have a clear plan 
within their services which identifies all ligature risks with an accompanying 
operational mitigation plan and a programme of works.                                      
There is a clear trust wide management plan for all identified ligature risks 
and a three year rolling capital investment programme for ligature works.    
Ligature management information will be clearly displayed and understood by 
all staff within the relevant service.                                                                                
The ligature management group will oversee the ligature management work 
programme. Actions within this programme include ensuring national 
standards and guidance from NICE are implemented and embedded within 
services; ensuring the relevant staff access the e-learning training on ligature 
risk assessment and care; ensuring systems are in place to deliver the 
ligature management programme.  
 

How we will 
measure and 
monitor 
progress 

Ligature management tasks and risks will be monitored through the ligature 
management group who will provide assurance reports to the Quality 
Improvement and Development Forum.                                                                 
The ligature capital investment programme will be operationally managed by 
the estates ligature management group who will provide assurance to the 
overarching ligature management group.                                                           
Delivery of the annual risk assessment programme will be monitored and 
reported at the ligature management group and at Quality Improvement and 
Development Forum.   
 

 
Priority 2: Improving Clinical Outcomes 
Priority 2.1  To embed care planning frameworks in our clinical services 

Aim To embed effective care planning frameworks in our clinical services. 
 

Why is this 
important? 

A first step in our care for patients is to complete an assessment of their 
needs and then to work in partnership to develop a care plan that is centred 
on their needs and has goals that are important to them. Evidence 
demonstrates effective care planning ensures better continuity of care, clinical 
outcomes, patient safety and experience. Clinical audit results in 2015/16 
showed improvements in care planning are not yet fully established.                                                                                                 
This indicator therefore builds on the work started in 2015/16 and looks to 
embed good practice across the Trust. 
 

Ambitions 
and actions 

Clinical services implement care planning frameworks using care plans 
developed with patients that are relevant to their needs and reflect their goals.        
 
Actions include completion of a gap analysis in care planning training with 
development of a training pathway; monitoring of the quality of care plans, 
identification of themes and changes required via quarterly triangulation of 
information on care plans from range of sources; review of progress made in 
required changes to practice.  

87 
 
 



 
 
 

How we will 
measure and 
monitor 
progress 

Quarterly audit of holistic assessment, care planning and progress notes will 
be carried out. Audit results will be used to triangulate information and identify 
themes and required changes to practice.     
Progress to meet the indicator will be reviewed by the Quality Improvement 
Programme: Record keeping and care planning workstream/Quality 
Improvement & Development Forum with ongoing performance reviewed at 
Divisional Performance Review. 
 

 
Priority 2.2  The physical health needs of inpatients in Learning Disability and Mental 

Health services are appropriately assessed, monitored and treated with 
action taken if there is any deterioration in physical health                            

Aim The physical health needs of inpatients in Learning Disability and Mental 
Health services are appropriately assessed, monitored and treated with 
action taken if there is any deterioration in physical health. 
 

Why is this 
important? 

Patients with mental health needs or learning disabilities may also have 
physical health needs. If these are not appropriately assessed and treated 
with action taken to address any deterioration in physical health, it may lead 
to premature death.  Clinical audit results in 2015/16 and the independent 
review into deaths published in December 2015 (see 1.1) found 
improvements could be made in the physical health assessment and care 
planning for these groups of patients.     
 
This indicator builds on the 2015/16 priority to monitor the physical health of 
patients and act on any deterioration but is specifically focused on patients 
seen by our mental health and learning disability services.  
 

Ambitions 
and actions 

All inpatients in mental health or learning disability units will have a physical 
health assessment completed and a corresponding care plan.  Their physical 
health will be appropriately monitored and immediate action taken if there is 
any deterioration. 
Actions include developing action plans to address areas for improvement 
based on clinical audit results in January 2016 with re-audit in late 2016; 
review the content and learning outcomes of the five day physical health 
training course and ensure training compliance rates meet those stipulated 
for each area.  
 

How we will 
measure and 
monitor 
progress 

Clinical audit will measure standards for physical health assessment 
completion; training attendance records will provide information for training 
compliance.  Progress to meet the indicator will be reviewed by the Quality 
Improvement Programme: Patient Safety workstream/Quality Improvement & 
Development Forum with ongoing performance reviewed at Divisional 
Performance Review.     
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Priority 2.3  Risk assessments and appropriate risk management plans are in place for 
all community and inpatients in Mental Health, Specialised, Older People’s 
Mental Health and Learning Disabilities services 

Aim Risk assessments and appropriate risk management plans are in place for all 
community and inpatients in Mental Health, Specialised, Older People’s 
Mental Health and Learning Disabilities services. 
 

Why is this 
important? 

Effective and updated risk assessments and corresponding risk management 
plans are key to ensuring that patients do not come to harm and are able to 
benefit maximally from the support offered by clinical services.  Investigations 
into serious incidents during 2015/16 found that risk assessments and risk 
management plans were not always fully documented. This is a new indicator 
for 2016/17 which aims to ensure risk assessments and risk management 
plans are in place for patients in Mental Health, Specialised, Older People’s 
Mental Health and Learning Disabilities services. 
 

Ambitions 
and actions 

All patients in these services will have an updated risk assessment and 
appropriate risk management plan in their health records. A baseline audit will 
be completed with an action plan to address required improvements 
developed and implemented. Root cause analysis will support identification of 
the reasons for standards not being met. Progress against the plan will be 
monitored by re-audit of identified areas and may include ‘deep dives’ or spot 
check audits. 
 

How we will 
measure and 
monitor 
progress 

The audits and subsequent action plans will measure compliance to meet the 
standards for risk assessment and risk management plans; progress to meet 
the indicator will be reviewed by the Quality Improvement Programme: 
Record Keeping and Care Planning workstream/Quality Improvement & 
Development Forum with ongoing performance reviewed at Divisional 
Performance Review.     
 

 
Priority 3: Improving Patient Experience 
Priority 3.1  Our complaints process provides satisfaction to the complainant 

Aim Our complaints process provides satisfaction to the complainant. 
 

Why is this 
important? 

Patient experience is extremely important to the Trust; receiving complaints 
shows we haven’t got something right for the patient or their carers.  We 
have made improvements in 2015/16 in meeting the agreed timeframes to 
send final response letters to complainants with overall 88% successfully 
sent during the year.  However, this target is not yet consistently met in all 
services and therefore we are repeating the same indicator for 2016/17.  We 
are also working towards achieving standards in good complaints handling 
which are included in a toolkit for commissioners launched in November 
2015. 
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Ambitions 
and actions 

90% of final response letters are sent within the mutually agreed timeframes.  
90% of standards met in ‘Assurance of good complaints handling for acute 
and community care – a toolkit for commissioners’ (November 2015).                
 
Actions will include a review of the complaints process framework and 
timelines as part of the review of the Complaints Policy and Procedures; 
quarterly training sessions for investigating officers; performance in meeting 
final response timeframes shared with clinical services; gap analysis of the 
good complaints handling standards and action plan implemented to address 
identified gaps. 
 

How we will 
measure and 
monitor 
progress 

Quarterly reports on work plan progress reviewed by the Quality 
Improvement Programme: Patient Experience and Engagement 
workstream/Quality Improvement & Development Forum with ongoing 
performance reviewed at Divisional Performance Review. 
 

 
Priority 3.2  To involve patients and carers in the development of services 

Aim Clinical services develop and implement work plans to involve patients and 
carers in the development of services. 
 

Why is this 
important? 

We put patients at the heart of everything we do and want to involve them 
and their carers in the development of services so that these best meet their 
needs. In 2015/16 we focused on the involvement of patients in the design of 
specific services following feedback from the Care Quality Commission 
inspection in October 2014.                                                 
 
In 2016/17 we want to build on this work and make sure that patients and 
their carers are involved in the development of services across the whole 
Trust. 
 

Ambitions 
and actions 

Targets and outcomes in divisional work plans are met within agreed 
timeframes.  
 
Each division to develop and implement a work plan to involve patients in the 
development of services based on their business plans with regular review of 
progress being made. Each work plan to be agreed with the Trust Head of 
Patient Involvement and Engagement. 
 

How we will 
measure and 
monitor 
progress 

Quarterly reports on work plan progress reviewed by the Quality 
Improvement Programme: Patient Experience and Engagement 
workstream/Quality Improvement & Development Forum with ongoing 
performance reviewed at Divisional Performance Review.  
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Priority 3.3  To have a strategy to reduce restrictive practices in adult mental health 
services 

Aim To develop and implement a reducing restrictive practice strategy in our adult 
mental health services. 
 

Why is this 
important? 

We want to provide environments for patients and staff where they feel safe 
and supported and where use of restrictive practices such as restraint are 
minimised.  One of the highest categories in patient safety incident reporting 
on Ulysses Safeguard, our electronic incident reporting system, is assault, 
abuse and threat to staff.                                                                                           
We want to build on existing actions and continue to work collaboratively with 
patients to reduce restrictive practices and improve patient experience and 
so are repeating a similar indicator this year.                                                                                                          
We are undertaking a specific restrictive practices project with the national 
Implementing Recovery through Organisational Change (IMROC) team and 
a national leading Trust in 2016/17. 
 

Ambitions 
and actions 

A restrictive practice strategy will be developed and be implemented. Actions 
include reviewing the numbers of incidents of restraint and seclusion aiming 
for a reduction; clinical audit of restrictive practices including qualitative 
analysis of patient experience of restraint and seclusion; quality improvement 
plan implemented based on audit findings; review involvement of agency and 
bank staff in incidents; participate in IMROC project. 
 

How we will 
measure and 
monitor 
progress 

Clinical audit results and quarterly reporting to commissioners on maximising 
de-escalation practice.      
 
Progress to meet the indicator will be reviewed by the Quality Improvement 
Programme: Patient Experience and Engagement workstream/Quality 
Improvement & Development Forum with ongoing performance reviewed at 
Divisional Performance Review.   
                                                           

 
2.2 Statements of assurance from the Board 
These are nationally mandated statements which provide information to the public which is 
common across all quality reports. They help demonstrate that we are actively measuring 
and monitoring the quality and performance of our services, are involved in national 
initiatives aimed at improving quality and are performing to quality standards. 
 
Review of services 
During 2015/16 the Southern Health NHS Foundation Trust provided and/or sub-
contracted 47 relevant health services. The Southern Health NHS Foundation Trust has 
reviewed all the data available to them on the quality of care in 47 of these relevant health 
services. 
 
The income generated by the relevant health services reviewed in 2015/16 represents 
100% of the total income generated from the provision of relevant health services by the 
Southern Health NHS Foundation Trust for 2015/16. 
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Clinical audits and national confidential enquiries 
During 2015/16 5 national clinical audits and 1 national confidential enquiry covered 
relevant health services that Southern Health NHS Foundation Trust provides. 
 

During that period Southern Health NHS Foundation Trust participated in 80% national 
clinical audits and 100% national confidential enquiries of the national clinical audits and 
national confidential enquiries which it was eligible to participate in. 
 

The national clinical audits and national confidential enquiries that Southern Health NHS 
Foundation Trust was eligible to participate in during 2015/16 are as follows: 
 

National Clinical Audit /Confidential Enquiry Eligible 
National Chronic Obstructive Pulmonary Disease (COPD) Audit 
Programme 
 

 

Sentinel Stroke National Audit Programme  
UK Parkinson’s Audit 
 

 
Prescribing Observatory for Mental Health (POMH)  
National Audit of Intermediate Care  
National Confidential Inquiry into Suicide and Homicide for People with 
Mental Illness 

 

 

The national clinical audits and national confidential enquiries that Southern Health NHS 
Foundation Trust participated in during 2015/16 are as follows: 
 

National Clinical Audit /Confidential Enquiry Participated in 
National Chronic Obstructive Pulmonary Disease (COPD) Audit 
Programme 
 

 

Sentinel Stroke National Audit Programme  
UK Parkinson’s Audit 
 

 
Prescribing Observatory for Mental Health (POMH)  
National Audit of Intermediate Care x 
National Confidential Inquiry into Suicide and Homicide for People with 
Mental Illness 

 
 

The national clinical audits and national confidential enquiries that Southern Health NHS 
Foundation Trust participated in, and for which data collection was completed during 
2015/16, are listed below alongside the number of cases submitted to each audit or 
enquiry as a percentage of the number of registered cases required by the terms of that 
audit or enquiry. 
 

National Clinical Audit /Confidential Enquiry 
 

% of required 
cases submitted 

National Chronic Obstructive Pulmonary Disease (COPD) Audit 
Programme 
 

53% 

Sentinel Stroke National Audit Programme  
 
 
 
 
 
 

100% 
UK Parkinson’s Audit  
 
 

100% 
Prescribing Observatory for Mental Health (POMH) 100% 
National Confidential Inquiry into Suicide and Homicide for People with 
Mental Illness       100% 
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The report of 1 national clinical audit was reviewed by the provider in 2015/16 and 
Southern Health NHS Foundation Trust intends to take the following actions to 
improve the quality of healthcare provided: 

 The report recommendations are currently being reviewed and a programme of 
work developed with a particular focus on improving waiting times to treatment 
and ensuring standardised measurement of exercise performance is 
completed.  
 

The reports of 53 local clinical audits were reviewed by the provider in 2015/16 and 
Southern Health NHS Foundation Trust intends to take the following actions to improve the 
quality of healthcare provided. 

 
Clinical Research  
The number of patients receiving relevant health services provided or sub-contracted by 
Southern Health NHS Foundation Trust in 2015/16 that were recruited during that period to 
participate in research approved by a research ethics committee was 1097. 

Audit title Actions 
GP Liaison • To increase GP understanding of school nurse service 

• To act on feedback from GPs to improve service  
 

Personal Child 
Health Record 

• To develop staff guidance on correct completion of record 
• To update breast feeding section in liaison with partner Trusts 
• To explore focus group with parents to discuss completion of 

the record 

Discharge 
Summaries 

• Document all medications stopped or started during 
admission 

• Include statement of risk to self or others in summary  
• For patients with dementia, ensure appropriate 

professionals attend the discharge planning meeting  

Maternal Mood 
Assessment 

• To train staff in use of evidence based tools to identify and 
assess low mood in post natal mothers 

• To develop role and scope of perinatal mental health 
champions  

• To develop outcome measures including patient reported 
feedback 

Physical Health 
Assessment 
(Learning 
Disabilities) 

• To record assessment of all health needs and ensure associated 
care plans are in place if required 

• To review health status of patient, for example, smoking, and 
document associated care plans 

Record keeping 
(physio- therapy) 

• To amend physiotherapy assessment template so that all 
information is captured 

• To educate staff on correct process to follow when amending 
documentation if error made 

93 
 
 



 
 
 

Commissioning for Quality and Innovation Framework (CQUIN) 
A proportion of Southern Health NHS Foundation Trust income in 2015/16 was conditional 
on achieving quality improvement and innovation goals agreed between Southern Health 
NHS Foundation Trust and any person or body they entered into a contract, agreement or 
arrangement with for the provision of relevant health services, through the Commissioning 
for Quality and Innovation payment framework. 
 
Further details of the agreed goals for 2015/16 and for the following 12 month period are 
available electronically at https://www.england.nhs.uk/nhs-standard-contract/cquin/cquin-
16-17/. 
 
In 2015/16 income totalling £4,546,184 was conditional upon Southern Health NHS 
Foundation Trust achieving quality improvement and innovation goals.  In 2014/15 income 
totalling £5,800,635 was conditional upon Southern Health NHS Foundation Trust 
achieving quality improvement and innovation goals, of which payment of £5,722,950 was 
received. 
 
Our CQUIN schemes for 2015/16 are shown below. CQUINs are negotiated and agreed 
with clinical commissioning groups (CCGs) and reflect both national and local quality 
improvement ambitions. 
 
Commissioner Service 

Area 
Scheme 

North East 
Hampshire & 
Farnham CCG 

Integrated 
Community 
Services 

Continuing Health Care Trusted Assessors in the 
community – safe and timely transfers of care 
Promoting co-ordinated patient and carer led care 
records 

South East 
Hampshire and  
Fareham & 
Gosport CCGs 
  
 
 

Integrated 
Community 
Services 

Wound Care / Leg Ulcer 
In reach 
Respiratory 
Falls and fracture reduction service 

Heart failure 

Hampshire & 
Southampton 
CCGs 

Mental 
Health & 
Learning 
Disabilities 

Improving physical healthcare for patients 
with severe mental illness (All) 
Reduction in A & E mental health re-attendances (All) 
Developing interface between primary care and 
secondary care (Hampshire Only) 
Older People’s Mental Health – residential dementia 
screening/challenging behaviour  (Hampshire only) 
Smoking cessation (Southampton only) 
Physical health screening (Southampton only) 
Borderline personality disorder pathway (Hampshire 
only) 
Safe approaches to suicide reduction (Southampton 
only) 
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Person centered care planning 
(Southampton only) 
System management – rehabilitation 
(Hampshire only) 

Buckinghamshire 
CCGs 

Learning 
Disabilities 
 

Access to mainstream services  
Challenging behaviour – decreasing inpatient 
admissions  

Oxfordshire 
Specialised 
Commissioning 

Learning 
Disabilities 

Support for annual health checks  

Anti-psychotic prescribing 

 

Specialised 
Commissioning 
 

Mental 
Health, 
Learning 
Disabilities, 
Children 
and Dental 
 

Secure service users active engagement programme 
Supporting service users in secure services to stop 
smoking 
Mental health carer involvement strategies 
Improving physical healthcare to reduce premature 
mortality in people with severe mental illness 
Ensuring appropriateness of unplanned CAHMS 
admissions 
Improving CAHMS care pathway journeys 
Perinatal – specific involvement and support for 
partners 

Child Health Information System interoperability 

Local Dental Network 

Hampshire 
County Council 

Health 
Visiting 

Two year old reviews and support to be 
ready for school 

  
Care Quality Commission registration and actions 
Southern Health NHS Foundation Trust is required to register with the Care Quality 
Commission (CQC) and its current registration status is registered in full with no 
conditions.  Southern Health NHS Foundation Trust has 41 locations registered with CQC 
under the Health and Social Care Act (2008). 
 
The Care Quality Commission has taken enforcement action against Southern Health NHS 
Foundation Trust during 2015/16.  
 
Southern Health NHS Foundation Trust has participated in special reviews or 
investigations by the Care Quality Commission relating to the following areas during 
2015/16: mortality reporting and serious incident investigations. Southern Health NHS 
Foundation Trust intends to take the following action to address the conclusions or 
requirements reported by the CQC: Southern Health NHS Foundation Trust has not yet 
received the final reports for this special review and will finalise an action plan to address 
recommendations once published.  
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Southern Health NHS Foundation Trust has made the following progress by 31st March 
2016 in taking such action: Southern Health NHS Foundation Trust has not yet received 
the final reports for this special review and will finalise an action plan to address 
recommendations once published.  
  
Quality of data  
Southern Health NHS Foundation Trust submitted records during 2015/16 to the 
Secondary Uses service for inclusion in the Hospital Episode Statistics which are included 
in the latest published data. 
 
The percentage of records in the published data: 

 which included the patient’s valid NHS number was: 
           99.9% for admitted patient care  
           100% for out patient care and 
           97.1% for accident and emergency care. 
 

 which included the patient’s valid General Medical Practice Code was: 
100% for admitted patient care; 
99.9% for out patient care; and  
99.6% for accident and emergency care. 
 

Southern Health NHS Foundation Trust Information Governance Assessment Report 
overall score for 2015/16 was 82% and was graded green ‘satisfactory’.  
 
Southern Health NHS Foundation Trust was not subject to the Payment by Results clinical 
coding audit during 2015/16 by the Audit Commission. 
 
Southern Health NHS Foundation Trust will be taking the following actions to improve data 
quality: 

 Data quality has continued to have a significant focus over the last 12 months and 
will continue to be prioritised within the Trust to ensure our reported performance is 
of a sufficiently high standard; 

 A dedicated data quality programme has supported clinicians to ensure the data 
held within our Electronic Patient Record is robust and updated in a timely manner. 
Members of the Trust Executive Board have been closely involved in ensuring this 
work programme continues to be delivered; 

 The Trust ensures that data collected within the Electronic Patient Record is used to 
report performance, avoiding the need for manual collection of performance 
information. This has been further supported by the move to Open RiO, which has 
allowed a more flexible approach to redesigning areas of the Electronic Patient 
Record that helps promote better recording practices across the Trust; and 

 The Trust has invested in a new business intelligence tool (Tableau) which has 
made data quality reporting more accessible and easier to understand for 
colleagues throughout the Trust. This has led to improvement in the data quality of 
some key areas and will continue to support the Trust in further improving the level 
of data quality. 
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2.3 Reporting against core indicators 
Since 2012/13 NHS foundation trusts have been required to report performance against a 
core set of indicators using data made available to the trust by the Health and Social Care 
Information Centre (HSCIC). 
 
Southern Health NHS Foundation Trust is reported and compared as a Mental 
Health/Learning Disabilities Trust. 
 
PwC have considered two mandated indicators against Monitor’s requirements with their 
opinion detailed in Annex 3.  
  

 Percentage of patients on Care Programme Approach (CPA) who were followed up 
within 7 days after discharge from psychiatric in-patient care;  
 
The reported indicator for CPA 7 day follow up is calculated on all patients who are 
discharged from an inpatient unit as per the guidance given by MONITOR. There 
are 3 potential outcomes (exempt, compliant or breach) which are calculated 
automatically based on the data entry processes being followed. The completeness 
of the data is reliant on the responsible team entering the data, which is then 
routinely checked and audited by the performance information managers within the 
trust. Therefore to the best of our knowledge the data is complete.    
 

 Admissions to inpatient services had access to crisis resolution home treatment 
teams.  

 
The reported indicator for Gatekeeping is calculated on all patients who are 
admitted into an inpatient unit as per the guidance given by MONITOR. There are 3 
potential outcomes (exempt, compliant or breach) which are calculated 
automatically based on the data entry processes being followed. The completeness 
of the data is reliant on the responsible team entering the data, which is then 
routinely checked and audited by the performance information managers within the 
trust. Therefore to the best of our knowledge the data is complete. 
 

PwC have also reviewed a locally chosen indicator: 
 Number of patient safety incidents reported to the National Reporting and Learning 

Service and i) number and ii) percentage of such patient safety incidents that 
resulted in severe harm or death. 

 
Definitions for these indicators are included in Annex 4. 
 
Our patients on a Care Programme Approach who were followed up within 7 days of 
discharge 
The data made available to the National Health Service trust or NHS foundation trust by 
the Health and Social Care Information Centre with regard to the percentages of patients 
on Care Programme Approach who were followed up within 7 days after discharge from 
psychiatric in-patient care during the reporting period. 
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The Southern Health NHS Foundation Trust considers that this data is as described for the 
following reasons; taken from national dataset using the data provided. 
 
The Southern Health NHS Foundation Trust has taken the following actions to improve this 
percentage, and so the quality of its services, by: 

 Providing guidance on Monitor criteria to clinical services to ensure accurate 
recording in the patient electronic record; and 

 Performance information is easily available to clinical services and is refreshed daily 
on the new business intelligence tool, Tableau. 
 

Indicator 

Percentage of patients on Care Programme Approach 
(CPA) who were followed up within 7 days after discharge 
from psychiatric in-patient care during the reporting period. 
(  year end position audited by PwC) 

 Apr 2014 - Mar 2015 Apr 2015 – Mar 2016 
Southern Health 97.5 % 97.0% 

Average Trust 
Score 

97.2% 97.0% 

Highest Scoring 
Trust 

100% 99.8% 

Lowest Scoring 
Trust 

94.1% * 82.8% 

*there is slight variance with the figure of 93.3% presented in the 2014/15 Quality 
Report.  

 
Our crisis resolution teams 
The data made available to the National Health Service trust or NHS foundation trust by 
the Health and Social Care Information Centre with regard to the percentages of 
admissions to acute wards for the Crisis Resolution Home Treatment Team acted as a 
gatekeeper during the reporting period. 
 
The Southern Health NHS Foundation Trust considers that this data is as described for the 
following reasons; taken from national dataset using the data provided. 
 
The Southern Health NHS Foundation Trust has taken the following actions to improve this 
percentage, and so the quality of its services, by: 

 Providing performance information at division, service and team level showing 
areas where improvements may be made; and 

 These are further detailed in our performance reports to board. 
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Indicator 
The percentage of admissions to acute wards for which the 
Crisis Resolution Home Treatment Team acted as a 
gatekeeper. ( year end position audited by PwC) 

 Apr 2014 - Mar 2015 Apr 2015 – Mar 2016 
Southern Health 96.1% 99.0% 

Average Trust 
Score 

98.1%* 97.2% 

Highest Scoring 
Trust 

100.0% 100.0% 

Lowest Scoring 
Trust 

92.7% 64.7% 

            *there is slight variance with the figure of 98.5% presented in the 2014/15   
Quality Report.  

 
Our readmission rate for children and adults 
The data made available to the National Health Service trust or NHS foundation trust by 
the Health and Social Care Information Centre with regard to the percentage of patients 
aged – 

(i) 0 to 15; and  
(ii) 16 or over, 

Readmitted to a hospital which forms part of the trust within 28 days of being discharged 
from a hospital which forms part of the trust during the reporting period. 
 
The Southern Health NHS Foundation Trust considers that this data is as described for the 
following reasons; taken from national dataset using the data provided. 
 
The Southern Health NHS Foundation Trust has taken the following actions to improve this 
percentage, and so the quality of its services, by: 

 Providing performance information at division, service and team level showing 
areas where improvements may be made; and 

 These are further detailed in our performance reports to board. 
 

Indicator 

The percentage of patients aged 0-15 years readmitted to a 
hospital which forms part of the Trust within 28 days of being 
discharged from a hospital which forms part of the Trust during 
the reporting period. 

Southern Health 
Not applicable as Southern Health NHS Foundation Trust does 

not have any 0-15 year readmissions 
 

Average Trust Score 
Highest Scoring Trust 
Lowest Scoring Trust 

 
  

99 
 
 



 
 
 

 

Indicator 

The percentage of patients aged 16 or over years readmitted to 
a hospital which forms part of the Trust within 28 days of being 
discharged from a hospital which forms part of the Trust during 
the reporting period. 

 Apr 2014 – Mar 2015 Apr 2015 – Mar 2016 
Southern Health 7.6% 11.5% 
Average Trust Score  

Publication of HSCIC data delayed Highest Scoring Trust 

Lowest Scoring Trust 
 
Patient experience of community mental health services 
The data made available to the National Health Service trust or NHS foundation trust by 
the Health and Social Care Information Centre with regard to the trust’s “Patient 
experience of community mental health services” indicator score with regard to a patient’s 
experience of contact with a health or social care worker during the reporting period. 
 
The Southern Health NHS Foundation Trust considers that this data is as described for the 
following reasons; taken from national dataset using the data provided. 
 
The Southern Health NHS Foundation Trust has taken the following actions to improve this 
indicator, and so the quality of its services, by: 

 Hope, Agency and Opportunity care plan template developed in adult mental health 
services which includes contact details and arrangements for out of hours and crisis 
response; 

 Older People’s Mental Health services are developing a leaflet to be used at first 
contact which has contact and service details; and 

 New Care Programme Approach training package piloted and delivered in co-
production. 

 
Indicator Patient experience of contact with a health or social worker* 

 2014-2015 2015-2016 
Southern Health 6.8 6.7 
Average Trust Score Not available 
Highest Scoring Trust 7.5 7.4 
Lowest Scoring Trust 6.5 6.2 

*Data is based on responses on a 0-10 scale where 0 is ‘I had a very poor experience’ to 
10 ‘I had a very good experience’. 
 
Our rate of patient safety incident reporting 
The data made available to the National Health Service trust or NHS foundation trust by 
the Health and Social Care Information Centre with regard to the number, and where 
available, rate of patient safety incidents reported within the trust during the reporting 
period, and the number and percentage of such patient safety incidents that resulted in 
severe harm or death. 
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The Southern Health NHS Foundation Trust considers that this data is as described for the 
following reasons; taken from national dataset using the data provided. 
 
The Southern Health NHS Foundation Trust has taken the following actions to improve this 
percentage, and so the quality of its services, by: 

 Providing weekly flash report of incidents due for review by manager. 
 Data quality audits to check accuracy of reporting. 
 Training and information to staff on accurate reporting of incidents, including correct 

categorisation. 
 

Indicator 
Number of patient safety incidents reported to the National 
Reporting and Learning Service (NRLS)                                        
(  year end position audited by PwC)            

  2015/2016 Total – 16,447 (Trust data) 
Oct 2014 – Mar 

2015 
Apr 2015 – Sept 

2015 
Oct 2015 – Mar 

2016 (Trust Data) 
Southern Health 5,784 6,723 9,724 

Average Trust 
Score 

4,761 2,587 n/a 

Highest Scoring 
Trust 

12,784 6,723 n/a 

Lowest Scoring 
Trust 

382 8 n/a 

 

Indicator 
i) Number and ii) percentage of such patient safety incidents 
that resulted in severe harm or death                                             
(  year end position audited by PwC) 

  2015/2016 Total – 315 (1.9%) (Trust data) 
Oct 2014 – Mar 

2015 
Apr 2015 – Sept 

2015 
Oct 2015 – Mar 

2016 (Trust Data) 
Southern Health i) 122 ii) 2.1% i) 76 ii) 1.1% i) 239 ii) 2.5% 

Average Trust 
Score 

i) 26 ii) 1.2% i) 27 ii) 1.1% n/a 

Highest Scoring 
Trust 

i) 122 ii) 5.1% i) 97 ii) 3.7% n/a 

Lowest Scoring 
Trust 

i) 0 ii) 0.0% i) 0 ii) 0% n/a 

 
 
The percentage of staff who would recommend the trust as a provider of care to 
their family and friends  
In 2013/14 NHS England asked NHS providers to consider reporting on the staff element 
of the friends and family test, although did not make this a mandatory requirement for 
community trusts. 
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Indicator 
The percentage of staff employed by, or under contract to, 
the Trust during the reporting period who would recommend 
the Trust as a provider of care to their family or friends. 

 Apr 2014 - Mar 2015 Apr 2015 – Mar 2016 
Southern Health 67.0% (Q1,Q2 and Q4) 66.0% (Q1 and Q2) 

Average Trust Score 75.7% (Q1,Q2 and Q4) 78.7% (Q1 and Q2) 
Highest Scoring Trust 98.0% (Q1,Q2 and Q4) 100% (Q1 and Q2) 
Lowest Scoring Trust 12.1% (Q1,Q2 and Q4) 45.2% (Q1 and Q2) 

 
In 2013/14 NHS England asked NHS providers to consider reporting on the patient 
element of the friends and family test, although did not make this a mandatory requirement 
for community trusts. 
 
 

Indicator 
 

The percentage of patients during the reporting period who 
would recommend the Trust as a provider of care to their 
family or friends.   

 Apr 2014 - Mar 2015 Apr 2015 – Mar 2016 
Southern Health 91.7% (Q4) 94.3% (Apr 15 – Mar 16) 

Average Trust Score 94.1% (Q4) 94.5% (Apr 15 – Mar 16) 

Highest Scoring Trust 98.6% (Q4) 98.8% (Apr 15 – Mar 16) 

Lowest Scoring Trust 81.2% (Q4) 86.6% (Apr 15 – Mar 16) 

 
The figures for the percentage of patients who would recommend the Trust as a provider 
of care are calculated by combining the published results for the Trust’s community and 
mental health services. Comparison figures include other Trusts where they have both 
community and mental health services.  
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Part 3.  Other Information 
 
Further Information 
Please refer to the Annual Report and the Annual Governance Statement for further 
details on the quality of services and the quality governance frameworks in place within the 
Trust.  
 
Progress made in meeting our priorities for improvement in 2015/16 
Details in progress made to meet our priorities for improvement in 2015/16 are given 
below. 
 
Priority 1: Improving Patient Safety 
 
1.1 To reduce the number of pressure ulcers  
 
Aim 
Pressure ulcers are wounds that develop when constant pressure, friction or shear 
damages the skin.  They can be painful and lead to an increased risk of infection and 
decreased quality of life for a patient. In 2014/15 many teams were successful in reducing 
the number of pressure ulcers developed whilst the patient was in our care, however this 
success was not consistent across the Trust and grade 3 and 4 pressure ulcers remained 
the highest category of patient safety incidents reported as serious incidents within our 
physical health services.  We therefore repeated a similar indicator for 2015/16 with the 
aim of sharing best practice and learning across the organisation to reduce pressure 
ulcers following national guidelines. 
 
National benchmarking data is not available. 
 
Achievements  
 

 We have achieved a significant reduction of over 35% in the numbers of avoidable 
grade 3 and 4 pressure ulcers reported as serious incidents with 71 reported in 
2015/16 compared to a baseline of 116 in 2014/15, but did not meet our 50% 
reduction target. Some of this reduction reflects a change in reporting criteria agreed 
with our commissioners where we no longer include pressure ulcers where we are not 
the primary care giver, for example, patients in residential homes.  However ‘deep 
dives’ into pressure ulcer numbers by the specialist tissue viability team suggest there 
is a genuine reduction.  
 

 The tissue viability team has continued to provide intensive support to clinical teams 
with the highest number of pressure ulcers. The use of individualised tracker action 
plans which are monitored weekly by the tissue viability team have successfully 
focused the teams on prevention measures. Teams originally identified as having high 
numbers of pressure ulcers have successfully maintained a reduction in numbers over 
time following this intensive support. 
 
Graph: numbers of avoidable grade 3 and 4 pressure ulcers reported on StEIS as at 
31.03.16 
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 A ‘Good Practice Pressure Ulcer Toolkit’ which has guidance on all aspects of 
assessment and care of pressure ulcers was launched at the end of 2015 with training 
to relevant staff rolled out. The toolkit has been very well received and the tissue 
viability team won second prize for it in the national awards held by the Journal of 
Wound Care in March 2016. 

 
 Further guidance to staff has included the launch of a moisture pathway to identify the 

difference between pressure ulcers and moisture damage with bespoke training 
provided by the tissue viability team. This will support the correct identification and 
treatment of moisture damage.  

 
 10,000 pocket sized pressure ulcer prevention cards with clear reminders of key good 

practice are being distributed to all clinical staff.  
 

 Focused activities in ‘Stop the Pressure’ week in November 2015 included a 
conference day raising awareness and sharing best practice with over 110 attendees 
including commissioners and care home staff. Good practice and learning is shared 
across the Trust in newsletters and flyers at least monthly. 

 
 A representative from the tissue viability team attends the NHS England Pressure 

Ulcer Strategy group which reviews national strategy and best practice, supports 
collaborative working and gives direction on new initiatives. 

 
Future Plans  

 We want to build on current successes and will repeat a similar indicator for 2016/17, 
taking into account new national guidance due in April 2016.  
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April 2014 to March 2016 

Data Source: Safeguard Ulysses Incident Reporting System  
Grading Definition: European Pressure Ulcer Advisory Panel guidelines 

Avoidable Grade 3 and 4 Pressure Ulcers April 2014 
to March 2016 
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1.2 Inpatients in our physical health wards will have a venous thromboembolism 
(VTE) assessment on admission 
 
Aim 
Venous thromboembolism (VTE) is a serious, potentially fatal, medical condition.  Patients 
who are unable to move around very much are more at risk of developing blood clots and 
so it is important to complete a risk assessment and take preventative measures to reduce 
this risk on admission to hospital.  Lymington New Forest Hospital submits data to Unify on 
the percentage of patients who have a VTE risk assessment completed on admission and 
consistently meets the 95% target set nationally (for acute trusts). Other Community 
Hospital sites showed less consistent performance when reviewing data submitted to the 
Patient Safety Thermometer. This was a new indicator in 2015/16 which aimed to ensure 
consistent good practice across the Trust. 
 
National benchmarking data is not available.  
 
Achievements 

 We have made progress towards meeting this target. A clinical audit in October 2015 
measured current practice within the Trust against the standards in NICE clinical 
guidance 92 - ‘Venous Thromboembolism: Reducing the Risk’. The audit found that a 
VTE risk assessment was completed for the majority of patients on our physical health 
wards in the community hospitals; however there was inconsistent use of the new form 
with information often documented only on the drug chart. Some of our hospitals have 
medical cover provided by GPs who may not have been familiar with the new VTE 
form. The audit found that over 97% of patients audited received the appropriate VTE 
treatment.  
 

 The Consultant who is the Trust lead for VTE has been visiting inpatient sites to review 
clinical practice first hand and has found high compliance with both the VTE risk 
assessment being completed and the appropriate treatment given in sites visited to 
date. Some areas for improvement have been identified including completion of 
documentation and the provision of information on VTE to patients.   
 

 The VTE Policy was reviewed and amended with final approval given by the Medicines 
Management Committee. 

 
 New VTE risk assessment and treatment forms were developed and included in the 

policy and added to the staff website.  
 

 The junior doctor training programme includes the use of the new risk assessment and 
treatment forms alongside guidance on ‘what to do if you diagnose VTE’ which 
describes the standard treatment to be followed. 

 
Future Plans  
We are repeating a similar indicator for 2016/17 focused on the completion of the VTE risk 
assessment on admission. 
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1.3 Inpatients will receive their critical medicines 
 
Aim 
Medicine doses may be omitted or delayed in hospital for a variety of reasons. Whilst only 
a small percentage of these occurrences may have the potential to cause harm, it is 
important to recognise that serious harm may result if a patient does not receive their 
critical medicines. We want to minimise any potential harm to patients by ensuring they 
receive their critical medicines when they should and that any inappropriate omissions are 
reviewed with actions put in place to prevent a similar omission in the future.  
 

The CQC inspection in October 2014 found improvements in the management and 
administration of medicines could be made. We focused on improving medicine reviews 
for inpatients in 2014/15 and then in 2015/16 focused on the administration of critical 
medicines. The list of critical medicines used within the Trust is developed and updated 
regularly by the Medicines Management team and is based on national guidance. The list 
is available to all staff on the Trust intranet.  
 

National benchmarking data is not available. 
 

Achievements 
 The Medicines Management team undertake a range of clinical audits throughout the 

year to gain assurance that good practice is being followed and to identify any areas 
where improvements may be made. Two medicine omission audits have been 
completed in the year with inpatient drug charts reviewed on identified days. The 
results of the clinical audits showed that we achieved the administration target with 
over 95% of patients receiving their critical medicines or having an approved code for 
omission written on the drug chart. These results are similar to those of a clinical audit 
completed in 2014 which also found over 95% compliance.  
 

 The clinical audits showed that a very small number of drug charts (single figures) had 
‘blank’ boxes where no information on the administration of the critical medicine was 
given. These inappropriate omissions had not been reported as incidents as identified 
in the priority target and so were not reviewed by the manager to support best practice 
and share learning. The Medicines Management team are working with ward managers 
to address this action.   

  

 There has been increased training and awareness raising for staff on the 
administration of critical medicines with this being included in the twice yearly junior 
doctor training, the Medicines Control, Administration and Prescribing Policy (MCAPP) 
training and online training developed for nurses. The MCAPP is being reviewed with 
guidance on the administration of critical medicines included which all staff can 
access.  
 

 Learning from clinical audits, patient safety incidents involving medicines, safety alerts 
and new medicines guidance is shared in ‘Breaking News’ newsletters, presentations 
to teams and discussions at medicine management committee meetings.   

 

Future Plans  
We will continue to monitor that patients receive their critical medicines but will not include 
this as a specific priority in 2016/17. 
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Priority 2: Improving Clinical Outcomes 
 
2.1 All of our clinical services have a care planning framework in place that is 
patient led  
 
Aim 
A first step when providing care to patients is to complete a holistic assessment of their 
needs and to work in partnership with the patient and their carer/family to develop care 
plans that are centred on their needs and include goals important to them. Evidence 
demonstrates that effective care planning ensures better continuity of care, clinical 
outcomes, safety and experience for the patient. We have focused on care planning 
frameworks within Mental Health, Physical Health and Children’s services this year.  
 
Information from serious incident investigations and clinical audits show there is 
improvement to be made in care planning hence this indicator included in 2015/16. 
 
National benchmarking data is not available. 
 
Achievements 

 We have partially achieved this target with care planning frameworks in development 
across the Trust. 
  

 The Trust wide Record Keeping and Care Planning workstream has overseen a 
programme of work to develop care planning frameworks across clinical services. The 
workstream is reviewing the various care plan policies, guidance and competencies 
currently in use in order to bring together a comprehensive set of principles 
underpinning care planning frameworks. A training programme which will include a set 
of competencies is being developed in 2016.  

 
 The care planning working group in Mental Health services has led a number of 

initiatives including a review of the various care plans currently used in inpatient 
settings with the aim to produce a set of common standards to be used by staff. The 
group has also led on developing a ‘Hope, Agency and Opportunity’ care planning 
framework which includes a care plan letter to patients and a checklist for staff to use 
in community services to ensure that everyone is working to the same standards. 
There is a pilot on an inpatient site in the use of the Hope, Agency and Opportunity 
care plan with an initial recovery focused conversation with the patient guiding the type 
of care plan developed and delivered.   
 

 In Mental Health services there are a range of courses involving care planning which 
are delivered monthly at the Recovery College. These include developing crisis plans, 
Wellness Recovery plans, self-management, working in partnership and collaborative 
care planning. Both staff and patients attend these courses together so there is 
powerful learning from each other. Patients have been involved in developing 
guidance for others on care plans as well as developing their own care plans. 
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 Within physical health services there has been a focus on developing standard care 
plans to be added to Open RiO, our revised electronic patient record system, so that 
staff are using the same care planning framework. ‘My Wellbeing care plan’ has been 
developed and is being piloted. Good practice in the use of editable care plan letters in 
Mental Health services is being shared across services.  

 
 There are specific levels of support provided to children and families by Children’s 

services with anyone receiving more than the universal level of care having a care 
plan.  Health visitors and parents go through the care plans and jointly agree actions. 

 
 Within Children’s services proposed care plans for infant mental health and perinatal 

support were circulated to parents for comment and amended following feedback.  
 

 A maternal mood assessment clinical audit found that 100% of mothers identified as 
having low mood received a health visiting intervention. The audit highlighted good 
practice in partnership working with parents and increased use of care plans with an 
action to continue the development of care plans with training to staff in use of care 
plans completed. 

 
 The results of clinical audits into the development and use of care plans which are 

patient led have shown that practice is not consistent across the Trust and that 
improvements can still be made.  

 
Future Plans  
We recognise that good progress has been made in developing care planning frameworks 
and want to ensure that these are embedded into clinical practice and so are including a 
similar indicator for 2016/17. 
 
2.2 Physical health of our patients is monitored and any deterioration is acted upon. 
 
Aim 
Increasingly patients with more complex physical health needs are being cared for in our 
inpatient hospitals and units. The Physical Assessment and Monitoring Policy highlights 
the importance of recognising clinical deterioration with physiological observation charts 
(‘track and trigger’ tools) developed as an early warning system to be used with patients. 
This enables quick action to be taken in response to any deterioration leading to improved 
outcomes for patients. A similar indicator was included previously. 
 
National benchmarking data is not available. 
 
Achievements 

 We have made progress towards meeting this target with evidence that the physical 
health of patients is being monitored and deterioration acted upon. 

 
 Clinical audit showed the early warning ‘track and trigger’ tool was used with over 90% 

of patients audited and is comparable to audit results from 2014. Over 95% of the 
patients where the recorded observations fell into the ‘red’ category which required 
immediate action had these actions completed, for example, emergency help was 
summoned, nurse in charge alerted. 
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 A separate project piloted the National Early Warning System (NEWS) at LNFH as it 

was considered to be a more appropriate system to use in that setting. A pilot on one 
ward found over 90% of patients had the NEWS completed fully but that episodes 
which should have triggered a response were not always actioned. Recommendations 
to address this include use of stickers on notes to identify patients with high scores, 
completion of online training by staff and ongoing audit results to be shared with all 
staff via whiteboards so easy to see audit results and progress made. 

 
 The Resuscitation Committee has reviewed the appropriateness of the specific early 

warning systems used in different services within the Trust and has recommended that 
NEWS continues to be used at LNFH and  ‘Track and Trigger’ tools used across the 
rest of the Trust. The Resuscitation Committee will review key themes and learning 
from the Trust wide mortality groups and will include any recommended actions and 
learning into the training programme. 
 

 Training in Basic Life Support and Immediate Life Support is available to all clinical 
staff and includes guidance on the use of both of the early warning systems currently 
in use: ‘track and trigger’ and the National Early Warning System (NEWS). The 
training stresses the importance of recognising the deteriorating patient. 
 

Future Plans  
We want to continue a focus on meeting the physical health needs of our patients and are 
including an indicator in 2016/17 which will focus specifically on Mental Health and 
Learning Disability services. 
 
2.3 To improve clinical outcomes and post-operative care for day surgery patients. 
 
Aim 
We want to ensure that patients undergoing day surgery are safe and have the best 
possible outcomes. We can help achieve this by using the World Health Organisation 
(WHO) checklist at Lymington New Forest Hospital (LNFH) Day Surgery Unit to ensure all 
appropriate procedures are followed and that any potential risk of harm to the patient is 
minimised.  
 
The CQC inspection in late 2014 found improvements could be made in the management 
of day surgery and therefore this indicator was included in 2015/16.  
 
NICE Quality Standard 49 has requirements to review post-operative infection rates for 
certain types of surgery. The latter types are not carried out at LNFH but this action 
anticipates that the guidance will be extended to other surgery. 
 
National benchmarking data is not available. 
 
 
 
 
Achievements 
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 We have achieved both targets in this priority with 100% of the day surgery cases in 
specific weeks being audited and developing a post-operative process to monitor 
infection rates. 
 

 Observational clinical audits based on the standards recommended by the World 
Health Organisation and National Patient Safety Agency took place for all patients 
undergoing day surgery at LNFH in one week in June and one week in November. The 
audits are designed to measure that all the safety steps in the checklist are completed. 
The audits found high compliance in all phases of the use of the checklist. Some 
actions were identified and subsequently completed to ensure there are no distractions 
and that the unit is completely silent during the checklist. 

 
 Although the new NICE Quality Standard to review post-operative infection rates 

relates to types of surgery not carried out at LNFH, it was anticipated that the guidance 
may be extended to other surgery.  A new process therefore to gather baseline 
information on post –operative infection rates for patients with open hernia surgery has 
been trialled with the Clinical Director reviewing any post-operative infections to 
identify any themes, learning and improvements to practice required.  Patients were 
asked to return in 30 days a brief questionnaire relating to post-operative infection.  
The notes of two patients who reported post-operative infections were reviewed with 
no specific issues or learning identified.  The patients were treated by their GPs and 
no further treatment was required. The process is being rolled out to other types of 
surgery with questionnaires now sent to patients who have had laparoscopic 
cholecystectomy. 

 
Future Plans  
We will continue to regularly audit use of the WHO surgery checklist but will not repeat this 
indicator in 2016/17. 
 
 
Priority 3: Improving Patient Experience 
 
3.1 Our complaints process provides satisfaction to the complainant 
 
Aim 
Patient experience is extremely important to us; receiving complaints shows we haven’t 
got things right for the patient or their families. We want to improve the timeliness of our 
responses and the overall satisfaction with how we are handling complaints to give 
reassurance that we are committed to putting things right. This builds on the indicator in 
2014/15 which focused on feeding back to complainants that actions identified as a result 
of the complaint investigation had been completed. 
 
Complaints are recorded as per the Local Authority Social Services and National Health 
Service Complaints (England) Regulations 2009. National benchmarking data for 
percentage of final response letters sent within agreed time frames is not available. 
 
Historical data for the percentage of final response letters sent within the agreed time 
frame is given on the next page. 
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             Table: Percentage of final response complaint letters sent within agreed timeframe 
             Data source: Safeguard Ulysses Incident Reporting System. 
 

2013/14 2014/15 2015/16 
55% 58% 88% 

 
Achievements 

 As part of the process when someone makes a complaint, the customer experience 
advisor discusses with the complainant a timeframe for the complaint to be 
investigated and a response letter to be sent. We were close to meeting our 90% 
target with 88% of response letters sent within the mutually agreed timeframes. This 
compares favourably to 58% of response letters being sent within agreed timeframes 
in 2014/15. 
 

 The Trust launched a revised electronic reporting system for complaints, concerns and 
compliments in December 2015. The updated system gives greater visibility of the 
complaints process to clinical teams and enables services to track progress with 
resolving complaints, identify themes and share learning more easily. It is anticipated 
that the new system will have a positive impact on the time taken to complete 
investigations and the final response letters. 

 
 We are keen to receive feedback on our complaints process and send a brief 

satisfaction survey to complainants to ask for comments and suggestions for 
improvements.  We did not quite meet our target of 90% of complainants being 
satisfied with how we handled their complaint with 84% over the year expressing 
satisfaction as shown below. This shows a slight increase in satisfaction from 82% in 
2014/15. 

 
 Many positive comments are made: 

‘I am very happy that my complaint was taken seriously and a very thorough 
investigation was carried out. I hope future patients will benefit ‘ 
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‘I was very pleased to see that at my recent appointment the receptionist did indeed 
have a list of appointments/patients so the problem I experienced should not re-occur. 
Thank you.’ 
 

      ‘The response to the complaint was very detailed and very professional’ 
 

 Some comments are less positive and indicate we can still make improvements: 
      ‘I have not seen any difference in the service since making the complaint.’ 
 
       ‘…do feel the investigation inconclusive’ 
 

 We have taken part in the initial development of a national complainant survey which 
is based on ‘My expectations for raising concerns and complaints’ (Healthwatch; Local 
Government Ombudsman; Parliamentary and Health Service Ombudsman November 
2014) and have volunteered to be part of a pilot starting later this year to test the new 
survey.  

 
Future Plans  
We will be repeating a similar indicator in 2016/17 as further improvements in the 
timeliness and way we address complaints and concerns can be made. 
 
3.2 Involve patients in the design of our services 
 
Aim 
We put patients at the heart of everything we do. We want to listen and involve them in the 
design of services so that we can best meet their needs and provide a good patient 
experience. 
 
The CQC report based on their inspection in October 2014 found improvements in our 
Minor Injury Units and End of Life care could be made. We therefore included this indicator 
in 2015/16 focusing on those services. 
 
The data source for this indicator is progress made against a work plan. There is no 
historical or national benchmarking data. 
 
Achievements 

 We have made progress towards achieving this target with patients involved in the 
design of some new services particularly with the new Multi-speciality Community 
Provider (MCP) implementation for the Minor Injury Units (MIU) at LNFH and at 
Petersfield Hospital. The MCP Boards have patient representatives who are involved 
in the planning and design of new services. At other times patients and carers are 
consulted on changes to practice once proposals have been drafted rather than at an 
earlier design phase. 
 

 The patient focus group at LNFH meet bi-monthly and have discussed and given 
feedback on new services, for example, the new GP Practice which opened at LNFH 
in September 2015 and have been engaged in the project focusing on closer working 
between MIU and the new GP Practice. The patient focus group has patient 
representatives as well as representation from Healthwatch Hampshire, the League of 
Friends and The British Red Cross.  
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 The MIU at LNFH are developing a new ‘See and Treat’ clinical process. The 
proposals have been shared and patients and carers asked for their feedback on the 
new process. 

 
 End of Life Care services have consulted with patients and carers in the development 

of an individualised care plan to be used in the last few days of life with the initial pilot 
care plan radically amended following their feedback. Patients and carers have been 
consulted on the revised End of Life Strategy with their views forming the basis of the 
objectives for End of Life services within the Trust. 

 
 A carer has been invited to sit on the End of Life Steering Group which has strategic 

overview and planning role for services. Patient stories and patient feedback is used to 
improve the quality of care provided at end of life. 

 
 Within Children’s services quarterly joint parent/health visitor groups have been piloted 

in each locality which provide an opportunity for parents to feedback on how services 
could be designed to better meet their needs.  

 
Future Plans  
The indicator this year focused on specific services. We are going to repeat a similar 
indicator in 2016/17 but will involve all services across the Trust. 
 
3.3 Involve patients and carers in the co-design of our restrictive practice  
 
Aim 
We aim to support patients with mental health problems to recover in safe, calm and 
therapeutic environments, and to engage patients to work in collaboration with us. We 
know that patients experiencing mental health distress can sometimes express this 
through violent or aggressive behaviour. We want to work with patients to manage their 
distress and avoid violence and aggression wherever possible. If it occurs we want to 
address it in a way that is safe for all concerned, and maintains the dignity and respect for 
the individual, and minimises the use of coercion.  
 
Following the CQC report based on their inspection in October 2014 which recommended 
that improvements could be made in the management of restrictive practices, we included 
an indicator in the 2014/15 Quality Report on improving the management of violence and 
aggression. We want to build on progress made with a new focus on the involvement of 
patients in the co-design of our restrictive practice framework. 
 
The data source for this indicator is progress made against a work plan. There is no 
historical or national benchmarking data.  
 
Achievements 

 We have made progress towards meeting this target and have involved patients in the 
early development of our restrictive practice framework although recognise that further 
work and improvements are still required. Via a request on social media, two people 
who have experienced restraint have offered to share their experiences and to be 
involved in the development of the restrictive practice framework.   
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 We are excited to take part in a project led by a national initiative ‘Implementing 
Recovery through Organisational Change’ and Merseycare, a leading Trust in 
reducing restrictive practices. Planning for the project took place in late 2015 with 
several workshops planned between April to October 2016. These will involve both 
staff and patients in the review and design of the restrictive practice framework and will 
explore how to involve patients meaningfully in the co-production of services. 

 
 Peer support workers who have lived experience of mental health problems are 

trained and employed by the Trust in a variety of roles. Peer support workers are 
sharing their reflections on their experience of being restrained and are recommending 
improvements to practice, for example, they discuss with a patient the importance and 
use of medication prior to restraint being used. Peer support workers have supported 
the development of future mental health services in Southampton by conducting focus 
groups and interviews with service users to gain feedback. A workshop has taken 
place with both patients and carers to develop a charter for the Crisis Care Concordat. 
This will outline what individuals can expect from services no matter why or where in 
the pathway they present in crisis.  
 

 A member of the Consultancy, Advice and Support Team (CAST) is using her recent 
experience of crisis and the use of her crisis care plan to co –facilitate training to staff 
on effective crisis planning with people who have a diagnosis of borderline personality 
disorder. The use of effective collaborative crisis planning will impact on the need to 
use restriction with a person with an anticipated reduction in restrictive practices used. 

 
 Advance statements are an important way of ensuring that the use of restrictive 

practice is least restrictive and is guided by how the patient would like to be cared for 
in circumstances where restrictive practice may be necessary. Bluebird House, a 
secure unit for adolescents, has developed in collaboration with the patients 
individualised advance statements which are written in the first person and use their 
own words. A project to develop the routine use of individualised advance statements 
in Mental Health services will build on this work. The results of the project will inform 
further development of the restrictive practice framework. 

 
 The seclusion working group has collated patient narratives about their experience of 

the use of restraint and seclusion which are being used in training programmes with 
staff to raise awareness. The training will also include a video of a patient describing 
their experiences of seclusion with recommendations made on how current practice 
could be improved.  

 
 A new restrictive practices policy has been consulted on and developed to support the 

use of restrictive practices with an overall aim to minimise their use.  
 

 The Trust wide Safer Forum oversees the initiatives in place to create an appropriate 
restrictive practice framework across the organisation and monitors progress made in 
this area.  

 
Future Plans  
We want to build on the achievements in 2015/16, recognising that further developments 
are required and will include a similar indicator in 2016/17. 
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Performance against key national priorities 
The Trust performance dashboard below shows performance to meet the access to care 
and outcome standards set by Monitor in 2015/16. By year end in March 2016, 14 of the 
15 standards were met with access to care: incomplete pathways within 18 weeks the only 
standard not quite met.  
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Southern Health NHS Foundation Trust is committed to providing performance reporting that is based upon accurate and reliable information. For more information on how NHS Trusts are statutorily required to not provide false and misleading information please 
view https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/305814/140422_FOMI_ConDoc.pdf
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Quality Governance Strategy 
Southern Health first devised a Quality Governance Strategy in 2013 entitled 
“Getting it right the first time” which was published in 2014. This document supports 
the Trust’s overall aim of providing high quality and safe care, and sets out a number 
of patient-centred quality improvement goals for the Trust. At its centre is the 
promotion of a culture of continuous improvement where every member of staff has 
the pride, compassion, confidence and skills to champion the delivery of safe and 
effective care. The Quality Governance Strategy delivery objectives are based on the 
continuous improvement principles described in the organisational learning strategy. 
They are integrated into the Trust Quality Programme work streams, and overseen 
monthly by the quality improvement and development forum 
 
To make sure that we can provide high quality care and meet our objectives we have 
a wide range of projects taking place throughout the Trust: 

 
A review of our Quality Strategy by Deloitte LLP in June 2015 as part of their 
assessment of Quality and Board Governance process showed that the document 
required revision. A new 5 year Quality Improvement Strategy has been developed 
to link the quality activities to the Trust strategic and business planning methodology 
to ensure that it becomes business as usual for the service managers and senior 
clinicians rather than an additional standalone piece activity. It has been developed 
taking into consideration the quality improvement work which is already established 
in the Trust such as the Quality Programme and use of the national recognised Plan, 
Do, Study, Act cycle (PDSA) and has been enhanced with new quality improvement 
initiatives such as the development of Quality Ambassadors to ensure that quality 
leads exist at each level of the organisation and the improvement results are owned 
by those providing the care and closest to the patients and service users. 
 
The new Quality Improvement Strategy is due to be launched in 2016. 
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Quality Programme 
During 2014/15 we established a Quality Programme to discharge some of the 
operational elements of our Quality Governance Strategy and provide a framework 
to enable focus to be given to achieving delivery of quality improvement priorities. 
Eight workstreams were established at this time: Governance; Patient Safety, 
Reporting & Learning; Peer Review & CQC Compliance; Estates & Infrastructures; 
Recordkeeping & Care Planning; Workforce; Patient Experience & Engagement; and 
Medicines Management. 
 
During 2015/16 the role of the workstreams was reviewed to align with the 2015/16 
Trust quality improvement priorities and to refocus on the areas which required 
further work. It was agreed that the Workforce Workstream would be disbanded as 
identifying and implementing quality improvements had been embedded into their 
existing processes. Two new workstreams were established at the end of 2015/16: 
Organisational Learning – separated out of the Patient Safety, Reporting & Learning 
Workstream to allow more focussed work in each areas; and Safeguarding – to 
deliver the quality improvements required following an internal thematic review. 
 
Work has progressed through these nine workstreams and the Quality Programme 
will continue to be the vehicle through which quality improvement priorities continue 
to be driven and monitored in 2015/16. 
 
Our peer review programme was instrumental in preparing for the CQC 
comprehensive inspection in 2014 and has since been a way of monitoring and 
gaining assurance of quality within the divisions.  This is a process by which teams 
formed of both clinical and non-clinical staff review services on a scheduled 
programme of each inpatient service annually and each community service every 
two years. Verbal feedback is provided to the service management on the day and a 
feedback report is provided as an outcome within two weeks. The reporting structure 
is based on the five domains of the CQC inspection. This is a validation report which 
will highlight areas of good practice and as well as describing areas for improvement 
within the service. Since the January 2016 targeted CQC inspection the peer review 
template has been updated to include environmental risk management. The process 
of escalation of findings from peer reviews has also been strengthened with 
Executive Team oversight. 
 
82 peer reviews were carried out during 2015/16 and a full programme of peer 
reviews across all clinical divisions has been developed for 2016/17. 
 
How we are implementing Duty of Candour 
We are continuing to support and encourage our staff to be open and honest with 
patients and their families when things go wrong. We are committed to the principles 
outlined in the Duty of Candour regulations and are striving to ensure that we 
engage with patients and their families in a way that is meaningful to them. 
 
in the past year there have been several developments to support this: 

 We have reviewed our Duty of Candour policy and procedure to provide greater 
clarity to staff on their responsibilities. 
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 We have developed a series of tools to support staff in properly and consistently 
demonstrating the behaviours and practices that are required. This includes an 
educational video on how to openly communicate with family members when 
things have gone wrong. 

 We have provided ‘face-to-face’ training within our bespoke investigators training 
course which focusses on how to involve service users and families in serious 
incident investigations. 

 We have included Duty of Candour as a standing item on our executive-led 
corporate panels which sign-off serious incident investigations. This ensures that 
it is not only the quality of the investigation which is reviewed but also the 
requirements of the Duty of Candour policy. 

 
In our Quality Reports for 2013/14 and 2014/15 we reported our compliance with 
Duty of Candour. The data provided was in relation to our contractual reporting 
requirements with commissioners. These required us to report to them on whether 
there had been initial contact made with patients or their families after an incident 
had taken place. We recognise that this does not constitute the entirety of the 
requirements under Duty of Candour and this should have been made clear in our 
reports.  
 
Whilst we are confident in our compliance with duty of candour for incidents which 
are logged and investigated as Serious Incidents we need to do more to properly 
record each individual step required by the Duty of Candour regulations for those 
incidents of moderate harm that do not go through a corporate panel. This will allow 
us to report on compliance with Duty of Candour in its entirety.  
 
To this end the following work has been carried out: 

 We have reviewed our incident management system, Ulysses Safeguard, to 
ensure it has the functionality to record each step of the ‘duty of candour’ 
requirements and that it is intuitive for staff to use 

 We routinely carry out a review of any moderate and above incidents where staff 
have indicated that duty of candour could not be undertaken to ensure that this is 
valid (for example the patient/family has explicitly asked for no contact). 

 We are rolling out audits of compliance with each step of the Duty of Candour 
requirements rather than limiting it to our contractual reporting requirements 
around first contact.  
 

Above all, we want to ensure that we use feedback to continually refine and improve 
our engagement with patients and families. Over the next year we will continue 
working with our chaplaincy service and service user groups to help staff understand 
what families expect when they receive a written apology. 
 
We have also commissioned an external review of patient, family and staff 
involvement in our incident investigation processes with the aim of using the findings 
to make further improvements. 

 
Reporting and investigation of deaths and incidents 
Significant work has been undertaken over the past year to improve the quality of 
investigations and to ensure that relatives/carers are afforded the opportunity to be 
fully involved in these.   
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In October 2015 we recruited a team of central lead investigators to lead the 
improvements and provide support to our frontline clinical staff. The team comprises 
of six senior specialist nurses who have an interest in, and the skills to support, 
complex investigations. 
  
They are specifically tasked to ensure that investigations are carried out: 

 In a timely manner as required by the NHS Framework document; 
 Efficiently, with the involvement of family members and loved ones in an open 

and transparent manner with a full explanation and apology provided when 
things have gone wrong; and 

 In a way that ascertains root causes and contributory factors to aid the 
development of effective action plans. 

 
The central team also: 

 Assist with sharing of learning across the organisation using established  
learning networks and ‘Hot Spots’ publications; and 

 Support Trust staff at Coroners inquests ensuring that the detail of the Coroners 
deliberations and conclusion is understood so we can focus improvement 
activities and learning as a direct result of this process.   

 
The training of frontline staff who are supported by this central team to undertake 
investigations has been completely revised and a new two day course created. A 
register of investigators has been established to ensure that only those who can 
evidence the training they have received will undertake the investigations. This is 
monitored by the Quality Governance team.  
 
Improving our decision making process as to whether a death requires 
investigation.  
In December 2015 we launched a new mortality review process. When a death is 
reported, a decision is made by a panel of people chaired by a senior clinician as to 
whether the death requires an investigation to be undertaken and what level of 
investigation this should be. This process determines whether a death meets the 
criteria for external reporting and also whether an internal investigation should be 
undertaken. The process also reviews how much involvement the Trust, as a 
community service provider, has had in the care of service users who die in the 
community and whether a commissioner-led, multi-agency investigation would be 
more appropriate.  
 
Rather than continuing to use the terms ‘expected’ and ‘unexpected’ to differentiate 
between deaths that require investigation and those that do not, we have introduced 
a case by case review by panel to determine whether an investigation is necessary 
which provides a more robust decision making process.  
 
It is extremely important that we involve families and loved ones from the outset of 
an investigation therefore it is the responsibility of this panel of people to decide who 
is going to investigate the death and who will be the point of contact for the family 
members.  
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The information from the panel is recorded on our Ulysses risk management system 
which now also holds our electronic investigation documents. This allows the 
information to be audited to ensure that trust policy has been followed. This 
information is used as part of our assurance process. 
 
Each Division holds a Mortality Review meeting on a regular basis to review the 
themes and specific learning arising from investigations which have taken place for 
the division. The focus of these meetings is ensuring learning and service 
improvement.   
 
These are new processes which came into effect in quarter three of 2015/ 2016 and 
as such we will be monitoring how well they are being embedded throughout 
2016/17. A newly established Mortality and Serious Incident Board with executive 
and non-executive director membership holds the responsibility for monitoring 
progress, with regular reporting to Board sub-committees against the Mortality and 
Serious Incident Action Plan. 
 
Sign up to Safety 
Southern Health is pleased to be taking part in the national ‘Sign up to Safety: Listen 
Learn Act’ programme designed to help realise the ambition of making the NHS the 
safest healthcare system in the world by creating a system devoted to continuous 
learning and improvement. We are implementing our three year plan which is built 
around five core pledges and describes what the Trust will do to reduce harm and 
save lives by working to reduce the causes of harm and take a preventative 
approach.  The action plan to meet these pledges draws together existing work 
programmes that support the safety improvement theme with progress monitored by 
the Quality Improvement Programme: Patient Safety workstream.  
 
 
The five core pledges are: 
 We will put safety first (reduce pressure ulcers, assess and treat venous 

thromboembolism, make sure patients receive all their medicines, monitor 
physical health); 

 We will continually learn (improve action plans and learning, quarterly quality 
conferences, involve patients in developing services); 

 We will be transparent (say sorry when things have gone wrong, involve patients 
and families in investigations of serious incidents); 

 We will collaborate (listen to our patients and their carers and change practice, 
involve patients in co-designing clinical pathways); and 

 We will support (support teams to understand and learn from quality information, 
‘speak out’ service to highlight safety issues). 

 
Care Quality Commission 
The Care Quality Commission undertook a comprehensive inspection of the Mental 
Health, Learning Disability and Community Health services of the Trust between 6 – 
10th October 2014 with their final report published in February 2015. The Trust was 
rated as follows: 
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The Trust developed a 129 point action plan to address the areas identified for 
improvement by CQC.  
 
Among the areas identified for improvement were the following: 

 Management of ligatures, restraint and seclusion; 
 Suitability of Ravenswood House as a medium secure forensic unit; 
 Community staffing levels; 
 Medicines management; 
 Mental health crisis care and use of out of area beds; 
 Information systems; and 
 Timeliness of equipment provision. 

 
Delivery of improvements has been through the existing Quality Programme which is 
led by the Director of Performance, Quality and Safety/Chief Operating Officer on 
behalf of the Executive Team and reports into the Quality & Safety Committee. All 
action plans have been agreed with commissioners and the peer review programme 
(which includes external stakeholders), is used as one of the methods of validation. 
 
The CQC have carried out five inspections during 2015/16. Each of these was a 
follow-up inspection to review progress against the actions from the 2014/15 
inspections. Two inspections were within the Trust’s social care services and these 
services received individual ratings of Good and Requires Improvement. Action 
plans have been developed to address any areas for improvement identified. Two 
inspections of specialised services found progress had been made against the 
original action plan following the October 2014 inspections with some areas of 
improvement still to be completed. The draft reports from the latest inspection of 
Mental Health and Learning Disabilities services have been received and although 
CQC found a number of improvements had been made, this was not consistent 
across all areas and they issued a warning notice to the Trust on 16 March 2016. 
Further details are included in the Annual Governance Statement. 
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Staff Survey  
The NHS Staff Survey is one way that the Trust can hear directly from staff about 
their experience at work across a variety of factors.  The responses received help to 
ensure that their views inform decisions that influence what it is like to work here or 
receive treatment from our services. Further information is included in the Annual 
Report. 
 
The most recent NHS Staff Survey results for indicators KF26 (percentage of staff 
experiencing harassment, bullying or abuse from staff in the last 12 months) and 
KF21 (percentage believing that trust provides equal opportunities for career 
progression or promotion) are shown in the following table.   
 
KF26 Percentage of staff experiencing harassment, bullying or abuse from staff 

in last 12 months 
21% 

KF21 Percentage of staff believing that the organisation provides equal 
opportunities for career progression or promotion 

88% 
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Annex 1:  Statements from commissioners, local Healthwatch organisations 
and Overview and Scrutiny Committees 
 
The opportunity to provide feedback on the Quality Account was offered to the 
following bodies: 
Clinical Commissioning Groups -  West Hampshire, South Eastern Hampshire, North 
Hampshire, North East Hampshire & Farnham, Fareham & Gosport, Oxford, 
Aylesbury & Chiltern. 
Healthwatch organisations – Hampshire, Southampton, Oxfordshire, 
Buckinghamshire, Portsmouth. 
Governors 
Overview and Scrutiny Committees – Hampshire, Southampton, Portsmouth, 
Oxfordshire 
  
Feedback that has been received is included in this annex. 
 
Feedback from West Hampshire CCG, South Eastern Hampshire CCG, 
Fareham & Gosport CCG, North Hampshire CCG, North East Hampshire & 
Farnham CCG and NHS England dated 11/05/2016 
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Feedback from Southampton City Clinical Commissioning Group 
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Feedback from Healthwatch Oxfordshire dated 17/05/2016 
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Feedback from Hampshire Health and Adult Social Care Select Committee 
dated 13/05/2016 
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Feedback from Southampton Health Overview and Scrutiny Panel dated 
17/05/2016 
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Annex 2:  Statement of directors’ responsibilities for the quality report 
 
The directors are required under the Health Act 2009 and the National Health 
Service (Quality Accounts) Regulations to prepare Quality Accounts for each 
financial year. 
 
Monitor has issued guidance to NHS foundation trust boards on the form and content 
of annual quality reports (which incorporate the above legal requirements) and on 
the arrangements that NHS foundation trust boards should put in place to support 
the data quality for the preparation of the quality report. 
 
In preparing the Quality Report, directors are required to take steps to satisfy 
themselves that:  

 the content of the Quality Report meets the requirements set out in the NHS 
Foundation Trust Annual Reporting Manual 2015/16 and supporting guidance; 

 the content of the Quality Report is not inconsistent with internal and external 
sources of information including: 

 board minutes and papers for the period April 2015 to May 2016 
 papers relating to quality reported to the board over the period April 2015 to date 

of statement 
 feedback from West Hampshire Clinical Commissioning Group (CCG), South 

Eastern Hampshire CCG, Fareham & Gosport CCG, North Hampshire CCG, 
North East Hampshire & Farnham CCG and NHS England dated 11/05/2016 

 feedback from Southampton City Clinical Commissioning Group dated 09/05/16 
 feedback from governors dated XX/XX/2016 
 feedback from Healthwatch Oxfordshire dated 17/05/2016 
 feedback from Hampshire Health and Adult Social Care Select Committee dated 

13/05/2016 
 feedback from Southampton City Council Health Overview and Scrutiny 

Committee dated 17/05/2016 
 the trust’s complaints report published under regulation 18 of the Local Authority 

Social Services and NHS Complaints Regulations 2009, dated 25/04/2016 
 the national patient survey 2015 
 the national staff survey 2015 
 the Head of Internal Audit’s annual opinion over the trust’s control environment 

dated XX/XX/20XX 
 CQC Intelligent Monitoring Report dated February 2016 

 
 the Quality Report presents a balanced picture of the NHS foundation trust’s 

performance over the period covered; 
 the performance information reported in the Quality Report is reliable and 

accurate; 
 there are proper internal controls over the collection and reporting of the 

measures of performance included in the Quality Report, and these controls are 
subject to review to confirm that they are working effectively in practice; 

 the data underpinning the measures of performance reported in the Quality 
Report is robust and reliable, conforms to specified data quality standards and 
prescribed definitions, is subject to appropriate scrutiny and review; and 

 the Quality Report has been prepared in accordance with Monitor’s annual 
reporting guidance (which incorporates the Quality Account regulations) as well 
as the standards to support data quality for the preparation of the Quality Report. 
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The directors confirm to the best of their knowledge and belief they have complied 
with the above requirements in preparing the Quality Report. 
 
By order of the board 
 
NB: sign and date in any colour ink except black 
 
Signed:  

 
 

 

  

    
 Katrina Percy  Tim Smart 
 Chief Executive Officer  Interim Chair 
    
Date: 24 May 2016   
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Annex 3:  External Auditor’s Limited Assurance Report  
 
To insert 
  

136 
 



 
 
Annex 4:  Data definitions 
 
PwC tested the following indicators 
 
100% enhanced Care Programme Approach (CPA) patients receive follow up 
contact within seven days of discharge from hospital 
 
Detailed descriptor 
The percentage of patients on Care Programme Approach (CPA) who were followed 
up within seven days after discharge from psychiatric inpatient care during the 
reporting period. 
 
Data definition 
Numerator 
The number of people under adult mental health illness specialities  on CPA who 
were followed up (either by face to face contact or by phone discussion) within seven 
days of discharge from psychiatric in-patient care during the reporting period. 
 
Denominator  
The total number of people under adult mental illness specialities on CPA who were 
discharged from psychiatric in-patient care. All patients discharged from psychiatric 
in-patient wards are regarded as being on CPA during the reporting period. 
 
Details of the indicator 
All patients discharged to their usual place of residence, care home, residential 
accommodation, or to non-psychiatric care must be followed up within seven days of 
discharge. Where a patient has been transferred to prison, contact should be made 
via the prison in-reach team. The seven-day period should be measured in days not 
hours and should start on the day after the discharge.  
 
Exemptions include patients who are re-admitted within seven days of discharge; 
patients who die within seven days of discharge; patients where legal precedence 
has forced the removal of the patient from the country; and patients transferred to an 
NHS psychiatric inpatient ward. 
 
All CAMHS (child and adolescent mental health services) patients are also excluded. 
 
Accountability 
Achieving at least a 95% rate of patients followed up after discharge each quarter. 
 
Detailed Guidance 
More detail about this indicator and the data can be found within the Mental Health 
Community teams Activity section of the NHS England website. 
 
Admissions to inpatient services had access to crisis resolution home 
treatment teams 
 
Detailed descriptor 
The percentage of admissions to acute wards for which the Crisis Resolution Home 
Treatment Team (CRHT) acted as a gatekeeper during the reporting period. 
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Data definition  
In order to prevent hospital admission and give support to informal carers, CRHT are 
required to gatekeep all admission to psychiatric inpatient wards and facilitate early 
discharge of service users. 
 
Numerator 
The number of admissions to the trust’s acute wards that were gatekept by the 
CRHT during the reporting period. 
 
Denominator 
The total number of admissions to the trust’s acute wards. 
 
Details of the indicator 
An admission has been gatekept by a crisis resolution team if it has assessed the 
service user before admission and was involved in the decision-making process 
which resulted in an admission. An assessment should be recorded if there is direct 
contact between a member of the CRHT team and the referred patient, irrespective 
of the setting, and an assessment is made. The assessment may be via a phone 
conversation or by any face-to-face contact with the patient. 
 
Exemptions include patients recalled on Community Treatment Order; patients 
transferred from another NHS hospital for psychiatric treatment; internal transfers of 
service users between wards in the trust for psychiatry treatment; patients on leave 
under Section 17 of the Mental Health Act; and planned admissions for psychiatric 
care from specialist units such as eating disorder units. 
 
Partial exemption is available for admissions from out of the trust area where the 
patient was seen by the local crisis team (out of area) and only admitted to this trust 
because they had no available beds in the local area. Crisis resolution team should 
assure themselves that gatekeeping was carried out. This can be recorded as 
gatekept by crisis resolution teams. 
 
This indicator applies to patients in the age bracket 16-65 years and only applies to 
CAHMS patients where they have been admitted to an adult ward. 
 
Accountability 
Achieving at least 95% of patients in the quarter. 
 
Detailed Guidance 
More detail about this indicator and the data can be found within the Mental Health 
Community teams Activity section of the NHS England website. 
 
Local Indicator 
 
Safety incidents involving severe harm or death 
 
Indicator description  
Patient safety incidents (PSI) reported to the National Reporting and Learning 
Service (NRLS) where degree of harm is recorded as ‘severe harm’ or ‘death’, as a 
percentage of all patient safety incidents reported. 
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Indicator construction 
Numerator: the number of patient safety incidents recorded as causing severe 
harm/death as described above. 
 
The ’degree of harm’ for patient safety incidents is defined as: 
‘severe’ – the patient has been permanently harmed as a result of the PSI 
‘death’ – the PSI has resulted in the death of the patient 
 
Denominator: the number of patient safety incidents reported to the National 
Reporting and Learning Service (NRLS). 
 
Indicator format: standard percentage. 
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REPORT TO THE AUDIT, ASSURANCE & RISK COMMITTEE    
 
Date 
 

23.05.0216 
 

Agenda Item 
 

16 
 

Title Quality Account Letter to the Audit Assurance & Risk 
Committee Chair  
 

Author(s) Anna Williams, Company Secretary & Head of Corporate 
Governance 
 

Purpose 
 

To provide assurance to the Audit Assurance & Risk 
Committee that the Quality & Safety Committee have 
discharged their duties in gaining assurance that 
arrangements are in place for the measuring and monitoring 
of quality, including patient safety. 
 

Previously Considered by 
 

N/A  

Sponsoring Director Jon Allen, Committee Chair 
 

Executive Director Overview Foundation Trusts are required to include a Quality Report 
as part of their Annual Report at the end of each financial 
year 
 
This paper provides assurance to the Audit, Assurance and 
Risk Committee that the Quality & Safety Committee has 
discharged its duties in relation to the Quality Report & 
Account. 
 

Action Required 
 

The Committee is asked to discuss and note. 
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To:  Audit, Assurance & Risk Committee Members 
 

QUALITY & SAFETY COMMITTEE RECOMMENDATION ON  
QUALITY REPORT SIGN OFF 

 
The Quality & Safety Committee (Q&SC) met on 09 May 2016. This note is in support of 
the Committee discussion and approval of the Quality Report & Account for the Trust. 
 
The Committee should note that under the Trust’s governance arrangements, the 
committee’s purpose is to: 
 

 Monitor and ensure that appropriate arrangements are in place for measuring and 
monitoring quality including patient safety and health and  

 Assure the Board that these arrangements are robust and effective, and support the 
delivery of the strategic objectives; 

 Report on and escalate issues which need to be drawn to the Board’s attention;  
 Review risks to quality and safety and agree management mechanisms to improve 

these; 
 Assure the Board that the Trust is developing as a learning organisation and can 

demonstrate it works proactively and reactively to prevent future harm to patients, 
staff and visitors. 
 

I am pleased to report to you that the Quality & Safety Committee has completed its review 
for the 15/16 year.  The committee received a number of other papers over the year for 
information and noting, these updated the committee on progress on in a range of areas of 
quality and safety, including, but not limited to: 
 
Title Comment Assurance 

position 
Board Assurance 
Framework 

There has been regular scrutiny of the BAF; 
feedback on content and presentation has been 
provided.  Further refinements are required in 
order for the Committee to derive adequate 
assurance. 
 

Partial  

Clinical Audit The Committee approved the programme, 
however, a request for quarterly reports to be 
clearly focussed on assurance rather than process 
 

Full 

Medicines 
management 

Reports provided through year Full 

Mental Capacity 
Act / Deprivation 
of Liberty 
Safeguards 

Reports provided through year Full 

Infection 
Prevention & 
Control 

Reports provided through year Full 

Quality 
Improvement 
Programme 

Reports provided through year Full 
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Safeguarding Reports provided through year 
 

Full 

Peer Review 
Programme 

Some concerns were expressed during the year 
regarding the effectiveness of the programme.  
Further improvements to strengthen the process 
were reported as being undertaken. 
 

Partial  

Incident & 
Serious Incident 
Analysis 

Further assurance that the incident reporting 
process was working efficiently and effectively was 
requested in September 2015.   At the meeting in 
March the Committee received assurance of 
ongoing improvement. 
 

Partial 

End of Life Care The report provided in February 2016 provided 
partial assurance, on the basis that without 
available data the Committee could not be fully 
assured on the processes and outcomes being 
effective 
 

Partial 

Southampton 
Improvement 
Plan 

The Committee reviewed this plan twice in the 
year; at the point of final review it was agreed that 
no further assurance or reporting to the Committee 
was required. 
 

Full 

CQC Action Plan The Committee confirmed that they had received 
assurance that the Trust continued to make 
progress against the 2014 action plan and that any 
recommendations from the 2016 focussed visit 
would also be incorporated and implemented in the 
same way 
 

Full 

Clinical 
Effectiveness 
including NICE, 
CAS Alerts and 
other 
requirements 

Further information was requested in future reports 
(December 2015) to fully gain assurance of the 
practices in place.  This was to include outcome 
monitoring 

Partial 

 
At the time of the last meeting, a report relating to Duty of Candour was subject to review; 
this was considered by Committee members outside the meeting.  The view of Committee 
members is that there was limited assurance in relation to this, and the addition of a new 
corporate risk to the Risk Register was requested. 
 
At the meeting on 09.05.2016 the Committee reviewed the draft Quality Report & Account.   
Subject to the outstanding review of the report relating to Duty of Candour, the Committee 
agreed to recommend to the Audit, Assurance & Risk Committee that it approves the 
proposed annual Quality Report, including the draft statement on directors’ responsibilities 
for the Quality Report and authorises the Chief Executive (and Chairman) to sign it. 
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Yours sincerely 
 
 
 
Jon Allen 
Quality & Safety Committee Chair 
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REPORT TO THE AUDIT, ASSURANCE AND RISK COMMITTEE 
 
Date 
 

23.05.2016 

Agenda Item 
 

17 

Title Counter Fraud Reports 
 

Author(s) Andrew Morley, Counter Fraud Specialist Manager 
 

Purpose 
 

To update the Audit, Assurance & Risk Committee on 
Counter Fraud work since the last meeting of the 
Committee. 
 

Previously Considered by 
 

Finance Executive 

Sponsoring Director Paula Anderson, Interim Director of Finance 
 

Executive Director Overview To receive the Local Counter Fraud Progress Report, the 
Counter Fraud Annual Report 2015/16 and the Local 
Proactive Review – Agency Pre-Employment Checks – Final 
Report 2015/16. 
 

Action Required 
 

The Committee is asked to review and discuss the contents 
of the Counter Fraud report. 
 

 
 

 



 

 

 

 

Southern Health NHS Foundation Trust 

Local Counter Fraud Progress Report  
 

 
2015/16 

May 2016 
 
 

 

 

 
In Confidence  

 
Restricted Circulation 
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Contents  
 

Introduction                  2 

Summary of Proactive Work                2 

Summary of Reactive Work                          11  

Client Briefings/Key Issues Arising Elsewhere                        16 

Progress against LCFS Workplan                         17 

Appendix A: Counter Fraud Annual Report 2015/16               Attached 

Appendix B: Agency Pre-Employment Checks                Attached 

 

ADMINISTRATION 

 

Andrew Morley, Counter Fraud Manager 

 0845 300 3333 / 07827 230 521 

 andrew.morley@tiaa.co.uk 

 

John Butler, Director of Counter Fraud and Security 

 01273 696011 x 5430 / 07766115289 

 john.butler@tiaa.co.uk 

PURPOSE OF REPORT 

To update the Audit Committee on Counter Fraud work since the last meeting of the Committee. 

RECOMMENDATION 

The Committee is asked to receive the assurances in this report. 

DISCLAIMER 

The matters raised in this report are only those that came to the attention of the investigator during the course of the reviews and are not necessarily a 

comprehensive statement of all the weaknesses that exist or all the improvements that might be made. This report has been prepared solely for 

management's use and must not be recited or referred to in whole or in part to third parties without our prior written consent. No responsibility to any third 

party is accepted as the report has not been prepared, and is not intended, for any other purpose. TIAA neither owes nor accepts any duty of care to any other 

party who may receive this report and specifically disclaims any liability for loss, damage or expense of whatsoever nature, which is caused by their reliance 

on our report. 
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Progress Report 

Introduction 

This is the first Local Counter Fraud Specialist report for Southern Health NHS Foundation Trust for 2016-17.  The report set out the work undertaken since 

the 4th January 2016, this being the date of the last Audit Committee meeting attended by the Counter Fraud Manager, against the annual Counter Fraud work 

plan. 

Summary of Proactive Work 

Strategic Governance 

 

 In accordance with the Service Condition 24.2 of the NHS Standard Contract and Standard 1.5 of the ‘Standards for Providers 2016/17 – Fraud, 

Bribery and Corruption’ the LCFS has produced the Counter Fraud Annual Report which is attached to this report at Appendix ‘A’.  The report 

summaries the work completed by the Trust and LCFS during the fiscal year 2015-16 to mitigate against the risk of Fraud, Bribery and Corruption in 

accordance with contract the Trust holds with its Commissioners. 

Some of the key points in the Annual Report are as follows: 

 In accordance with condition  24.2 of the NHS Standards Contract the Trust is required to complete a Self Review Tool and has been 

assessed with an overall rating of ‘Green’ for 2016/17. 

 A total of 81 Trust sites were visited by the LCFS as part of the ‘Fraud Summer Roadshow 2015’ with information and publicity materials left at 

each site. 
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 The number of referrals and subsequent reactive investigations received during the year has increased by 600% during the year when 

compared to 2014/15. 

 The amount of money recovered during the year due to fraud/error was £49,110.93 compared to £700 in the previous year. 
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 The Counter Fraud Manager continues to meet with the Deputy Director of Finance approximately every six weeks to provide an update on the 

progress made against the Counter Fraud work plan and to discuss fraud trends/hotspots identified within the Trust as well as elsewhere across the 
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NHS and TIAA’s extensive client base in both the private and public sectors.  It is also an opportunity for the Deputy Director of Finance to raise with 

the Counter Fraud Manager any concerns she may have with regard to potential fraud/bribery issues which have come to her attention.  In attendance 

at these meetings is the Deputy Director of Human Resources along with a Senior Workforce Manager.  The presence of Human Resources at these 

meetings is particularly useful as it allows for immediate input from Human Resources when dealing with criminal investigations which have the 

potential to impact on employment issues and the need for a disciplinary investigation/referral to a regulatory body in line with NHS Protect’s ‘triple 

tracking’ guidelines. 

More recently Counter Fraud have established lines of communications with the Trust’s interim Local Security Management Specialist (LSMS) as 

there had been a breakdown in communication as a result of the substantive LSMS’s long-term sickness absence.  It is essential that communication 

between Counter Fraud and the LSMS is maintained in order that both teams are sighted on each other’s work in order to avoid duplication and for 

the sharing of intelligence in order that as full picture as possible can be collated of the crime risks faced by the Trust. 

 In accordance with Service Condition 24.2 of the NHS Standard Contract the Counter Fraud Manager has completed NHS Protect’s ‘Self Review 

Tool’ (SRT) which at the time of writing this report is with the Director of Finance for Executive authorisation before submission to NHS Protect before 

the 31st May 2016. 

The overall rating for the Trust is ‘Green’ with just two ‘amber’ ratings and one ‘red’ rating.  The one ‘red’ rating relates to pre-employment checks 

being undertaken by temporary staffing agencies.  For more information in relation to this matter please see detail below under ‘Prevent and Deter’ 

and report attached at Appendix ‘B’. 

 

SUMMARY OF RATING OUTCOMES 

Strategic Governance 1.1 1.2 1.3 1.4 1.5 1.6 1.7 

Key Principle 1: Inform & Involve  2.1 2.2 2.3 2.4    

Key Principle 2: Prevent & Deter 3.1 3.2 3.3 3.4 3.5 3.6  

Key Principle 3: Hold to Account 4.1 4.2 4.3 4.4 4.5 4.6 4.7 
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Inform and Involve 

 

 

 Trust Induction - The Trust continues to use the Counter Fraud video presentation at Trust Induction for all new starters.  It is important that new 

starters do get to see a presentation from Counter Fraud on their first day with the Trust and that the Trust sends a very clear message that it adopts a 

‘zero tolerance’ approach to fraud and/or bribery; and that the Trust has in place professionally trained staff to deal with such incidences.  Experience 

has shown that if staff believe that if they engage in such activity that there is a reasonable chance that they will be caught and dealt with robustly then 

they can be pursued from undertaking such activity in the first instance. 

 Fraud Awareness Presentation – In early May, the Counter Fraud Manager provided a half hour fraud awareness session to Health Visitors based 

at the Southwood Clinic in Farnborough.  The session was delivered in an interactive format based loosely around the TV game show ‘Have I got 

News for You’.  In addition to raising awareness around fraud risks, the session also covered bribery and corruption; conflicts of interests and gifts, 

hospitality and sponsorships.  The Counter Fraud Manager concluded by providing his contact details and encouraged staff to raise any concerns 

they may have with regard to fraud, bribery and/or corruption in the workplace. 

The presentation was well received with interesting and useful interaction throughout the session. Post presentation the Counter Fraud Manager 

receiving several complementary comments from staff who clearly found the session both useful and enjoyable. 
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Prevent and Deter 

 

 

 Since the last report three intelligence alerts have been issued.   
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 While the Trust is able to demonstrate with ease the comprehensive pre-employment checks it undertakes when employing staff directly, the Trust 

would find it more challenging to demonstrate how it assures itself that staff working for the Trust via an employment agency are subject to the same 

rigouress pre-employment checks. 

To address this issue, the LCFS was asked by the Deputy Directors of Finance and Human Resources to conduct a Local Proactive Exercise to 

provide assurance that employment agencies are actively fulfilling their contractual obligations in ensuring pre-employment checks are undertaken in 

respect of any staff they supply.   

 

 

 

 

 

It was founded that the standard of checks completed by agencies varied considerably.  Some agencies were found to be perfect while at other 

agencies issues such as out of data mandatory annual training were identified.  Other issues identified included a variances in the agencies approach 

to notifying the Trust that a conviction was recorded following a Disclosure and Barring Service (DBS) check.  While some agencies would advise the 
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Trust that a conviction had been noted and seek positive approval from the Trust before supplying that temporary worker; others made a decision 

locally and the Trust were never informed of the conviction.  

Post exercise a comprehensive report was prepared and shared with the Deputy Director of Finance and the Deputy Director of Human Resources 

who was the commissioning director for this exercise.  A redacted copy of the report is attached to this report at Appendix ‘B’.  A summary of our 

recommendations as a result of the exercise is included in the table below along with the management response. 

Rec. Risk Area Finding Recommendation Priority Management 

Comments 

Implementation 

Timetable 

(dd/mm/yy) 

Responsible 

Officer 

(Job Title) 

1 Compliance Agencies have a varying standard of 

pre-employment checks and annual 

checks.  

The Trust may wish to use, 

wherever possible, the agencies 

that have demonstrated a higher 

standard of vetting and pre-

employment checks. 

3 Accepted; work will continue to 

minimise the use of agency 

workers and focus on substantive 

recruitment and the use of NHSP 

bank workers. 

Ongoing Amanda 

Smith 

2 Compliance It has been identified that numerous 

workers do not have a current Fitness 

to Work certificate or a current 

Mandatory Training certificate. 

The Trust may wish to decide 

whether they want to use workers 

whose training and fitness 

certificates have expired, and 

consider health and safety 

implications. 

3 Accepted; communication to be 

sent to all agencies currently in use 

to reiterate the requirement for 

fitness to work certificates and 

mandatory training compliance. 

30/04/16 Amanda 

Smith 

3 Compliance The policy/process regarding positive 

DBS checks varies between agencies. 

Some agencies notify the Trust and 

seek clarification whether the worker 

can be placed, and other agencies 

make their own decision and do not 

advise the Trust at all. 

Currently the Trust requests that 

agencies notify them of positive 

DBS checks. If this policy is to 

continue, then all agencies used 

need to be made aware of this, and 

whether the line manager or HR is 

the point of contact for the agency. 

3 Accepted; communication to be 

sent to all agencies currently in use 

to reiterate the requirement to notify 

the Trust of any positive DBS 

outcomes prior to supplying any 

worker. 

30/04/16 Amanda 

Smith 
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Rec. Risk Area Finding Recommendation Priority Management 

Comments 

Implementation 

Timetable 

(dd/mm/yy) 

Responsible 

Officer 

(Job Title) 

4 Compliance It has been identified that a number of 

workers have positive DBS checks that 

the Trust may not be aware of. (Names 

in bold print throughout the report). 

The Trust may wish to review 

whether they are aware of the 

previous cautions/convictions, and 

if not, whether any action is 

required.  

3 Accepted; communication to be 

sent to all agencies currently in use 

to request confirmation of all 

workers supplied to the Trust with 

any positive DBS outcomes.  

Formal assessment to be made 

with regard to those cases 

highlighted through the counter 

fraud proactive exercise. 

30/04/16 Amanda 

Smith 

 

 The National Fraud Initiative (NFI) is a mandatory data matching exercise run by the Audit Commission.  The LCFS supported the Trust’s Finance 

team and Human Resources team in clearing the matches that relate to ‘Accounts Payable’ and ‘Payroll to Payroll’.  In addition, the LCFS is also 

processed several other matches. 

 
As a result of the work undertaken as part of the NFI one member of staff was found to be working while on sick leave.  This member of staff has been 
interviewed under caution and at the time of writing this report the LCFS is liaising with the Trust to agree the most appropriate sanction and how 
recovery of the alleged loss due to fraud can be recovered. 

  
In addition, as a result of the work undertaken by the LCFS and the Trust’s Finance Team on the NFI matches one duplicate invoice was identified 
which has led to the recovery of £33,164.03.  

Summary of Reactive Work 

Hold to Account 

The following is a summary of progress made to investigate cases of alleged fraud against the Trust.  The progress is up to date as at the 6th May 2016 (the 

time of writing this report) and the LCFS will provided a verbal update at the Audit Committee meeting of further progress made in the interim period. 
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Case No: Start Date Detail Outcome Action Comment 
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Case No: Start Date Detail Outcome Action Comment 

 

Client Briefings/Key Issues Arising Elsewhere 

NHS – National Whistleblowing Policy 
NHS England and NHS Improvement have issued the final version of the overarching whistleblowing policy to be adopted by all NHS organisations: ‘Freedom 

to speak up: raising concerns (whistleblowing) policy for the NHS’.  NHS organisations are expected to adopt the new national policy by 31 March 2017. 

The proposal for a single whistleblowing policy was set out in a consultation launched in November 2015, and the final policy has been amended to take into 

account responses to the consultation. The main changes to the document, following consultation, are: 

 Incorporating both ‘whistleblowing’ and ‘raising concerns’ into the title; 

 Retaining the process of escalation, but made clear that it is not compulsory on those raising concerns; 

 Adding a requirement for annual review of the policy (and accompanying process) at local level; 

 Including a reference to the role of the new Office of the National Freedom to Speak Up Guardian, which sits in the CQC; and 

 Extending coverage of the policy to clarify the inclusion of governors. 

The single policy is broad, and NHS organisations still have some flexibility in their own whistleblowing policy, for example setting out the finer details of how 

the organisation will deal with whistleblowing concerns. Local policies will sit beneath the national policy or be incorporated into it. 

The detail within the national policy includes the type of concerns NHS workers can raise under the policy. It lists examples such as “unsafe patient care” and 

“unsafe working conditions” as well as “suspicions of fraud”. The policy includes a system of escalation, to help workers dec ide with whom they should raise 

their concern, including the whistleblowing “guardian”, who will act as an “independent and impartial source of advice to staff.” 

NHS England has also released a new consultation (closing date 6th May 2016) on guidance covering similar Whistleblowing arrangements which should be 

in place at Primary Care providers e.g. GPs, Dentists, Opticians, Community Pharmacists.  
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Links: 

https://improvement.nhs.uk/uploads/documents/whistleblowing_policy_30march.pdf 

https://www.engage.england.nhs.uk/consultation/wwhistleblowing (primary care policy consultation) 
 

Progress against LCFS Workplan 

From the agreed annual Counter Fraud provision for the year of 125 proactive days and 14.97 reactive days, we have delivered 5.97 proactive days and 7.70 

reactive days as at the 30th April 2016. 

--------------- 

 

https://improvement.nhs.uk/uploads/documents/whistleblowing_policy_30march.pdf
https://www.engage.england.nhs.uk/consultation/wwhistleblowing
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1. Commentary 

The year in review 

 In accordance with condition  24.2 of the NHS Standards Contract the Trust is required to complete a Self Review Tool and has been assessed with an 

overall rating of ‘Green’ for 2016/17. 

 A total of 81 Trust sites were visited by the LCFS as part of the ‘Fraud Summer Roadshow 2015’ with information and publicity materials left at each site.  

 The number of referrals and subsequent reactive investigations received during the year has increased by 600% during the year when compared to 2014/15.  

 The amount of money recovered during the year due to fraud/error was £49,110.93 compared to £700 in the previous year.  

2. Standards for Providers 

2.1. In 2013/14, a new Standard NHS Contract was introduced. Service Conditions Section 24 of the Standard NHS Contract relates to expectations surrounding 

anti-crime arrangements within a provider organisation. These expectations are periodically revised and the latest iterations are the draft Standards issued in 

March 2016 and will be applicable from 1st April 2016. 

2.2. Southern Health NHS Foundation Trust counter fraud performance is measured via the ‘NHS Standard Contract’ using the organisational crime profile (OCP) 

and the self-review tool (SRT), as publicised by NHS Protect.  

2.3. The OCP provides a healthcare organisation’s profile, which gives further indication on whether the counter fraud standards are applicable.  NHS Protect 

have advised that from April 2016, the OCP will no longer be required. 

2.4. Under the NHS standard contract, all organisations providing NHS services are required to put in place appropriate counter fraud and security management  

arrangements. These standards are developed and published by NHS Protect on an annual basis.  The Counter Fraud Standards change slightly every year, 

in order to reflect changes in counter fraud requirements and feedback obtained through quality reviews carried out by NHS Protect.  

2.5. The Standards for Providers establish a framework for organisations to review their arrangements against the best practice guidance from NHS Protect. The 

Standards cover the full spectrum of counter fraud work undertaken at the Trust, including proactive prevention and deterrence work like, fraud awareness 

training, publicity, policy development and review etc.  Additionally it provides guidance and best practice recommendations regarding detection and 

investigation management processes. Although the LCFS plays a pivotal role in addressing counter fraud issues, input and cooperation from other 

departments and staff is essential. 

2.6. On an annual basis, organisations are expected to carry out a self-review tool (SRT) regarding the standards, and to submit the results to NHS Protect.  The 

SRT produces a summary of the work conducted over a financial year. It is divided into the following four areas as set out by NHS Protect: 

 Strategic governance. 
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 Inform and involve. 

 Prevent and deter. 

 Hold to account. 

2.7. The compliance rating and definitions are as follows: 

Green Outcomes demonstrating impact of work undertaken: A risk has been identified, work has been carried out and the effectiveness of this work has been 

measured. The risk has been mitigated or significant process has been made in mitigating the risk. Outcomes are therefore pre sent. 

Amber Compliance with the standard but little or no impact of work undertaken. A risk has been identified and action has been taken to mitigate it.  There is 

evidence of compliance through outputs. However, the effectiveness of work undertaken has not yet been evaluated or there is no reduction of the risk.  

There is therefore little or no evidence of outcomes. 

Red Non-compliance. A risk has been identified but no action has been taken to mitigate it, or the action taken is insufficient in sc ope. 

2.8. This is Southern Health NHS Foundations Trust’s self-assessed rating submitted to NHS Protect, on 2st May 2015 covering the period 2015/16. 

Green – Overall; Strategic Governance; Inform and Involve; Prevent and Deter; Hold to Account  

Amber – None 

Red – None 

2.9. Below is the detailed self-review tool (SRT) rating at the end of the 2015-2016 financial year and over the following pages a narrative on our approach to 

meeting the Standards in 2015/16.  Note that a copy of the SRT, including expanded detail on the summary provided below and associated costs  is available 

upon request. 

SUMMARY OF RATING OUTCOMES 

Strategic Governance 1.1 1.2 1.3 1.4 1.5 1.6 1.7 

Key Principle 1: Inform & Involve  2.1 2.2 2.3 2.4    

Key Principle 2: Prevent & Deter 3.1 3.2 3.3 3.4 3.5 3.6  

Key Principle 3: Hold to Account 4.1 4.2 4.3 4.4 4.5 4.6 4.7 
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2.10.  This annual report has been prepared as an overall update on the Counter fraud Standards at Southern Health NHS Foundation Trust, but more specifically 

it provides a summary of the work conducted by the Local Counter Fraud Specialist (LCFS) during 2015/16. 

3. Approach 

3.1. The Trust is adopting a risk based approach to Counter Fraud and the 125 days of planned counter fraud for 2015/16 have been allocated to meet compliance 

expectations and specific identified risks. Please refer to the work plan which was agreed at the start of 2015/16 for further detail on activity undertaken (the 

LCFS can provide a further copy upon request).  

3.2. In addition, NHS Protect requires: 

 Robust and relevant policies and procedures to be in place. 

 Risk based approach (based mainly on risk assessments and data analysis).  

 A strategic counter fraud approach within the organisation. 

4. Strategic Governance 

4.1. This section covers how effectively the organisation supports and directs anti-fraud, bribery and corruption work in order to mitigate locally identified risks.  

4.2. At the start of each year, the LCFS agrees with the Director of Finance elements of proactive work aimed at creating, maintaining and embedding a strong 

anti-fraud culture within the Trust. A work plan was formulated using the knowledge, experience and data analysis of counter fraud work at the Trust in 

previous years. The work plan allocated 125 days to proactive fraud work.  Investigations days were agreed as and when a referral warranted a formal 

investigation.  It is important that the Southern Health NHS Foundation Trust remains in control of formal investigations and a total of 41 days were used 

during the year to conduct investigations.  

4.3. TIAA maintains a database allowing for trends to be monitored in relation to referrals and enquiries across the TIAA client base.  This data is risk assessed 

in relation to the Trust and fed into the annual work-plan ensuring a targeted counter fraud approach.   

4.4. The Trust has supported the LCFS in undertaking a Fraud Risk Assessment during 2015/2016, which is reported to the Audit Committee and further informs 

proactive work.   This Fraud Risk Assessment is a ‘living’ document and will be continually reviewed and updated throughout the year to ensure that proactive 

counter fraud work remains correctly focussed.  

4.5. The LCFS maintains regular liaison with the Deputy Director of Finance, keeping them informed of progress against the work plan and ensuring that they are 

aware of referrals and investigation work.  

4.6. The LCFS attends each and every Audit Committee meeting.  A formal written report is prepared and shared with the committee members prior to the meeting.   

The LCFS attends each meeting in person to give a verbal update and answer any questions.  The LCFS attendance at such meetings is also a useful 

opportunity for the LCFS to offer advice and input on counter fraud, bribery and corruption issues that  may impact on all parts of the Trust’s business. 
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4.7. Throughout the year the LCFS has acted as the Single Point of Contact (SPoC) for all matters relating to NHS Protect.  The LCFS has attended regional 

team meetings and peer group meetings arranged by NHS Protect as the Southern Health NHS Foundation Trust representative.  These meetings have 

proven useful in understanding and identifying fraud trends and ‘hot spots’ in the wider NHS and at Mental Health and Community Trusts, along with giving 

an insight into the future direction of counter fraud work at the Trust. 

4.8. During the year the LCFS conducted a Counter Fraud and Whist leblowing Awareness Survey on behalf of the Trust.  The results of the survey will be 

benchmarked against other Trusts in Surrey and Kent and will provide a useful opportunity to understand how the Trust is performing in terms of staff 

awareness of counter fraud and Whistleblowing issues when compared to other Trusts.  Of those who responded to the survey at Southern Health NHS Trust  

a reassuring 92% of staff felt empowered to report suspicions of fraud, bribery and/or corruption in the work place.  The questions relating to whistle blowing 

also yielded very positive results with 100% responding they were aware of the policy and 92% stating they knew how to locate a copy.   

4.9. The Fraud Risk Assessment (FRA) is a forward looking survey of the business environment to identify anything that could prevent the accomplishment of 

organisational objectives. As it relates to fraud deterrence, risk assessments involve the identification of internal and ext ernal means that could potentially  

defeat the organisation’s internal control structure, compromise an asset, and conceal the actions from management. Risk assessments are a creative  

process; they involve identifying as many potential threats to the business as possible, and evaluating them in a way to determine which require action, and 

the priority for that action. 

4.10.  The TIAA FRA is a synthesis of best practice from commerce, multinational accountancy firms as well as leading risk -management in the third sector. The 

ultimate objective of the FRA is to minimize the risk of financial and reputational loss to the Trust. This is achieved by identifying the highest priority areas for 

inclusion within the fraud response plan. The FRA process was undertaken by the LCFS in consultation with Trust’s senior management. 

4.11.  Use is made of our extensive generic population of risk areas where fraud can occur. This is based upon TIAA’s experience as well  as from the wider public 

sector and private industry. The generic list is not exhaustive, therefore, where additional areas are identified these are added to the list for assessment. 

4.12.  Each area was assigned a vulnerability score which accounts for identified control weaknesses. This is based upon information from various sources including 

internal audit, external audit, security management, previous proactive fraud work, in discussions with Trust management and reviewing the corporate risk 

register. 

4.13.  We also assess the fraud awareness and reporting culture of the Trust based upon the annual NHS Protect assessment, the history of referrals, fraud surveys,  

fraud awareness training and any other relevant information.  

4.14.  There is also input from our Intelligence Department on the assessment of the number of actual frauds, trend analysis and comparison to other health bodies. 

We also “horizon scan” to identify relevant emerging frauds within the NHS, private commerce and the rest of the public sector.  

4.15.  The NHS Standards for Providers state that: 

4.16.  ‘The organisation should carry out risk assessment activity to identify fraud, bribery and corruption risks, and has anti-fraud, bribery and corruption provision 

that is proportionate to the level of risk identified.  Measures to mitigate identified risks are included in an organisational work plan, progress is monitored at 

a senior level within the organisation and results are fed back to the audit committee. 
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4.17.  Following completion of the FRA there were no areas identified at the Trust which were assessed as ‘Red’ and requiring ‘Urgent’ action.  There were seven 

areas which were assessed as ‘Amber’ and consider as ‘Important’, these were: 
 

Risk Number Title 

1.1 False Expenses/Over claiming expense claims 

1.4 Overpayment of Salary 

2.5 Immigration status/False Identity 

2.6 Working While Sick 

3.4 Purchase Orders / Non Purchase Orders 

6.6 Inappropriate use of Trust telephones 

7.6 Patient Monies 
 

5. Inform and Involve 

5.1. This section deals with work undertaken to inform and involve all staff in the promotion, prevention and detection of counter fraud, bribery and corruption 

work,  ensuring that all are aware of their responsibilities in countering fraud, bribery and corruption. 

5.2. TIAA’s in-house counter fraud magazine ‘Fraud Stop’ has been circulated to all Trust staff by means of an attachment to a global 

email as well as glossy hardcopies being placed in key strategic areas throughout the organisations.  The purpose of the magazine 

is to educate staff on specific fraud trends affecting the wider NHS and how they might protect the Trust from such attacks.  In 

addition, it is a method of providing feedback to staff (were legislation allows) that concerns that have been raised my members 

of staff in in the wider NHS were taken seriously and resulted in convictions in the criminal courts and action has been taken to 

recover losses to fraud.  The magazine aims to be both educational and act as a deterrent to anyone considering committing 

fraud against the organisation by once again highlighting that fraud is taken seriously in the NHS and will result in prosecution 

and recovery of losses.   

5.3. In order to assess and understand the level of fraud awareness and an awareness of whistleblowing procedures amongst staff at 

the Trust and their willingness to report any concerns they may have about fraud, bribery and/or corruption the LCFS arranged 

for a fraud awareness survey to be circulated to all staff.   

 

http://intranet.tiaa.co.uk/downloads/newsletters/fraudstop/TIAA Fraud Stop Newsletter Summer 2014.pdf
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5.4. The demographic of those who responded to the survey at the Trust was as follows: 

 

83.3% of those who responded were non-budget holders. 

5.5. Overall there was a good awareness of the key financial policies in place at the Trust to mitigate against the risk of fraud, bribery and/or corruption.  In addition,  

100% of staff were aware of the Trust’s Whistleblowing policy:  

  

Yes I have seen/used this 

policy 

Yes - but I have not looked at this 

policy No 

Anti-Fraud Corruption & Bribery 27.80% 61.10% 11.10% 

Whistleblowing  44.40% 55.60% 0% 

Declaration of Interest 33.30% 52.80% 13.90% 

Code of Conduct 44.40% 50% 5.60% 

Gifts and Hospitality  58.30% 38.90% 2.80% 

5.6. Of those who responded to the survey 92% of staff indicated that they would report fraud in the work place if they suspected it.  However, of those who would 

report fraud 58.3% indicated that they would report their concerns to their line manager.  Counter Fraud would advocate that suspicions of fraud are not 

reported to the line manager and that such concerns should be raised with the Local Counter Fraud Specialist, Director of Finance or NHS Protect’s ‘Fraud 

and Corruption Reporting Hotline’.   
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5.7. Over the summer months the Counter Fraud team visited 42 Trust sites.  Prior to each visit to the larger sites the Roadshow was reported in the weekly staff 

bulletin.  On each site the LCFS took the opportunity to walk around the various Southern Health Departments and Wards, talk to staff and discuss fraud and 

bribery issues and leave behind posters, pens and reading materials.  On the larger sites the LCFS placed a fraud awareness s tand in high footfall areas and 

again took the opportunity to raise levels of fraud awareness and encourage staff and 

members of the public to report any concerns that they may have with regard to fraud, bribery  

and/or corruption at Southern Health NHS Foundation Trust.  At smaller Trust sites the LCFS 

delivered fraud awareness packs, a total of 39 packs were distributed in addition to the 42 

events held at the larger sites. 

5.8. The purposes of such events is two folder.  First of all by raising levels of awareness amongst  

staff and educating staff as to what fraud, bribery and corruption looks like in the NHS it is 

more likely that staff will feel both empowered and confident to come forward with any 

concerns they may have.  The second purposes is to act as a high visibility presence and 

send a very clear message to anyone considering committing fraud against the organisation 

that the Trust has professionally trained staff in place to detect and investigate such activity 

and if they choose to commit crime against the Trust there is a significant chance they will 

be caught and dealt with robustly.  Experience has shown that such messages are effective in persuading would be fraudsters to move onto softer less 

prepared targets.   
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5.9. As a direct result of the awareness campaign delivered during the year the number of referrals received and resulting in a formal investigation has increased 

by 600% when compared to the referrals and investigations undertaken in the previous year.  The LCFS will be undertaken a further ‘Summer Road Show’ 

during the summer 2016.  

6. Prevent And Deter 

6.1. This section covers how the organisation prevents and deters fraud, bribery and corruption in relation to publication of successful fraud,  bribery and corruption 

cases and development, review, implementation and evaluation of policies and controls. This area of activity is intrinsically linked to ‘Inform & Involve’ with 

some activity for 2015/2016 included within the previous section of this report.  

6.2. The LCFS is included in the circulation for policy review; during the year the following policies have been reviewed:  

 Managing Patient’s Property Policy. 

 Clinical Use of Emails Policy. 

 Leave Under Section 17 Policy. 

 Privacy, Dignity and Respect Policy. 

 Counter Fraud Policy. 

 Managing Sickness Absence Policy. 

 Managing Sickness Procedure.  

 Business Conduct Policy. 

 Chaperone Policy. 

 Financial Procedures. 

6.3. Fraud Prevention Notices/Intelligence Bulletins issued either from NHS Protect or TIAA are reviewed and circulated as appropriate to the relevant departments  

within the organisation.  In accordance with the Provider Standards follow up work is undertaken to ensure that the recommendations are fully implemented 

and that the Trust is protected from the threat identified.  

6.4. During the period 10 bulletins/alerts have been issued as follows:  
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6.11.   

 

 

 

 

 

 

 

7. Hold to Account including Sanctions and Redress 

7.1. This covers how Southern Health NHS Foundation Trust detects, investigates and progresses sanctions for fraud, bribery and corruption in line with criminal 

legislation and NHS Protect guidance.  

7.2. All allegations and suspicions of fraud and bribery are logged on the NHS Protect case management system – FIRST. This is used to support and progress 

the investigation in line with legislative requirements. Any system weaknesses identified during the course of an investigati on or from a referral/enquiry are 

also recorded on FIRST.  

7.3. At the outset the LCFS will inform the Deputy Director of Finance of any new referral and the results of any preliminary enquiries. The LCFS ensures that 

relevant parties are kept informed of progress (HR, Manager).  The investigation process is carried out in accordance with legislative requirements and NHS 

Protect Anti-Fraud Manual. Witness statements and interview under caution transcripts are reviewed internally within TIAA to ensure compli ance and 

consistency.  

7.4. Fraud referral and investigation information for 2015/2016:   
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Case No: Start Date Detail Outcome Action Comment 
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Case No: Start Date Detail Outcome Action Comment 

7.5. Throughout the year the LCFS has been contacted and asked to provide advice on Trust matters that have counter fraud implicat ions.  Some of the issues 

reported were: 
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8. Recommendations  

8.1. Any completed investigations and proactive reviews include a matrix, which highlights any key system weaknesses identified and associated 

recommendations for either the subject or system.  These are included in Audit Committee progress reports along with a monitoring of progress on the Trust’s  

implementation of our recommendations. 

8.2. Recommendations arising from investigations or proactive reviews during the 2015/2016 financial year are summarised in the table below. 

 

Recommendations for 
Summary of Risk 

High Medium Low 

Investigations 0 4 0 

Proactive Reviews 0 0 4 

Policies 0 0 16 

Totals: 0 4 20 

 

Red Recommendation – None 

Trust response – N/A 

Amber Recommendation – Trust wide email reminding managers of the importance of prompt completion of termination paperwork/staff changes form 

Trusts Response -.  Agreed and actioned 

Amber Recommendation – Team leaders to be reminded of the Guidelines for TOIL 

Trusts Response -.  Agreed and actioned 

Priorities fall into the following categories: 

 

High Priority Significant risk of fraud or risk of significant immediate loss to the Trust 

Medium Priority Risk of ongoing medium or low-level losses to the Trust due to fraud. 

Low Priority Recommend as best practice to help prevent fraud. 

 



tiaa 

 

Southern Health NHS Foundation Trust 
Annual Report

2015/16 
 

 

Page 19  

Appendix A 

 

 

The following declaration will be signed once the Self Review Toolkit assessment for 2016/17 has been completed and agreed by the Director of Finance. 

Declaration  

I declare that the anti-fraud, bribery and corruption work carried out during the financial year 2016/17 has been self-reviewed against the NHS Protect Standards for 

Providers - Fraud, Bribery and Corruption/NHS Standard Contract and the above rating has been achieved.  

Organisation Name: Southern Health NHS Foundation Trust  

 
 

Director of Finance Signature: ……………………………………………………………... 
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Administration 
 

INVESTIGATORS INVOLVED IN REVIEW: 

 

 
 
 

 

 

 

 

 

 

 

 

 

 

 

Limitations 
 

The matters raised in this report are only those that came to our attention during the course of this investigation and are not necessarily a comprehensive statement 

of all the weaknesses that exist or all the improvements that might be made. This report has been prepared solely for management's use and must not be recited or 

referred to in whole or in part to third parties without our prior written consent. No responsibility to any third party is accepted as the report has not been prepared, and 

is not intended, for any other purpose. TIAA neither owes nor accepts any duty of care to any other party who may receive thi s report and specifically disclaims any 

liability for loss, damage or expense of whatsoever nature, which is caused by their reliance on our report. 

 

 

 

 

 

Prepared by: Kim Hampson, Local Counter Fraud Specialist 

07881 840869 

kim.hampson@tiaa.co.uk 

Reviewed by: Andrew Morley, Counter Fraud Specialist Manager 

07827 230521 

andrew.morley@tiaa.co.uk 

Director: John Butler, Director of Fraud & Security 
Management 

07766 115289 

john.butler@tiaa.co.uk 



tiaa 

 

Southern Health NHS Foundation Trust 

Agency Pre-Employment Checks

2015/16 
 

 

 

 Page 4 of 19 
 

 

1. Executive Summary 
 
 

 

Risk Type Recommendations Value Agreed 
action/action 

taken  by 

Completed Recommendations 
made 

Agencies not conducting satisfactory pre-
employment checks could result in clinical 
risks to service users. In addition there 
could be potential reputational risks to the 
Trust, and financial risks as a result of 
fines. 

N/A Use of agencies with higher 
vetting/checking standards. 

 

Policy regarding positive DBS checks 
and possible action on those identified 
as having a previous 
caution/conviction. 

(Full details – page 17). 

 

N/A   
0 

0 

4 

 
 

1.1 The Trust identified an issue with the validity of pre-employment checks being undertaken by at least one agency used by the Trust. This prompted a proactive 

review by Counter Fraud Services of the ten temporary staffing agencies which incur the most expenditure.   

1.2 Counter Fraud Services are able to provide assurance that the majority of pre-employment checks undertaken by agencies are satisfactory, although some 

agencies have scope for improvement in particular areas. In particular, information about positive DBS checks is not being passed on to the Trust, and some 

checks, such as current NMC registration, are not undertaken on an annual basis.  
 
 

2. Summary of Recommendations and Actions 
 

 

Full details of all the recommendations are provided at Section 9 below. 
 

 Summary 

System weaknesess Four low priority recommendations to improve systems / policies / procedures have been made. 
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Full Report 
 

3. Background 

3.1 Following a meeting between Counter Fraud and HR at Southern Health NHS Foundation Trust, it was  agreed that a proactive exercise was to be undertaken 

by Counter Fraud regarding the pre-employment checks carried out by temporary staffing agencies. This followed intelligence received which called into doubt  

the validity of checks being undertaken by at least one agency currently used by the Trust. (It was identified that one temporary worker supplied by Newcross 

had a criminal conviction for theft). 

3.2 The Trust is required to demonstrate how it obtains assurance from agencies that adequate vetting and pre-employment checks are completed in line with 

guidance from NHS Protect and NHS Employers (as per Standard 3.5 “Prevent and Deter” of the Standards for Providers 2015/2016  – Fraud, Bribery and 

Corruption), HR requested independent verification by Counter Fraud that thorough and robust pre-employment checking by agencies is in place.  In particular 

Standard 3.5 makes reference to “individuals using false or forged identity, right to work and qualification documentation fraudulently gaining employment in 

the NHS”. 
 

 
 

3.3 The failure by agencies to conduct intensive checks could expose the Trust to potential fines for employing illegal workers, financial loss, and reputational 

risks. In addition, there may be clinical risks to service users if unqualified temporary staff are providing care, and risks to other staff who work alongside any 

unsuitable temporary workers. 

4. Investigation 

4.1 The Local Counter Fraud Specialist (LCFS) requested a list from Emma Wright, HR Business Support Co-ordinator, of the top ten agencies in terms of 

expenditure used by the Trust. 

4.2 The following list was supplied to the LCFS by Emma (although she advised that the list was in terms of usage not expenditure). 
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4.3 Emma advised the LCFS that the agencies in green are part of the NHS Collaborative National Nursing Framework and that these agencies should already 

be audited in order to be added to the framework. 

4.4 The agencies in blue are not part of this framework, but Emma advised that they should be covered by an alternative framework, NHS Commercial  Solutions. 

Pulse 4,801 

Newcross 3,786 

Hays Office Support 1,056 

ID Medical 936 

K Care Nursing 761 

Sanctuary Personnel 707 

Medacs Healthcare 681 

Mayday Healthcare 591 

Advantage Health Care 552 

Nursing Personnel 541 

 

4.5 The LCFS then requested a list of the agency staff supplied by each of the ten agencies for the last six month period. As this request was made at the beginning 

of October 2015, this covered the period from April 2015 onwards. A spreadsheet was supplied to the LCFS with the requested data, and a sample of ten was 

selected for each agency. 

4.6 The LCFS simply selected the first ten names supplied for each agency (except for Newcross, as the LCFS particularly wished t o check the file for the 

temporary worker with the theft conviction). The sample contained a mixture of qualified and unqualified staff. Only two names were on the list for Hays and 

seven for Sanctuary Personnel, but ten names were selected from the remaining agencies. Therefore, a total of 89 temporary workers were selected for 

review. 

4.7 The LCFS initially intended to visit each of the agencies, however it quickly became clear that this was not practical due to geographical distances and therefore 

not cost effective to conduct a visit. Three actual visits were made, and the remaining seven agencies agreed to scan and email the required documentation 

to the LCFS.  

4.8 The pre-employment checks that were reviewed by the LCFS were identification, eligibility to live and work in the UK, NMC registration for qualified staff,  

references, disclosure and barring service (DBS), health, and qualifications/training. Agencies were also asked about scanning equipment for checking ID and 

whether recruitment staff were suitably trained to use the equipment.  
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5. Findings 

5.1 Pulse Agency 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

5.2 Newcross Agency 
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5.3 Hays Agency 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 standard of pre-employment checks undertaken by Hays is good, although it is apparent that NMC checks are not undertaken on a regular 

annual basis. 

5.4 ID Medical 
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5.5 K Care 
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.  
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5.6 Sanctuary Personnel 

5.7 Medacs Agency 
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5.8 Mayday Agency 
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5.9 Interserve (Advantage Health Care) 
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5.10 Nursing Personnel Agency 
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6. Conclusion 
 

6.1 The LCFS concludes that the standard of pre-employment checks conducted by agencies varies substantially. Some agencies  have shown 

that an excellent standard of checking with timely annual reviews is undertaken, while other agencies  have scope for improvement.  

6.2 It appears to make no difference which framework the agency comes under. This review has established that there are very good agencies that come under 

the NHS Collaborative Nursing Framework and similarly very good agencies that come under NHS Commercial Solutions. Both frameworks also have agencies 

that have scope for improvement in some areas. 

6.3 Some agencies have a much better liaison with the Trust than others.   

 

6.4 DBS checking appears to be the area where agencies have developed different policies, and the Trust may wish to consider whether they wish to attempt to 

standardise a policy with any agency that they use.  

 

 

6.5  However the LCFS 

has already made Emma Wright aware of both of these cases, and Lorna Mills aware of the former.  

6.6 In general, ID checks, Right to Work checks, and reference checks are satisfactory across all of the agencies. NMC, plus nursing qualification checks are also 

satisfactory  
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6.7 Mandatory Training and Health Checks require updating every 12 months, LCFS 

accepts that some workers may not have necessarily worked in recent months, so their training or Certificate of Fitness may have very recently lapsed, and 

there would be no reason for renewal if the worker is no longer registered with the agency.  

6.8 With reference to Standard 3.5 mentioned earlier in this report, agencies are overall good at checking for false or forged identity and right to work  

documentation, and  agencies were good at checking NMC registration and nursing qualifications. t  

 The main areas that require improvement  are not directly mentioned in Standard 

3.5, although it is of course good practice for these annual checks to be up to date for health and safety purposes.  
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      PRIORITY GRADINGS     

1 URGENT 
Fundamental control issue on w hich 
action should be taken immediately. 

 2 IMPORTANT 
Control issue on w hich action should 
be taken at the earliest opportunity. 

 3 ROUTINE 
Control issue on w hich action should 
be taken. 

 

 Page 18 of 19 
 

7. Management Action Plan - Priority 1, 2 and 3 Recommendations 
 

Rec. Risk Area Finding Recommendation Priority Management 

Comments 

Implementation 

Timetable 

(dd/mm/yy) 

Responsible 

Officer 

(Job Title) 

1 Compliance Agencies have a varying standard of 

pre-employment checks and annual 

checks.  

The Trust may wish to use, 

wherever possible, the agencies 

that have demonstrated a higher 

standard of vetting and pre-

employment checks. 

3 Accepted; work will continue to 

minimise the use of agency workers 

and focus on substantive 

recruitment and the use of NHSP 

bank workers. 

Ongoing Amanda 

Smith 

2 Compliance It has been identified that numerous 

workers do not have a current Fitness to 

Work certificate or a current Mandatory 

Training certificate. 

The Trust may wish to decide 

whether they want to use workers 

whose training and fitness 

certificates have expired, and 

consider health and safety 

implications. 

3 Accepted; communication to be sent 

to all agencies currently in use to 

reiterate the requirement for fitness 

to work certificates and mandatory 

training compliance. 

30/04/16 Amanda 

Smith 

3 Compliance The policy/process regarding positive 

DBS checks varies between agencies. 

Some agencies notify the Trust and 

seek clarification whether the worker 

can be placed, and other agencies 

make their own decision and do not 

advise the Trust at all. 

Currently the Trust requests that 

agencies notify them of positive 

DBS checks. If this policy is to 

continue, then all agencies used 

need to be made aware of this, and 

whether the line manager or HR is 

the point of contact for the agency. 

3 Accepted; communication to be sent 

to all agencies currently in use to 

reiterate the requirement to notify 

the Trust of any positive DBS 

outcomes prior to supplying any 

worker. 

30/04/16 Amanda 

Smith 
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Rec. Risk Area Finding Recommendation Priority Management 

Comments 

Implementation 

Timetable 

(dd/mm/yy) 

Responsible 

Officer 

(Job Title) 

4 Compliance It has been identified that a number of 

workers have positive DBS checks that 

the Trust may not be aware of. (Names 

in bold print throughout the report). 

The Trust may wish to review 

whether they are aware of the 

previous cautions/convictions, and if 

not, whether any action is required.  

3 Accepted; communication to be sent 

to all agencies currently in use to 

request confirmation of all workers 

supplied to the Trust with any 

positive DBS outcomes.  Formal 

assessment to be made with regard 

to those cases highlighted through 

the counter fraud proactive 

exercise. 

30/04/16 Amanda 

Smith 
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REPORT TO THE  AUDIT, ASSURANCE & RISK COMMITTEE   
 
Date 23.05.2016 

 
Agenda Item 19a 

 
Title Quarterly Health and Safety Report  

(Quarter 4 – 2015/16) 
 

Author(s) Estate Services Health and Safety Management Team 
 

Purpose 
 

The purpose of this report is to provide assurance to the 
committee with regard to the management of Health and Safety in 
the Trust.   
 

Previously Considered by 
 

The Health and Safety Forum  

Sponsoring Director Paula Anderson, Interim Director of Finance 
 

Executive Director Overview This report provides the committee with up to date information on 
the management of Health and Safety in the Trust for Quarter 4 
2015/16.   
 
Key points to note from the report: 

 1217 accidents and incidents were reported in Q4 2015 
compared to1165 in Q3.  

 212 near-miss incidents were reported during Q4 2015 
compared to 215 for Q3. 

 14 vehicle related incidents were reported in Q4 2015 
 45 fire related incidents in Q4 2015. 
 8 RIDDOR reports were submitted in Quarter 4 2015. 

 
Also included in the Q4 Health and Safety report are the following 
appendices which add further information and assurance: 

 
 Appendix 1 - Monthly Safer staffing report. (Section 4) 
 Appendix 2 - LSMS Annual Report April 2015 to March 

2016. (Section 8) 
 Appendix 3 - Occupational health and well-being paper for 

Q4 2015.  (Section 18) 
 

Action Required The Committee is asked to discuss and note this report. 
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Quarterly Health and Safety Report 
(Quarter 4 – 2015/16) 

 
 
 
1. Purpose 

To provide the committee with an update on the management of Health and Safety across the 
Trust, highlighting any trends and risks identified and the possible impacts they may have on the 
health and well-being of those that use and work within our services.  The report also provides 
an update on the actions being taken to address any areas of concern. 

 
2. Background 

The report provides an update on activity that has taken place to address issues that have 
arisen, together with proposals for the future.  The report is based on data from Q4 2015/16 
(January to March). 

 

3. Report Incident Analysis and Investigation 

The Health and Safety team continually review the reporting of both incidents and near-misses 
to assist in the development of trend analysis that can be used as an early warning system to 
manage/prevent potential issues in the future: 

 
Approach being taken: 

 
 Highlight the need and value of near miss reporting at Health and Safety training 

courses. 
 Raise the profile of accurate reporting to ensure that the organisation learns from all 

incidents and near misses.  
 Report at the Trust Health and Safety forum divisional incident and near miss 

reporting performance, and identified learning and actions to mitigate future 
incidents. 

 Continually raise the profile and benefits of good Health and Safety practices and the 
benefits of reporting near misses and incidents. 

 Continuation of the Health and Safety road shows to promote a good Health and 
Safety culture. 

 
4. Incident, Near Miss and RIDDOR Reporting 

The following table shows incidents from Q1 2015/16 to Q4 2015/16 by cause group and 
division: 

 

Table of Incidents by Cause Group for Q1 2015 to Q4 2015 

Description 
Total  
14/15 

Q1 
15/16 

Q2 
15/16 

Q3 
15/16 

Q4 
15/16 

Total 
15/16 

Accident or injury to service user 1,056 222 229 256 241 948

Accident to staff 443 91 105 126 119 441
Accident or injury to a visitor or member of the 
public 30 7 5 9 13 34

COSHH-Harmful 6 1 1 4 1 7

Facilities and environment 306 82 81 71 83 317

Fire Incidents 130 40 37 35 45 157

Medical devices incident 121 36 29 19 22 106

Sharps or needle stick injury to staff 45 12 11 10 10 43
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Compared to Q3 the data relating to Q4 shows an increase in incidents the following 
cause groups: 
 

 Accident or injury to visitors or members of the public 
 Facilities and Environment 
 Fire Incidents (refer to fire incident section) 
 Medical Device incidents 
 Slips, trips and falls to service users  
 Staffing level/mix issues (Agency or Bank) 
 Vehicle related incidents refer to vehicle related incidents page 6 

 
Accident or injury to visitors or members of the public 
On review of the increased accidents/injuries to visitors or the public the incidents had 
the following impacts: 

  
 7 were no harm/low harm  
 5 were moderate 
 1 was major 

 
Moderate Harm Incidents 
1 occurred at Lymington New Forest Hospital (LNFH)   

  On review and investigation the cover was within permitted tolerance as allowed for by 
the (Highways Authority and Utilities Committee) regulations and specifications.  A review of 
potential tripping hazards was undertaken externally to LNFH ensuring that no further risks were 
highlighted.   
 
Major Harm Incident 
The 1 major harm incident was actually incorrectly graded by the reporter on Ulysses;

 
Further review of all accidents and injuries to visitors and member of the public found no trends 
or underlying causes with the majority of incidents occurring away from SHFT premises.  All 
incorrect causes were escalated to the relevant divisional manager and the Ulysses team.   
 
Medical Device Incidents 
14 of the 22 medical device incidents were attributed to needle stick injuries.  This has been 
investigated by the IP&C lead nurse who has reviewed all inoculation injuries, which resulted in 
the following: 
 

 10 sharps disposal reported events 
 4 near miss events  
 

Learning has been shared and procedures have been reviewed to ensure that the safe disposal 
of sharps are being followed and as part of this there has been a real drive to report all such 
incidents. There is also a review due of all our sharps safe equipment this year. 
 
Staffing Level Mix Issues 

Slip/Trip/Fall/service user 2,001 446 442 445 465 1,798

Slip/Trip/Fall/staff 72 17 10 12 11 50

Slip/Trip/Fall/visitor public 12 2 3 3 2 10
Staffing level/mix issues (Agency or Bank) 491 146 226 187 205 764

Vehicle Related Incident  21 5 5 3 14 27

Total 4,734 1,107 1,184 1,180 1,231 4,702
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The monthly safer staffing report is included as an Appendix 1 and is also reported regularly to 
the Trust Board. 
 
Impact of incidents 
895 were recorded as ‘no harm/low harm’, which represents 76% of the total incidents reported 
for Q4 2015. This reflects positive reporting within the Trust. 
 

Table of Total incidents by Directorate for Q1 to Q4 2015 

Directorate Total  
14/15 

Q1 
15/16 

  Q2  
15/16 

Q3 
15/16 

Q4        
15/16 

Total 
  15/16 

Children’s 36 10 8 10 20 48

Corporate 24 8 8 12 11 39

Contracted Services 6 1 3 1 1 6

East ISD 1580 362 358 365 419 1504

North East ISD 69 22 22 21 21 86

Learning Disabilities 304 81 69 84 64 298

Mental Health 847 221 240 247 281 989

Non SHFT 24 7 5 17 18 47

South and West ISD 646 186 239 214 201 840

TQ Twentyone 117 204 207 206 181 798

Total 3,653 1,102 1,159 1,177 1,217 4,655

 

Directorates attend the quarterly Health and Safety forum and issues and risks are highlighted 
and addressed.  Through the risk management process risks are escalated through the relevant 
forum or sub-committee to ensure integration of patient and occupational safety is at the 
forefront of Trust business. 

 

5. Table Showing the Near Misses Reported Since Q4 2014 to Q4 2015 

 

Q4  
14/15 

Q1  
15/16 

Q2 
15/16 

Q3 
15/16 

Q4 
15/16 

128 144 223 221 212 

 

There were 212 near-miss incidents reported in Q4 2015/16 which is a 3% decrease from the 
previous quarter.  Of these staffing levels continues on a steady trend with OPMH falls on same 
level and slip trip falls being the highest reported.   The reporting of near misses has previously 
been identified as a requiring improvement across the organisation. The Health and Safety team 
have proactively re-iterating the need for near misses to be reported at every opportunity.  
 
In collaboration with the Ulysses incident team, the Health and Safety team will continue to drive 
near miss reporting to ensure that this continues on an upward trend.  The Health and Safety 
team is working with the incident team and comms to identify the best method continuing to 
promote near miss reporting across the Trust.  
 
Improved understanding and training of what a Near Miss constitutes will also be reiterated at 
Divisional forums including working with specialist clinical teams. In addition it will be ensured 
that all near misses and incidents recorded in Ulysses are reviewed by the reporter’s manager.  
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This will ensure that learning is embedded into day to day risk management and that near 
misses are recorded appropriately.   
 
 
Table 1 of Near Miss Learning Examples for Q4 2015  

Month Site 
 

Incident Type Outcome and Learning 

Jan 
2016 

Manual handling injuries 
through manoeuvring  

 

Health & Safety support 
visit completed. List of 
recommendations 
completed. Manual 
handling lead was 
advised of the incident 
and recommendations 
were made 

Feb 
2016 

Incident report completed due 
to poor patient access to the 
site. 

A Health and Safety 
support visit was 
arranged on site. A list of 
recommendations was 
made including adaption 
of the walkway. A 
Scheme of work was 
sent to the site by estate 
services. 

March 
2016 

Member of the training team 
raised a concern that staff 
could hurt their knees during 
delivery of PRISS training. 

Training reviewed by the 
Health and Safety 
Advisor and Head of 
Essential Training. Knee 
pads will be purchased 
for all trainers and 
delegates.  

 

6. Reporting of Injuries, Diseases & Dangerous Occurrences, and Regulations 
(RIDDOR) 

 
8 incidents were reported during Q4 2015 which compares to 6 reported in the previous quarter.  
RIDDOR relating to patient handling and assaults on staff continues to be the main reportable 
injury.  The Health and Safety team continue to investigate RIDDOR to identify any learning and 
signposting to the relevant clinical or training team.   
 
The increase on assaults on staff has been escalated to the AMH division for further review. 
 
Manual handling incidents are being reviewed by the Manual handling Lead to identify if current 
procedures, techniques including PRISS and de-escalation need to be reviewed.  
 
The Health and Safety team continue to review all incidents on a daily basis and hold a weekly 
case review meeting to confirm which incidents are deemed RIDDOR reportable to the HSE 
even if they have not been identified through the Ulysses system as RIDDOR reportable. 
 
Table of RIDDOR Incidents since Quarter 1 2014 to Quarter 4 2015 
 

Description Q1 
2014 

Q2 
2014 

Q3 
2014 

Q4 
2014 

Q1 
2015 

Q2 
2015 

Q3 
2015 

Q4 
2015 

Slip trip fall patient 1 0 0 3 0 0 0 1 
Slip trip fall Staff 0 2 0 2 3 2 0 1 
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Patient handling 0 1 0 0 0 1 3 1 
Non patient handling 1 0 1 0 0 0 0 0 

Assault patient on staff 2 1 1 4 3 2 0 2 
Vehicle related 0 0 0 0 2 2 0 0 
Fall from height 0 0 0 0 0 0 3 1 

Struck against fence/door 
frame 

 

0 0 0 0 0 1 0 2 

TOTAL 4 4 2 9 8 8 6 8 

 
 
RIDDOR Incidents Reported by Directorate for Quarter 4 2015 

 

 
 
 
 
 

Month Number of 
Incidents 

Incident 
Type 

Details Outcome 

Jan 
2016 

 
 

4 Fall from
height 

 
Fracture 

Referred to corporate panel 
SIRI completed 
(Retrospective report 
December 2015) 

Accidental 
Injury 

 
Over 7 day 

Injury 

Unfortunate incident 

Slip Trip 
Fall 

 
Fracture 

Risk assessment reviewed, 
falls protocol completed. 

Slip Trip 
Fall 

 
Over 7 day 

Injury 

Staff reminded to wear 
appropriate footwear at 
work and to keep debris 
clear of pathways 

Feb 
2016 

1 Physical
Assault 

 
Fracture 

Patients Risk Assessment 
reviewed and updated.   

Mar 
2016 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

3 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Physical 
Assault 

 
Fracture 

Restraint used was part of a 
planned approach to 
support and maintain 
physical health. Risk 
assessment reviewed in 
response to this incident.  

Struck 
Against 

 
Member of 
the public 

Observations of the area 
have been increased to 24 
hours a day. Works booked 
to amend the environment 

Lifting and 
Handling 

 
Over 7 day 

Injury 

Commissioners contacted to 
review the need for a profile 
bed. 

s. 40
FOI
A



 

Audit, Assurance & Risk Committee 23.05.2016                                Page 7 of 12 
Agenda Item 19a – Quarterly Health and Safety Report  

7. Vehicle Related Incidents  

On review of vehicle related incidents there is no specific team that have a higher incident rate 
than any other department within the Trust. However on analysing the data trend this shows that 
the majority are community based teams.  The Health and Safety team will be re-iterating the 
need for the use of safe driving techniques; prioritising workloads ensuring staff members are 
not feeling pressured and rushing from appointments.  Work continues with the development of 
the Driver awareness program with the on-line training in the test phase on the Lead Managed 
Learning Environment system.  The policy will be presented to the JCNC and Health and safety 
forum for comment before going live.   

  

 

8. Security and Managing Violence and Aggression  

 
The LSMS Annual report for April 2015 to March 2016 (Appendix 2) details the review of the 
LSMS work plan for 2015/16 which set out a number of actions in all key areas of security work 
to develop a pro-security culture within SHFT. These actions help to support organisational 
compliance against the NHS Standards for Providers.  
 
The NHS Protect Senior Compliance and Quality Inspector’s report following the Focussed 
Assessment which took place in Q4 2013/14 set out a number of actions that were required to 
be completed in order to meet compliance against a number of specified standards within the 
Self Review Tool [SRT]. These actions were a priority for the LSMS and work on developing 
assessment and audit tools by way of the Health, Safety and Security Assessment [HSSA] has 
been conducted in collaboration with the Health & Safety Manager to reduce duplication of effort 
for services. 
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A major piece of work which was started, and will continue to be carried out throughout the 
forthcoming year, is the risk assessment of roles with regards to lone working. This is a 
requirement of NHS Standards for Providers - Standard 3.2 [Prevent and Deter]. Audit of local 
team’s assessments will be picked up under the HSSA audit process. 
 
The attached report includes a summary of analysis of all reported security and safety incidents 
and risks.  It also identifies key issues and next steps for the organisation. 
 

9. Health and Safety 

The new Health Safety Security Assessment (HSSA) has been communicated widely to ensure 
that staff are fully aware of the new process.  7 out of 7 HSSAs (100%) have been returned with 
no risks identified to date.   
 
Divisions are required to ensure the HSSA is returned promptly and risks identified are added to 
divisional risk registers and reported at the Divisional health & safety groups and SMT.  To 
ensure that Health and Safety is embedded throughout the Trust the Health & Safety team will 
provide support visits i.e. working conditions, risk assessments, lone working, general 
occupational Health and Safety.   
 
The Head of Estate Services has conducted a review of the concerns raised by Mike Holder of 
Safe Systems in a letter to the CEO in 2012. A separate paper has been included on this 
subject. 
 
The Trust believes it has made good progress on improving its Health & Safety processes in 
recent years, but will continue to develop and aim to improve.  To provide additional perspective 
and focus on doing this an independent review is currently taking place to help identify where 
further improvements can take place. In addition to the current team an additional Health & 
Safety advisor is being appointed to provide dedicated support to the Trust in-patient facilities. 
 

10. Fire Incidents  

45 incidents were reported in Q4 2015 compared to 35 incidents in the previous quarter.  
   

Table Showing Fire Related Incident from Q1 to Q4 2015 
 

Incident Type 
2014/15 
Total 

2015‐16 
(1) 

2015‐16 
(2) 

2015‐16 
(3) 

2015‐16 
(4) 

2015/16 
Total 

Fire ‐ (Potential)  23 4 13 7  11 35

Fire ‐ Arson  11 4 5 3  4 16

Fire ‐ Electrical Equipment  10 0 0 1  2 3

Fire ‐ Other  18 7 8 9  5 29

Fire ‐ Smoking Related  31 12 4 5  10 31

Fire Alarm ‐ No Obvious Cause  9 4 2 3  2 11

Fire Alarm ‐ Set Off By Patient  9 5 3 0  7 15

Fire Alarm ‐ Toaster / Cooking  19 4 1 7  4 16

(blank)  0 0 1 0  0 1

Grand Total  130  40 37 35  45 287
 
 
The highest number of fire related incidents related to ‘Fire (Potential)’ and were as follows: 
 

 1 incident was due to concerns from a staff member whilst visiting a service user who is 
a heavy smoker and was on oxygen. (East ISD) 

 1 incident was due to a portable heater being placed on a worktop, (SW ISD) 



 

Audit, Assurance & Risk Committee 23.05.2016                                Page 9 of 12 
Agenda Item 19a – Quarterly Health and Safety Report  

 1 incident was due to service user whilst cooking caught light to tea towel (TQ21) 
 7

 1 incident was due to fire alarm panel showing wrong location. (Elmleigh (1) 
 
 
The second highest cause group was Fire (smoking related) and were as follows: 

 5  
 

 

 

  
) 

 
In Q4 the Fire Safety Manager has spent some time with the Lead Clinical Manager at Antelope 
House which has the highest number of incidents in regards to fire ‘potential’ and ‘smoking 
related’  A letter is being drafted ready for patients and relatives to request that smoking 
materials are not brought into the facilities. However this cannot be effective until smoke free 
comes into force (October 2016).  

 
  The Fire Manager will adopt the same approach with the other 

units also reporting high incident numbers which are: 
 

 Ravenswood 
 Melbury Lodge 
 Elmleigh. 

 

Arson Incidents Q4 2015 

 
 

 
 

 

 
 

 
 

 
  

 
 

  

 
  
 
  

 

 

s. 31 FOIA
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11. Fire Risk Assessments 

The department has continued with its annual and bi-annual pre-planned fire risk assessment 
programme.  26 properties had a fire risk assessment conducted in Q4 2015/16.   

 

12. Staff Training Assurance  

The department continues to deliver Health and Safety and Fire Safety Training.  During Q4 
2015/16 the following training was delivered: 

 8 Fire Safety Awareness training sessions 

 5 Fire Warden training sessions 

 2 Nominated Person training sessions 

The percentage of staff currently in date with statutory training is 94% for fire safety and 97% for 
health and safety. 

 

13. HSE / RRFSO (2005) Legislation Update 

HSE / Fire Order Regulations that came into force during the reporting period: 

Date Regulations Implications on Trust Action Plan 

 No regulations   

 

Consultations that began during the reporting period: 

Date Consultation paper Implications on Trust Action Plan 

 No consultations   
 

14. Water Safety Group 

A draft overall Trust water safety plan has been developed and is out for validation with all 
members of the water safety group.  This will be ratified in June 2016.  Further work will then 
pursue for individual site water safety plans.  The bi annual risk assessments are within the 
programme and actions are being reviewed and completed.  The water safety contract is due for 
re tender in 16/17 and the water safety group is working with procurement on this.  

 

15. Asbestos Management Group  

The majority of re-inspections surveys have now been completed throughout the Trust’s sites 
and the asbestos register is in the process of being updated.  This contract is due for renewal 
and Estate Services are working with Procurement to re-tender. 
 

16. Anti-Ligature  

A sum of £3.04m has been allocated to the 2016/17 Capital Programme specifically relating to 
ligature management issues.  The identified investment will significantly contribute to the 
reduction of ligature risks within the Trusts estate portfolio.  Estate Services will be issuing a 
high level project timeline for each scheme where it will identify risks around access issues and 
decant requirements in order to undertake the required works.  
 
Evenlode anti-ligature works continue and will be complete on the 25th May.  The two HDU 
rooms are completed and the remaining bedrooms have commenced.  A weekly update 
meeting is being held with all stakeholders to ensure that works to the bedrooms are managed 
and the programme dates met as detailed below: 
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o Bedroom 5 is complete  
o Bedrooms 3 and 4 are due to be completed on the 12th April  
o Bedrooms 1 and 2 will commence on the 13th April  
o Bedrooms 6, 7 and 8 will commence on the 5th May with the proposed finish date 

of the 25th May 2016.    
 

Antelope House seclusion and 136 suite alterations are in the 16/17 capital programme, but are 
currently being re-designed following a review by the Medical Director.  The clinical teams 
reviewed the original proposed design against CQC requirements for the seclusion room and 
require further changes to be made.   

 
A Clinical Project Manager, Karen Thomas, has now been appointed to manage projects and 
some processes relating to Ligature Management.  Karen is starting to liaise with the Capital 
Projects Team within Estate Services and the clinical teams to ensure a seamless approach is 
taken to ligature management. 
 
 
17. Ligature point related incidents  

18 suspensions from a ligature point were reported during Q4 2015/16.  Of the 18 incidents, 10 
were incorrectly recorded.  

  No harm was caused to the service users.   
Following the incidents the MDT updated and reviewed the care plans and increased 
observations to 1-1 and reviewed the ligature risk assessment. Support from the Health and 
Safety team was provided. 

 
 

18. Governance and Assurance statement from HR on Occupational Health and Well-
being (Appendix 3) 

 
Appendix 3 is the report quarterly governance and assurance statement on occupational health 
and well-being provided by HR.  The report focusses on the Trust sickness levels, occupational 
health service performance and recent work streams to support improvements in respect of 
HWB.  In summary: 
 

 The Trust has improved its sickness absence position against last year, but continues to 
take steps to improve to meet its targets. 

 
 Occupational Health services are performing against KPIs with the exception of ill health 

retirement average clearance times. 
 

 The immunisation programme has seen an overall reducing trend in staff DNA with a 
corresponding increase in overall attendance at appointments and immunisation 
compliance rates.  Improvements have been made which is reassuring and have 
reduced risk rating, but not necessarily at the rate required. 

 
 Recent increases in DNA and reduction in attendance needs to be kept under close 

review to ensure that this is not indicative of a decline in Divisional and staff 
engagement. 

 
 The publication and consideration of staff survey results have focused attention on five 

key themes.  Of particular interest to this group are the results in respect of Health and 
Wellbeing; Bullying, Harassment or Abuse; and Incidents and Near Misses. 

 
 Rapid access (fast track) pilots have been approved for staff in relation to MSK and 

anxiety/ depression. 
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19. Appendices 

Appendix 1 - Monthly Safer staffing report 
 
Appendix 2 - LSMS Annual Report April 2015 to March 2016 
 
Appendix 3 - Occupational health and well-being paper for Q4 2015 
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REPORT TO THE TRUST BOARD  
 

Date 
 

25.04.2016 

Agenda Item 
 

Safer Staffing Monthly Exception Report 

Title Safer Staffing Monthly Exception Report  April 2016 (March 
2016 data) 
 

Author(s) Sue Jewell – Safer Staffing Lead 
 

Purpose 
 

The purpose of this report is to provide the monthly 
exception report for April 2016 (March 2016 data) in relation 
to data submission for Safer Staffing. 

Previously Considered by 
 

N/A 

Sponsoring Director Sara Courtney – Acting Director of Nursing and Allied Health 
Professionals 
 

Executive Director Overview  March 2016 data shows 5 sites reported as red in the 
national publication data with all 5 sites being green 
rated with combined nurse staffing fill rates. 

 8 wards have had staffing under establishment fill 
rate challenges for at least 3 out of the 4 past rolling 
months. 

Action Required 
 

The Board is requested to receive the exception report for 
Safer Staffing for April 2016 (March 2016 data). 

 

Owena
Typewritten Text
APPENDIX 1
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Safer Staffing Monthly Exception Report – April 2016 

 
1. Purpose  

1.1. The purpose of this report is to provide Trust Board members with exception report 
for April 2016 (March 2016 data) presented within the overall data submissions for safer 
staffing in line with national reporting requirements. 

 

2. Background  

2.1. Reporting to NHS England and NHS Choices commenced in June 2014. 

2.2. This report details the rolling 4 months comparison data to enable identification of 
trends and monitoring of inpatient wards breaching Safer Staffing recommendations. 

2.3. For this period a complete data return was achieved on time to NHS England. 

2.4. Narrative has been provided to inform Trust Board members where professional 
judgement decisions have been applied to improve staffing levels in inpatient units as 
required for this period, where staffing levels have fallen below 80% establishment. 

 

3. Exception report for the period 1st March 2016 to 31st March 2016 

3.1. The full data return for this period can be found in Appendix 1. 

3.2. 5 x sites will be reported in the national publication data set as RED this month;- 

3.3. Skill mix dilution provides a potential safer staffing risk, which is carefully managed 
on a shift by shift and day by day basis.  All 5 sites were green rated when reviewing 
combined staffing level fill rates (Registered Nurses plus Unregistered Nurses).  

 

Evenlode – Registered Nurses day Shifts 78.5% 
(However, combined total nursing fill for the ward was green at 85.5%) 
 
Antelope House – Registered Nurse day shifts – 74.7% 
(However combined total nursing fill for the site was green at 98.2%) 
 
Bluebird House – Registered Nurse day shifts – 57% 
(However, combined total nursing fill for the site was green at 83.9%) 
 
Elmleigh – Registered Nurse night shifts – 75.2% 
(However, combined total nursing fill for the ward was green at 97.56%) 
 
Western Community Hospital – Registered Nurse Day shifts 
(However, combined total nursing fill for the ward was green at 118.8%) 
 

4. Comparison Report – December 2015, January 2016, February, March  

4.1. Ward level safer staffing data for the last 4 months on a rolling basis which reflects 
submitted information is contained within Appendix 2. 
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4.2. 8 wards have had staffing under-establishment fill rate challenges for at least 3 out 
of the past 4 rolling months. These are monitored on a shift by shift/daily/weekly basis and 
staff redeployed flexibly across units to ensure wards are staffed appropriately. 

 

Antelope House – Saxon Ward – Registered Nurse day shifts 

Daily staffing status meetings and cross unit working to ensure safer staffing levels 
maintained with utilisation of skill mix where appropriate. Staffing situation is being closely 
monitored by Division with regular staffing reviews due to vacancy status. A weekly senior 
manager conference call is being held with HR and Safer Staffing lead to review staffing 
position. New National recruitment campaign has now launched. It is recognised that this 
unit is facing significant challenges currently. Long term placements have been sourced 
from off framework agencies as an urgent, short term action. These workers will be 
substituted for NHSP bank and framework agency workers as additional staff become 
available.  

Bluebird House – Hill, Moss and Stewart Wards – Registered Nurse day Shifts 

This is due to vacancies, maternity leave and long term sickness. In March the position 
was exacerbated by annual leave. Band 5 Registered nursing posts are proving extremely 
challenging to recruit into whereas this is not an issue for Band 6 and unregistered nursing 
posts. Due to this a number of care support workers are currently in the recruitment 
pipeline and a proposal to increase numbers of band 6 staff is being considered, which will 
also have the added benefit of providing additional leadership and supervision for junior 
staff. Long term placements have recently been sourced from the NHSP bank and 
agencies. A recruitment open day is being planned. Re-allocation of staffing resources and 
the capping of admissions to 14 beds, and senior staff working clinically has enabled safe 
staffing levels to be maintained and risk mitigation. 

Parklands Hospital – Hawthorns 1 – Registered Nurse day and night shifts 

This is an improved position compared to previous months – with continual improvement 
each month for the last 4 months. Skill mix is being utilised in order to facilitate risk 
mitigation. Staffing levels are reviewed on a shift by shift basis together with the utilisation 
of skill mix to ensure safer staffing. Vacancies are actively being recruited into; they are 
also working with CRG recruitment agency as an additional method to source staff into 
permanent positions. Long term placements from temporary staff have been sourced. 

Gosport War Memorial - Ark Royal Ward – Registered Nurse day Shifts 

This is due to vacancies. Band 6 Registered Nurse now recruited and commenced in post 
within the last 2 weeks. Interviews have been held for Band 5 nurses, unfortunately no 
appointments were made on this occasion. However, due to the number of excellent 
candidates for unregistered posts at recent interviews, Ark Royal have over recruited in 
this area. 

Parklands Hospital – Beechwood Ward – Registered Nurse day shifts 

This is due to vacancies. Risk was mitigated through the use of regular temporary staff 
and flexing of skill mix together with senior clinician support to facilitate risk mitigation. A 
bespoke recruitment day has been planned for May specifically for Beechwood and 
Elmwood Wards which will follow the same format as the April event in Eastleigh. 
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Western Community Hospital – Beaulieu Ward – Registered Nurse day shifts 

This is due to vacancies. A targeted OPMH recruitment open day was held on the 11th 
April 2016 at the Holiday Inn, Eastleigh. A number of applicants attended the day with 3 
successful candidates and a further 3 returning for a second interview.  
 
4.3. A Trust wide recruitment event was held on the 25th and 26th February for soon to 
be newly qualified student nurses that included panel interviews and provisional offers 
subject to suitability. At the event 6 Mental Health Nurses, 6 Occupational Therapists and 
22 Adult General Nurses were appointable, all of whom are now progressing through pre- 
employment checks. It is anticipated that they will all be in post by the beginning of 
September. 
 
5. Incident reporting 

5.1. SHFT staff are encouraged to report staffing related incidents. The graph below 
shows the number and grade of staffing related incident forms submitted each month for 
the past 12 months. 

 

5.2. The incident initially logged in January with an impact of Major harm has since been 
downgraded to low harm which is now reflected in graph data. This incident was related to 
reduced levels of administration staff at Lymington New Forest Hospital and Hythe 
Hospital. 

5.3. 53 staffing related incidents were submitted in March2016, 0 of which were graded 
as major harm - red, 15 were graded as moderate harm – yellow and 6 as low harm - 
green. The remaining 32 incidents were either no harm or near miss. 

5.4. All incidents – irrespective of level of grading have been reviewed in accordance 
with the safer staffing policy descriptors as nursing red flag incidents – with 11 incidents 
being identified as nursing red flag incidents. These incident were; 

 

Winchester City Community Care Team – 1 incident. 
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Reduced staffing levels due to vacancy and short term sickness, led to delay in responding 
to telephone enquiries and referrals being added to the system, which delayed patient 
care. 

South Adult Mental Health Team – 1 incident 

Delay in acceptance of a patient referral due to reduced staffing levels. 

Fleet Community Care Team – 1 incident 

Reduced staffing levels required cancellation of staff training and rescheduling of patient 
visits. 

Petersfield Community Care Team – 8 incidents 

Due to vacancies, sickness and skill mix challenges, some patient visits were required to 
be re-scheduled. 

Lymington New Forest Hospital/Hythe Hospital – Outpatients Administration – 1 
incident 

Reduced level of administration staff due to vacancies, long and short term sickness, 
annual leave and maternity led to a backlog of typing and administration. 

Lymington New Forest Hospital – MAU – 1 incident 

Delay in delivery of care due to late notice sickness. 

Ravenswood House – Meon Valley Ward – 1 incident 

Unable to facilitate community leave due to a ward emergency. 

Bluebird House – Moss Ward – 1 incident 

Reduced staffing levels delayed patient care delivery 

Bluebird House – Stewart Ward – 1 patient 

Increased clinical activity and patient emergencies resulting in a delay in patient care 
delivery. 

 

6. Bank and Agency – Safer Staffing risk  

6.1. Fill rates by ‘type of worker’ have been analysed this month with the breakdown 
available in Appendix 3. The table identifies the split between substantive, multi-post 
holder, bank only and agency temporary workers within the fill rates reported. 

6.2. A SHFT internally agreed Red Flag is to monitor any inpatient unit utilising more 
than 50% temporary workers to meet their fill requirement as this represents a potential 
safer staffing risk, for March this was 503 shifts over 24 shift types across the whole Trust.  

6.3. 21 out of the 24 shift types were night shifts that were covered with over 50% 
temporary workers. 

6.4. 2 of the 19 shift types involved using more than 50% agency only temporary 
workers. 

 

Tom Rudd Unit – Willow Ward – has a number of temporary workers who regularly work 
within their unit. These staff receive an in-depth induction and will be included in 
supervision alongside SHFT staff. 
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Gosport War Memorial – Daedalus Ward – has two agency workers who are on agreed 
long term placements. 

 

7. Risks and issues 

7.1. Continuing to source appropriate staffing to meet the requirements of SHFT 
inpatient units and community teams as cited in the Director of Workforce, Development 
and communications reports.  

7.2. Managing the financial challenges associated with workforce establishment 
changes in line with national guidance. 

7.3. Managing staff competence in understanding risk assessments and resource 
management where any gaps in services are identified. 

7.4. Under the leadership of the Director of Nursing and the Associate Directors of 
Nursing, AHP and Quality to reduce temporary staffing whilst maintaining safer staffing 
levels and complying with Monitor/TDA Agency rules. 

7.5. September 2015 Monitor/TDA agency rules applied agency staffing annual ceiling 
caps to all NHS Trusts based upon percentage of total nursing agency staff spend. The 
SHFT cap reduced to 3% on the 1st April from 4%. Agency staff must be procured via 
approved framework agreement only and any deviation from this is required to be firstly 
approved by board before reporting to Monitor. 

7.5.1. Details of our current position and progress with respect to the Monitor Nursing 
Agency cap are detailed below. 

Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16

TOTAL 2.8% 3.9% 3.1% 4.0% 3.7% 4.9% 2.8% 3.5% 4.2% 2.9% 4.3% 5.8%

Quarterly Average

EAST 1.0% 5.1% 2.0% 5.6% 5.8% 7.0% 3.6% 4.2% 4.6% 3.4% 5.3% 6.1%

LEARNING DISABILITIES 4.3% 4.3% 3.5% 4.4% 2.6% 6.1% 2.1% 3.6% 2.2% 1.0% 6.0% 7.3%

MENTAL HEALTH 4.6% 4.9% 4.7% 4.4% 4.6% 5.1% 4.1% 4.7% 6.0% 4.2% 5.7% 8.6%

TQ TWENTY ONE 22.2% 32.7% 30.5% 28.6% 23.5% 30.2% 27.7% 25.7% 25.7% 21.5% 25.8% 25.6%

WEST ISD 2.3% 1.9% 2.1% 3.2% 2.1% 4.3% 0.5% 2.2% 3.8% 2.0% 2.2% 3.0%

3.3% 4.2% 3.5% 4.3%

4% Registered Agency Monitor Ceiling - Divisional Level

 

 

7.5.2. Very recent communication from NHS Improvement (Monitor) has outlined that from 
April 2016 the agency ceiling for SHFT will change from a % value to an annual financial 
spend of £7.4m. Plans are currently being formulated in order to support achievement of 
this further reduction in permitted spend. 

7.6. New Monitor rules effective from the 23rd November 2016 place caps on the 
maximum amount that any NHS Trust can pay per hour for all agency staff (including 
worker pay and on costs). Price caps can only be overridden to protect patient safety. 
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7.6.1. Monitor price caps reduced as planned on the 1st April as detailed in the table 
above (7.6), and also required all agency procurement for all staff groups to be from 
approved frameworks only – effective from the 1st April 2016. 

7.6.2. In order to provide oversight to Monitor and TDA relating to the new rules, SHFT 
are required to declare every shift that is in excess of these rates on a monthly basis 

7.6.3. All agencies have been written to by Sara Courtney the Acting Director of Nursing 
requesting a position statement with respect to their rates and the 1st April reduction.  A 
number of agencies have indicated that they will be complying with the further reduced 
cap. However, there are also agencies that have stated they will only comply with the 
February cap rates. SHFT is currently working with a number of neighbouring Trusts 
across the South of England in order to look a procurement options. 

7.6.4. Within March 2016 Monitor returns, SHFT have reported breaching for some 
nursing shifts and with Medical Staffing. 

7.6.5. Overrides can only be made in essential circumstances – for example for patient 
safety reasons. Any payments declared within returns that are in excess of the price caps 
will be scrutinised by Monitor and TDA, and excessive use and failure to make rapid 
improvements to workforce management may lead to regulatory action. 

7.6.6. Further changes to the agency workflow cascade via the NHSP platform have been 
made to facilitate the further restriction of non-framework agencies; a further phase of this 
is also planned. 

7.6.7. A new national clinical staffing framework tender exercise was released on the 7th of 
March in order to provide a new framework which encompasses all clinical staffing groups 
(nursing and midwifery staff, doctors and dental staff, allied health professionals, 
emergency services staff and health and social care staff) following the Monitor/TDA 
agency rules and price caps. This will ensure that all shifts worked are compliant with all of 
the guidance when procuring agency staff from this framework. Suppliers are able to 
register their intention to tender until the 20th April 2016. 

 

8. Next Steps and Priorities 

8.1. The new SHFT Integrated Community Acuity and Dependency Tool pilot will begin 
in April, with the first workshop delivered on the 11th April. This will be piloted in the West 
ISD initially commencing on the 25th April, with a second workshop booked for the 20th 
June to gather feedback and review progress. The purpose of the first workshop was to 
introduce the tool to Matrons, Band 7 team leaders, Band 6 staff and provide training on its 
use. Reliable data should begin to become available towards the end of May. 



 

Trust Board 
Agenda Item – Safer Staffing Monthly Exception Report     Page 8 of 19 

 

8.2. Children’s Services have purchased an IT module from Benson Wintere which will 
enable more accurate strategic planning of workforce requirements, management of 
workloads and caseloads for Health Visiting and School Nursing Teams. The first strategic 
steering group meeting was held on the 11th January 2016, and workshops held in 
February in order to populate the model for it to be ready for use by the end of April 2016 
rather than March as was initially proposed. 

8.3. The first acuity, dependency, workload and quality measurement for Learning 
Disabilities Community Teams using a new National Tool was completed on the 19th 
February. Data has now been submitted to Professor Keith Hurst and his team for analysis 
and it is anticipated that detailed reports including results should be available around the 
end of May. 

8.4. Further work with Professor Hurst to conduct an in depth measurement of acuity, 
dependency, workload and quality for Learning Disabilities inpatient services using a 
National Tool is planned for April 2016. A workshop was held on the 22nd March for 
inpatient ward managers which detailed the reporting and measurement requirements that 
were required. The measurement and data collection is planned to complete on the 17th 
April, with data then being sent for analysis to Professor Hurst. 

8.5. The first acuity and dependency re-measurement cycle for 2016 is currently being 
undertaken. This involves using the new Mental Health tool launched in 2015 for the first 
time within Mental Health inpatient areas. This will be a significant change particularly for 
OPMH, PICU and CAMHS as this tool will be more reflective of the care delivered to their 
patients.  

8.6. To conduct an acuity and dependency measurement cycle within Community 
Mental Health Teams within the first half of 2016. 

8.7. A capital bid has been made for the Allocate SafeCare module which will allow clear 
visibility of staffing levels against patient demand, acuity and dependency on a Trust wide 
basis. This bid is currently with finance for review. A visit is planned to a neighbouring 
Trust who are currently using the system to review benefits of the system from their 
perspective. 

8.8. Further Safer Staffing Roadshow dates (previously referred to Conferences) for 
SHFT staff during 2016 have now been booked due to the positive interaction and 
feedback from those who attended these in 2015. It is planned within these dates to share 
the acuity and dependency inpatient results and ongoing plans for the safer staffing 
project. 

8.8.1. Planned Safer Staffing Roadshow dates are:- 

Thursday 28th April 12:00 – 4:00pm, Slade House, Oxford  

Thursday 26th May 12:00 – 4:00pm, Western Community Hospital 

Thursday 30th June 12:00 – 4:00pm, Lymington Community Hospital 

Monday 12th September 12:00 – 4:00pm, Havant Health Centre 

Friday 21st October  9:00 - 12:30, Aerodrome House, Gosport 

 

9. Recommendation 

9.1. The board are asked to receive the action report for Safer Staffing for April 2016 
(March 2016 data). 

10. Appendices 
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Appendix 1 – Safer Staffing Monthly Board Report – April 2016 (March 2016 data) 

 The table below shows ward level average nursing fill rates during day and night shifts for the reporting period above. 

 Data is extracted from e-roster (showing the planned positions) and NHS Professionals bank and agency reports. 

 An Internally developed RAG rating has been applied consistently as per last month’s reporting. Wards highlighted in ‘GREEN’ are 
reported as having staffing levels between 80% and 150% planned levels (in line with NHS England’s primary baseline triggers). 
‘RED’ wards are reported as having less than 80% average fill rate (NICE 2014 recommended 75% as the trigger for RED). ‘BLUE’ 
are reported as having more than 150% fill rate.  

 

 Staffing levels across hospital sites and across each ward are operationally managed each shift through the transfer of staffing 
resource, as indicated, to meet the changing acuity and dependency of patient needs. This enables a ‘RED’ ward to become a 
‘GREEN’ in terms of safer staffing levels, but the transfer is not made electronically on e-roster as it often is not a requirement to be a 
whole shift movement often providing changing cover during peaks in acuity and dependency throughout periods of a day. In order to 
show the effect of this flexibility and movement throughout shifts, the right hand column on the chart below, shows the resulting 
average staffing levels across the whole site.  With this exercise being completed for this monthly reporting period. 

 

 Data is for nursing only and does not include therapists working substantively or student nurses on placement within inpatient areas. 
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Appendix 1 – Safer Staffing Monthly Board report –March 2016 data. When interpreting this dataset, Trust Board members should consider 
that some of the Southern Health NHS Foundation Trust inpatient wards are very small with less than 10 beds. 

DAY DAY NIGHT NIGHT DAY DAY NIGHT NIGHT

Directorate Hospital Site name Ward Name Specialty 

Average 

fill rate 

RN Staff 

(%)

Average 

fill rate 

CSW 

staff (%)

Average 

fill rate 

RN staff 

(%)

Average 

fill rate 

CSW 

staff (%)

Average 

RN fill 

rate (%)  

as a site

Average 

CSW fill 

rate (%)  

as a site

Average 

RN fill 

rate (%)  

as a site

Average 

CSW fill 

rate (%)  

as a site

LD
Evenlode Evenlode Ward LD 78.5% 89.5% 166.4% 99.1% 78.5% 89.5% 166.4% 99.1%

LD
Moorgreen Hospital Willow Ward LD 116.0% 118.3% 112.0% 126.3% 116.0% 118.3% 112.0% 126.3%

LD
Ridgeway Centre Ridgeway Centre LD 100.7% 93.9% 97.1% 113.7% 100.7% 93.9% 97.1% 113.7%

LD
Woodhaven Ashford Unit LD 89.7% 110.1% 98.1% 105.0% 95.4% 106.2% 99.2% 103.3%

LD
Woodhaven Cypress LD 103.9% 102.0% 100.2% 100.0% 95.4% 106.2% 99.2% 103.3%

MH
Antelope House Hamtun Ward Adult Mental Health 66.7% 120.4% 96.1% 113.0% 74.7% 118.2% 101.8% 110.2%

MH
Antelope House Saxon Ward Adult Mental Health 72.6% 117.4% 112.3% 105.0% 74.7% 118.2% 101.8% 110.2%

MH
Antelope House Trinity Ward Adult Mental Health 84.7% 116.7% 97.2% 112.6% 74.7% 118.2% 101.8% 110.2%

MH
Bluebird House Hill Ward Adult Mental Health 64.5% 119.0% 78.0% 58.2% 57.0% 110.4% 103.1% 81.3%

MH
Bluebird House Moss Ward Adult Mental Health 58.2% 119.7% 126.4% 86.5% 57.0% 110.4% 103.1% 81.3%

MH
Bluebird House Stewart Ward Adult Mental Health 54.8% 99.7% 95.7% 96.8% 57.0% 110.4% 103.1% 81.3%

MH
Elmleigh Elmleigh Inpatient Adult Mental Health 84.2% 105.4% 75.2% 119.9% 84.2% 105.4% 75.2% 119.9%

Ward Level Site Level
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DAY DAY NIGHT NIGHT DAY DAY NIGHT NIGHT

Directorate Hospital Site name Ward Name Specialty 

Average 

fill rate 

RN Staff 

(%)

Average 

fill rate 

CSW 

staff (%)

Average 

fill rate 

RN staff 

(%)

Average 

fill rate 

CSW 

staff (%)

Average 

RN fill 

rate (%)  

as a site

Average 

CSW fill 

rate (%)  

as a site

Average 

RN fill 

rate (%)  

as a site

Average 

CSW fill 

rate (%)  

as a site

MH
Forest Lodge Forest Lodge Adult Mental Health 100.2% 100.3% 100.5% 100.1% 100.2% 100.3% 100.5% 100.1%

MH
Hollybank Hollybank Adult Mental Health 105.7% 94.2% 100.5% 99.4% 105.7% 94.2% 100.5% 99.4%

MH
Leigh House Leigh House Adult Mental Health 155.5% 81.0% 96.8% 100.0% 155.5% 81.0% 96.8% 100.0%

MH
Melbury Lodge Kingsley Unit Adult Mental Health 81.9% 168.9% 107.1% 136.3% 84.4% 106.7% 103.9% 113.0%

MH
Melbury Lodge Mother and Baby Unit Adult Mental Health 86.0% 88.4% 101.3% 100.9% 84.4% 106.7% 103.9% 113.0%

MH
Parklands Hospital Hawthorns 1 Ward Adult Mental Health 71.0% 163.8% 70.0% 185.1% 81.2% 128.6% 107.0% 120.8%

MH
Parklands Hospital Hawthorns 2 Ward Adult Mental Health 93.7% 109.8% 144.5% 109.4% 81.2% 128.6% 107.0% 120.8%

MH
Ravenswood House Ashurst Ward Adult Mental Health 89.8% 95.3% 107.7% 98.5% 92.3% 107.7% 124.0% 104.1%

MH
Ravenswood House Lyndhurst Ward Adult Mental Health 93.5% 98.3% 135.2% 137.3% 92.3% 107.7% 124.0% 104.1%

MH
Ravenswood House Malcolm Faulk Ward Adult Mental Health 98.3% 109.9% 116.2% 94.2% 92.3% 107.7% 124.0% 104.1%

MH
Ravenswood House Mary Graham Ward Adult Mental Health 87.2% 127.2% 141.6% 100.2% 92.3% 107.7% 124.0% 104.1%

MH
Ravenswood House Meon Valley Ward Adult Mental Health 89.5% 111.3% 127.1% 105.5% 92.3% 107.7% 124.0% 104.1%

MH
Southfields Beech ward Adult Mental Health 107.4% 139.9% 100.4% 112.3% 101.7% 143.6% 100.4% 114.4%

Ward Level Site Level
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DAY DAY NIGHT NIGHT DAY DAY NIGHT NIGHT

Directorate Hospital Site name Ward Name Specialty 

Average 

fill rate 

RN Staff 

(%)

Average 

fill rate 

CSW 

staff (%)

Average 

fill rate 

RN staff 

(%)

Average 

fill rate 

CSW 

staff (%)

Average 

RN fill 

rate (%)  

as a site

Average 

CSW fill 

rate (%)  

as a site

Average 

RN fill 

rate (%)  

as a site

Average 

CSW fill 

rate (%)  

as a site

MH
Southfields Cedar Ward Adult Mental Health 101.5% 179.5% 100.9% 130.7% 101.7% 143.6% 100.4% 114.4%

MH
Southfields Oak Ward Adult Mental Health 96.1% 112.1% 100.0% 99.9% 101.7% 143.6% 100.4% 114.4%

North

Alton Community 

Hospital
Anstey Ward Rehabilitation 119.9% 85.2% 93.6% 95.8% 119.9% 85.2% 93.6% 95.8%

North East

Fleet Community 

Hospital
Calthorpe Ward Rehabilitation 90.1% 102.1% 160.0% 122.8% 90.1% 102.1% 160.0% 122.8%

SE ISD

Gosport War Memorial 

Hospital
Ark Royal Ward Rehabilitation 64.3% 85.2% 98.4% 184.4% 92.6% 123.5% 98.7% 154.3%

SE ISD

Gosport War Memorial 

Hospital
Daedalus Ward OPMH 96.1% 182.9% 95.3% 196.2% 92.6% 123.5% 98.7% 154.3%

SE ISD

Gosport War Memorial 

Hospital
Dryad Ward OPMH 118.6% 106.9% 97.0% 106.7% 92.6% 123.5% 98.7% 154.3%

SE ISD

Gosport War Memorial 

Hospital
Sultan Ward Community Care 110.7% 117.8% 103.1% 131.9% 92.6% 123.5% 98.7% 154.3%

SE ISD
Melbury Lodge Stefano Oliveri Unit OPMH 86.5% 74.5% 100.5% 100.5% 84.4% 106.7% 103.9% 113.0%

SE ISD
Parklands Hospital Beechwood Ward OPMH 66.2% 120.0% 100.0% 109.3% 81.2% 128.6% 107.0% 120.8%

SE ISD
Parklands Hospital Elmwood Ward OPMH 97.8% 127.2% 112.8% 102.2% 81.2% 128.6% 107.0% 120.8%

SE ISD
Petersfield Hospital Cedar Ward Community Care 94.0% 101.3% 100.0% 106.5% 97.2% 100.6% 96.9% 103.4%

SE ISD
Petersfield Hospital Rowan Ward Community Care 101.5% 99.8% 93.5% 100.1% 97.2% 100.6% 96.9% 103.4%

Ward Level Site Level
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DAY DAY NIGHT NIGHT DAY DAY NIGHT NIGHT

Directorate Hospital Site name Ward Name Specialty 

Average 

fill rate 

RN Staff 

(%)

Average 

fill rate 

CSW 

staff (%)

Average 

fill rate 

RN staff 

(%)

Average 

fill rate 

CSW 

staff (%)

Average 

RN fill 

rate (%)  

as a site

Average 

CSW fill 

rate (%)  

as a site

Average 

RN fill 

rate (%)  

as a site

Average 

CSW fill 

rate (%)  

as a site

LD Evenlode Evenlode Ward LD 78.5% 89.5% 166.4% 99.1% 78.5% 89.5% 166.4% 99.1%

LD Moorgreen Hospital Willow Ward LD 116.0% 118.3% 112.0% 126.3% 116.0% 118.3% 112.0% 126.3%

LD Ridgeway Centre Ridgeway Centre LD 100.7% 93.9% 97.1% 113.7% 100.7% 93.9% 97.1% 113.7%

LD Woodhaven Ashford Unit LD 89.7% 110.1% 98.1% 105.0% 95.4% 106.2% 99.2% 103.3%

LD Woodhaven Cypress LD 103.9% 102.0% 100.2% 100.0% 95.4% 106.2% 99.2% 103.3%

MH Antelope House Hamtun Ward Adult Mental Health 66.7% 120.4% 96.1% 113.0% 74.7% 118.2% 101.8% 110.2%

MH Antelope House Saxon Ward Adult Mental Health 72.6% 117.4% 112.3% 105.0% 74.7% 118.2% 101.8% 110.2%

MH Antelope House Trinity Ward Adult Mental Health 84.7% 116.7% 97.2% 112.6% 74.7% 118.2% 101.8% 110.2%

MH Bluebird House Hill Ward Adult Mental Health 64.5% 119.0% 78.0% 58.2% 57.0% 110.4% 103.1% 81.3%

MH Bluebird House Moss Ward Adult Mental Health 58.2% 119.7% 126.4% 86.5% 57.0% 110.4% 103.1% 81.3%

MH Bluebird House Stewart Ward Adult Mental Health 54.8% 99.7% 95.7% 96.8% 57.0% 110.4% 103.1% 81.3%

MH Elmleigh Elmleigh Inpatient Adult Mental Health 84.2% 105.4% 75.2% 119.9% 84.2% 105.4% 75.2% 119.9%

SE ISD

Western Community 

Hospital
Beaulieu Ward OPMH 68.8% 141.9% 100.2% 187.1% 75.3% 112.5% 98.6% 137.3%

SE ISD

Western Community 

Hospital
Berrywood Ward OPMH 81.5% 116.3% 100.0% 152.2% 75.3% 112.5% 98.6% 137.3%

Ward Level Site Level
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DAY DAY NIGHT NIGHT DAY DAY NIGHT NIGHT

Directorate Hospital Site name Ward Name Specialty 

Average 

fill rate 

RN Staff 

(%)

Average 

fill rate 

CSW 

staff (%)

Average 

fill rate 

RN staff 

(%)

Average 

fill rate 

CSW 

staff (%)

Average 

RN fill 

rate (%)  

as a site

Average 

CSW fill 

rate (%)  

as a site

Average 

RN fill 

rate (%)  

as a site

Average 

CSW fill 

rate (%)  

as a site

West ISD
Fordingbridge Hospital Ford Ward Rehabilitation 88.3% 88.3% 96.9% 100.4% 88.3% 88.3% 96.9% 100.4%

West ISD

Lymington New Forest 

Hospital
Deerleap Ward Rehabilitation 89.0% 73.3% 105.6% 165.1% 96.7% 111.4% 98.7% 122.7%

West ISD

Lymington New Forest 

Hospital
Longbeech Ward Medicine 100.6% 137.5% 96.5% 121.6% 96.7% 111.4% 98.7% 122.7%

West ISD

Lymington New Forest 

Hospital
Medial Admissions Unit Medicine 95.8% 100.8% 98.4% 113.2% 96.7% 111.4% 98.7% 122.7%

West ISD

Lymington New Forest 

Hospital
Wilverley Ward Rehabilitation 97.9% 141.8% 96.8% 91.9% 96.7% 111.4% 98.7% 122.7%

West ISD
Romsey Hospital

Chichester/Nightingale 

Ward
Rehabilitation 106.5% 90.6% 98.1% 112.9% 106.5% 90.6% 98.1% 112.9%

Ward Level Site Level
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Appendix 2 – Comparison of data –December 2015, January 2016, February, March 

 

Division Hospital Site name Ward name
% fill rate - 

RN

% fill rate - 

Care staff

% fill rate - 

RN

% fill rate - 

Care staff

% fill rate - 

RN

% fill rate - 

Care staff

% fill rate - 

RN

% fill rate - 

Care staff

% fill rate - 

RN

% fill rate - 

Care staff

% fill rate - 

RN

% fill rate - 

Care staff

% fill rate - 

RN

% fill rate - 

Care staff

% fill rate - 

RN

% fill rate - 

Care staff

LD EVENLODE CLINIC Evenlode Ward 99.3% 79.8% 125.1% 86.1% 99.8% 85.4% 130.5% 97.8% 92.1% 87.1% 128.5% 116.3% 78.5% 89.5% 166.4% 99.1%

LD MOORGREEN HOSPITAL Willow Ward 100.0% 92.8% 100.0% 94.5% 118.5% 123.2% 100.2% 127.5% 131.1% 140.1% 100.4% 127.9% 116.0% 118.3% 112.0% 126.3%

LD THE RIDGEWAY CENTRE Ridgeway Centre 101.6% 84.3% 100.3% 82.7% 91.2% 108.7% 122.3% 136.6% 104.3% 102.5% 106.9% 134.6% 100.7% 93.9% 97.1% 113.7%

LD WOODHAVEN Ashford Unit 103.9% 101.7% 100.5% 98.6% 87.7% 98.9% 100.0% 98.4% 95.7% 95.5% 93.8% 103.8% 89.7% 110.1% 98.1% 105.0%

LD WOODHAVEN Cypress Ward 126.0% 100.7% 96.8% 101.5% 106.8% 100.5% 100.0% 100.0% 118.1% 106.3% 100.7% 100.2% 103.9% 102.0% 100.2% 100.0%

MH ANTELOPE HOUSE Hamtun Ward 78.9% 80.9% 105.7% 88.1% 88.0% 105.7% 131.7% 110.9% 80.0% 107.2% 134.7% 102.3% 66.7% 120.4% 96.1% 113.0%

MH ANTELOPE HOUSE Saxon Ward 71.2% 115.1% 131.7% 118.0% 71.6% 128.8% 132.6% 111.5% 77.3% 126.1% 131.4% 110.2% 72.6% 117.4% 112.3% 105.0%

MH ANTELOPE HOUSE Trinity Ward 86.6% 108.6% 135.2% 112.5% 88.2% 120.6% 132.5% 110.1% 83.9% 114.5% 131.1% 109.9% 84.7% 116.7% 97.2% 112.6%

MH BLUEBIRD HOUSE Hill Ward 72.7% 104.0% 95.5% 90.7% 79.1% 116.3% 93.5% 97.3% 66.2% 98.2% 99.9% 94.9% 64.5% 119.0% 78.0% 58.2%

MH BLUEBIRD HOUSE Moss Ward 70.5% 113.5% 96.8% 108.4% 71.9% 137.6% 95.6% 104.3% 50.3% 105.0% 91.5% 66.9% 58.2% 119.7% 126.4% 86.5%

MH BLUEBIRD HOUSE Stewart Ward 69.6% 95.2% 88.7% 104.8% 74.1% 90.9% 93.9% 108.4% 80.3% 85.3% 91.1% 101.9% 54.8% 99.7% 95.7% 96.8%

MH ELMLEIGH Elmleigh Inpatient 103.6% 99.2% 73.4% 116.1% 99.1% 99.6% 81.4% 113.0% 78.4% 103.1% 82.8% 117.1% 84.2% 105.4% 75.2% 119.9%

MH FOREST LODGE Forest Lodge 111.4% 92.7% 100.0% 100.2% 108.4% 95.3% 100.0% 100.2% 105.3% 91.6% 100.5% 103.9% 100.2% 100.3% 100.5% 100.1%

MH HOLLYBANK Hollybank 99.9% 80.0% 100.2% 100.2% 100.1% 88.1% 100.0% 100.3% 118.0% 87.8% 107.6% 107.4% 105.7% 94.2% 100.5% 99.4%

MH LEIGH HOUSE Leigh House 110.2% 48.2% 72.6% 77.4% 102.4% 72.9% 114.0% 100.0% 96.6% 83.1% 105.5% 96.6% 155.5% 81.0% 96.8% 100.0%

MH MELBURY LODGE Kingsley Unit 92.6% 113.8% 91.3% 122.8% 99.7% 140.2% 105.3% 106.6% 80.2% 178.1% 90.5% 110.1% 81.9% 168.9% 107.1% 136.3%

MH MELBURY LODGE Mother and Baby Unit 88.9% 95.3% 100.9% 87.2% 107.1% 96.2% 103.5% 102.3% 85.3% 103.8% 103.4% 99.3% 86.0% 88.4% 101.3% 100.9%

MH PARKLANDS HOSPITAL Hawthorns 1 Ward 60.1% 116.3% 51.4% 149.2% 92.2% 177.1% 60.5% 179.1% 64.6% 144.4% 66.4% 158.5% 71.0% 163.8% 70.0% 185.1%

MH PARKLANDS HOSPITAL Hawthorns 2 Ward 103.3% 117.7% 136.2% 120.2% 97.7% 131.0% 141.0% 129.0% 100.9% 113.1% 139.1% 133.0% 93.7% 109.8% 144.5% 109.4%

MH RAVENSWOOD HOUSE Ashurst Ward 75.0% 109.5% 116.5% 92.1% 76.5% 106.8% 130.2% 98.5% 91.7% 98.5% 124.1% 98.3% 89.8% 95.3% 107.7% 98.5%

MH RAVENSWOOD HOUSE Lyndhurst Ward 81.3% 94.8% 119.4% 125.8% 70.6% 106.4% 122.6% 135.7% 95.2% 98.9% 120.6% 141.8% 93.5% 98.3% 135.2% 137.3%

MH RAVENSWOOD HOUSE Malcolm Faulk Ward 99.1% 103.2% 111.4% 91.6% 91.9% 112.7% 125.7% 96.2% 91.6% 111.7% 115.8% 93.1% 98.3% 109.9% 116.2% 94.2%

MH RAVENSWOOD HOUSE Mary Graham Ward 64.7% 94.7% 90.3% 99.2% 67.2% 102.3% 92.1% 102.0% 80.0% 79.8% 93.2% 75.2% 87.2% 127.2% 141.6% 100.2%

MH RAVENSWOOD HOUSE Meon Valley Ward 78.3% 103.7% 139.4% 98.8% 95.6% 103.3% 114.1% 98.5% 91.4% 100.8% 117.9% 98.3% 89.5% 111.3% 127.1% 105.5%

Dec-15

Submitted in January 16

Day Night

Mar-16

Submitted in April 16

Day Night

Jan-16

Submitted in February 16

Day Night

Feb-16

Submitted in March 16

Day Night
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Division Hospital Site name Ward name
% fill rate - 

RN

% fill rate - 

Care staff

% fill rate - 

RN

% fill rate - 

Care staff

% fill rate - 

RN

% fill rate - 

Care staff

% fill rate - 

RN

% fill rate - 

Care staff

% fill rate - 

RN

% fill rate - 

Care staff

% fill rate - 

RN

% fill rate - 

Care staff

% fill rate - 

RN

% fill rate - 

Care staff

% fill rate - 

RN

% fill rate - 

Care staff

MH SOUTHFIELDS Beech ward 69.9% 141.9% 97.6% 118.1% 98.0% 128.9% 100.5% 106.5% 100.2% 116.1% 103.7% 98.4% 107.4% 139.9% 100.4% 112.3%

MH SOUTHFIELDS Cedar Ward 100.7% 103.0% 100.2% 100.1% 94.9% 109.6% 97.2% 105.1% 98.6% 121.3% 100.9% 114.5% 101.5% 179.5% 100.9% 130.7%

MH SOUTHFIELDS Oak Ward 80.3% 116.1% 100.4% 98.5% 82.5% 120.1% 97.2% 99.0% 79.6% 108.4% 92.8% 100.3% 96.1% 112.1% 100.0% 99.9%

North ALTON COMMUNITY HOSPITAL Anstey Ward 85.5% 85.3% 95.1% 87.8% 95.4% 81.5% 100.0% 89.4% 89.9% 86.3% 96.5% 93.9% 119.9% 85.2% 93.6% 95.8%

North East FLEET COMMUNITY HOSPITAL Calthorpe Ward 81.0% 99.0% 82.2% 148.1% 97.7% 90.4% 90.9% 106.1% 98.5% 90.6% 147.5% 203.5% 90.1% 102.1% 160.0% 122.8%

SE ISD

GOSPORT WAR MEMORIAL 

HOSPITAL
Ark Royal 69.6% 74.5% 96.8% 113.2% 73.8% 75.7% 100.0% 154.8% 71.2% 89.3% 100.1% 100.0% 64.3% 85.2% 98.4% 184.4%

SE ISD

GOSPORT WAR MEMORIAL 

HOSPITAL
Deadalus Ward 86.5% 127.6% 92.1% 112.4% 94.0% 148.7% 97.0% 160.0% 88.1% 149.8% 96.4% 171.4% 96.1% 182.9% 95.3% 196.2%

SE ISD

GOSPORT WAR MEMORIAL 

HOSPITAL
Dryad Ward 109.3% 111.4% 100.0% 121.2% 134.7% 119.7% 106.8% 136.6% 111.1% 101.3% 104.1% 105.8% 118.6% 106.9% 97.0% 106.7%

SE ISD

GOSPORT WAR MEMORIAL 

HOSPITAL
Sultan Ward 104.2% 83.4% 100.2% 119.6% 109.9% 125.7% 100.7% 151.9% 104.2% 113.0% 96.2% 110.8% 110.7% 117.8% 103.1% 131.9%

SE ISD MELBURY LODGE Stefano Oliveri Unit 93.2% 85.9% 100.5% 97.0% 82.3% 86.2% 100.0% 100.0% 70.9% 85.6% 100.5% 100.5% 86.5% 74.5% 100.5% 100.5%

SE ISD PARKLANDS HOSPITAL Beechwood Ward 78.7% 112.2% 96.7% 100.2% 81.7% 119.5% 99.9% 98.4% 78.9% 122.6% 99.9% 108.4% 66.2% 120.0% 100.0% 109.3%

SE ISD PARKLANDS HOSPITAL Elmwood Ward 88.1% 132.5% 109.5% 107.0% 88.2% 154.1% 100.3% 140.3% 93.1% 141.1% 102.9% 125.9% 97.8% 127.2% 112.8% 102.2%

SE ISD PETERSFIELD HOSPITAL Cedar Ward 96.4% 73.8% 100.0% 99.8% 100.5% 100.4% 109.5% 163.0% 107.9% 64.8% 113.8% 141.4% 94.0% 101.3% 100.0% 106.5%

SE ISD PETERSFIELD HOSPITAL Rowan Ward 104.6% 105.6% 98.5% 100.2% 96.5% 93.1% 98.4% 96.9% 98.3% 99.6% 102.1% 99.9% 101.5% 99.8% 93.5% 100.1%

SE ISD
WESTERN COMMUNITY HOSPITAL Beaulieu Ward 73.6% 111.8% 100.1% 200.0% 73.0% 131.8% 100.0% 219.3% 55.2% 136.7% 100.2% 225.8% 68.8% 141.9% 100.2% 187.1%

SE ISD
WESTERN COMMUNITY HOSPITAL Berrywood Ward 90.7% 100.3% 100.0% 105.0% 80.0% 127.1% 100.1% 143.3% 87.4% 106.3% 103.7% 146.6% 81.5% 116.3% 100.0% 152.2%

West ISD FORDINGBRIDGE Ford Ward 98.6% 83.5% 100.1% 93.5% 95.9% 78.5% 98.4% 100.4% 89.3% 83.9% 96.6% 103.4% 88.3% 88.3% 96.9% 100.4%

West ISD

LYMINGTON NEW FOREST 

HOSPITAL
Deerleap Ward 90.1% 94.4% 100.0% 113.4% 90.5% 101.8% 96.9% 156.1% 86.6% 81.2% 93.4% 218.4% 89.0% 73.3% 105.6% 165.1%

West ISD

LYMINGTON NEW FOREST 

HOSPITAL
Longbeech Ward 103.9% 117.4% 95.2% 113.1% 99.9% 123.4% 95.3% 139.1% 98.0% 146.8% 101.7% 117.6% 100.6% 137.5% 96.5% 121.6%

West ISD

LYMINGTON NEW FOREST 

HOSPITAL
Medial Admissions Unit 85.7% 93.3% 90.3% 96.8% 91.2% 93.9% 95.2% 106.3% 90.9% 103.2% 98.3% 124.1% 95.8% 100.8% 98.4% 113.2%

West ISD

LYMINGTON NEW FOREST 

HOSPITAL
Wilverley Ward 90.5% 132.8% 96.8% 95.6% 102.6% 131.6% 106.5% 101.6% 88.9% 178.9% 100.0% 101.7% 97.9% 141.8% 96.8% 91.9%

West ISD ROMSEY HOSPITAL Chichester/Nightingale Ward 102.2% 92.7% 117.7% 96.8% 100.9% 107.6% 100.0% 116.5% 120.1% 100.8% 98.4% 131.7% 106.5% 90.6% 98.1% 112.9%

Dec-15 Jan-16 Feb-16 Mar-16

Submitted in January 16 Submitted in February 16 Submitted in March 16 Submitted in April 16

Day Night Day Night Day Night Day Night
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Appendix 3 – Bank and Agency Safer Staffing Risk – using over 50% fill rate as temporary workers. 

 

Shift with more than 50% filled by temporary workers

Division Site Unit Staff Group Shift Substantive* Bank MPH* Bank BO* Agency*
Total Filled 

Substantively

Total Filled 

Non 

Substantively

Total Temp 

Fill Rate

No Shifts 

affected (out of 

29)

Last 

Month

LD Woodhaven Ashford Unit Registered Night 33.1% 43.3% 13.6% 10.0% 76.4% 23.6% 66.9% 19 63.0%

LD Tom Rudd Unit Willow Ward Registered Night 11.5% 8.7% 5.9% 73.9% 20.2% 79.8% 88.5% 25 76.0%

LD Tom Rudd Unit Willow Ward Unregistered Night 14.1% 3.2% 79.5% 3.2% 17.3% 82.7% 85.9% 29 95.0%

MH Antelope House Hamtun Ward PICU Unregistered Day 44.1% 20.4% 33.1% 2.4% 64.5% 35.5% 55.9% 19 57.0%

MH Antelope House Hamtun Ward PICU Unregistered Night 29.5% 16.4% 54.0% 0.0% 46.0% 54.0% 70.5% 21 57.0%

MH Bluebird House Moss Ward Registered Night 40.8% 24.8% 8.3% 26.1% 65.6% 34.4% 59.2% 18 62.0%

MH Parklands Hospital Hawthorns 1 Registered Night 32.3% 28.0% 35.1% 4.6% 60.3% 39.7% 67.7% 15 54%

MH Parklands Hospital Hawthorns 1 Unregistered Night 46.4% 0.0% 53.6% 0.0% 46.4% 53.6% 53.6% 18 NEW

MH Parklands Hospital Hawthorns 2 Unregistered Night 35.3% 13.3% 49.9% 1.5% 48.6% 51.4% 64.7% 21 NEW

MH Ravenswood House Lyndhurst Ward Unregistered Night 34.2% 34.1% 27.1% 4.6% 68.3% 31.7% 65.8% 19 71%

MH Ravenswood House Mary Graham Ward Unregistered Night 48.3% 11.3% 40.4% 0.0% 59.6% 40.4% 51.7% 23 NEW

North HampshireAlton Community Hospital Anstey Ward Registered Night 39.9% 6.9% 39.2% 14.0% 46.8% 53.2% 60.1% 24 54.0%

SE ISD Western Community Hospital Beaulieu Ward Unregistered Day 41.3% 6.0% 28.8% 23.9% 47.3% 52.7% 58.7% 21 57%

SE ISD Western Community Hospital Beaulieu Ward Unregistered Night 33.9% 19.2% 46.9% 0.0% 53.1% 46.9% 66.1% 28 63.0%

SE ISD Western Community Hospital Berrywood Registered Night 48.5% 12.6% 19.4% 19.4% 61.2% 38.8% 51.5% 16 90.0%

SE ISD Parklands Hospital Elmwood Ward Unregistered Day 49.3% 6.0% 23.4% 21.4% 55.2% 44.8% 50.7% 17 53.0%

SE ISD Parklands Hospital Elmwood Ward Registered Night 22.2% 21.2% 41.4% 15.1% 43.5% 56.5% 77.8% 23 87

SE ISD Parklands Hospital Elmwood Ward Unregistered Night 30.3% 17.9% 51.9% 0.0% 48.1% 51.9% 69.7% 27 79%

SE ISD Gosport War Memorial Hospital Ark Royal Ward Unregistered Night 40.2% 0.0% 58.0% 1.7% 40.2% 59.8% 59.8% 26 NEW

SE ISD Gosport War Memorial Hospital Daedalus Ward Registered Night 43.2% 0.0% 0.0% 56.8% 43.2% 56.8% 56.8% 9 67%

SE ISD Gosport War Memorial Hospital Daedalus Ward Unregistered Night 34.6% 0.0% 56.4% 9.0% 34.6% 65.4% 65.4% 20 NEW

SE ISD Gosport War Memorial Hospital Sultan Ward Unregistered Night 41.6% 0.0% 50.5% 7.9% 41.6% 58.4% 58.4% 19 NEW

West ISD Lymington Deerleap Ward Unregistered Night 40.6% 7.8% 45.4% 6.2% 48.4% 51.6% 59.4% 24 52%

West ISD Lymington Longbeech Ward Unregistered Night 41.7% 30.2% 21.5% 6.6% 71.9% 28.1% 58.3% 22 NEW

Filled By

*Substantive - permanent SHFT staff

*Bank MPH - Permanenet SHFT staff working shifts via the NHSP bank

*Bank Only - Workers who only work for the NHSP bank

*Agency - Agency temporary staff
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Appendix – NQB Compliance Status 

Action Detail Progress RAG Review Date 

1 Clear Board Responsibility  Named Executive with 
accountability in place – 
Director of Nursing and AHP. 

 Monthly exception reporting in 
place. 

 Trust wide communication plan 
delivered. 

 Safer Staffing webpage live with 
links to NHS Choices.  

 COMPLETED 
 
Della Warren, 
DoN & AHPs 

2 Shift by Shift establishment 
management 

 E-Roster in place for all clinical 
frontline teams 

 Roster policy up to date  

 Safer staffing packs issued to al 
team leaders 

 COMPLETED 
 
Della Warren, 
DoN & AHPs 

3 Evidence Based Acuity and 
Dependency based 
establishments 

 Presented to Trust Board in 
November 2014. 

 17.77 WTE approved uplift to 
baseline establishments from 
1

st
 April 2015. 

 Latest inpatient acuity and 
dependency measurement 
results currently being collated. 

 PROCESS 
EMBEDDED 
 
COMPLETED 
 
Della Warren, 
DoN & AHPs 

4 Leaders fostering a culture of 
professionalism and 
responsiveness 

 Trust Policies in place, plan 
required for embedding in 
practice.   Plan is on track and 
delivering in accordance with 
roll out plan. 

 Safer Staffing policy published 
in November 2014. Updated 
version published March 2016 

 Safer staffing conferences 
completed for 2015, with further 
roadshows planned in 2016. 

 30/04/2016 
 
Sara Courtney 
ADoN & AHPs 

5 A multi-professional approach 
being taken to establishment 
setting 

 Roll out will include all Non -
Medical Professional groups. 
Priority start up is inpatient 
nursing and this is on track and 
will progress to community care 
teams from 04/15. 

 LD community services A+D 
tool - first measurement in the 
Trust completed February 2016 
– awaiting results. 

 IST Community tool being 
developed internally, pilot 
launch planned for April 2016. 

 MH Community provisional aim 
for first half of 2016 

 LD inpatients in depth analysis 
currently  in progress – began 
04/04/2016 

 Next inpatients cycle currently 
in progress - began 04/04/2016 

 30/04/2016 
 
Sara Courtney 
ADoN & AHPs 

6 Staff having sufficient time to 
fulfil all responsibilities (not just 
clinical) 

 Sitrep discontinued in its roll 
with Safer Staffing as not 
suitable ‘hotspot’ data now 
being used. 

 Agreed 50/50 job plans for all 

 30/04/2016 
 
Sara Courtney 
ADoN & AHPs 
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Band 7 posts (Managerial / 
Clinical) and these are now fully 
signed up to by appropriate 
workforce. 

 Band 6 and Band 8a role 
reviews underway in line with 
consultation schedule. 

 

7 Monthly Board update  Full submission to NHS 
England on time. 

 Monthly publication on NHS 
Choices. 

 Monthly Board papers on time 
and meeting the national 
reporting criteria. 

 EMBEDDED 
PROCESS IN 
PLACE 
 
COMPLETED 
 
Della Warren, 
DoN & AHPs 

8 Shift by Shift display of staffing 
levels 

 Calendar Crosses and Daily 
Staffing Boards in place for 
inpatient units across the Trust. 

 A replacement board option is 
currently being explored as 
these are now one year old. 
Design proposals are in 
development with an external 
company and being prepared 
for presentation to Acting 
Directors of Nursing and Safer 
Staffing Lead.  
 

 30/04/2016 
 
Sara Courtney 
ADoN & AHPs 

9 Active role in securing staff  Trust recruitment and workforce 
plans under development for 
each Division. Known 
challenges in some areas and 
in some professional groups.  
This is being focused through 
Workforce Resourcing Forum 
led by Sandra Grant and is 
monitored as part of the safer 
staffing monitoring programme 
through scheduled meetings. 

 ONGOING 
MONITORING 
EMBEDDED 
THROUGH 
WRF 
 
CLOSED 
 
Della Warren, 
DoN & AHPs 

10 Commissioners actively seeking 
assurance 

 CQRM reporting requirements 
in both physical and mental 
health commissioning groups. 
Trust Board paper shared with 
all CQRMs. 

 Presentation given to SE and 
MH/LD CQRMs in December 
14. 

 Safer staffing is reviewed 
quarterly through the West 
Hampshire CCG Scrutiny and 
Oversight Committee. 

 Actions from CQC 
comprehensive review that 
relate to safer staffing are 
included in the safer staffing 
project and monitored and 
reported in accordance with the 
CQC reporting schedule. 

 30/04/2016 
 
Sara Courtney 
ADoN & AHPs 
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APPENDIX 3 
 

 
REPORT TO THE HEALTH & SAFETY FORUM 
 
Date 
 

15.04.2016 

Agenda Item 
 

Governance and Assurance statement - Occupational Health and 
Well-being 
 

Title Governance and Assurance statement - Occupational Health and 
Well-being  
 

Author(s) Louise Jones, Senior HR Manager 
 

Purpose 
 

This paper updates the Forum on Trust sickness levels, 
occupational health service performance and recent work streams 
to support improvements in respect of HWB. 
 

Previously Considered by 
 

n/a 

Overview The Trust has improved its sickness absence position against last 
year, but continues to take steps to improve to meet its targets. 
 
Occupational Health services are performing against KPIs with 
the exception of ill health retirement average clearance times. 
 
The immunisation programme has seen an overall reducing trend 
in staff DNA with a corresponding increase in overall attendance 
at appointments and immunisation compliance rates.  
Improvements have been made which is reassuring and have 
reduced risk rating, but not necessarily at the rate required. 
 
Recent increases in DNA and reduction in attendance needs to be 
kept under close review to ensure that this is not indicative of a 
decline in Divisional and staff engagement. 
 
The publication and consideration of staff survey results have 
focused attention on five key themes.  Of particular interest to this 
group are the results in respect of Health and Wellbeing; Bullying, 
Harassment or Abuse; and Incidents and Near Misses. 
 
Rapid access (fast track) pilots have been approved for staff in 
relation to MSK and anxiety/ depression. 
 

Action Required 
 

The Health & Safety Forum is asked to note the contents of this 
report, feedback on its contents and make any recommendations 
for further action. 
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Governance and Assurance statement - Occupational Health and Well-being 
 

 
1. Context/Background 

1.1 The Trust recognises the business case for investing in staff health and well-being and is committed 
to taking steps to improve sickness absence and staff wellbeing through a range of preventative and 
support measures. 
 
1.2 Key markers to assess our performance, in terms of health and well-being, include the results of a 
range of staff surveys as well as workforce and occupational health performance metrics / KPIs. 
 
1.3 Sickness absence rates are a key well-being indicator and the support offered through the 
occupational health service and employee assistance programme (EAP) are important in supporting staff 
recovery and return to work.  In addition to occupational health and EAP services, the Trust provides a 
range of internal support to both staff and managers. 
 
 
2. Sickness Absence 
 
2.1 The Trust sickness rate target is 3.5%, which provides stretch.  The Trust sickness level continues 
to be below the comparative monthly rates for 2015.  In March 2015 the sickness rate was 4.77% and in 
March 2016 4.56%. 
 
2.2 The top reason for sickness absence remain as ‘anxiety/stress/ depression and other psychiatric 
illnesses and MSK (musculo-skeletal conditions).   
 
 
3. Occupational Health key performance indicators 
 
3.1 Occupational health performance data is available up to February 2016.  Please see below table 1 
for the last quarter figures. 
 
3.2 OH referrals are made in respect of OH advice, pre-employment health screening and health 
surveillance. 
 
Table 1 Trust 

Sickness  
OH Service KPIs Immunisation Programme 

Month Sickness 
Rate 

OH 
appt. 
referral 

OH 
cases 
cleared 

Service 
lines 
breached 
ACT 

Cancelled 
OH 
appts. 

Complaints Immunisation 
Programme 
workflow 

Overall 
Immunisation 
Compliance 

Dec 5.40% 284 207 IHR (1 
case) 

44 5 1774  

Jan 5.26% 327 247 IHR (1 
case) 

57 2 1795  

Feb 4.75% 304 248 0 58 1 1827  
ACT average clearance time 

IHR ill health retirement paperwork 

 
3.3 Occupational health services are provided by OH Assist.  The three year contract expires in January 
2016 and the Trust has recently extended the contract to 5 January 2017, with a programme of service 
improvement measures.   
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3.4 There is still an option to take up the remaining one year extension, however this has now provided 
an opportunity to revisit the service commissioned and test the market.  The Trust has commenced steps to 
re tender for the service.  This group is invited to provide any feedback about service requirements and 
whether the current specification meets their needs and what if any changes going forward would end 
users like to see included / omitted if possible. 
 
3.5 Actions have also been taken at the last contract review meeting in December to improve IHR 
processes and to address an increase in complaints.  Actions to deal with complaints in November and 
December that originated from one practitioner have been confirmed, and they will no longer provide 
services to SHFT. 
 
 
4. Immunisations 
 
4.1 Assessment of immunisation programme activity and staff immunisation rates in March/April 2015 
highlighted the need to take action to make improvements in this area.  The Director of Nursing and Allied 
Health Professionals requested that this be placed on the Trust risk register and an action plan was 
established to effect changes in the following areas: 
 

 Increase staff engagement with the programme 
 Improve accessibility (better clinic locations and frequency) 
 Improving monitoring and compliance rates 

 
4.2 Table 2 provides the Trust’s immunisation activity and compliance rates; June 2015 – February 
2016.  This data shows an overall reducing trend in staff DNA with a corresponding increase in overall 
attendance at appointments and immunisation compliance rates.  Improvements have been made which is 
reassuring, but not necessarily at the rate required. 
 
4.3 February data shows a disappointing increase in DNA and reduction in attendance.  This needs to 
be kept under close review to ensure that this is not indicative of a decline in Divisional and staff 
engagement which has increased over the last 9 months. 
 
4.4 At the IP&C Group meeting on 11 February, review of risk rating was formally undertaken, taking 
account the views of the Health and Safety Forum.  Assessment of progress considered this was sufficient 
to reduce the risk from its 12 rating to 8. 
 
Table 2 
 

 

Month 
(volume 
date) 

Workflow 
(live load) 

Clinic DNA Attendees Leavers 
and 
Refusers 

Withdrawn 
DNA 

Attendance 
Rate % 
 

DNA as a 
% of 
attendees 

Overall 
Immunisation 
Compliance 

Jun-15 2456 16 154 176 11 29 53% 88% 25.72% 

Jul-15 2207 15 155 188 3 51 55% 82% 23.60% 

Aug-15 2034 13 134 206 82 13 61% 65% 25.31% 

Sep - 15 1907 17 99 224 5 9 69% 44% 27.03% 

Oct - 15 1893 16 97 168 5 16 63% 58% 27.25% 

Nov - 15 1815 14 68 177 4 26 72% 38% 35.86% 

Dec – 15 1774 11 66 171 69 17 72% 39% 34.64% 

Jan- 16 1795 20 97 287 28 4 75% 34% 34.49% 

Feb – 16 1827 15 120 180 37 50 60% 67% 35.83% 
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4.5 Further to a reconciliation exercise of staff in the live programme (against those staff that should be 
in the programme according to Green Book categorisation), OH Assist prepared a time line trajectory for all 
staff required to be included in the programme to become fully compliant.  A significant number of staff 
were identified as not being in the live load programme that should be included.  In April OH Assist have 
completed importing this data which will increase the live load figures to be reflected in the March 
management information report data.  Advance reporting indicates the live load will increase to 3782. 
 
4.6 The Trust trajectory (based on current attendance rates and a min of 12 clinics per month) is to 
ensure full compliance of the back log by the end of 2017.  There are however multiple variables that 
impact this timeline, including starters/ leavers and service reprovision (services transferring in an out) as 
well as increased clinic provision (to meet local needs).  Improved attendance also will reduce this time line. 
 
4.7 In every month sufficient clinic provision has been available.  The level of staff bookings and DNA’s 
has a significant impact on compliance achievement and the cost of provision (each appointment unfilled or 
DNA’d costs c. £22). 
 
4.8 To support progress Divisional leads are sent weekly reports detailing how many appointments are 
attended, cancelled and DNA’d, as well as how many appointments are scheduled for the following week.  
Staff details are included in these reports.  
 
4.9 As part of monthly reporting Divisional leads receive a workbook that shows how many 
appointments have been booked in month and how many are required. 

 
 

5. Employee Assistance Programme (EAP) 
 

5.1 Our EAP service provided by Workplace Options continues to be well utilised by staff, when 
compared to the industry average.  Whilst a variety of services are provided through the EAP, staff are 
mainly accessing for provision of counselling services to support issues related to emotion health. 

 
 

6. Staff Survey 

6.1 The annual NHS Staff Survey is designed to help organisations review and improve staff experience 
so that staff can provide better patient care; the findings are also used by the Care Quality Commission to 
monitor ongoing compliance with the essential standards of quality and safety.  The survey is structured 
around four of the pledges in the staff NHS Constitution, with the additional themes focusing on “equality 
and diversity”, “raising concerns” and “patient experience”.   

6.2 The response rate for the Trust rose to 33% in 2015 from 27% the previous year and the overall 
level of staff engagement remained stable at 3.77.   
 
6.3 The key area of improvement was in relation to staff motivation at work; however, performance had 
deteriorated in relation to the reporting of errors, near misses or incidents and staff experiencing 
harassment, bullying, abuse and physical violence, and reporting of this.  A summary of key result areas 
can be found in Appendix 1. 
 
6.4 Consideration of the results from the staff survey and have identified 5 key action areas: 
 

1. Making the Trust a better place to work or receive treatment 
2. Improving action on staff Health and Wellbeing 
3. Dealing more effectively with violence, harassment, bullying or abuse 
4. Improving communications and engagement 
5. Reporting and learning from incidents 
 

6.5 Whilst overall the results demonstrate a continued need to invest in actions to improve HWB for our 
staff.  There were areas of improvement to be noted including a reduction in staff coming to work despite 
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not feeling well enough to perform their duties, (57% 2014; 54% 2015) and reduction in staff reporting 
feeling under pressure to work when unwell from their manager (26% in 2014; 24% 2015). 

 
6.6 The Strategic Workforce Committee (SWC) will be asked to approve the draft action plan ahead of 
implementation incorporating Divisional actions.  Delivery of the action plan to be monitored through the 
SWC on behalf of the Trust Board.  To meet these objectives these areas should be considered in respect 
of divisional and corporate business plans (nav maps). 
 

 

7. HWB Agenda and sickness absence reduction – recent developments 
 
7.1 The MSK Service staff fast track pilot (west) was successful in securing financial support from 
charitable funds.  The 1 year pilot starting from June 2016 will be offered to the complete west locality to 
enable rapid access to MSK (physiotherapy services) to support rehabilitation, advice and guidance in 
respect of MSK injury to enable staff to stay in work during illness or to return to work after illness and 
assist with reasonable workplace adjustments to prevent ongoing reasons for ill health. 

 
7.2  The italk Service approved a staff fast track referral pilot.  The pilot soft launched via HR team in 
March, formal promotion will take place from April.  The pilot will be available to all staff regardless of where 
they live; including staff in Oxford (some adjustments may be required where geography is an issue).  The 
pilot will run until November 2016 and will ensure staff have fast access to psychological support when they 
need it.   
 
7.3 Race to Rio Corporate Challenge promotion and enrolment commenced in April.  Race to Rio is 
designed to engage staff in team competitions to improve BMI scores and general health and wellbeing.  
Running from the 1 May through to the opening of the Olympics on the 5 August, Race to Rio is a fun way 
to track activity levels whilst winning awards and taking part in mini competitions.  
 
 
8. Recommendations 

8.1 The Committee is asked to note the contents of this report, feedback on its contents and make any 
recommendations for further action. 
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Appendix 1 
 
Staff Survey Key Findings 
 
Below is a tabular summary of notable key findings mapped against NHS constitution staff pledges.  
These are categorised according to: 

 top or bottom ranked scores (compares most or least favourably with comparators), 
 degree of change from last year, 
 additional ‘worse than average’ scores to be considered in staff survey action planning. 

 
These key findings will form the basis of the Trusts staff action plan.  Key findings broken down by 
directorate are available in the full 2015 National NHS staff survey available via www.nhsstaffsurveys.com 
 
Staff Pledge definitions 
 
Key findings have been mapped against the relevant four pledges to staff in the NHS Constitution as 
published in March 2013 plus 3 additional themes: 
Staff Pledge 1: To provide all staff with clear roles and responsibilities and rewarding jobs for teams and 
individuals that make a difference to patients, their families and carers and communities. 
Staff Pledge 2: To provide all staff with personal development, access to appropriate education and 
training for their jobs, and line management support to enable them to fulfil their potential. 
Staff Pledge 3: To provide support and opportunities for staff to maintain their health, well-being and 
safety. 
Staff Pledge 4: To engage staff in decisions that affect them and the services they provide, individually, 
through representative organisations and through local partnership working arrangements. All staff will be 
empowered to put forward ways to deliver better and safer services for patients and their families. 
Additional themes: Equality and diversity, errors and incidents, patient experience measures. 
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Staff Pledge Key 

Findings # 
Key Findings Definition SHFT 

2015 
Average 
(median) for 
Combined 
MH/LD and 
Community 
trusts 

SHFT 
2014 

Change since 
2014 

Ranking, 
compared with 
all combined 
MH/LD and 
community 
trusts in 2015 

1 & 4 KF 1,4,7 Overall Staff Engagement 3.77 3.81 3.77 No change Below (worse 
than) average 

1 KF1. 
 

Staff FFT questions: 
Staff recommendation of the 
organisation as a place to work or 
receive treatment (Q21a, 21c-d) 

3.56 3.71 3.61 No change Below (worse 
than) average 

Staff Pledge Key 
Findings # 

Key Findings Definition SHFT 
2015 

Average 
(median) for 
Combined 
MH/LD and 
Community 
trusts 

SHFT 
2014 

Change since 
2014 

Ranking, 
compared with 
all combined 
MH/LD and 
community 
trusts in 2015 

TOP FIVE RANKING SCORES 
 
2 KF11 Percentage of staff appraised in last 

12 months 
96% 91% 96% No change Above (better 

than) average 
3 KF25. Percentage of staff experiencing 

harassment, bullying or abuse from 
patients, 
relatives or the public in last 12 
months 

26% 28% 20% Increase Below (better 
than) average. 

2 KF13. Quality of non-mandatory training, 
learning or development 

4.07 4.03 -- -- No 
comparative 
score 

Above (better 
than) average 

Patient 
experience 
measures 

KF32. Effective use of patient / service 
user feedback 

3.74 3.69 3.77 No change Above (better 
than) average 

3 KF18. Percentage of staff feeling pressure 
in the last 3 months to attend work 
when 
feeling unwell 

54% 60% 54% No change Below (better 
than) average. 

BOTTOM FIVE RANKING SCORES 
Findings in italics are repeated from other sections 
3 KF19 Organisation and management 

interest in and action on health and 
wellbeing 

3.54 3.69 -- -- No 
comparative 
score 

Below (worse 
than) average 

3 KF16 Percentage of staff working extra 
hours 

77% 72% 77% No change Above (worse 
than) average 

3 KF27 Percentage of staff / colleagues 
reporting most recent experience of 
harassment, 
bullying or abuse 

44% 48% 52% Decrease Below (worse 
than) average 

1 KF1 Staff recommendation of the 
organisation as a place to work or 
receive treatment 

3.571 3.71 3.62 No change Below (worse 
than) average 

4 KF6 Percentage of staff reporting good 
communication between senior 
management 
and staff 

28% 33% 30% No change Below (worse 
than) average 

3 KF22 % experiencing physical violence 
from patients, 
relatives or the public in last 12 
mths 

15% 15% 12% Increase Average 
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Staff Pledge Key 

Findings # 
Key Findings Definition SHFT 

2015 
Average 
(median) for 
Combined 
MH/LD and 
Community 
trusts 

SHFT 
2014 

Change since 
2014 

Ranking, 
compared with 
all combined 
MH/LD and 
community 
trusts in 2015 

LARGEST LOCAL CHANGES SINCE THE 2014 SURVEY
 
WHERE STAFF EXPERIENCE HAS IMPROVED 
 
1 KF4 Staff motivation at work 

 
3.93 3.93 3.88 Increase Average 

WHERE STAFF EXPERIENCE HAS DETERIORATED 
Findings in italics are repeated from other sections 
Errors and 
incidents 

KF29 Percentage of staff reporting errors, 
near misses or incidents witnessed 
in the 
last month 

90% 92% 95% Decrease Below (worse 
than) average 

3 KF25 Percentage of staff experiencing 
harassment, bullying or abuse from 
patients, 
relatives or the public in last 12 
months 

26% 28% 20% Increase Below (better 
than) average 

3 KF27 Percentage of staff / colleagues 
reporting most recent experience of 
harassment, 
bullying or abuse 

44% 48% 52% Decrease Below (worse 
than) average 

3 KF22 Percentage of staff experiencing 
physical violence from patients, 
relatives or the 
public in last 12 months 

15% 15% 12% Increase Average 

ADDITIONAL AREAS FOR INCLUSION IN ACTION PLAN
 
1 KF5 Recognition and value of staff by 

managers and the organisation 
3.50 3.52 -- -- No 

comparative 
score 

Below (worse 
than) average 

1 KF8 Staff satisfaction with level of 
responsibility and involvement 

3.87 3.90 3.87 No change Below (worse 
than) average 

1 KF14 Staff satisfaction with resourcing 
and support 

3.28 3.52 -- -- No 
comparative 
score 

Below (worse 
than) average 

2 KF12 Quality of appraisals 3.00 3.05 -- -- No 
comparative 
score 

Below (worse 
than) average 

3 KF15 % of staff satisfied with the 
opportunities for flexible working 
patterns 

54% 56% -- -- No 
comparative 
score 

Below (worse 
than) average 

 
Action plan also to include consideration of: 

 Working extra hours 
 Suffering work related stress in last 12 months 
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REPORT TO THE AUDIT, ASSURANCE & RISK COMMITTEE 
 
Date 23.05.2016  

 
Agenda Item 19b 

 
Title Health and Safety written response to issues 

raised in the 2012 letter to the CEO 
 

Author(s) Paul Johnson - Head of Estate Services 
 

Purpose 
 

The purpose of this report is to provide a written 
response to issues raised in the 2012 letter to the 
CEO from Mike Holder of Safe Systems. 

Previously Considered by 
 

N/A 

Sponsoring Director Paula Anderson, Interim Director of Finance 
 

Executive Director Overview  
 

 

 

 

 

 

 

 

 

 

 

The Head of Estate Services has conducted a 
review into the concerns raised by Mike Holder of 
Safe Systems in a letter to the CEO in 2012.   
Clarification of the authenticity of the letter was 
requested by this Committee.  Each individual 
point was evaluated and a response is provided in 
the report. 
 
Actions identified from the review will be monitored 
at the Trust Health and Safety Forum.   
 
The Trust believes it has made good progress on 
its Health and Safety processes in recent years.  
This is evidenced in this report. In order to 
continually, learn and improve our service 
provision and to ensure management systems are 
effective we have commissioned a health check 
review on the safety management system to gain 
assurance that the current systems and resource is 
sufficient to discharge the Trusts Health and Safety 
obligations. This review will be complete by the 
end of June 2016. 
   
In addition to the current team an additional Health 
and Safety advisor is being appointed to provide 
dedicated support to the trust in-patient facilities. 
 

Action Required 
 

The Committee is asked to note and agree the 
recommendations set out in this report. 
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 Extract of Points raised by Mr Holder in his letter dated 21 
February 2012 

 
Response and Actions 

1 Policy 
Effective health and safety policies set a clear direction for the 
organisation to follow. It contributes to all aspects of business 
performance as part of a demonstrable commitment to 
continuous improvement. Responsibilities to people and the 
environment are met in ways which fulfil the spirit and letter of 
the law. 
 
The existing ICS safety policy sets a clear direction for the 
organisation to follow, the main elements of which would be used as 
the foundation for the SHFT policy.  The policy clearly details duties 
and responsibilities required for implementation; however, continual 
organisation restructuring and lack of involvement with previous and 
existing incumbents with regards to health and safety have meant 
that the Trust’s management systems have evolved in isolation, 
rather than having been designed with safety as an integral element.  
The continual drive to meet the requirements of relevant CQC, 
NHSLA standards compounds the latter, presenting a situation that 
is precisely the reverse of the principal process required. 
 
 
 
 
 
 
 

 
The previous Integrated Community Services (ICS) policies 
were two sets of policies and procedures which were created 
as part of the merger of Hampshire Partnership NHS 
Foundation Trust and Hampshire Community Health Care NHS 
Trust and are fit for purpose.  With the formation of Southern 
Health all policies and procedures were integrated and have 
been continually updated as the trust has continually evolved. 
 
As the organisation has matured and evolved the Health & 
Safety team has been strengthened and it ensures duties and 
responsibilities for Health & Safety are included as standard in 
individual job descriptions, training programmes and trust 
inductions, as well as being supported by other elements of the 
SMS.  
 
Where We Are Now? 
Within the Policy and Strategy it clearly defines roles and 
responsibilities of Trust staff, fora and committees and 
arrangements of how the safety management system functions.  
The Board Assurance Framework Process and Standard 
Operating Procedure clearly illustrates and defines committees 
and the functionality of committees including sub groups 
reporting structure. 
 
 
 
 
 
 

 
2 

 
The ICS policy is clear as to who remains responsible for the 
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 Extract of Points raised by Mr Holder in his letter dated 21 
February 2012 

 
Response and Actions 

management of health and safety, what structures need to be in 
place and what resources are to be allocated to implement the 
requirements of the policy.  These include but are not limited to the 
formation of a Trust Health and Safety Committee, sub committees 
and the details of who is responsible for calling the meetings and 
providing the secretarial support.  Your recent email supported by 

hat the latter is the responsibility of the Head 
of Health, Safety and Security is at variance with this policy, the 
purpose of which is to enable compliance with HSG 65 and 
Regulation 5 of The Management of Health and Safety at Work 
Regulations 1999.   
 
 

The CEO is accountable for ensuring a robust and clear SMS is 
in place for the organisation. A lead Director is nominated for 
Health and Safety (Chief Finance Officer (CFO) and for quality 
& patient safety (Chief Operating Officer & Director of 
Performance (COO & DoP).  The Health and Safety forum is 
continually reviewed to ensure that divisions of responsibility 
are clearly defined regarding Patient, Occupational Health and 
Safety, ensuring that we continually improve.  The meeting is 
fully documented, and attendance recorded as part of the 
quality management system in place. Each division reports to 
the forum detailing risks and action plans, and any learning that 
can be shared throughout the trust. 
The administration function is provided by the Health and 
Safety Fire Safety administrative assistant who reviews, 
collates and records the Health and Safety meeting.   Action 
log updates and agenda items are established and 
communicated prior to the quarterly meetings. 
 
 
 
 
 
 
 
 
 
 
 

3 The calling of the meeting and chairing by the Director responsible 
for health and safety indicates the Organisations commitment to 
health and safety.  Where this is not the case attendance is usually 
poor and a proactive culture fails to develop.  Having reviewed the 

 
The Trusts quarterly Health and Safety forum benefits from a 
strong core attendance. The issue of attendance is raised at 
divisional DPRs (Divisional Performance Reviews). The level of 
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last minutes of HPFT’s safety committee called by the previous risk 
manager, I note five people attended, two of whom were from within 
his own department.  Such a committee servers no purpose and 
would not be seen as complaint with either the Management of 
Health and Safety at Work Regulations 1999 or  the Safety 
Representatives and Safety Committee Regulations 1977 and would 
be seen as a lack of measure commitment by senior management.  
 
 

attendance clearly shows the commitment and proactive 
culture within the organisation and a desire to continually 
improve.  Recently there has been an issue with the 
comprehensiveness of attendance buy the Mental Health 
division, which has been raised with the Director of Operations.  
This has led to a senior representative from that division being 
identified to attend future meetings. 
 
Directors of Operations ensure local Health & Safety issues 
arising from divisional Health and Safety meetings are being 
reported at divisional SMT and to the health and safety forum 
 
 
Actions: 
Any divisional non-attendance is escalated via the 
executive lead/chair of the Health and Safety forum to the 
trust executive team.  . 
 
Divisional directors and executive directors to mandate 
attendance at key strategic compliance forums.  
 

4 The administration associated with organising meetings, i.e. booking 
of rooms, finding previous minutes, production of papers, taking of 
minutes, etc. is an essential but time consuming element of such 
meeting, given that they evidence compliance with statutory 
obligations.  Requesting a band 8a (or equivalent) to undertake this 
administration indicates a lack of resourcing is not a commercially 
effective use of time and diverts the post holder from the strategic 
elements of their role. 

When Mr Holder identified this issue in his 2012 letter there 
was no dedicated administrative resource in place to support 
the Health and Safety committee and team.  Post 2012 
additional dedicated admin resource was identified and 
allocated to the Health and Safety team. 
 
 
 

5 Organising 
 
Effective management structures, arrangements and resourcing 

 
 
In 2012 the Trust was in a process of change with the 
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need to be in place to deliver the policy.  A positive health and 
safety culture is fostered by the visible and active leadership of 
senior managers. 
On my engagement the organisational structure upon which the SMS 
is to be built had not been formally established and is subject to 
continual change.  The latter impacts on both the writing of the 
policy, its implementation and the development of procedures for 
measuring of performance.   
 
This was raised this with during the second of my 
meetings with her, the first being a brief induction to the organisation.  

 was aware of and acknowledged the weakness of the Trust’s 
current position, a point emphasised in her letter to the Chief 
Executive (appendix A).   
 
At this point of my engagement no IT (hardware or software) or 
suitable smart phone had been provided.  The need for me to gain a 
better understanding of where the organisation was in relation to its 
SMS was discussed, the outcome of which would have a direct 
impact on the period of my engagement. I could not access the 
necessary drives and was unable to find any hard copies of 
documentation that provided evidence of an adequate SMS.   Poor 
administration and bureaucracy related to the latter meant I required 
more time to appraise the Trusts current position with regards to 
health and safety and security, the findings of which may affect the 
proposed structure and vacant posts, which was agreed.  
 
Within this meeting I also advised that the Trust’s recently appointed 
Safety Advisor spent approximately 80% of his available time 
providing ad-hoc safety/manual handling training to HPFT elements 
of the Trust, which meant he was unable to perform those tasks 
described within his job description.  I also identified that he had no 

integration of different organisations. Within those 
organisations there would have been a formal organisational 
structure upon which the safety management system (SMS) 
would have been established.   These systems led to the 
collaboration of the ICS Policies of which were fit for purpose. 
During the change process this may have led to the confusion 
of establishing a coherent SMS within the newly formed SHFT.   
 
During the change process current analysis has seen 
significant improvements in the organisation SMS such as: 

 Trust Health & Safety forum 
 Creation of divisional of Health & Safety groups 
 Increased Health & Safety resource 
 Implementation of a new risk management system 

(Ulysses) 
 Introduction of a board assurance framework process 

and standard operating procedure 
 Appointment of a dedicated Local Security Management 

Specialist (LSMS) from April 2012 
 Appointment of additional fire advisors  
 Dedicated administration support for the health, safety 

and fire safety team 
 Improved Trust compliance by the introduction of e 

learning modules for statutory and mandatory Health & 
Safety and Fire Safety training. 

 Register of Nominated persons for Fire Safety and 
Health & Safety. 

 Introduction of safety representative champions across 
divisions 

 
However it should be noted that ongoing organisational 
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formal academic health and safety qualifications and questioned the 
quality of risk management/health and safety advice provided by the 
previously incumbents D .  I was provided 
with a brief summary of events regarding their competence and 
contribution to the Trust which was not reassuring. 
 
  

development such as MCP means we need to continuously 
review and improve.   
 
Ongoing Actions: 

 Improvement in the quality of data entries on the 
Ulysses risk management system.  Recommended 
improvements  

o Review of current Ulysses training 
o As a priority make live the ‘risk assessment’ tool 

in the Ulysses system 
o Create an additional data set for the reporting of 

patient, service user or visitor RIDDOR 
reportable incidents (Ulysses system currently 
only allows RIDDOR reporting for staff) 

o Ensure the Ulysses system automatically 
informs the Health & Safety advisor of any 
RIDDOR reportable incidents. 

o  Review of the Board Assurance Framework 
Process and Standard Operating Procedure to 
ensure reporting arrangements and terms of 
reference are correct and suitable. (For example 
the Health and Safety forum currently reports to 
the Audit, Assurance & Risk Committee but the 
current Board Assurance Framework Process 
and Standard Operating Procedure states that it 
reports to the Quality and Safety committee). 

o A designated operational clinical safety lead is 
required to work in conjunction with the Trust’s 
Occupational Health & Safety team on patient 
safety issues.  

o Consider options for improved collaborative 
working arrangements between the 
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Occupational Health & Safety advisors, 
Corporate Governance and Risk Management 
team. 

 
6 I raised concern regarding the post of manual handling 

trainer/advisor and funding, in particular that related to the volume of 
training the post holder would be required to undertake and the lack 
of capacity they would have to fulfil their duties as an advisor; the 
responsibility for which sat with the Health and Safety, Security, 
Medical Devices and Manual Handling.  I understand that a meeting 
was due to be held with at which I would attend; 
however, the meeting did not occur.  
I am aware that LEaD are to advertise solely for a trainer only, the 
consequences of which will mean that on my departure the Trust will 
be without a suitably qualified person able to advise on the 
implementation of and compliance with the Manual Handling 
Operation Regulations 1992.   
 
On the 5 January I had a meeting with you during which I described 
the situation as ‘challenging’ and outlined proposed changes to the 
existing structure.  To remain within budget I proposed that the Head 
of Health & Safety, Security and Medical Devices covers the post of 
Head of Security, releasing funds to secure the engagement of a 
Team (LSMS) Coordinator who would undertake administrative 
functions associated my department, i.e. responding to employees, 
CoSHH assessments, data cleansing, statistical analysis, etc.  I also 
advised that I would not be able to complete those tasks entrusted to 
me within the contract period of 4 to 6 months and proposed a 
commercially viable extension to twelve months, which also provided 
a period of stability.  You considered this approach to be sensible 
and agreed. 
  

Mr Holder was originally employed by the Trust as a manual 
handling trainer and then following a number of personnel 
changes, became the interim Head of Health & Safety and 
Security Manager including the manual handling training.   
 
These interim arrangements were less than ideal and have now 
been addressed by the appointment of 2.0 wte trainers 
dedicated to manual handling and patient handling. This is 
supported by manual handling e-learning modules which meet 
the needs of the organisation.  There was also appointment of 
2.0 wte Health and Safety advisors dedicated to occupational 
Health & Safety, and a dedicated qualified LSMS advisor. In 
addition there has been appointment of a dedicated medical 
devices lead including the introduction of a trust wide medical 
devices contract and the appointment of a dedicated health, 
safety and security administrative assistant. 
 
 
 
 
 
 
 
Actions: 
Refer to point 5 



  
 

Audit, Assurance & Risk Committee 23.05.2016  Page 8 of 25 
Agenda Item 19b – Health and Safety written response to issues 
 

 Extract of Points raised by Mr Holder in his letter dated 21 
February 2012 

 
Response and Actions 

7 A subsequent meeting with ook place during 
which I was advised that the contract period had not been extended, 
that it was her responsibility to line manage me and requested that I 
write a report supporting the changes we had agreed.  I advised 

 (appendix F1) that a clear and established 
management structure was essential.  These details form the 
core/foundation of the Trust’s policies and are essential elements of 
Safeguard if any data extraction and subsequent statistical analysis 
is to be accurate and reliable.  
 
My email indicates that the organisation structure was vague and 
that I required her advice/clarification.  I have yet to receive any 
detailed organisational structure, the impact of which affects my 
ability to develop and adequate SMS and the effective performance 
of my team. 
 
 

This review is unable to determine due to the timescales 
between the writing of the original letter in 2012 if Mr Holder’s 
perception of the situation was correct.  However, there are 
clear established management structures in place that form the 
foundation of the Trusts policies and procedures.  
Refer points 1 & 2 
 
Action: 
Due to the level of organisational change it would be prudent to 
have a dedicated section on the trust intranet that clearly links 
to divisional (corporate and clinical) structures and to include 
the Board Assurance Framework Process and Standard 
Operating Procedure.  This would aid all levels of the 
organisation to understand role and responsibilities within a 
complex organisation such as SHFT. 
 
 
 
 
 
 
 

8 During our meeting on 24 January you advised me that you had met 
with and that as well as my being trained as an LSMS, 
here direction was that the original structure involving the recruitment 
of a Head of Security was to remain.  This meant that the draft 
business case supporting the need for an LSMS coordinator 
prepared was no longer relevant.   
 

A full-time LSMS has been in post since August 2012 with 
additional support from (2 days a week) from a LSMS 
consultant for further expertise and assurance. 

 
Actions: 
None required  
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9 However, as the need for administrative support for my team was still 
apparent, I presented a report to you  
(appendix F) supporting the need for an administrator, without which 
neither I nor members of my team could perform their functions as 
described within respective job descriptions; for which I have yet to 
receive a response.  
 
 
 

In April 2012 dedicated administrative resource was allocated 
to support the health, safety, fire and security. 
 
Actions: 
None required 

10 During our last meeting on 2 February you  
asked whether I would be prepared to become an employee, which I 
declined.  We discussed the issue of LSMS training and funding, 
after which you advised that my fees were too expensive and that 
the NHS was under and obligation to reduce costs associated with 
the engagement of consultants.   
 
Commercially I found this perplexing as I currently cover three posts, 
for which my costs equate to £54,000 per annum; whereas the cost 
associated with appointing to the three roles i.e. two band six’s and 
one band 8a with associated on costs is approximately £115,000.  
Given your assertion that costs needed to be reduced at this point in 
our discussion, it was apparent that the original terms of my 
engagement would apply, i.e. four months extendable to six by 
mutual agreement, which I have now applied.  As you were already 
aware that I could not complete the project within this timescale, the 
apparent purpose of my engagement is therefore questionable. 

Mr Holder had identified in his letter dated the 20th March 2012 
that without additional resource he would be unable to fulfil the 
objectives required by the organisation.    
 
At the time of advising the Trust of the situation Mr Holder was 
correct in his assumption that 1.0 wte would not be sufficient to 
discharge the organisation’s mandatory obligations.  
 
Since April 2012 a number of posts were appointed which 
addressed the points Mr Holder highlighted in his letter. 
 
Appointments made: 
 
1X WTE Band 7 Health and Safety manager 
1X WTE Band 6 Health and Safety adviser 
1X WTE Band 6 LSMS (Local Security Management Specialist) 
1X 0.6 LSMS consultant advisor 
1X WTE Band 7 Fire manager 
2X WTE Band 6 Fire adviser 
1X WTE Band 4 Fire admin assistant 
1X WTE Band 7 Manual Handling and Patient handling lead 
1X Manual Handling trainer 
1X WTE Band 6 Medical devices adviser appointed under 
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MHRA 
 

 
Actions: 
In order to continually, learn and improve our service provision 
and to ensure management systems are effective we have 
commissioned a health check review on the safety 
management system. 
 

11 Planning 
 
There is a need for a planned and systematic approach to 
implementing a health and safety policy, through an effective 
health and safety management system, the aim of which is to 
minimise risk. Risk assessment methods are used to decide on 
priorities and to set objectives for eliminating hazards and 
reducing risks. Wherever possible, risks are eliminated through 
selection and design of facilities, equipment and processes. If 
risks cannot be eliminated, they are minimised by the use of 
physical controls or, as a last resort, through systems of work 
and personal protective equipment. 
 
Since my engagement the organisational structures upon which the 
SMS is to be built has not been formally established and are subject 
to continual change.  Indeed at the time of writing there is still 
confusion within the Governance Team as to how the organisation is 
structured.   To be effective the SMS must form the core of the 
Trust’s risk management and safety efforts if it is to provide the 
Trust’s management with a detailed roadmap for monitoring safety-
related processes.   
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
The organisation is continually evolving and will always be 
subject to change.  During the time that Mr Holder was 
employed there was significant re-design of the board 
assurance framework process and standard operating 
procedure.  The organisation does have a planned and 
systematic approach to managing Health & Safety and is 
currently undertaking a health check of its safety management 
system.  
 
 



  
 

Audit, Assurance & Risk Committee 23.05.2016  Page 11 of 25 
Agenda Item 19b – Health and Safety written response to issues 
 

 Extract of Points raised by Mr Holder in his letter dated 21 
February 2012 

 
Response and Actions 

 
12 I have not been involved or invited to attend any strategic planning 

meeting to discuss the how the management of safety or security fits 
within the Trust’s SMS. To establish how existing structures came to 
be when writing the report requested by  
relating to proposed changes to the existing structure, I asked for 
information regarding the provision of expert advice.  The emailed 
response was not conducive in understanding why the Trust 
manages risk and health and safety in the way it does. 
 
It is however apparent that the existing safety management structure 
was developed without considering the requirements of relevant 
statutory provision, or resource implications.  By implication this must 
mean that either the previous incumbents were not adequately 
qualified or experienced; or they had little or no involvement at Board 
Level in the planning of the Trust’s current systems.  As a direct 
consequence, rather than establishing a safety management system 
as detailed within HSG 65, the planning and the development of the 
Trust’s systems has ‘evolved’ to its current reactive position; being 
designed and developed to fit existing structures or meet the 
requirements of external stakeholders, i.e. NSLA, CQC, etc.   
 

 
 
 
 
 
 
 
The safety management systems were being jointly developed 
by the Associate Director of Governance and Mr Holder 
himself, who were working with key stakeholders when 
considering the requirements of the relevant statutory 
provision. 
Mr Holder was specifically employed to formally establish the 
SMS for the organisation and made it clear to the Associate 
Director of Governance at the time that he was able to 
discharge this duty.  In a letter sent from the Medical Director to 
the CEO clearly states that Mr Holder was employed to ensure 
the Trusts SMS complies with HSG 65.    
 
The Trust now has a well-established safety management 
system which is delivered by the Occupational Health & Safety 
team hosted by Estate services Division and the Governance 
team. In line with our desire for continual learning the current 
health check on the H&S function we will review if these 
functions should be amalgamated and sit as an independent 
function within the Governance & assurance team. 
 

13 Measuring performance 
 
Performance should be measured against agreed standards to 
reveal when and where improvement is needed. Active self-

 
 
The Trust uses Ulysses as its system for recording and 
monitoring of accidents, incidents and ill health. This is the 
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monitoring reveals how effectively the health and safety 
management system is functioning. This looks at both hardware 
(premises, plant and substances) and software (people, 
procedures and systems). 
 
Organisations need to measure what they are doing to 
implement their health and safety policy, to assess how 
effectively they are controlling risks, and how well they are 
developing a positive health and safety culture.   Two types of 
system are required, namely: 
 
• active systems which monitor the design, development, 
installation and operation of management arrangements, RCSs 
and workplace precautions;  
• reactive systems which monitor accidents, ill health, 
incidents and other evidence of deficient health and safety 
performance. 
Having reviewed how the Trust measures safety performance and 
the lack of evidence to support the latter (which is of concern), it is 
apparent that no active systems are in place.  I have found no 
evidence to support active monitoring or validation of the systems 
which monitor the design, development, installation and operation of 
management arrangements, risk control systems or workplace 
precautions; a point that is evidenced by: 
 
• high VAS figures; 
• high RIDDOR reports; 
• the continued  failings identified by unannounced CQC 
inspections; 
• the recent fall at 2 Sterne Road, HSE intervention and Trusts 
inability to mount a successful defence against the ensuing civil 
claim; 

central recording system for reporting to CQC via the NRLS 
(National Reporting Learning system).   
 
Since Mr. Holder’s letter was written a supported Ligature 
management group is a fully functional.  It is chaired by the 
Assistant Director of Nursing AMH and Head of Estate 
services.  The Group has a dedicated programme manager for 
ligatures where assessments have been reviewed including the 
Ligature point policy and procedure.  Capital funding and 
priority of works are tasked through the committee.  This is 
controlled and documented through a collaborative share point. 
 
The Trust previously managed ligature issues, work related 
absence such as stress, occupational dermatitis, sharps 
injuries and other safety issues through what was known as the 
safety committee. 
 
With the ongoing development of the Trust’s SMS, ligatures 
were managed in the Ligature task & Finish Group by the 
ADON for AMH. The group then evolved in to the Ligature 
management group which now has total oversight and control 
of the Trust’s annual ligature assessment programme,  
prioritisation and monitoring of capital funding to address 
ligature risks, responsible for ensuring the organisation has a 
robust ligature management culture that is embedded at all 
levels 
 
As identified earlier in his report there are a number of actions 
that are required to strengthen our current systems such as : 
 

 Improvement in the quality of data entries on the 
Ulysses risk management system.  Recommended 
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• the view that ligatures are being managed effectively, despite 
a trend analysis showing a consecutive and significant increase in 
events over the last five years and the existence of ligature points 
within patients rooms at Ravenswood identified within the recent 
active reviews (appendices G-I); 
 
Although there is evidence to support reactive systems which 
monitor accidents and incidents, there is no other evidence that 
demonstrates the identification, management or monitoring of 
deficient health and safety performance as a consequence.  
 
I am also unable to find evidence that supports the detailed trend 
analysis of work related absence such as stress, occupational 
dermatitis, sharps injuries, etc. 

improvements  
o Review of current Ulysses training 
o As a priority make live the ‘risk assessment’ tool 

in the Ulysses system 
o Create an additional data set for the reporting of 

Patient, service user or visitor RIDDOR 
reportable incidents (Ulysses system currently 
only allows RIDDOR reporting for staff) 

o Ensure the Ulysses system automatically 
informs the health and safety advisor of any 
RIDDOR reportable incidents. 

o  Review of the Board Assurance Framework 
Process and Standard Operating Procedure to 
ensure reporting arrangements and terms of 
reference are correct and suitable. For example 
the Health and Safety forum currently reports to 
the Audit, Assurance & Risk Committee 
Committee but the current Board Assurance 
Framework Process & Standard Operating 
Procedure states that it reports to the Quality 
and Safety committee. 

o Requirement for an operational designated 
clinical safety lead who would work 
independently with the occupational Health & 
Safety advisory team. 

 Consider options for improved collaborative working 
arrangements between the occupational Health & 
Safety advisors, Corporate Governance and Risk 
Management team. 

14 Auditing and reviewing performance 
An organisation should learn from all relevant experience and 
apply the lessons learnt.  To facilitate the latter there should be 
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a systematic review of performance based on data from 
monitoring and from independent audits of the whole health 
and safety management system.  
 
These form the basis of self-regulation and of complying with 
sections 2 to 6 of the Health and Safety at Work etc. Act 1974 
(HSW Act) and other relevant statutory provisions. 
I can find no evidence to support the systematic review of 
performance based on data from monitoring or audits for the whole 
of the health and safety management system.  Having spoken to 
employees I understand that the previous risk manager was not a 
qualified safety practitioner, that the previous LSMS only held part 
one of his NEBOSH Diploma and that prior to his departure, he was 
instructed not to get involved with any aspect of health and safety.   
 
 

 
 
 
The current Health & Safety and Fire Safety team all have the 
relevant NEBOSH qualifications and the LSMS is also a fully 
qualified security management specialist.  Given the size and 
complexity of the Trust the Head of Estate Services has 
expanded the team by 1 WTE specifically to concentrate on the 
Health & Safety management controls within the trust inpatient 
facilities. 
 
Active systems are in place for all aspects of the SMS. 
 
These processes are fully auditable and governed by Quality 
and Governance to ensure that performance measurement of 
policies and objectives are being met thus providing information 
on the SMS effectiveness.  Health & Safety including clinical 
safety training provides active systems for assurance.   
 
 
 
 
 
 
 
 
 
 

15 Having asked the Trust Safety Advisor to review the adequacy of 
ligature assessments because of the number of incidents, it has 
been identified that assessments are not undertaken in accordance 
with Trust policy, that they would not be construed as ‘suitable and 

The statement made by Mr Holder in 2012 is probably a fair 
reflection of the position relating to Ligature risk assessments 
at that time. The Trust has made considerable changes to the 
way in which ligature risk assessments are carried out and how 
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sufficient’ with regards to Regulations 3 of the Management of Health 
and Safety at Work Regulations 1999.  Many of the risks identified 
have not been adequately managed in accordance with the 
principals of prevention detailed within Regulation 4 of the 
Management of Health and Safety at Work Regulations 1999. 
 

they manage any residual risks. 
 
The current position: 
All areas requiring a ligature risk assessment have been 
assessed and now include clinical management controls. All 
Ligature Risk assessment have been audited for accuracy and 
consistency and transferred to a standard format.  
 

 The ligature management policy has been updated to 
reflect the changes made to the assessment process.    

 Capital allocation has been ring-fenced in the capital 
programme specifically to address identified ligature 
risks contained within the ligature risk assessments.   

 Ligature management group is responsible for the 
prioritisation of the capital funds specifically relating to 
ligature risks. 

 Ligature management group is responsible for auditing 
and monitoring the completion of capital works. 

 Ligature management group is responsible for the 
continued evolvement of the policies and procedures to 
ensure they meet current legislation. 

 A dedicated ligature project manager (clinical lead) has 
been appointed to manage the Trust’s ligature 
management programme. 

 The ligature management project manager is 
responsible for the annual ligature assessment 
programme, ensuring all ligature assessments are 
signed off by clinical managers and that clinical 
management controls are in place to ensure the safety 
of the patients and service users. 
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16  
Given the size of the Trust, the complexity of the services provided, 
the real estate for which it is now responsible, the minutes of board 
meetings that acknowledge gaps, the deficiencies identified by CQC 
during unannounced visits and the absence of evidence to support 
the implementation of a SMS that follows that detailed within HSG 
65, it is my professional opinion that the general requirements of 
sections 2 – 4 of the Health & Safety at Work etc. Act 1974, 
Regulation 5 of the Management of Health and Safety Regulations 
1999 and supporting guidance HSG 65 are not supported by the 
Trust. 

 
This section of Mr Holder’s 2012 clarification letter is as he 
states ‘his professional opinion’ and therefore is subjective and 
the majority of the points are repeated elsewhere.   
 
Mr Holder has not been descriptive in which specific elements 
of sections 2-4 of the HASAW 1974 are not supported by the 
Trust.  Regulation 5 Health and safety arrangements states the 
following: 
 
5.—(1) Every employer shall make and give effect to such 
arrangements as are appropriate, having regard to the nature 
of his activities and the size of his undertaking, for the effective 
planning, organisation, control, monitoring and review of the 
preventive and protective measures 
 
As previously stated in page 3 in 2012 the former Trust was in 
a process of change with the integration of different 
organisations.  Within those individual organisations there 
would have been a formal organisational structure upon which 
the SMS would have been established.   This could have led to 
the confusion of establishing a coherent SMS within the newly 
formed SHFT.  Page 3 also details the current status of the 
arrangements.  
 
The Head of Estate Services has commissioned an 
independent review of the Health & Safety function and the 
Trust adherence to HSG65. The report will be complete at the 
end of June 2016. 
 
Actions: 
Independent review of the Trust Health & Safety function and 
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adherence to HSG65 is underway. 
 

17 Specific information regarding your perception that you have 
not been provided with the necessary real estate, equipment, IT 
and communication systems to achieve the project and how the 
required standards have been compromised. 
My comments relate to the post, my team and the resources I 
consider necessary to implement and manage an appropriate Safety 
Management Systems (SMS) that reflects the size of the 
organisation, the complexity of the services it provides and its 
geographical spread and meets statutory requirements.   My 
perception is based on my experience within safety critical industries 
and the following: 
 
The effective management of health and safety relies on hard and 
software systems and relevant equipment to facilitate the latter.  
Although an office has been provided, IT, communication systems 
particularly that related to information are insufficiently robust to 
ensure statutory compliance. 
 
For the first three weeks of my engagement, access was not 
provided to relevant drives, affecting my ability to function and/or 
review previous correspondence; 
 
Likewise issues related smart phones capable of receiving emails, 
taking photographs to be used as evidence and enable effective 
working off site have been administratively burdensome and 
bureaucratic and have not entirely been resolved.  It is worth noting 
that the current risk manager is also experiencing the same 
problems; 
 
From an information governance perspective I have not been 

 
 
 
 
 
Mr Holder made it very clear in his letter that he believed that 
more resource was required in order to enable him to discharge 
the role he was appointed to deliver.  
 
The investigation by Huw Stone the then medical director 
concluded that the evidence provided by Mr Holder did not 
support the serious claims that were made in his original letter. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The Medical Director also exclaimed in his letter to the CEO in 
March 2012 as a response to this letter that:  



  
 

Audit, Assurance & Risk Committee 23.05.2016  Page 18 of 25 
Agenda Item 19b – Health and Safety written response to issues 
 

 Extract of Points raised by Mr Holder in his letter dated 21 
February 2012 

 
Response and Actions 

provided with, nor can I find any information from the previous 
incumbents that support the implementation of any proactive safety 
management system, either as hard copies or electronic; 
 
From an information governance perspective I have not been 
provided with, nor can I find any information from the previous 
incumbents that accurately support the notification of Injuries, 
Diseases and Dangerous Occurrences in accordance with the 
RIDDOR Regulations 1995 which requires the reporting of specific 
incidents, their recording and the maintenance of accurate records 
for a minimum period of three years; 
 
 

 
‘ at no time did Mr Holder raise with me or  
any of the issues relating to access to shared drives or a 
smartphone that he refers to in his letter’ 

18 Having reviewed a number of reported incidents I am aware that the 
reporting requirements of the RIDDOR Regulations have not been 
met in all cases, in particular that related to injuries to patients that 
occur directly out of or in connection with the Trusts undertaking.  
SIRI 8725 refers and is a matter you need to address; 
 
 

A review of the RIDDOR reporting procedure was carried out 
following concerns raised in the recent CQC reports and 
identified a gap in the Trust’s RIDDOR assurance process.  
 
Currently there is no option in the Ulysses system to report 
incidents that could be considered as RIDDOR reportable for 
patients, service users or relatives.  The Health & Safety team 
have asked the Ulysses team to address this gap by inserting a 
new option into the system that would allow any incident 
appertaining to a patient, service user or visitor that may be 
considered RIDDOR reportable to be reported separately in the 
Ulysses system and automatically notified to the Health & 
Safety manager. 
 
 
Actions: 
Governance team to ensure additional data set is created in the 
Ulysses system. 
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19 There is no risk register or documentation to demonstrate that the 
Trust has undertaken risk assessments in accordance with 
Regulation 3 of the Management of Health & Safety at Work 
Regulations 1999.  Although it was understood that this element had 
been/was to be purchased last year, no progress appears to have 
been made, nor have I been involved in the installation or 
development of any such system; 
 

The Trust does have a risk management policy that stipulates 
the approach to risk assessments across the entire 
organisation to ensure consistency. The Health & Safety team 
are in discussions with the governance team to activate the risk 
management tool on the Ulysses system. The benefits of 
activating this tool are that it will link to the Trust risk register 
and will support the SMS. 
 
Actions: 
Governance team to activate risk assessment tool in Ulysses 
and develop a training programme, audit programme to ensure 
the new system is adopted and implemented trust wide. 

20 As previously mentioned Safeguard is not set up to reflect the 
organisational or geographical structure of the organisation.  It is 
therefore not capable of providing reliable data on which to monitor 
the effectiveness of respective control measures with regards to 
health and safety, or establish trends.    
 

 
Since 2012 the Ulysses system has evolved and now supports 
the organisation’s geographical structure. 
 

21 As detailed within the annual medical devices report the Trust does 
not have a robust CAS alert system with regards to the outward 
reporting of medical device errors (appendix M) indeed it has failed 
to report outward.  Additionally, as detailed within the annual medical 
devices report the Trust does not have a robust quarantining system 
that prevents medical devices that have failed from disposed of, or 
reused on other patients; 
 

The Trust has a co-ordinated central alert system which is 
reported externally and administrated by the Medical Devices 
Advisor and the Governance team. 
 
There is a Trust wide medical devices contract with BCAS 
Biomed which has a fully comprehensive inventory of the 
Trust’s equipment and has in place a system that reports on 
defective equipment.  The Trust also has a contract in place for 
insurance inspections in line with Loler and PUWER 
regulations. 

22 The Trust is applying the requirements of the Data Protection Act out 
of context and to the point that it affects the use and analysis of 
information required to prevent incident, accidents or harm to staff, 
patients or visitors.  As a consequence trends will go unnoticed, 

On the 27th February 2012 the Huw Stone the Medical Director 
met with Mr Holder to discuss these allegations and in his letter 
to the CEO in March 2012 he stated that as the Caldicott 
Guardian for the Trust that he could not agree with this claim. 
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particularly in high risk areas care environments such as  mental 
health and learning disabilities (appendix G); 

 
Currently the Safeguard team monitor and distribute incident 
data analysis to the divisional incident leads for further in depth 
analysis. Trends of incidents are monitored and reported on a 
quarterly basis at the Trust Health & Safety forum.  
 
Actions: 
None required 

23 Further information on how this has impacted on your ability to 
perform your functions, as they relate to Section 2, 3 and 4 of 
the Health & Safety at Work Act 1974 and other statutory 
provisions; 
The consequence of the omissions already identified within this 
document provides sufficient information to answer this question.  By 
implication, as the requirements of specific regulations have not 
been met, compliance with the general requirements of Section 2, 3 
and 4 of the Health & Safety at Work Act 1974 cannot be achieved. 
 
The latter is supported by, but not limited to the: 
 
• high VAS figures; 
 
• high numbers of RIDDOR reports; 
 
• non reporting of RIDDORS - SIRI 8725; 
 
• inadequate maintenance of statutory records, or records that 
demonstrate statutory compliance; 
 
• lack of risk assessments that meet the requirements of 
Regulation 3 of The Management of Health and Safety at Work 
Regulations 1999; 

 
These comments are a repeat of earlier points in Mr Holder’s 
letter  
 
Mr Holder has made statements that due to the following 
points: 
 
• high VAS figures; 
 
• high numbers of RIDDOR reports; 
 
• non reporting of RIDDORS - SIRI 8725; 
 
• inadequate maintenance of statutory records, or records 
that demonstrate statutory compliance; 
 
• lack of risk assessments that meet the requirements of 
Regulation 3 of The Management of Health and Safety at Work 
Regulations 1999; 
 
• recent fall at 2 Sterne Road, HSE intervention and 
Trusts inability to mount a successful defence against the 
ensuing civil claim; 
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• recent fall at 2 Sterne Road, HSE intervention and Trusts 
inability to mount a successful defence against the ensuing civil 
claim; 
 
• perception that ligatures are being managed effectively, 
despite a trend analysis showing a significant and consecutive 
increase in events over the last five years; 
 
• existence of ligature points within patients rooms at 
Ravenswood identified within the recent active reviews appendices 
G-I); 
 
• failings identified by unannounced CQC inspections in a 
number of areas; 
 
• number of successful employer and public liability made 
against the Trust 

• perception that ligatures are being managed effectively, 
despite a trend analysis showing a significant and consecutive 
increase in events over the last five years; 
 
• existence of ligature points within patients rooms at 
Ravenswood identified within the recent active reviews 
appendices G-I); 
 
• failings identified by unannounced CQC inspections in a 
number of areas; 
 
• number of successful employer and public liability made 
against the Trust 
 
Over the past 4 years significant improvements have been 
made and are continuing to be made to the level of resource for 
Health & Safety and the its obligations to comply with existing 
legislation. 
 
 
Actions: 
Independent review of the Trust health and safety function and 
adherence to HSG65 is underway results are due in June 
2016. 

24 How you believe your role has been "primarily associated with 
administration and 
bureaucracy" and how you believe this should have been 
different 
With regards to administration and bureaucracy, my perception is not 
dissimilar to that identified by Sir Gerry Robinson in his study of the 
NHS, the impact of which directly affects my ability and that of my 
team to ensure the Trust meets those obligations placed upon it by 

In response to Mr Holder’s concerns about having admin 
support for CAS reporting, Sue Damarell-Kewell arranged at 
the time for this function to remain with the Quality Governance 
team.  CAS alerts are still managed efficiently and centrally 
within the Governance Team. 
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relevant statutory provisions.   My observations include, but are not 
limited to: 
 
• Since it became apparent that other areas of the Governance 
Team were stretched, I was asked to personally administer the CAS 
reporting system, which I declined.  Doing so demonstrates a 
misunderstanding of what I and my team are or should be doing, the 
lack of capacity and the resources required to effectively undertake 
the latter.  Additionally this is an administrative function that would 
take the post holder from the strategic elements of my role, my 
concerns for which have been raised with you and Sue Damarell-
Kewell. 
 

25  Because of the lack of effective systems and an administrator, I 
spend a significant amount of my time sending and receiving 
correspondence related to security.  By way of comparison 
Portsmouth have a band two administrator to undertake this 
function, representing the appropriate use of resources. 

Currently the Health & Safety team have dedicated 
administration support.  
 
  

26  
• I have attended a number of team meetings the cost of which 
must be in the region of £1200.00 plus on cost.  Whilst I appreciate 
the need to meet, there is a time and a place for the latter, the 
outcome of which must achieve the intended purpose of the meeting.  
 
• For the first three weeks of my engagement access was not 
provided to relevant drives, affecting my ability to function and/or 
review previous correspondence.  Lack of access was due to 
bureaucracy, increasing administration and resulting in ineffective 
use of my time; 
 
• Issues related to smart phones capable of receiving emails, 
taking photographs, etc. and enable the effective working off site 

 
This next section Mr Holder repeats some of the earlier 
assertions made in his letter about the lack of information from 
previous incumbents and concerns over the information within 
Safeguard.  



  
 

Audit, Assurance & Risk Committee 23.05.2016  Page 23 of 25 
Agenda Item 19b – Health and Safety written response to issues 
 

 Extract of Points raised by Mr Holder in his letter dated 21 
February 2012 

 
Response and Actions 

have been arduous and only recently resolved.  Delays were due to 
bureaucracy and the final solution reduces my efficiency and ability 
to work off site;  
 
• From an information governance perspective I have not been 
provided with, nor can I find any information from the previous 
incumbents that support the implementation of any proactive safety 
management system, either as hard copies or electronic.  The latter, 
due to poor information governance and document control has 
reduced efficiency and significantly increased administration time;  
 
• From an information governance perspective I have not been 
provided with, nor can I find any information from the previous 
incumbents that accurately support the notification of Injuries, 
Diseases and Dangerous Occurrences in accordance with the 
RIDDOR Regulations.  Existing reporting and recording systems are 
inefficient due to the bureaucratic application of PID, which results in 
the doubling or tripling of the administration required to complete 
simple function; 
  

27 The management of incidents, their investigation and closure is not 
connected, is bureaucratic because of the application of PID and 
expensive with regards to administration because a single system is 
not used to manage the latter effectively.  Ideally health and safety 
should communicate with claims, complaints, SIRI’s, etc. the 
correspondence for which is stored centrally from an information 
governance perspective.  Administrative costs are excessive, hence 
the request for a more holistic approach to the management of 
incidents and their connection to the risk register.  

Currently the Ulysses system is able to support triangulation 
between the claims, complaints, SIRIs and is managed and 
stored centrally within the Governance team.  The Health & 
Safety team are fully integrated with the single system. 

28 As already mentioned Safeguard is not set up to reflect the 
organisational or geographical structure of the organisation.  
Extraction of information takes considerable time, as in many cases 

Since 2012 the Ulysses system has evolved and now supports 
the organisation’s geographical structure. 
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areas or divisions are excluded from reports, affecting their validity 
and resulting in excessive administrative time being spent of data 
extraction and analysis.   

29 How and with whom you have previously raised your concerns, 
the response you have received to these specific concerns and 
what you believe a satisfactory outcome should have been. This 
should include the relevant minutes, notes and other 
documents that are relevant to all the concerns you raise in 
your letter. 
As indicated within  letter to the Chief Executive, to address 
those concerns raised within an anonymous letter she has engaged 
the services of a qualified H&S practitioner who is a very 
experienced health and safety manager who has worked in this 
capacity in the NHS for manager years and currently provides 
support to other Trusts in the county and already supports this Trust, 
in relation to provision of expert manual handling advice and training. 
 
I bring to the Trust professional experience within ‘Safety Critical’ 
Industries which I intended to apply to the following elements of my 
engagement and in doing so enable the Trust to comply with 
Regulation 7 of The Management of Health and Safety at Work 
Regulations 1999: 
 
• Reviewing the Trust’s Health and Safety systems, 
infrastructures, policies and procedures to identify where 
improvements could be made including looking at health and safety 
committee/s and related structures and policies and arranging for 
these to be revised / modified / established were needed  
 
• Ensuring the Trust has sound and robust processes in place 
for the identification, notification, investigation, monitoring, action 
planning and learning from health and safety risks, issues and 

This last section Mr Holder refers to the structure of the safety 
management systems in the Trust and that they had not 
formally been established.  Mr Holder was specifically 
employed to do this task and had made it clear to Julie Jones in 
discussions that he was able to do this. 
 
In the Medical Directors response letter to the CEO in March 
2012 he stated that there was nothing in Mr Holder’s letter or 
supporting evidence that would give any evidence that he had 
raised these concerns previously and that they had been 
ignored as he had claimed in his original letter. 
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incidents  
 
• Establish health and safety management reporting 
infrastructure for the Trust e.g. reports to committees  
 
My aim was to ensure statutory compliance through the 
implementation and application of a tried and tested safety 
management system that brings together a number of KPI’s that will 
either evidence progress, or identify areas where improvement is 
required. 
 
I have raised concerns with  and 
you verbally during brief one to one’s and have done so in a 
proactive and solution providing manner, in the belief that given my 
experience and scope of engagement, my recommendations would 
be considered and acted upon; however this has regrettably not 
been the case. 
 

 

s. 40
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Health & Safety – Letter from M.Holder – Trust Response 

Introduction 

During 2012 Mr.M.Holder wrote a letter to the Trust CEO expressing his concerns regarding 
the operation of Health and Safety within the Trust.  The aim of this report is to explain what 
actions the Trust has taken since this letter was issued, what current risks remain, and what 
actions are currently taking place to reduce the risk further.  There is a detailed appendix 
attached to this summary, which explains the points raised in the letter, the actions taken 
and current status in greater depth.  The purpose of this summary is to provide a higher level 
summary of actions taken and current status.  It is important to note that since 2012 there 
has been high turnover of staff involved in the review and response to the letter from 
Mr.Holder, and also changes in reporting lines and as such there is some loss of operational 
memory to articulate when all changes took place.  However it is clear what actions have 
been taken and where further action is required to improve the Trust Health & Safety 
processes.  It is important to note that Mr.Huw Stone, Medical Director conducted a review 
of the letter and points raised in it at that time. 

Issues Raised 

At a high level there were a number of themes to the issues raised by Mr.Holder.  These in 
effect cover the following: 

 Fragmented safety management system and unclear responsibilities 
 Attendance at Health & Safety meetings 
 Lack of admin support 
 Resources allocated to local security management 
 Resources allocated to manual handling 
 Resources allocated to Health & Safety and Fire Safety 
 Ligature management 
 Impact of organisational change 
 Generally meeting requirements of the 1974 Health & Safety Act 
 Management of Health & Safety Incidents 
 Central Alert System 

Fragmented safety management systems and unclear responsibilities 

During 2012 the Trust was bringing its systems and processes from different organisations 
together, so it is likely the safety management system was fragmented.  Today systems 
have been integrated and responsibilities are clear. The Board Assurance Framework 
Process and Standard Operating Procedure clearly illustrates and defines committees and 
the functionality of committees including sub groups reporting structure.  Health & Safety 
responsibilities are included in individual job descriptions. 

Attendance at Health & Safety Meetings 

Today there is solid core representation at the Health & Safety forum from all divisions, 
including corporate as well as clinical.  Health & Safety issues are also discussed in 
individual divisional meetings.  Attendance is normally good, although there has recently 
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been an issue with appropriate attendance by the Adult Mental Health division.  This has 
been raised with the Director of Operations for these services and a new senior attendee 
has been identified. 

Lack of admin support 

This was indeed an issue at the time and a full-time dedicated admin resource is now 
allocated to Health & Safety. 

Resources allocated to local security management 

Since Mr.Holder’s letter a full time LSMS was appointed.  This has been augmented recently 
by the utilisation of an expert consultant on a part-time basis to add further expertise and 
stimulus to local security management. 

Resources allocated to manual handling 

Mr Holder was originally employed by the Trust as a manual handling trainer and then 
following a number of personnel changes, became the interim Head of Health & Safety and 
Security Manager including the manual handling training.  These interim arrangements were 
less than ideal and were addressed by the appointment of 2.0 wte trainers dedicated to 
manual handling and patient handling. This is supported by manual handling e-learning 
modules which meet the needs of the organisation. 

Resources allocated to Health & Safety and Fire Safety 

Additional resource has been added to this function since 2012 with qualified staff being 
employed and competent in both Health & Safety and Fire Safety.  Four additional roles 
have been added into this function since 2012 and the Trust also uses Facility Managers to 
play a key role. 

Ligature Management 

The ligature management process in the Trust has been subject to recent scrutiny. The 
Ligature management group now has total oversight and control of the Trust’s annual 
ligature assessment programme,  prioritisation and monitoring of capital funding to address 
ligature risks, responsible for ensuring the organisation has a robust ligature management 
culture that is embedded at all levels. 

Impact of organisational change 

The organisation is continually evolving and will always be subject to change.  During the 
time that Mr Holder was employed there was significant change and re-design.  The 
organisation does have a planned and systematic approach to managing Health & Safety 
and is currently undertaking a health check of its safety management system.  

Generally meeting requirements of the 1974 Health & Safety Act 

Mr Holder was not specific in respect of which elements of sections 2-4 of the HASAW 1974 
were not supported by the Trust.  Regulation 5 Health and safety arrangements states 
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Every employer shall make and give effect to such arrangements as are appropriate, having 
regard to the nature of his activities and the size of his undertaking, for the effective 
planning, organisation, control, monitoring and review of the preventive and protective 
measures 

 

As previously stated in 2012 the Trust was in a process of change with the integration of 
different organisations.  Within those individual organisations there would have been a 
formal organisational structure upon which the SMS would have been established.   This 
could have led to the confusion of establishing a coherent SMS within the newly formed 
SHFT.  The Trust takes active steps to ensure it meets the requirements of the Act and 
these are reported on a regular basis to this committee. 

Management of Health & Safety Incidents 

The Ulysses system, which is used for incident management, is able to support triangulation 
between the claims, complaints and SIRIs. It is managed and stored centrally within the 
Governance team.  The Health & Safety team are fully integrated with the single system. 
Since 2012 the Ulysses system has evolved and now supports the organisation’s 
geographical structure.  Further development is required to support the reporting of RIDDOR 
incidents not relating to staff. 

It must be emphasised that to gain greater understanding of the full depth of issues raised 
and Trust response the full report attached as an appendix should be read. 

Central Alert System 

The Trust has a co-ordinated central alert system which is reported externally and 
administrated by the Medical Devices Advisor and the Governance team. 

Current risks and actions 

With respect to current Health & Safety risks following the letter the most notable relates to 
embededness of the safety management system across the organisation including the 
updated ligature management process.  There is huge focus on this issue, but clearly this 
focus needs to be maintained.  It is felt there has been significant progress on developing 
Health & Safety systems in recent years and this summary covers a number of the key 
actions taken. The Trust and Health & Safety team wish to continue to improve.  With this in 
mind an independent specialist consultant has been engaged to identify where further 
improvements can be made.  Whilst resource levels are much higher than four years ago, 
given the size of the Trust and wide geography covered resource can still be a constraining 
factor.  An additional Health & Safety professional is currently being engaged to focus 
specifically on inpatient facilities.  Another specific risk identified relates to the ability to 
identify RIDDOR incidents for non- patients/service users.  A change is being made to 
Ulysses to enable this to be improved.  A further risk identified in 2015 related to the 
effectiveness of LSMS, hence the engagement of a specialist resource to help develop this 
further. 
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